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Action Plan on the Role of the Board

On 14 July 2015, the Steering Committee (SCIRewiew of Hospital Authority (HA)

released 10 recommendations, covering the following major areas that impact on HAs
operation and service provision, to drive for imgrments in HA to meet future challenges:

(@)
(b)
(€)
(d)
(€)

management and organisation structure;
resource management;

staff management;

cost effectiveness and service management; and

overall management and control.

The basket of recommendations includes the vemnifiost principle aRecommendation 1(a)
under Management and Organisation Structure that:

Recommendation 1(a)

The HA Board, being the managing board, should playore active role in leading and
managing HA.

1. Fundamentals

1.1

HA is a statutory organisation set up under the BAlinance (Cap. 113). As
prescribed in the Ordinance, the HA Bdaid the governing body of the Authority to
perform the functions and exercise the powers staduin Sections 4 and 5 of the
Ordinance. In this respect, the Board gives lesddprand strategic direction, controls
the organisation and supervises the Executive Mamagt, and reports on HAS
stewardship and performance. Under the leadershipe HA Chairman, the Board in
discharging its duties is accountable to the Holmgd<{Special Administrative Region
Government through the Secretary for Food and Healt

' Currently 28 members including the Chairman (nabdpe public officer), 23 non-public officers, tler@ublic officers
and one principal officer who is the HA Chief Ex#ee, all non-remunerated in the capacity as HAf8ddembers.
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1.2

1.3

1.4

To effectively perform its functions in leading anthnaging HA, the HA Board has
established 11 Functional Committees, each witarclerms of reference of specific
roles and functions as delegated by the Boardsadn specific subject areas.

The Board emphasises strategic planning to proweikrall direction to ensure that
HA's operations are effective and efficient in deling its functions and addressing
challenges. The Board has formulated overarchialicips to guide and provide

boundaries for the Executive Management who aregeldawith implementing the

approved plans and the management of HA's opematiofithe Board (including its

Committees) regularly receives and considers redooim the Management on a wide
range of matters including HAs performance, initias and plans, changes in the
operation environment, internal administration, askd management and control etc. to
support the Board.

The Board is also adopting an integrated EnterpRisk Management approach to
enable a holistic view and proactive managemepntdrprise risks facing the Authority.
At the Board level, each Functional Committee neegia report on key risks identified
in their ambit having regard to last year's reswtsd the corresponding mitigation
actions planned ahead for the coming year. Atctirporate holistic level, the Audit
and Risk Committee considers annual report on tloepocate overall Key
Enterprise-wide Risks facing HA and the correspogdmitigation action strategies,
whereas Executive Committee (EC) considers matetased to risk and facilitates the
Board in discharging its responsibilities in thespect.

2. ACTION PLAN

The Action Plan will ensure and facilitate the HA Board to play a@nm active role in
leading and managing HA. Key actions and theipeesve timelines are highlighted
below and summarised in tA@nex.

2.1

211

2.1.2

Key Action 1 : Strengthen and ensure stewardship bythe Board for ongoing
strategic focus on corporate governance

For continuous improvement, HA Board conducted rmsatiancy review on HA overall
corporate governance arrangements in 2012 to 2@b8dh an external professional
consultancy firm for the objective of enabling thathority to better set forward its
directions and functions. The review made consirecrecommendations on the
Board’'s composition and structure, operation anfiecéf’eness, transparency and
disclosure, strategy and planning and enterprdemanagement. Implementation on
various fronts has been in full swing since then.

The review covers a wide spectrum of recommendation various corporate
governance elements of the Board, collectively &syaenabler for the Board to more
actively lead and manage HA. In particular, thepeztive terms of references of the
Functional Committees were reviewed and refresh&pecifically, the role of the
Board's EC is further enhanced to serve as a biiidgeeen the Board, the Functional
Committees and the Management, as well as a reglddorm for the HA Chairman,
Functional Committee Chairmen and the HA Chief Exiee to consider and advise on
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key strategies, policies, directions and oversaftfiA. Through its monthly meetings,
EC regularly considers HAs overall policies andedtions, long-term strategy and
planning, budgets, risk management, governanceforpgsnce management and
succession planning. Matters reserved for the d@ad Delegations of Authority
made by the Board are regularly reviewed. EC aldlo convene as the Emergency
Executive Committee in accordance with HA's Ememye@ontingency Plan to act for
the Board and exercise its powers and functiomsanaging emergency situations, such
as during activation of Serious Response Level (82kpidemic threats. EEC was
convened in mid-2015 due to the Middle East RespiyaSyndrome outbreak in South
Korea as well as in the episodes of H7N9 aviaruerfza infection threats in 2013 and
2014.

2.1.3 As recommended in the corporate governance revi@mMiA Board and its Functional
Committees are actively involved at the developnstage of strategy and planning,
providing input on strategy and debating priorities development and service plans.
Long term strategy and planning has become a stgntim on the Board’s agenda as
well the agendas of the Functional Committees

2.1.4 Looking ahead, the Board will continue to reinfoiteleading and managing role on
HA, including ensuring early engagement of EC imfolation of strategies, directions
and policies; strengthening the role and particgpadf the Functional Committees in
setting key standards, driving for best practiced eonitoring performance; further
strengthening the governance processes of the Baanforcing proactive and forward
agenda planning in the Functional Committees; amiieng that the Board is able to
make informed discussions and decisions on impbiganes in HA.

2.2 Key Action 2 : Set up dedicated Task Force to steaction planning & monitor
implementation of the recommendations of the HA Raew

2.2.1 In anticipation of the SC Report, the HA Board tat meeting held on 25 June 2015
decided that HA should set up a special task foocsteer the strategy and monitor
implementation of the recommendations at the Btarel. This Task Force appointed
by the HA Board comprises the Chairman and Chairroénall the Functional
Committees of the Board (except Staff Appeals Caome®) in membership.

2.2.2 Specifically, the Task Force actively participates the formulation of detailed
implementation plans by steering and advising @enaverall strategies, considering the
proposed targets and major issues; and deliberatintpe proposed actions and plans.
In this respect, the Task Force conducted founsite discussion meetings in August
and September 2015 to examine the detailed praposathe action plans and targets
on each of the recommendations.

2.2.3 In formulating the action plans, the Task Force leagses the need for concrete targets,
including planned deliverables/enhancements andfligntimetable, actions, roadmap,
parties involved etc.; and that due consideratimukl be given to the required enablers,
risk to be managed and stakeholder interests andjagement plan.
Post-implementation review or assessment of achiewme of target is required, and
where appropriate, there should be interim enharoémmeasures as quick wins
particularly for those areas requiring longer tection in implementation
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2.2.4 As an integral part of the Board’'s governance pescéhe HA Board, including its
Functional Committees, will be suitably involveddaronsulted for views, endorsement
or approval as appropriate on the various initegiwunder the action plans. For
ongoing monitoring, the Task Force will receive aaskess progress reports on the

implementation, and will submit regular (six-morthprogress reports to the Food and
Health Bureau (FHB).
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Action Plan on Cluster Boundaries

The SC made the following recommendation with awie strengthening governance and
rationalising the organisation structure of HA:

(b)
(©)

(d)

Recommendation 1 :

The existing arrangement of having seven ctasbould be maintained;

The delineation of cluster boundary, particiylahose of the Kowloon clusters,
should be refined having regard to the supply asmahd for healthcare services|as
well as the hospital development/redevelopmentspiarthe respective cluster; and

In reviewing the cluster boundary, opportuitishould be taken to maximise
coherence on vertical integration of services teues continuity of care for patients
within the same cluster.

1. Fundamentals

1.1

1.2

1.3

A HA cluster is a network of medical facilities asdrvices grouped together to help
ensure continuity of high-quality care within trege geographical setting throughout a
patient's episode of illness, from acute phase xiereled, primary and community
after-care. It maximises operational and managénediiciency through vertical
integration of services, including in respect degration of care at medico-social level
particularly in chronic disease management.

Cross-cluster utilisation of services in HA canbet entirely avoided given historical

development of hospitals (not originally plannedaoaluster basis) and due to patients’
preference, convenience and proximity (e.g. worlpagulation), specialised tertiary

services (available only in certain clusters witfoss-cluster referrals to ensure
concentration of expertise and service quality) etc

Re-delineation of cluster boundary will need to sagported by reorganisation of

services taking into consideration the supportiegvork across healthcare services at
acute care, extended care, primary care and contyncarie levels for patients. Hence,

there will need to be detailed planning, suitabtgagement of internal and external
stakeholders and phased implementation, througictive and well planned approach,

and taking into account the hospital developmeti¢velopment plans in the respective
clusters.



1.4

It is anticipated that with the re-delineation dfister boundary and the consequent
reorganisation of services, cross-cluster servitksation can be reduced, vertical

integration of services for patients in the conedrdistricts can be facilitated, and the
objective of the clustering concept of facilitatipgtients from local communities to

have continuity of care in their residential vie¢yncan be realised.

2. ACTION PLAN

TheAction Plan will

<>

re-delineate the cluster boundaries of Kowloon W&sister (KWC) and Kowloon
Central Cluster (KCC), thereby reducing cross-euservice utilisation;

enhance the continuity of care for patients throtegirganisation of services at acute
care, extended care, primary care and community lesels to better match local
service demand and supply; and

identify and rectify service gaps by building ug thecessary capacity progressively
through the Annual Planning System (APS) and resoallocation exercises.

Key action plans and their respective timelineshaghlighted below, with details of the
full action plan outlined in thAnnex.

2.1

211

2.1.2

2.1.3

Key Action 1 : Re-group Wong Tai Sin (WTS) districtand Mong Kok (MK) area
from KWC to KCC

By regrouping WTS district and MK area from KWC K&C, Kwong Wah Hospital
(KWH), Wong Tai Sin Hospital (WTSH) and Our LadyMaryknoll Hospital (OLMH)
will be re-delineated from KWC to KCC to supporethew KCC catchment districts
which will cover Kowloon City, Yau Tsim Mong (YTMand WTS Districts.

In support of the regrouping exercise, servicesl Wi reorganised taking into
consideration the supporting network across healéhservices at acute care, extended
care, primary care and community care levels fdrepts from different catchment
districts in the cluster. Besides, infrastructiegues will need to be addressed including
staff arrangement, relocation of financial resosraed revamp of information systems.

There will be full engagement and consultation @frious internal and external
stakeholders including staff, governing bodies bé taffected hospitals, District
Councils, patient groups and the community. The iathtnative arrangement for the
regrouping exercise will be effective bhate 2016 with the associated service
reorganisation to take place by phases thereaftele redevelopment of KWH and the
new acute hospital in the Kai Tak area are progrgss parallel.



2.1.4 After the re-delineation of cluster boundary, thgective of the ‘Cluster’ concept can
be better realised. The re-grouping will have thiloWwing impact on service:

(a) better balance in population and reduction in crdgster utilisation between

KCC and KWC:
Mid 2014 After re-grouping
KCC KWC KCC KWC
Population 0.5 million| 1.9 million 1.1 million | 1.3 million
Cross-cluster utilisation 62% 13% 30% 9%

(b) better balance in terms of number of hospital beds perOlQ@@ographical
population of catchment districts:

KCC KWC KEC*
Before re-grouping 6.6 3.4 2.3
(bed nos.) (3 548) (6 629) (2 487)
After re-grouping 4.8 3.5 2.3
(bed nos.) (5501) (4 676) (2 487)

*KEC stands for Kowloon East Cluster

(c) significant drop in proportion of WTS residents e@tng inpatient services in
other clusters:

68%
18%

Before re-grouping
After re-grouping

(d) more patients in YTM District can receive inpatiesdrvices in its designated
cluster viz. KCC:

Before re-grouping
27%
65%

After re-grouping
87% (KCC)

KCC Hospitals
KWC Hospitals

2.1.5 Re-evaluate the demand and capacity gaps within ,KGEC and KEC with special
focus on KEC for longer term planning, taking imtmnsideration the impact of cluster
boundary realignment and the service demand profectp to 2026. Result to be
ready by3Q 2016to serve as a guide for facility planning, worlderbuilding, as well
as future resource planning and allocation via orgg@nnual planning and resource
allocation exercises. With the known service gafKiEC, major medical facilities are
being planned to expand the cluster’'s service dapgpathese include the United
Christian Hospital (UCH) expansion project and Heven of Hope Hospital (HHH)
redevelopment project. Upon the completion of ti@Hexpansion project, the services
currently being provided by KCC for KEC namely ology, psychiatric and
rehabilitation services, will be relocated baclK&C.



2.2

221

2.3

23.1

2.3.2

2.3.3

Key Action 2 : Evaluate demand and capacity of otheClusters

Evaluate demand and capacity for the remaining tusters, with special focus on
New Territories East Cluster (NTEC) and New Terrés West Cluster (NTWC), with a
view to formulating analysis and associated plan2@® 2017to guide facility planning,
workforce building, as well as future resource plag and allocation for the clusters.
On top of service commissioning of the Tin Shui Whispital (TSWH) by phases
starting 2016/17, major medical facilities undearpling for NTEC and NTWC to
increase the clusters’ service capacity includer¢development of PWH (Phase 2), the
expansion of North District Hospital (NDH), and tetension of the Operating Theatre
(OT) Block of Tuen Mun Hospital (TMH).

Key Action 3 : Interim measures for quick enhancemets
Enhancing services in WTS district

(@) WTSH: injected additional manpower and resource2dh5/16to enhance its
capacity to serve additional patients residing inSV

(b) OLMH: allocated resources 2015/16to enhance its endoscopy service and day
service, augmented general outpatient service wiwigion of service during
public holidays.

(c) Refurbishment of Hong Kong Buddhist Hospital (HKBk) be completed by
2019 and the planned redevelopment of OLMH will furthecrease the service
capacity for residents of the WTS district.

Rationalise acute-rehabilitation service arrangegmen

(@) launched inAugust 2015 a pilot project to provide same district medical
rehabilitation service for target patients residingVTS and YTM after they have
stabilised in acute hospitals. This is a new acebabilitation patient-flow
arrangement for Queen Elizabeth Hospital (QEH)/WT&k KWH/Kowloon
Hospital (KH) where WTSH and KH have each desigihaiedical rehabilitation
beds for cases referred by QEH and KWH respectivélye will review the
results of this collaboration in six months’ timetlwa view to considering
expanding and extending the reorganisation subjemtitcome of the review.

Ongoing review of geographical boundaries for amboé catchment areas in
collaboration with Fire Services Department (FSD)

(a) continue to work with FSD to conduct regular reviewthe Kowloon ambulance

catchment areas with a view to exploring improvemepportunities for
refinement to enable more speedy access to pateatn the districts.
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2.3.4 Roll out catch up improvements in KEC, NTEC and NTVW 2015/16 to 2017/18

(@)

(b)

mobilise the additional three-year funding of $3@0lion for catch-up plans in

KEC, NTEC and NTWC to address known deficienciesernvice capacity, with

the first year priority plans in 2015/16 focusingn @nhancement of their
manpower shortfall particularly in respect of nogsiallied health and supporting
staff.

In the meantime, service capacity for KEC, NTEC &RdVC is being built up. In
2015/16, 36 beds are added to Tseung Kwan O Hb§pK&®H), 71 beds to PWH
and a total of 122 beds to TMH and Pok Oi Hos®DH). Arrangements are
also being made to commission the service of TSWRA16/17. At the same
time, resources are put aside / planned under MiNorks Projects forward
renovation of hospitals in the clusters to increthseclusters’ physical capacity to
accommodate more hospital beds.

11
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Action Plan on Management and Organisation Structue

The SC made the following recommendation with awie further strengthening the central
management and coordination role of Hospital AutiioHead Office (HAHO) to ensure
consistency in service provision in different carst and achieve better division of labour and
better alignment of service provision at clusteelevith organisational goals.

Recommendation 2 :

(@) HAHO should strengthen overall coordination on &Ervprovision to minimise
inconsistencies among clusters while exercisingtrobrover the development and
introduction of highly specialised services and aded technology to ensure
well-coordinated development of services amongtefss

(b) To ensure better division of labour, more effecthugport in cluster management,|as
well as better alignment of service provision aistér level consistent with organisation
goals, HA should —

(i) re-examine the overall cluster management strucfaceising on and streamlining
the roles of the Cluster Chief Executive (CCE), pitzd Chief Executive (HCE),
Coordinating Committe€COC)/Central Committe¢CC), etc; and

—

(i) strengthen CCESs’ participation in the overall marmagnt of HA, particularly of
staffing, resources and services planning;

(c) To enhance cooperation, coordination and role mhffgation of hospitals within the
cluster, HA should consider —

(i) where appropriate, grouping two or more hospitalden the management of one
HCE to bring the scope of duties of all HCEs tmanparable level and to facilitate
job rotation among HCEs; and

(i) delineating the role of individual hospitalsitun a cluster so as to ensure the
coordinated and planned development of all hospitgithin the cluster and
between clusters.

12



1. Fundamentals

1.1 Through hospital clustering, HA over the years hahieved the objective of
decentralising the direct management of individhatpitals closer to users of the
services, allowing individual clusters a reasonaldeel of autonomy in service
provision so as to cater for the needs in the ocaéctt districts of the respective clusters.
As such, the type and format of service provisioaymnmot necessarily be uniform
throughout the territory.

1.2 Under the decentralised cluster structure, HAHOy®la strategic role in leading
corporate development, aligning corporate valued directions, and supporting
hospital clusters and frontline delivery of headitec services. At the hospital level,
CCEs are responsible for the overall budget andatipe of the hospitals and services
for the respective cluster, and are also part @ A Chief Executive’s senior
management team in HAHO.

1.3 Some specialised tertiary services are availabléy on certain clusters with
cross-cluster patient referrals to ensure conceotraf expertise and service quality.
COCs and CCs are established to coordinate varsaugices for the respective
specialty/clinical grade and service, establistgpgcialty service networks through the
coordination by HAHO.

2. ACTION PLAN
TheAction Plan will

< ensure a fair mechanism for selection of centreshighly specialised services
with training needs of staff being well taken cafg

< refine the cluster management structure and deénaad reinforce the roles and
responsibilities of CCEs and strengthen their pgudition at HA corporate level,

< ensure that HCE portfolios are comparable, thusiteting job rotation and career
advancement; and

< clearly define, delineate the roles of hospitalginaservices to meet local service
needs, and minimise inconsistencies in practice ngmbospitals and across
clusters.

Key action plans and their respective timelineshaghlighted below, with details of the
full action plan outlined in thAnnex.

13



2.1

211

2.2

221

2.2.2

2.3

23.1

Key Action 1 : Set up a mechanism for selection afentres for provision of highly
specialised services

A mechanism will be devised b{Q 2017 for selection of centres for provision of
highly specialised services to ensure that serpic®s/ision is well coordinated for
optimal service efficiency and effectiveness, ahdt tequitable access to services is
provided to patients from different clusters ouvee territory. The mechanism will be
transparent in the selection process with cleaglned definition of highly specialised
services, and parameters for evaluation and decpioposes. The mechanism will
also ensure appropriate training opportunities dtaff, including those outside the
cluster or centre providing the service, to faaibt career development of staff and
service enhancement by HA.

Key Action 2 : Refine the cluster management structre

HAHO will continue to actively involve the CCEs the work of various management
committees where corporate decisions on staffiagpurces management and service
planning are made. In parallel, we will revisietbluster management structure, with
particular regard to the roles and responsibilittdésCCEs and HCEs, to propose
enhancements to the Board b 2017for strengthening the participation of CCEs in
central management and ensuring that CCEs are n@ Wwith HASs corporate
management goals and service targets.

We will also engage the COCs/CCs to enhance thks imand responsibilities in clinical
governance, specifically in setting service stadslardeveloping clinical practice
guidelines, education and training, conductingiciihaudits, clinical risk management
and introduction of new technology and service tgwaent. This will be elaborated
further under the action plan for Recommendation 10

Key Action 3 : Regroup hospitals under one HCE to rmke HCE job portfolios
comparable

Based on the recommendations of a professionaftretteonsultancy review, we are
formulating, taking into account views from engagem of relevant stakeholders
including the hospitals concerned (including thek-governing bodies where
applicable), a final proposal on regrouping of hitade for seeking the Board’s
endorsement bipecember 2015 Through implementation by phases in the coming
three years having regard to staffing arrangemehts,regrouping aims to enhance
operational synergy and improve patient journeyéeemce, as well as to enrich solid
HCE portfolios with comparable complexity and expesto facilitate rotation and
prepare HCEs for career advancement.

14



2.4

24.1

Key Action 4 : Delineate the roles of hospitals whiin a cluster

HAHO will work closely with individual Clusters tdormulate Clinical Services
Plan™* (CSP) for the respective clusters to set out the clingteategies and service
directions for the cluster and to further delineidwe role of individual hospitals within
the cluster to ensure coordinated and planned derent of all hospitals within the
cluster and between clusters. CSPs for Hong Koegt\Wluster (HKWC), KEC and
NTEC have been completed and published. CSP fo€ KCunder preparation and
take into account the action plan in respect of taster boundary under
Recommendation 1. HA will strive to complete tleenaining CSPs, viz. for NTWC,
Hong Kong East Cluster (HKEC) and KWC in phasethennext three years.

[Note: A CSP is a document formulated with active paraitign of clinicians. It maps out the clinical
strategies, models of care, future service devedmpyrand role of hospitals within a cluster. Itcals
informs and guides the conceptual design of a éubaspital.]
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Action Plan on Resource Management

The SC made the following recommendations with ewvito enhancing equity and
transparency in resource management in HA.

Recommendation 3 :

(a) HA should adopt a refined population-based resoalloeation model by reviewing the
present approach and taking into consideration démographics of the local and
territory-wide population. The refined populatibased model should take into account
the organisation of the provision and developmértgntiary and quaternary services, and
hence the additional resources required by seldaisgditals or clusters, as well as the
demand generated from cross-cluster movement einpsitand

(b) HA should develop the refined population-based ueso allocation model and
implement through its service planning and budtietaion process within a reasonable
timeframe. To avoid unintentional and undesiraibipact on the existing baseline
services of individual clusters, HA should considgpropriate ways to address the
funding need of clusters identified with additiomesources requirement under the new
model, while maintaining the baseline funding toentclusters.

Recommendation 4 :

(&) HA should work to improve and simplify the proceeirof bidding new resources py
clusters for new or improved services at the nedource allocation exercise (in
2016/17), with a view to streamlining and expeditihie process and minimising the
administrative workload of frontline clinical stathalancing the need for efficiency and
accountability; and

(b) HA should enhance transparency of the resourceingiddnd allocation processgs
through better internal communication with clusteasd within clusters on the
methodologies, priorities and selection criteri&or the same reason, HA should explain
the rationale and considerations behind the fiegisions and allocation result starting
with the next resource allocation exercise (in 2076so that clusters can have a better
understanding of how priorities are being deterchimad how resources are bejng
allocated within the whole organisation.

Separately, the Government also plans to allocéiteealimited funding of $300 million fo
the next three years from 2015/16 to 2017/18 taeoh the existing services of NTWC,
NTEC and KEC pending the implementation of thenedi population-based funding mode

16



1. Fundamentals

11

1.2

1.3

1.4

To fulfill its statutory obligation in providing # highest possible standard of care
within resources obtainable, HA strives to uphotd key values in resource
management — to facilitate service provision toeah continuum of care within the
same geographical proximity for patients seekingdicad support, and also to
optimise effectiveness of care for patients recgjyvnedical services at HA.

Over the years, resource management of HA havergssigely evolved from
addressing the activity/service volume of indivibiaspitals, which was in use prior
to the establishment of HA, to networking hospitéisto seven clusters) for
integrated health care strategies and service plgnby a population-based
perspective. While residential population is thieng determinant of demand for
healthcare, and hence, resource requirement ofichail clusters, there are other
relevant factors affecting service designation arifisation across the public
hospitals in Hong Kong that HA needs to adjust stoaensure allocating resources
to the right areas and drive development towardsitsired direction. It should be
noted that the patient load of a cluster is subjecinfluence by factors like (i)
population demographics, which is a key determinahtdisease burden, (i)
specialised services designated or centralised articplar hospitals to serve
population beyond the local area, (iii) populatimobility due to work and other
reasons that would affect healthcare seeking behawid utilisation across clusters,
and (iv) economic status of the regions and iteatfbn the relative utilisation of
public and private health services.

While the refined population-based model lays tasi®understanding for parity of
resource allocation between clusters at a maced,lévs not sufficient by itself for

ensuring comparable service provision and perfoomaat the cluster and hospital
level. It is equally important for HA to monitoceessibility to care across Hong
Kong (such as waiting time and access block) an@évauate efficiency at the
cluster and hospital level.

Resource allocation does not exist in a vacuumis tih a large extent linked to the
existing infrastructure (viz. facilities, equipmemtork force and the organisation of
care delivery, etc.), and hence the scale of seiovision and pattern of utilisation
cannot be drastically changed overnight. Underdfieed population-based model,
measures will be taken incrementally through variplanning activities (including
capital works planning, equipment planning, workBmplanning, and new service
initiatives at the annual planning exercises) metito bring in more parity between
clusters. In particular, clusters found to be treddy disadvantaged in resources
will be given additional support to catch up. Re&se management is not static but
a continuous process that must address both cuanehfuture needs, and therefore,
HA must take into consideration current and futpogulations, as well as the lead
time required to execute planned changes.

17



2. ACTION PLAN

TheAction Plan will

<>

<>

<>

adopt a refined population-based resource allotatiodel, which will incorporate
factors to reflect the differential need of locabpplations for public hospital
services and address unique requirement of indavidusters for resources, such as
arising from the provision of designated servicesl @emand generating from
cross-cluster movement of patients. The objeatvie facilitate service planning
in addressing the healthcare needs of the presehfudure population under the
cluster framework for delivering public hospitahgees;

enable time-trend analysis of cluster resourcasatibn so as to shed light on
whether resource management in HA is improvingtpé&etween clusters;

facilitate promulgation of information on resouraealysis, resource management
and upcoming planning strategies to stakeholderk s HA staff and the public
where appropriate;

improve and simplify the procedures of resourcelinig; and

enhance transparency of the resource bidding doch#ébn process.

Key action plans and their respective timelineshagélighted below, with details of the
full action plan outlined in thAnnex.

2.1

2.1.1

2.1.2

Key Action 1 : Develop refined population-baskresource allocation model and
perform analysis to aid service planning

HA will undertake the necessary groundwork to pregar model building through
(a) analysing public healthcare utilisation of loc@mmunities by the cluster
framework, and identifying pattern of cross-clustdilisation of care; and (b)
setting up governance to build consensus for daggnservices to be counted and
the related costing methodologies. We aim at agpwed a prototype model for
consideration by the Board I3Q 2016 The prototype model will be fine-tuned
and validated by an external consultant, and thalifed model will be ready by
1Q 2017 HAHO will hold biannual meetings with each clksto share ideas on
model development and potential application of ysialfindings.

With the refined model, we will then compare reseuuatilisation of clusters and
perform time trend analysis of cluster resourcednead utilisation. Clusters
found to be relatively disadvantaged in resourteydnd the degree of certainty
within the model) will be given priority to catchlpuhrough submission of plans to
the annual planning exercise to beef up the undwriged areas. Preliminary
results of resource allocation analysis will beorégd to the Board byQ-2Q 2017
Subject to feedback and endorsement, analysisb&ilincorporated into the HA
annual planning exercise I3@Q 2017 i.e. for the 2018/19 planning cycle onwards,
whereby parity of cluster resources will be onéhef key considerations for vetting
resource biddings.
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2.1.3

2.2

2.2.1

2.2.2

We are discussing with NTWC, NTEC and KEC on altmra of topping up
funding to help them to build up the capacity pesgively to serve the growing
population demand in their catchment districts befthe switch over to the
proposed refined model. Catch up plans 2015/16 to 2017/18nhave been
formulated with the three clusters, mainly to erdgearstaff mix in nursing,
pharmacy, different disciplines of allied healtlof@ssionals and other supportive
functions, as well as to acquire/upgrade medicalpgnent. The implementation
of the catch-up plans is now in progress, and wk monitor progress and
utilisation of the catch-up funds and to dovetaithe annual planning exercise.

Key Action 2 : Simplify the procedures of resarce bidding and enhance
transparency of the resource bidding and allocatioprocess

HA has introduced the APS since 2014/15 to enablime submission of resource
requirement for annual plan proposals covering roap, equipment, capital
works and other costs. Training workshops willdoganised inlQ 2016to help
frontline users to better understand the APS wovkfto prepare for the next
planning cycle. We are formulating plans to enleatite APS bylQ 2017 by
adding additional functionalities to further redut®e administrative work of
frontline clinical staff in the resource biddingopess.

To ensure transparency in the resource allocatiocess, we will reinforce the

annual briefing forums to explain the rationale aodsiderations behind the final
decisions and allocation result of submitted prajpgs Feedback on the submitted
proposals will be conveyed to stakeholders inclgddOC/CC members, clusters
and HAHO subject officers. In addition, the exigtiManual on Annual Planning,

which is available to all staff via the HA intraneiill also be reviewed and updated
for promulgation to all stakeholders4®Q 2015 — 1Q 2016
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Action Plan on Staff Management

The SC made the following recommendation with awviéo strengthening staff
management in HA.

Recommendation 5 :

The SC considers that HAHO should enhance its @oatidg role in staff management to
ensure greater consistency, fairness and paritiiuman Resources (HR) management
across clusters. Internal communication on staffnagament issues should also |be
strengthened. In particular, the SC’s recommeandation HAs staff management are|as
follows :-

(@) While there is a need to draw a right balaneéwvben central coordination and
decentralisation on matters relating to recruitmendvmotion and deployment of staff
to take into account the cluster-based organisalistructure of HA, HAHO should
enhance its coordinating role to ensure greatesistancy, fairness and parity in HR
management and practices in and between the dudterparticular, HA should
exercise greater central coordination in the anre@litment of Resident Trainees and
their placement to different specialties to promot®rporate identity and spirit;

(b) Transparency in staff promotion and transfescpsses should be enhanced through
involvement of HAHO. HA should also enhance tramspay in promotion with clear
criteria and guidelines and well defined foci opmesentatives from HAHO and/or
Hong Kong Academy of Medicine (HKAM) as appropriate

(c) HAHO should strengthen its staff developmertgoamme for senior managerial and
clinical staff whereby senior staff will be givenider exposure through different
postings. HA should also strengthen the rotatiamrmyement for trainees as part| of
their training programme,;

(d) HAHO should be able to assume the central doatithg role of staff deployment
within the organisation when situation so warrarsis¢ch as in response to a large
emergency situation, staff shortage or surge mcedemand;

(e) To address the needs of specific disciplined amaintain consistency in practices
between hospitals, HA should enhance the coordigatole of COC in differen
specialties; and

—F

() Regular communication and reporting betweenstets and HAHO should he
established to ensure common understanding on i&gopersonnel policies.
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Separately, in order to address the manpower gjempeoblem and encourage transfer of

knowledge and experience, the Government will aledo HA a time-limited funding @

—

$570 million for 2015/16 to 2017/18 to re-employitable retirees of those grades and
disciplines which are facing a severe staff shatpgpblem, for a specific tenure period| to

be considered by HA.

1. Fundamentals

11

1.2

1.3

1.4

HA is a large and complex organisation with totakrkiorce exceeding 70 000 staff
in 300 grades and ranks, being the largest in HOogg's public organisations
other than the civil service.

HA adopts a decentralised management structuregakaith the principle that
operational decision-making should be encouragedclase to the patient as
possible, and one of the main purposes of estaffsblusters in HA was to
improve efficiency through decentralisation. Arfyanges to the existing system
should avoid going to the other extreme of cergadilon; we need to strike a proper
and careful balance between enhancing the cent@idmation role of HAHO
whilst retaining sufficient authority and autonomiythe cluster level.

Strengthening central coordination in various HRhctions (e.g. creation and
deletion of senior posts, central staff deploymé&AHO representation in cluster
selection board) may be perceived as tighteningauthority or limiting the
flexibility in operation. Extensive staff consultan and communication will need
to be arranged to manage possible staff sentiments.

HA's manpower shortage issues will continue to hava&gnificant bearing on the
Authority’s flexibility in staff management.

2. ACTION PLAN

TheAction Plan will

<>

<>

strike an appropriate balance between central auairdn and decentralisation to
ensure greater consistency, transparency, faiares®quity in staff management
throughout HA;

promote the concept of “one-HA” in order to addrabe perception of
‘sectarianism’ and instill in staff the notion oéibg a member of the HA family
rather than merely staff of individual cluster aspital;

strengthen staff communications and foster a cofk/e culture to help
improve staff morale and engagement to support ldéivice and development;
and

re-employ suitable retirees to address manpoweatsnee
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Key action plans and their respective timelineshagélighted below, with details of the
full action plan outlined in thAnnex.

2.1 Key Action 1 : Enhance central coordination

2.1.1 HA will take forward the following initiatives torgnance the coordinating role of
HAHO to ensure greater consistency, fairness amilyp@ HR management and
practices in and between the clusters :

(@)

(b)

(€)

(d)

Instead of vesting the authority to cluster manag#mHA has recently
introduced a central panel led by HAHO to mandgedreation and deletion
of directorate positions (e.g. clinical Consultangd Nursing Consultant
positions so that a more balanced consideratiorbeayiven to both local needs
as well as HAs overall needs. The mechanism Wl formalised into a
structured approach to manage the creation andiatelef senior posts. The
enhanced mechanism will be piloted in a specifiadgr in 2016/17 with
subsequent further extension to other grades anks i@s appropriate.

HAHO representation in cluster selection boardsl Wi strengthened by
4Q 2016with expanded positions requiring HAHO representafe.g. General
Managers), expanded pool of HAHO representativesidlude cluster senior
staff (e.g. HCEs, Cluster General Managers), am@rclole delineation of
HAHO and other representatives in selection boards.

Communication and partnership between HAHO andtetudR departments
are being strengthened to minimise inconsistencies practices in
implementation of HR policies. In the longer temrsystem for HR audit will
be established to look into the policies, guiddin@ocedures, and practices in
selected disciplines of the HR functions, with awito identifying any gaps
and improvement areas for risk prevention; and maeisim and standard
protocols will be developed to guide HR policy fation, implementation and
monitoring with a view to sustaining consistency guiality assurance.

To strengthen central coordination and involven@n€OC in recruitment of
Resident Trainees, specialty-based central setegb@nels currently being
piloted in Paediatrics and Psychiatry will be rdlleut to all specialties in
2016/17

2.2 Key Action 2 : Promote the concept of “One-HA”

2.2.1 HA will reinforce rotation of senior management aaokhical staff to broaden
exposure and facilitate mutual understanding beatvet&ff and other clusters:

(@)

Structured job rotation arrangement will be devebbfor positions at Chief
Executive Officer (CEO) rank and above with clebjectives, selection criteria,
and approval process B 2016
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2.2.2

2.2.3

2.3

2.3.1

2.4

24.1

(b) HA will facilitate intra-specialty rotation for elicians by provision of central
funded posts. For cross specialty trainee rotatidoster-based rotation
programme will be piloted i2016/17to enhance staff's exposure with a view
to better support to HAs service. The developegtinanism can serve as a
useful reference for other clinical grades. A ftiota mechanism will be
developed in consultation with COCs and ClinicatAmology Management
team by2017/18for training of staff in different grades/hospgain the use of
new technology/equipment when such are introductdHlA.

HA will develop a structured approach BY16/17to enable central coordinated
authority for activating central deployment plan dope with emergencies, with
guidelines on delineating the roles and resporisgslat cluster and corporate levels
in staff deployment and the triggering factorsdhluster based and HA wide crisis.

In parallel, the format and signatory of HA's appanent letter will be standardised
to emphasis the “one-HA” family culture and therawity for deployment by HA in
case of need.

Key Action 3 : Strengthen staff communication

HA will develop HR mobile solutions to modernisafftcommunication. The plan
is to pilot the development of modules for stafalie records, leave application, and
staff welfare in1Q 2016 followed by rollout of other modules for staff imang,
retirement benefits and job opportunities 2016/17 A Staff Communication
Guidebook outlining the staff communication strégeg framework, practical tools
and checklists will be produced #016to provide a useful guide to enhance staff
communication. At the same time, a staff survely also be conducted iB016/17

to gauge staff’s concerns and views to develof stajagement strategies.

Key Action 4 : Re-employ suitable retirees

As approved by the Board, and using the time-lichitending of $570 million for
2015/16 to 2017/18 re-employment schemes (with detailed eligibilityiteria,
selection process, post creation arrangement apteimentation plans) for suitable
retirees are being implemented for clinical doctonsirses, allied health and
supporting grades staff retiring in 2015/16 and6&01 to help address manpower
shortage and facilitate knowledge transfer. A3(September 2015, arrangements
have been made to re-employ 60 retiring doctorsriREnent for retiring nurses and
allied health is in progress and over 110 nursesadied health professionals are
expected to be recruited #Q 2015 As for supporting grades staff, recruitment
process is still in progress, and around 460 ngtisupporting grades staff have so
far been recommended for re-employment.
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Action Plan on Strengthening Training & Development

The SC made the following recommendation on eningnt¢he training of healthcare
professionals with a view to sustaining the Honghée healthcare system and continued
improvement of healthcare services.

Recommendation 6

(a) HA plays a key role in training and developing fetugenerations of healthcare
professionals in Hong Kong. To ensure it perforhs tunction effectively, HA should
enhance its role in central planning and provissbriraining. More specifically, HA
should set up a high-level central training comeeitinder the HA Board to set overall
training policy, allocate designated resources, amdrsee implementation of the
policy within HA; and

(b) Mechanism on selection of candidates for trainihguéd be in place to enhance
transparency and facilitate career development.

Separately, a time-limited funding of $300 milliGor the next three years from 2015/16| to
2017/18 will be allocated to HA for enhancing staéining which includes strengthening
of training support, especially for clinical statfirough scholarship, commissioned trainjng
programmes, staff rotation development programnsésulation training courses and
additional manpower support for training relief.

1. Fundamentals

1.1 Promoting, assisting and taking part in the edocatnd training of healthcare
professionals is a statutory function of HA, amairting of healthcare professionals
Is of paramount importance to supporting profesdiatevelopment of staff and
sustaining Hong Kong healthcare system and cordimgrovement of healthcare
services. In this regard, HA takes a leading rmleproviding training and
development (T&D) to local healthcare workforce. owéver, given the current
shortage in the supply of clinical professionalgining also adversely affected apart
from service delivery.

1.2 For holistic T&D of HAs workforce, apart from thevell-structured training
curriculums in place for clinical professionals suxs doctors, nurses, allied health
and pharmacists, training and development for ggimals on non-clinical fronts
such as information technology (IT), HR, financel &msiness administration fields,
who play an essential role in supporting frontliclmical staff to discharge their
daily work, is equally important.
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1.3

Enhanced training opportunities will promote gregtd and career satisfaction of
staff and thereby help in staff attraction andmata.

2. ACTION PLAN

TheAction Plan will

<>

<>

strengthen the role of the Board in central plagrand provision of training with a
view to aligning practices of individual clusters iselection and funding
arrangements for training opportunities, and enguthe workforce has the right
skills and is of the right numbers to maintain s$tandard of care and improve
patient outcomes;

develop a mechanism to ascertain the training neéddA for development of
training programmes/activities for the whole wornid® in a more structured manner;
and

strengthen collaboration with external parties tthance HAS overall training
capacity and capabilit:.

Key action plans and their respective timelineshagélighted below, with details of the
full action plan outlined in thAnnex.

2.1

2.1.1

2.1.2

Key Action 1 : Strengthen governance on training

At the Board level, HA will set up a Central T&Do@mittee under the Board’s
Human Resources Committee (HRCYIQ 2015to oversee all training elements in
HA. The Central T&D Committee will advise on traig policies to ensure
consistency, parity and transparency in allocatwh training resources and
opportunities among different clusters, and consigeiorities of training
initiatives/programmes. It will also monitor thaélisation of the one-off funding of
$300 million from the Government for enhancing fstedining and will report the
progress of implementation to HRC on a regulardasi

At the second tier, the Central T&D Committee wié supported by a T&D

Executive Group co-chaired by Director (Clusterv@ms) and Head of Human
Resources with grade/ functional heads as core menas the executive arm of the
Committee to consolidate the organisation’s trgnimeeds and make

recommendations on the priorities of training atitres/programmes.
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2.2

2.2.1

2.2.2

2.2.3

224

2.3

2.3.1

2.4

24.1

Key Action 2 : Ascertain organisation training needé and development of
training activities

We will systematically identify the training needsnon-clinical staff and come up
with a structured programme for development ofnirgy activities for different
grades of non-clinical staff. Grade-specific tmagn needs for different
disciplines/grades of staff for non-clinical prasemal grades will be consolidated,
and relevant training curriculums will be formuldten 4Q 2015 — 3Q 20160
facilitate career development and professional gnow

Through a stock-taking exercise on current prasticethe clusters, HA will also
develop a structured mechanism 2016 for adoption by the seven clusters for
identification of individual staff development neeid meet operation requirement.

Training plans for relevant grades of staff willineorporated when new technology
or medical service are introduced in HA. The tragnarranged for medical staff is
now confined to the department/hospital concerngdrotation mechanism for
training of staff in different grades/hospitalsthe use of new technology/equipment
will be developed inlQ 2018 Further, training activities for highly specssd
services in HA will also be centrally coordinated.

Through a phased approach, HA will enhance andjiate its training information

management system to provide comprehensive andradecuraining-related

information (e.g. training records, training daysaining expenses, etc.) for
monitoring, control and future planning. As artialistep, we will set up a system
in 4Q 2015to track key training activities sponsored by deated training funds.

A participatory project will be launched iearly 2016 for user consultation and
engagement, to be followed by planned pilot of sd&®g modules of the new IT
system irdQ 2017

Key Action 3 : Strengthen collaboration with exterral partners

To enhance training capacity and capability, HA wiinduct active discussions with
external parties e.g. the Medical Council of Hongng, HKAM, and the
Universities to strengthen current collaboratioatiorms by4Q 2016 There will
be well-defined priority of areas of collaborati@uch as bringing in external
expertise for programme enrichment, organisingtj@rogrammes with external
parties or procuring training places from extempratfessional training organisations.

Key Action 4 : One-off additional funding of $300 nillion to enhance training

HA will make use of the additional funding of $3@0llion from the Government to
increase training opportunities for staff and psovd of additional manpower
support for training relief. Training proposals deing formulated to strengthen
training support for staff, especially clinical f§ta through scholarship,
commissioned training programmes, staff rotationvettgpment programmes,
simulation training courses and overseas trainirigmphasis will also be placed on
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2.4.2

iIncreasing overseas training opportunities forfstafearn and acquire best practices
from other countries. For the initial year, 11 ne@wd scale-up training programmes
are rolled out in2015/16 Also, a structured Healthcare Services Managémen
Training Curriculum with 52 e-learning modules dreing developed to help
enhance core business knowledge of senior exesutive

Funding support for training relief is also incorated to maintain service operation
through the special retire and rehire schemes, gamgant of temporary staff,

part-timers or the Special Honorarium Scheme wdllected staff members are on
training. In the long run, consideration will bevgn to training requirement of staff
for future manpower planning to enhance trainingasfunities.
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Action Plan on Cost Effectiveness and Service Manament
(Key Performance Indicators)

The SC made the following recommendation with awie strengthening the role of
the HA Board in setting key standards and targets enhancing and refining HA's
Key Performance Indicators (KPIs).

Recommendation 7 :

(a) The HA Board, being a managing board, should plapae active role in
setting key standards and targets to:

() monitor the overall performance and service prowisifor public

(i) facilitate management decision to improve perforoeamnd drive bes

accountability; and

—~

practices; and

(b) HA should enhance and refine the KPIs in 2015 teebaddress service demand
and management, facilitate service planning andureg allocation, and drive
best practices amongst various specialties, hdsital clusters.

1. Fundamentals

11

1.2

1.3

HAs KPI framework is an important management témi regular tracking
and monitoring of its performances internally bg tHA Board and HAHO, as
well as externally by the FHB and the public.

HAs KPI framework comprises the three pillars dini¢al Services, HR and
Finance, each supported by a collection of spe&ifits selected based on a
number of well-considered criteria, including redece to the overall
corporate priorities and organisational objectivasailability of related
automated data that is reliable and comparablesaariusters, materiality in
affecting managers and clinicians’ behavior, impactservice outcome and
cost efficiency, and the burden of diseases inwbli@ KPIs of clinical
services.

Apart from ongoing monitoring of KPI performancé$A regularly reviews

and updates its KPIs through annual review by thd Review Working

Group, with participation from HAHO Divisions antusters, as well as input
from relevant COCs and CCs on clinical services.e Theview

recommendations are put forward to the HA Board deftiberation and
endorsement to ensure that the KPIs are in lind wiirrent corporate
priorities and service directions.
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2. ACTION PLAN
TheAction Plan will

<>

<>

strengthen the Board’s review and monitoring meidmnfor HAs KPI
performance with greater and in-depth involvemdrthe Board’s functional
committees; and

develop additional KPIs to reflect capacity andveer efficiency to facilitate
management decision to improve performance ane d@st practices.

Key action plans and their respective timelineshagilighted below, with details
of the full action plan outlined in th&nnex.

2.1

2.1.1

2.1.2

2.2

2.2.1

2.2.2

Key Action 1 : Enhance the role of the HA Boardn KPI performance and
KPI development process

HA will implement an enhanced mechanism for KPifpenance review with
effect from4Q 2015to actively involve the respective functional coitiees
to support the HA Board in reviewing and monitorikig\s performance.
Specifically, KPI reports of the Clinical Servicé®ls will be submitted to the
Board’s Medical Services Development Committee (M$)DHR KPIs to
HRC, and Finance KPIs to Finance Committee for tstyuand in-depth
discussion. With the expertise of the respectirefional committees, HA's
performance will be more critically and effectivelgviewed and analysed,
and issues of concern or outlying performance lalbrought up to the Board
for attention and focused discussion with a viewlriging for improvements.

Through the enhanced mechanism and reporting phatf@nd with the
support of the functional committees, the Boardderin steering the
development of KPIs will be strengthened, includimgidentification of
strategic areas for KPI development and settinguagfets and standards. With
such enhancement, the Board will be able to preglgtidrive best practices
for cost effectiveness, quality and service managgm

Key Action 2 : Develop KPIs to reflect capacity ancefficiency gaps

HA is developing additional KPIs on capacity andvge efficiency. Through

capacity KPIs, HA should be able to ascertain thevise gaps between
capacity and demand, and such KPIs can providectdire for capacity

building and resource allocation. By developingiogghcy KPIs, HA can

facilitate performance benchmarking across clustes amongst peers. This
in turn will drive best practices and help the angation develop efficient

models of operation, leading to overall servicenovement.

Priority focus will be on the key pressureams of access to Specialist
Outpatient Clinic (SOPC) and OT services, and tbeess block problem.
Proposals are targeted for submission to the Bdardendorsement in
1Q 2016 and for implementation and commencement of rappriin
2016/17.
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2.3

2.3.1

(a) For SOPC service, indicators will be developeddftect adequacy of
existing capacity in matching the new case demauadtlae efficiency in
the allocation of resources for the service throaghlysing the related
input, throughput and output.

(b) On OT service, indicators will be explored to refléhe utilisation of the
existing OT facilities and give insight on the putels for further
optimising and maximising the utilisation of the @ources.

(c) For access block, indicators will be developed tonor the access
block situation and to reflect the effectivenessm#fasures in managing
demand and organising supply.

Key Action 3 : Enhance utilisation of KPI information to drive best
practices

HA will develop an IT system with different functial modules for phased
implementation within three years to improve dissation of KPI
information so that KPIs and their detailed suppgrinformation relevant to
different levels of staff can be made easily adbéssvithin the organisation.
This will promote and facilitate organisation leigh and sharing of best
practices.
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Action Plan on Cost Effectiveness & Service Manageent : Waiting Time

The SC made the following recommendation for imprguwimely access to medical
services and minimising cross-cluster varianceaiting time.

Recommendation 8(a) :

HA should implement a comprehensive plan to showtaiting time for SOPC
and Accident and Emergency (A&E) services with ewito enabling timely
access to medical services and minimising crosst@wariance in waiting time.

1. Fundamentals

1.1 Waiting time for SOPC service and A&E service isetially the result of
demand and capacity imbalance, with increasingtihesle demand due to
Hong Kong's ageing population and rising prevaleoicehronic illnesses.

HA SOPC attendances / new case bookings in
2012/13 — 2014/15
2012/13 2013/14 2014/15
First attendance (a) 682 000 705 000 713 000
Follow up attendances (b) 6 203 000 6 336 000 60010
Total attendances (a) + (b)| 6.9 million 7.0 million 7.2 million
New case bookings 808 000 829 000 843 000

Year Elderly people aged 65 and Proportion of the total
above population

2012 0.98 million 13.7%

2031 projection 2.16 million 26.5%

Year Visits to A&E Departments

2004 2.07 million visits 5 666 attendances per day
2009 2.20 million visits 6 029 attendances per day
2014 2.23 million visits 6 200 attendances per day

1.2 Inadequate gatekeeping at the primary care legel atids pressure to Hong
Kong’s public hospital system. Medical manpoweorsfige is also a crucial
factor contributing to the existing waiting timeoptems in HA services.
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1.3

HA will strive to address pressure on SOPC servicall specialties, with
priority to Orthopaedics and Traumatology (O&T) aRdychiatry (PSY)
which warrant special attention given their mucbl@nged waiting time and
rapidly escalating demand.

Waiting Time (weeks)
2012/13 2013/14 2014/15
. 90" . od" . od"
Median Percentile Median Percentile Median Percentile
O&T 52 107 55 124 60 133
PSY 16 70 20 88 22 87
1.4  HA has implemented a triage system for new SOPE€rna6 to ensure that

1.5

1.6

urgent conditions requiring early intervention atreated with priority.

Under the triage system, referrals of new pati@mnéstriaged into priority 1
(Urgent), priority 2 (Semi-urgent) and Routine cgtees. So far, we have
been able to meet the target of keeping Urgent Sewi-urgent categories
within two weeks and eight weeks respectively, anlll strive our best to

sustain this service target against the rising deinageing population etc.
The SOPC waiting time challenge is primarily amdtimg Routine cases.

A&E service serves to deliver a high standard atise for critically ill or
injured persons who need urgent medical atten@isrwell as medical support
for victims of disasters. Through a triage systesmich classifies A&E
patients into the five categories of Critical, Egency, Urgent, Semi-urgent
and Non-urgent according to their clinical condigp patients with more
serious conditions are ensured higher priority iedimwal treatment. The
proportion of Semi-urgent and Non-urgent patientderaing A&E
Departments in Hong Kong is higher than that in sataveloped countries.
It may be explained by the fact that some patipetseive A&E as a good
choice for medical attendance as they are conviyidéocated, available
24-hour round-the-clock, has good value for moneigh wone-stop and
provides all-inclusive service including x-ray, tahtory test and treatment.

HA in recent years has implemented an array of oreasto manage the
lengthening SOPC and A&E waiting time. We enhanueallic primary care
services to reduce the demand, and launched spaaifiual plan programmes
for services enhancements on pressure points ieveeSOPC caseload such
as in Ear, Nose and Throat (ENT), Eye, and O&Tyises. Public-Private
Partnership (PPP) opportunities are explored. \Wastantly strive to
enhance clinical manpower, both full time and piane and by various means
and have introduced a special supporting sessi@gr@mme to recruit
additional medical and nursing staff from other atéments to work in A&E
Departments. We have enhanced the transparencywaifing time
information to facilitate patient choice and impeodvmanagement tools for
monitoring.  Various local measures have been implded at A&E
Departments by different hospitals during peak @essincluding enhanced
gatekeeping to reduce unnecessary admissions. nGhe ever increasing
demand, we need more measures on top of the ongtiongs.
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1.7

HA will engage the views, support and concertedrésfof our partners in the
clusters, clinical specialties and the COCs/CCsefquloring initiatives and
formulating annual plan proposals to address waitiime problems.

2. ACTION PLAN

TheAction Plan for SOPC waiting time will

< refine the service models to address the waitimg tior SOPC, particularly

<>

<>

<>

for the high pressure areas in O&T and PSY SOPC;

manage SOPC referral sources;

employ multi-pronged strategies to improve capaaitgt efficiency; and
align practices of different clusters and minimgess-cluster variance in

waiting time and facilitate patients to make infeesndecisions in this
regard.

Key action plans and their respective timelineshagélighted below, with details
of the full action plan outlined in th&nnex.

2.1

2.1.1

2.1.2

2.1.3

2.2

Key Action 1 : Utilise Family Medicine Specia$t Clinic (FMSC) to
relieve pressure on O&T SOPC service

In 2015/16 HA is actively exploring using FMSCs to help atlea proportion
of O&T patients triaged as Routine cases, e.gs#teng up of Low Back Pain
(LBP) clinics as a pilot. HA will build on and tia& the existing model to
prepare for expansion of this programme in KEC &IEC through the
2017/18annual planning exercise.

In light of the operational experience, HA will dgpe customising the model
for other appropriate specialties / clusters witlview to diverting routine
SOPC cases in pressure areas to FMSCs to relieR€ S@rkload.

HAHO will also strengthen its role on central cdoation in formulating
annual plans for a consistent service model inctasters to cope with SOPC
pressure areas and to align and share best pmaetiress clusters, including
efficient triage of new referrals, appropriate usfe FMSCs, and avoiding
excessive sub-specialisation.

Key Action 2 : Employ new multi-disciplinary strategy to relieve
pressure on PSY SOPC service

2.2.1 We will increase the service capacity by usingedipsychiatric nurses and

allied health professionals under supervision gicpetrists to address the
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2.2.2

2.2.3

2.3

231

2.3.2

2.4

24.1

manifestation of imbalance between service demaddsapply in the child
and adolescent (C&A) psychiatric SOPC service. sTWirategy of nurse
and allied health clinics is being implemented W&, NTEC and KEC.
In KWC for example, the overall $0percentile waiting time of new case
bookings for Routine cases had significantly drapgeom 92 weeks in
2013-14 to 64 weeks in 2014-15 after enhancementsomultidisciplinary
team. We aim to similarly enhance C&A teams in HKWC addWC in
2016/17subject to availability of resources.

Recurrent follow-up appointments of the large voduoh chronic cases with
common mental disorders (CMD) are another pressorg. To manage
the waiting time problem, we are enhancing the ishsttiplinary teams in
PSY departments in KWC i2015/16and will consider the same for other
clusters in subsequent years through annual plgneixercise. The
development of close case criteria could help d@isgpd those who have
satisfactorily completed the programme with nolfartspecialist needs.

We will attempt cross-cluster booking in PSY by opilg a
corporate-coordinated system 4Q 2015to enable suitable patients with
CMD from other clusters to attend KWC’s CMD clinweith a view to
minimising cross cluster variance in the waitirggi  We will examine the
effectiveness and result of the pilot after thetfirear of this initiative and
consider further rolling out to other clusters Ihape in subsequent years.

Key Action 3 : Manage SOPC referrals

Around 70% of new case bookings in SOPC are rdgefram within HA,
mainly from General Outpatient Clinics (GOPCs) a&&E Departments.
We shall exert more efforts to better manage rafeno SOPCs from the
sources. We will regularly review and refine spéygibased referral
guidelines and clinical protocols to facilitate amthcourage referring
medically stable patients to receive follow-up @ health care services
instead of at SOPCs.

An electronic referral (eReferral) system is bedlmyeloped to improve the
quality of referrals and facilitate the triage pges by creating structured
templates for entry of relevant referral informatiavith reference to
established clinical guidelines and protocols. Wil further promote the
utilisation of the standardised electronic refeteahplate for 12 common
symptoms / diseases, such as back pain and netk pai

Key Action 4 : Employ multi-pronged strategies to gnerally improve
SOPC capacity and efficiency

We will adopt multi-pronged strategies in improvitige capacity of SOPC
service and enhancing its efficiency. Key actimesude:
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- Expanding the physical capacity and facilities of P&3 through a
number of redevelopment/expansion projects, inolydi the
refurbishment of HKBH, reprovisioning of Yau Ma T&OPC,
redevelopment/expansion of KWH, UCH and Kwai Chutgspital
(KCH);

- Extending the GOPC PPP programme, which has beetegiinKwun
Tong (KT), WTS and Tuen Mun (TM) in 2014, to the mning 15
districts by phases in three years’ time,2@16/17 to 2018/1%and

- Introducing new KPIs in2016/17 to reflect service efficiency and
capacity to facilitate management decision to imprperformance and
drive best practices.

2.5 Key Action 5 : Align practices of different clisters and minimise
cross-cluster variance in waiting time

2.5.1 HA is extending the SOPC Phone Enquiry Syswenich has been piloted
in KCC/QEH, to all other clusters R015/16to enhance utilisation of SOPC
quotas by reducing the number of default cases.

2.5.2 We also conduct a comprehensive review ofaftygointment scheduling
practices of SOPC and will publish a SOPC Operaiiamual by2015/16
to align different practices in SOPC.

2.5.3 We will continue to enhance transparency @PGS waiting time to
facilitate patients’ understanding of the waitiimge situation in HA to make
informed decisions in their choice of SOPC for appoent while HA will
take due account of individual patients’ clinicaindition and nature of
service required.

2.5.4 HA will pilot a mobile App inMarch 2016 to facilitate patients’ choice on
cross-cluster new case booking in Gynaecology.

3. ACTION PLAN
TheAction Plan for managing A&E waiting time will

< ensure timely medical treatment for Category llirgéht) patients with
pressing medical needs; and

< improve the waiting time of Category IV (Semi-urgjemnd Category V
(Non-urgent) patients in A&E Departments.

Key action plans and their respective timelineshagélighted below, with details
of the full action plan outlined in th&nnex.
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3.1

3.1.1

3.1.2

3.2

3.2.1

3.2.2

3.2.3

Key Action 1 : Ensure A&E patients with pressiig medical needs received
timely medical treatment

We will implement a new model named “Rapid Assesgnad Treatment
Model” in 1Q 2016and onwards by re-engineering the work process&ik
Departments to enable early assessment of Catdéiggagtients by a team led
by a senior doctor who is able to make a competatial assessment and
define a care plan. The aim is to shorten theimgitime for Category Il
patients (target pledge of 90% within 30 minutes) anprove patient outcome
and their experience in A&E Departments.

To address the manpower issue, we will deploy et medical and nursing
manpower to pressure specialties, including A&E &apents, alongside the
projected growth of service demand and workloadval as the forecasted
turnover rate. This will help sustain the openagion A&E Departments and
improve the waiting time for Category Il patients.

Key Action 2 : Improve the waiting time of CategorylV and Category V
patients in A&E Departments

We will develop a transparent mechanism and an @beiform on electronic
means for releasing estimated waiting time to thigip.

Accessibility of estimated waiting time informati@am Semi-urgent (Category
IVV) and Non-urgent (Category V) cases now availablthe A&E Departments
will be further extended to the public via an elenic platform being
developed. Information on nearby clinics will als® provided with a view to
encouraging patients to consider alternative mddmexlical service that best
suits their needs locally. The programme is pldrionebe rolled-out by phases,
commencing fron2016/17

We will further expand the scale and coverage ef “‘th&E Support Session
Programme” in2016/17 to recruit additional medical and nursing staff,
including those from non-A&E Departments, to hand@emi-urgent and
Non-urgent cases and shorten waiting time in A&p&emnents.
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Action Plan on Cost Effectiveness & Service Manageent : Access Block

The SC made the following recommendation with awie addressing the serious
access block problem in A&E Departments in conagimespitals.

Recommendation 8(b) :

HA should coordinate with relevant specialties tr@ss the serious access
block problem in A&E Departments in concerned htzdpi

1. Fundamentals

11

1.2

1.3

‘Access Block’ refers to the situation where patserequiring and decided for
hospital admission are unable to be admitted toram@te hospital beds
within a reasonable duration of time and have tit @BA&E Departments,
causing delay in hospital admission and overcrogdimA&E Departments.

The access block problem indeed reflects issugsiient management during
the entire course of patient flow. There may b#léweck(s) in one or more
intersection point(s) of the patient journey betweA&E service, acute

inpatient service, convalescent/rehabilitation trgyda service and patient
discharge (often dependent on availability of comityu support upon

discharge), as a result of imbalance between sewapacity and demand, or
because of service efficiency issues. The rootsesmuwill need to be

identified in order to ensure that the issue carffexrtively addressed.

Currently, access block problem is most noticeabl@EH of KCC and PWH
of NTEC particularly during the winter surge pesod

Patients waited for > 8 hours at A&E before admissin
(January 2015)

QEH 49.0%

PWH 49.8%
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2.

2.1

2.1

2.2

2.2.

2.3

2.3.

ACTION PLAN
The Action Plan will
< develop KPI to monitor the access block problem;

< strengthen HAHO's input and enhance intra-clustdlaboration to address
the problem;

< build up capacity and eliminate service bottleneeksl
<> manage service demands.

Key action plans and their respective timelinesragélighted below, with details
of the full action plan outlined in thennex. HA has initiated priority to execute
the actions by endlQ 2016 Any capacity and efficiency gaps so identified w
be addressed through subsequent annual planningcises Through

implementation of the action plan, the aim is thiage significant improvement
in terms of intensity and frequency of access blmgR018 with the ultimate goal

of eliminating the access block problem.

Key Action 1 : Develop KPI to monitor the accesslbck problem

1 We are developing a new KPI to monitor the accdsskbsituation and to
reflect the effectiveness of measures taken in giagademand and
organising supply. This KPI will be ready b{) 2016

Key Action 2 : Strengthen HAHO’s input and enhanceintra-cluster
collaboration

1 Using a multi-pronged approach, HAHO will activgbyovide input to the
cluster-based task forces in KCC and NTEC and pvitivide support to the
clusters from the policy and resource allocatiorele. The task forces, to be
led by the respective CCEs, will enhance intratelusollaboration and
mobilise resources at cluster level to addressticess block problem of QEH
and PWH. Detailed proposals are being formuladstibmission to the
Board bylQ 2016for support and subsequent progress update.

Key Action 3 : Build up capacity and eliminate serice bottlenecks

1 We will continue building up the service capacitly KCC and NTEC. In
2015/16 manpower resources are added to QEH while 71 heeldeing
opened in PWH. More beds are planned to be opendadth clusters in
2016/17 With the completion of the refurbishment projemt HKBH, and the
Minor Works Projects planned for QEH, KH, Alice Hiu Ling Nethersole
Hospital (AHNH), PWH and Shatin Hospital (SH), thh@patient service
capacity of the two clusters will be increased. ®@p of these, major
medical facilities such as the new acute hospitéh@ Kai Tak Development
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2.4

24.1

2.4.2

2.4.3

Area and the redevelopment of PWH (Phase 2) argglanned to meet the
growing service demand in the two clusters.

Key Action 4 : Further manage service demand

Targeted measures will be implemented2®il6/17to manage the service
demand from elderly patients to ease access bladspre in public hospitals
particularly during winter surge periods. Liaisoithwthe community geriatric
assessment service at A&E level will be enhancedddress the inpatient
service demand from old aged homes.

Other key measures in the pipeline include devetnof alternative care
paths to reduce hospital admission at A&E levebulgh enhancing access to
day care services and establishing fast trackodifor patients who otherwise
would need hospital admission. Length of stay Wl shortened by setting
up a mechanism to facilitate medical decisions patient admission,
discharge or transfer based on clinical needs. d\Warnds and discharges on
Saturdays, Sundays and public holidays as well isshdrge planning are
being strengthened to facilitate patient dischargeClinical supporting
services will also be enhanced to speed up patieséssment and recovery.
The target is to commence this 2§16/17

A dashboard will be developed dyQ 2016to provide real time information

on access block and bed utilisation status to ifat@l patient flow
management, thereby maximising utilisation of htadneds.
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Action Plan on Enhancement of Service Capacity and
Service Delivery Model

The SC made the following recommendation withieawto enhancing HA's service
capacity and providing better services and stremmgtiy cost effectiveness to better prepare
HA to meet upcoming challenges, in particular theiag population.

Recommendations 9 ;

(@) HA should enhance its service capacity and revisvservice delivery model to better
prepare itself to meet the challenges of the ageapyilation;

(b) Specifically, HA should enhance step-down careengfthen ambulatory services, and
enhance partnership with non-governmental orgdorsat(NGOs) and the private
sector with a view to providing comprehensive Headte and support for patients,|in
particular elderly patients;

(c) HA should actively work with the Department of HbalDH) and the welfare sector on
healthcare services to promote and enhance pricaeyand rehabilitation services|in
non-hospital setting. The objective of this newdeloof care is not only to make
better use of the resources but also to addressdbds and provide better care ffor
patients, in particular elderly patients, in aniagesociety; and

(d) HA should ensure an effective mechanism is in placeéake into account patients
feedback for service planning and improvement.

1. Fundamentals

1.1  HAs facing great challenges in its service delyvdue to the ageing population and
rising prevalence of chronic diseases in Hong Kong. general, older people require
more healthcare services, and the situation iscpéat significant in public hospital
services which are highly subsidised. Elderly pedqpged 65 or above) accounted
for around 50% of all hospital bed days in HA. Th#tive risk of an elderly person
being hospitalised in general specialties is abmurt times that of a non-elderly person.
Many elderly patients have complex health probleamd higher chances of prolonged
hospital stay or unplanned readmission.

1.2  Managing the growing service demand of an ageiqmladion has been a priority area

of HA. In this connection, HA has formulated a $rac Service Framework for
Elderly Patients in 2012 to guide the future depeient and delivery of healthcare
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services for older persons through a systematicoagh. Strategies have been
translated into actions with an aim to providingpriate level of care based on the
stratified risks and needs of individual patiemis,described below in the “Pyramid of
Healthcare Needs of the Elderly Population” :

To Improve Community Support & Reduce
Avoidable Hospitalisations

- e.g.Integrated Discharge Support Programmefor
high risk elderly patients in partnership with NGOs;
Community Geriatric Assessment Teams (CGATsho
provide outreach healthcare to elderly patients in

RCHEs
Chronic Diseases, To Better Manage Chronic Conditions & Prevent
with Comorbidity - Further Deterioration

e.g.Community Health Call Centre (CHCC) to
support chronic disease management; Partnership with
NGOs for structuredatient Empowerment Program

and/or Require
Rehabilitation

Majority Well but Many

Have Stable Chronic To Improve Disease Control & Maintain Wellbeing
Eairaffens o - e.g.Government Vaccination Programme (GVP)for
high risk groups; Partnership with private sector in

Mild Episodic llinesses GOPC PPP

[Note : RCHES stands for Residential Care HomesheElderly]

1.3  Primary care is the first point of contact for mduals and families in a continual
healthcare process. Effective primary care carrong the health of individuals in
the community, reduce their need for more expenberaithcare services especially
specialist and hospital services, and contributbedealth of the population.

2. ACTION PLAN

The Action Plan will be taken forward alongside the above overaglstrategies. In
particular, we will

<~ increase the capacity of healthcare services f@agamg population;

< review and develop service delivery models in dmlation with related partners with
more focus on step-down care, ambulatory care amdapy care to provide more
comprehensive care and facilitate ageing and capéace; and

< strengthen patient empowerment and engage pasismartnership in healthcare.

Key action plans and their respective timelineshaghlighted below, with details of the
full action plan outlined in thAnnex.
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2.1

211

2.1.2

2.1.3

2.1.4

2.2

Key Action 1 : Increase service capacity

We will increase the total capacity of primary céweaddress the anticipated growing
service demand. We will continue to renovate tkisteng GOPCs to create more
space for capacity increase. Active planning of @&@PCs/Community Health Centres
in districts including North District, Shek Kip Mand MK are in progress to tackle the
rising service demand. To this end, GOPC quotalshsilincreased by 55 000 (77 000
for full year effect [FYE]) and 27 000 (49 000 f&YE) in 2015/16 and 2016/17
respectively. We will closely monitor the servigglisation and demand to plan for
future service enhancement.

We have been taking active steps to engage codsiborwith the private sector
including NGOs to deliver public healthcare serside strengthen the primary care,
especially for patients with chronic diseases. \enthed the GOPC PPP in three
districts viz. KT, WTS and TM, whereby GOPC patgentth specific chronic diseases
and in stable clinical condition are given a chdixeeceive treatment in private clinics.
We will extend the GOPC PPP Programme to the rangitb districts by2018/19to
enhance primary care capacity for the managemegpaitants with chronic diseases.

We will strengthen the CGAT service in RCHEs tovide timely assessment and
appropriate management for high-risk elderly. Aegent, the overall coverage of
RCHEs by CGATSs is around 90%. Through the annlaadpng for2016/17 we aim
to cover an addition of around 40 RCHEs, allowisga cover around 95% of RCHEs
in the territory.

To cope with the growing service demand for eld@dyients with higher chances of
hospitalisation, we will open 250 beds 2015/16 and plan to increase another 200
beds in2016/17 Looking further ahead, with the planned commoissig of TSWH
(late 20160nwards), refurbishment of HKBH (completion @38 2019, HA's overall
bed capacity will be further enhanced in the ne#ure. In addition, planning of new
hospitals are underway, including the developmdrd aew acute hospital in the Kai
Tak Development Area with a total bed capacity bbwi 2 400, and phase two
redevelopment of the PWH as well as the expansioth® Lai King Building in
Princess Margaret Hospital to provide about 90040t beds respectively.

Key Action 2 : Review and develop service deliverymodels and strengthen
collaboration with related partners in the community

2.2.1 HA actively participates in and supports the GVRtotect the health of the high risk

populations. Currently, two-thirds of the vaccioas in the territory were delivered
by HA, mainly through GOPCs. Along the Governmerdirection to enhance the
coverage of GVP for 2015/16, we will continue torlwalosely with DH to further

strengthen our role through the increase in promigif influenza vaccination to more
patients with chronic diseases and elderly livimgthe community starting from
4Q 2015
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2.2.2

2.2.3

224

2.2.5

2.3

231

We have been exploring, in collaboration with thev&nment and NGOs, practicable
ways to reduce unplanned hospital re-admissionsedisas premature or unnecessary
institutionalisation of elders so as to put intéeet the policy objective of promoting
“ageing in place”. We are working together with 8GSocial Welfare Department
(SWD) and the FHB to develop a collaborative servitodel for a large-scale RCHE in
Lam Tei of TM District with enhanced geriatric sees. HA will proactively provide
input into this new service model developmen2@i6/17

For elderly patients or severely disabled perseqsiring long term institutional care,
apart from being cared in HA infirmaries, we beéiethat those with relatively stable
clinical conditions can be taken care of by the dGID other healthcare organisations.
As such, we are developing a service model thavlu@s partnership with NGO or
other healthcare organisation to provide infirmagrvice. This pilot Infirmary
Service PPP project is anticipated to provide um4oinfirmary beds located in the
Wong Chuk Hang Hospital (WCHH) starting fr&t817.

Over the years, HA has strengthened palliative sargices to patients with terminal
illness and their family members. To improve th&lgy of care for elderly patients
living in RCHEs who are facing terminal-illnessd to reduce their unnecessary
hospitalisations, HA’'s CGATs will work together Wwithe Palliative Care teams and
NGOs to enhance these patients’ medical and nursng and to provide training for
RCHEs staff starting fromQ 2015 We will also strengthen the structured palliativ
care training for different healthcare disciplines.

HA’'s CHCC is a community-based service model t@hetjh-risk elderly patients stay
healthy after discharge from hospital, and to suppbronic disease management of
diabetes mellitus (DM) patients in primary care.uilBon the successful experiences,
we will expand the CHCC service to provide teleph@uvice and support to DM
patients follow up in SOPCs. We plan to extend $kevice to KEC, NTEC and
NTWC starting fronr8Q 2015and subject to the results, we will further ralt ¢o other
clusters in due course.

Key Action 3 : strengthen patient empowerment and myagement

We are committed to empowering and engaging ouemtst their carers as well as the
community at large, with a view to enriching th&mowledge on service and care
options, self-management skills for care at homed @articipation and role in
decision-making process for navigating the systéroape efficiently. On this front,
we will

< revamp HA’s Smart Patient Website ) 2016to provide more information to
support carers of elderly;

< refine the service model and contractual partnprafith the NGOs on the Patient

Empowerment Programme i2016/17 to better support patients with DM or
hypertension and enhance service quality;
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strengthen the role of HA's Patient Resource Cerdiea platform to coordinate
community partners and patient groups 2316/17 and to help strengthen the
participation of patient groups;

continue to conduct the corporate Patient Expeeeaisd Satisfaction Survey
(PESS) Programme to collect patient feedback onse#ices and identify areas
and drive for improvement. The programme will eown the coming years
inpatient services i8015/16 A&E services ir2016/17 and hospital-based PESS in
2017/18 and

further increase patient representatives’ parttmpain formal platforms by
1Q 2016to provide views and feedback to HA on serviceeligyment and patient
care.
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Action Plan on Overall Management & Control

The SC made the following recommendation with awie enhancing safety and
guality of service.

(a)

(b)

()

(d)

(e)

(f)

Recommendation 10 :

HA should strengthen the roles of COC on clinicalgrnance, including th
development of clinical practice guidelines, seegistandards, introduction
new technology and service development plan foretpective specialty t
achieve more standardised service quality andneattand to ensure safety;

HA should review the role of Chief of Service (CO&}h greater emphasis
clinical governance;

HA should review the inter-relationship of COC/C@davarious service
committees with a view to streamlining internal soltation on annual resour
planning and clinical service development. HA dtdaddress the concerns
frontline clinical staff and review their adminigtive workload to ensure the
can concentrate and focus on their core duty ofiginog care for the patients;

HA should, through COCs, develop a system of crealemy and defining
scope of practices to ascertain professional cognget and to ensure patie
safety;

HA should step up the implementation of clinicatcmume audits as a tool

assess and monitor clinical competence and seoutm®me for seeking servic

quality improvement; and

In examining the root cause for the occurrence miedical incident, HA shoul
strengthen the sharing of lessons learnt amongtecfisto minimise the
possibility of its recurrence, and consider meastioeenhance communicati
with and support for patients.

of

S
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1. Fundamentals

11

The volume of services provided by HA is enormous 2014/15, annual

attendances to its A&E Departments amounted tor@lbn, SOPC 7 million,

and total number of patient days (including inpati@nd day inpatient
services) reached some 8 million. Maintaining tiyadnd safety is an
essential core business in HA, and yet with chglsngiven the volume,

varieties, and complexities of its patient services
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1.2

1.3

HA places quality and safety as top prioritieshia planning and running of its
patient-centred services by establishing governatieeture and systems to
ensure high clinical standards. Broadly speakkey elements in HAs
clinical accountability structure include the Céal Management Team and
COS framework, and COC (mainly specialty-based) a&@ (mainly
service-based) framework, building on the foundabbspecialist led services
and peer reviews with competency of staff assutedugh professional
supervision and continuous training. We have dstadd a system of
multi-disciplinary multi-specialty disease-basednichl audit across HA.
Besides, HA has active monitoring of clinical iraliors for enhancing service
quality, and a well-established Sentinel Event &3o(ialso including Serious
Untoward Events) for the reporting and managemdnsasious medical
incidents.

Clinical audits are initiated, led and conducted diicians at hospital
settings as part of the continuous quality improgetrinitiatives to generate
informative results for driving quality and safeéphancements. The HA
Board has also commissioned an Independent Cliddogkernance Review in
2012 to assess the suitability, effectiveness aisthmability of HA's clinical
governance and patient safety measures, systethpyaresses.

2. ACTION PLAN

TheAction Plan will

<>

<>

<>

<>

strengthen quality and safety structure to integrdifferent elements of
clinical governance;

enhance the role of professional committees (COC/&@ COS on clinical
governance;

develop a system of credentialing and defining saafjpractices;
enhance performance monitoring and management; and

enhance incident learning.

Key action plans and their respective timelineshagélighted below, with details
of the full action plan outlined in th&nnex.

2.1

2.1.1

Key Action 1 : Strengthen the roles of COC on clirgal governance

We will engage the COCs/CCs to enhance their rabesetting service

standards, developing clinical practice guidelineducation and training,

conducting clinical audits, clinical risk managemeand introduction of new

technology and service development. We will specdifese via a set of

standardised Terms of Reference to be issued adutgated in3Q 2016

through which individual COC/CC will be entrusteddarequired to carry out
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2.2

2.2.1

2.3

2.3.1

2.4

24.1

2.4.2

2.4.3

the said tasks in express terms. We will evaludie results through
self-assessment by the COCs/CCs 3@ 2017 to identify areas for
improvement.

Key Action 2 : Enhance the role of COS with greateemphasis on clinical
governance

We will engage COSs and doctor groups on the emthmole of COS,
particularly in quality of patient care and patisafety by2Q 2016 We will
also specify COS management functions as relatelinical governance in the
COS appointment and staff appraisal procedurg®yp017

Key Action 3 : Refine COC/CC/service committees rakionship with a
view to reducing their administrative work in annual resource planning
and clinical service development

We will streamline the annual planning processlley 2016 with a view to
reducing the administrative work of clinical staff annual resource planning
and clinical service development. We will engagey kstakeholders in
COCs/CCs through training workshops and feedbackgsses to better utilise
the annual planning cycle for prioritisation of easce bids put forward by
hospital service units so as to reduce abortivekwabfrontline level.

Key Action 4: Develop a system of credentialing andlefining scope of
practices

HA has been working on a framework for credentgland defining scope of
practice since 2014 for high risk activity-basee@dantialing, under which
specific procedures/intervention will set out agprate credentialing criteria in
terms of qualifications, training and experiencguieements. We are actively
engaging the COCs/CCs in selecting procedures rigenitialing and setting
credentialing requirements. We will develop a feavork to guide
implementation and reporting of credentialing inspitals, with a view to
setting professional standards and assuring stafppetency in performing the
procedures.

We aim to implement the vetting mechanism of crédéng activities on
medical procedures with qualifications, traininglgrofessional standards set
by COC/CCs and endorsed by HAs Central CredengalCommittee by
1Q 2016 By 4Q 2016 we will develop a mechanism for defining the sEop
of practice, maintenance of staff lists and reguéporting of HA endorsed
credentialing activities in collaboration with th€luster Credentialing
Committees.

We will maintain ongoing communication with HKAM dfAA's credentialing
development and discuss the future development.
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2.5

2.5.1

2.5.2

2.5.3

2.6

2.6.1

2.6.2

2.6.3

Improve clinical outcomes and patient care througkclinical audit activities

We will reinforce clinical audit as an essentialdaintegral part of clinical
governance, and enhance the role of COC/CC in peifig clinical audit
activities with a view to improving clinical outca®s and patient care. We
will also refine and update the clinical audit gelides by1lQ 2016to guide
clinical specialties in performing clinical audits.

Riding on the experience of Surgical Outcomes angrévement Program in
providing an appraisal to hospitals based on rdjksied outcomes, we are
supporting COC (Intensive Care Unit (ICU)) to deyel local risk adjusted
model for intensive care outcome monitoring progtayQ 2016 which we
anticipate will effectively drive for quality ancfety improvement measures in
patient care outcomes.

HA will continue to develop specific sets of clialcindicators to facilitate

tracking of critical processes and outcomes oveetand among peers for
service quality improvement. Developing clinicaldicators provides an
opportunity to re-examine standards of care in i§peareas, and stimulate
changes to overcome perceived inadequacies.

Strengthen medical incident sharing

We have established an effective incident reportimeghanism and a sharing
culture from reaping the benefits of root causeyam on medical incidents.
For further improvement, HA will develop an electio platform by1Q 2017
to strengthen the sharing of lessons learnt amauagters to minimise the
chance of recurrence. To reinforce the learningcgss of preventing
recurrence of incidents, we will continue to publthe HA Risk Alert and
annual report, and organise incidents sharing @essit HAHO, cluster forums
and COCs.

For promoting a patient-centred culture among st&tHff are encouraged to
report medical incident in a timely and open manndrirough the issuance of
the Clinical Incident Management Manual, HA willrfiuer strengthen and
standardise the reporting, management and morgtafnmedical incidents,
with focus of communication with and support fotieats by2Q 2016

At the same time, we will continue to integrate yano quality and safety
practices into the education and training of indeand junior doctors by
inoculating patient safety in their training cuui@ for building and
consolidating the culture of safety.
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Annex

Implementation of the Recommendations of the
Steering Committee on Review of Hospital Authority

Hospital Authority Action Plan

Strategic Goal and
Target

Action

Timeline

Management and Organisation Structure

Strengthening governance and rationalising the om@nisation structure

Recommendation 1

The HA Board, being the| 1. Continue to strengthen stewardship by Ongoing and continuous
managing board, to play a the Board along the directions of the
more active role in leading recommendations of its corporate
and managing HA governance review and for ongoing
strategic focus on corporate governance
2. Set up dedicated Task Force to steer | Task Force proactively
action planning for the implementation set up by HA Board and
of the various recommendations of the conducted 4 meetings in
HA Review August and September
2015
3. HABoard to closely follow through Ongoing and continuous
implementation of the various action | in the coming three yeatr
plans and monitor progress
Re-grouping of WTS 4. Consult stakeholders, both internal 2015/16
district and MK area (staff, governing bodies of concerned
(KWH, WTSH and hospitals, etc.) and external (District
OLMH) from KWC to Councils, patients groups, community
KCC etc.)
5. Effect administrative arrangement for | Late 2016
the re-grouping exercise
6. Re-organise care provision within the | Seek HA Board’s
new KCC and implement associated | endorsement on detaile
changes in KWC, having regard to implementation plan in
* service planning and coordination| 3Q 2016
taking into consideration supporting
network across healthcare services Implement by phases
at acute care, extended care, from 4Q 2016 onwards,
primary care and community care | taking into account
levels KWH redevelopment
* service alignment with partners (target 2023) and the
beyond HA, e.g. FSD and NGOs | new acute hospital in Ka
* associated staff arrangement, Tak area (Phase 1 targe
relocation of resources 2021)
* infrastructure issues
7. Evaluate demand and capacity gap in| Result of analysis for

KCC, KWC and KEC, taking reference Board’s endorsement in
to service demand projection up to 2028Q 2016; and

implementation through
subsequent annual

[®X

— =

planning exercises
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Strategic Goal and
Target

Action

Timeline

Demand and capacity | 8. Conduct capacity-demand gap analysjsSeek HA Board’s
evaluation of the on NTEC, NTWC, HKWC and HKEC | endorsement in 2Q 2017;
remaining clusters and implement plans
from 3Q 2017 onwards
Interim measures for 9. Mobilise the additional 3-year funding| 2015/16 — 2017/18
quick enhancement for catch-up plans for KEC, NTEC ang
NTWC to help address known

(a) Catch up deficiencies in service capacity

improvements for 10. Continue to enhance service capacity|i2015/16 and ongoing

KEC, NTEC, and
NTWC

KEC, NTEC and NTWC, including
additional 36 beds to TKOH, 71 beds
PWH and a total of 122 beds to TMH
and POH in 2015/16; TSWH in
2016/17; and other initiatives to enhar
physical capacity of the 3 cluster

[0

ce

(b) Enhancing services in

11.

Additional resources to WTSH and

2015/16

WTS District OLMH
12. Refurbishment of HKBH Project ongoing with a
view to target completior
by 3Q 2019
(c) Rationalise 13. Pilot project to drive for better vertical | August 2015 launched
acute-rehabilitation integration between acute and
service arrangement rehabilitation service for target
patients residing in WTS and YTM
Districts
(d) Refine geographical | 14. Fine-tune the Kowloon ambulance Ongoing

boundaries for

ambulance catchmen
areas

t

catchment areas to enable more
speedy access to patient care in the

districts

Recommendation 2

Set up a mechanism for
selection of centres for
provision of highly
specialised services

15.

Establish mechanism to define highly
specialised services, formulate selecti
criteria, and set parameters for highly
specialised services

Seek HA Board’s
oendorsement on the
mechanism by 1Q 2017

16.

Mechanism to cover planning of
training to build up clinical expertise a
well

U)

Refine the cluster
management structure

17.

Reuvisit cluster management structure
with particular regard to roles and
responsibilities of CCEs

Submit findings and
proposals to HA Board b
1Q 2017

18.

Actively engage CCEs in HAHO
management functions e.g. service
planning in HA's Service Budget and
Planning Committee, allocation of
doctor posts to clusters etc.

19.

Engage the COCs/CCs to enhance th
roles and responsibilities in clinical

eir

L0

governance under Recommendation ]
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Strategic Goal and
Target

Action

Timeline

Regroup hospitals unde
one HCE to make HCE
job portfolios comparabl

D

20.

Implement the regrouping proposals 3

of Deputy HCEs to support HCE of
grouped hospitals

21.

Arrange job rotations for HCEs

ndeek HA Board’s
follow up on consequential appointmenéndorsement on the final

regrouping proposals in
December 2015 and
implement the changes
by phased approach in
three years, taking into
account tenure of service
of current incumbents, a
well as to dovetail with
cluster boundaries

Delineate the roles of
hospitals within cluster

22.

Develop cluster CSP (CSP for HKWC
KEC and NTEC completed) and
delineate the roles and functions of
hospitals within cluster

KCC CSP under
preparation and will be
finalised and published
within three months aftel
the Board’s approval of
the cluster boundary
revision; and formulation
of CSPs for NTWC,
HKEC and KWC will
commence in phases
within next three years

Resource Management

Enhancing equity and transparency in resource margement

Recommendation 3

Develop refined
population-based resour¢
allocation model

23.

e

Undertake the necessary groundwork
prepare for model building

Analyse healthcare utilisation of
local communities to study
cross-cluster flow patterns and to
assess impact of different strateg
for refining the cluster boundary
(under Recommendation 1)

Set up governance to build
consensus for designated service
to be counted, and conduct
technical review of their costing
methodologies

t8Q 2015 — 2Q 2016

es

172 3%

24,

Develop prototype model and submit t

dReport to HA Board in 3Q
HA Board for deliberation/endorsement2016

A4

25.

Engage an external consultant to valid
the approach and framework of the
model

affarly 2016 — 1Q 2017

26.

Finalise prototype model

1Q 2017

Analyse cluster resource
utilisation to inform
decision- making in
service planning

27.

Compare resource utilisation of cluste
by the refined population-based
resource allocation model (i.e. with
relevant adjustments)

r&keport preliminary
findings to HA Board in
1Q 2017 — 2Q 2017
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Strategic Goal and
Target

Action

Timeline

28. Perform time trend analysis of cluster| Analysis ready by 3Q
resource need and utilisation 2017, for incorporation
into the 2018/19 annual
planning exercise and
thereafter
Communication and 29. Hold biannual meetings with each Starting 3Q 2015
stakeholder engagement cluster to share ideas on model onwards
development and potential application
of analysis findings
30. Publish a consultation paper to solicit | 3Q 2016

views on the model from frontline

174

31. Publish a report on the results of clustetQ 2017 — 2Q 2017
resource utilisation analysis
Monitor progress and 32. Formulate catch-up plans for KEC, Catch up plans for
utilisation of catch-up NTEC and NTWC to address 2015/16 to 2017/18 were
funding under-provisioned areas formulated in
2Q-3Q 2015
33. Review progress of 2015/16 catch-up| Progress review of
plans to facilitate refinement of 2016/172015/16 catch-up plans
catch-up plans if necessary 1Q 2016
34. Review progress of 2016/17 catch-up| Progress review of
plans to facilitate refinement of 2017/18016/17 catch-up plans
catch-up plans if necessary 1Q 2017
Overall review of 3-year
catch-up plans in 3Q
2018
Recommendation 4
Improve and simplify the| 35. Training workshops will be organised | 1Q 2016
procedures of resources for frontline users to consolidate the
bidding workflow in the APS
36. Over 10 system enhancements will be 1Q 2017

implemented to the APS to improve
system functionality, facilitate
automation and reduce administrative
work

Enhance transparency of
the resource bidding and
allocation processes

37.

The Manual on Annual Planning,
outlining the structure and process of
resource bidding in HA, will be reviewe
and updated for promulgation to all
stakeholders

4Q 2015 — 1Q 2016

d

38.

Annual planning proposals formulated
by clinicians with input from cluster
management are deliberated and
prioritised by the Service and Budget
Planning Committee, membership of
which includes all seven CCEs

Ongoing, every 1Q — 3Q
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Strategic Goal and
Target

Action

Timeline

39.

Briefing forums will be reinforced to

e explain the rationale and
considerations behind the final
decisions and allocation result of
submitted proposals. Feedback
concerning the submitted proposz
will be given to stakeholders
involved. The target groups for th
forums are COC/CC members,
clusters and HAHO subject
officers; and

* share with colleagues about HA’S
service development and annual
plan proposal submission
procedures for the next planning
cycle

Ongoing in every 1Q

=

S

(4%

Staff Management

Enhancing consistency in staff management and strigthening staff development

Recommendation 5

Enhance central system t@0. Formalise current mechanism for the | Ongoing and 2016/17
monitor creation and creation and deletion of directorate
deletion of selected levels positions (e.g. clinical Consultants) and
of senior positions Nursing Consultant positions, and
extend to other grades/ranks
Enrich HAHO 41. Extend posts requiring mandatory 4Q 2016
representation in cluster HAHO representation as well as the pool
selection boards of representatives with role delineation
Develop and enhand 42. Formulate job rotation arrangements foBQ 2016
rotation programmes CEO rank and above with clear
objective, selection criteria, proper
selection and endorsement process,
funding arrangement, roles delineation
43. Expand central funded training places|td016/17
facilitate intra-specialty rotation of
clinical staff
44. Pilot cluster-based rotation programme2016/17
for cross specialty rotation of clinical
staff
45. Set up a rotation mechanism for training017/18
of clinical staff in different
grades/hospitals when introducing new
healthcare technology/equipment
Strengthen alignment of | 46. Strengthen existing communication andiQ 2015 — ongoing
HR practices and enhance partnership with cluster HR|in
implementation of HR policy development and implementation
policies across clusters | 47. Establish system of HR audit on system
and practice and standard protocols |for

policy formation and implementation
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Strategic Goal and
Target

Action

Timeline

Enhance HA staff
communication

48.

Develop HR mobile solution with
phased rollout

1Q 2016 — 2016/17

49.

Produce a Staff Communication
Guidebook

2016

50.

Conduct Staff Survey

2016/17

Formulate central staff
deployment plan in
emergency situations

51.

Establish a structured approach and
relevant guidelines to enable central
coordinated authority for activating

central deployment plan to cope with

staffing needs in emergency situations

2016/17

D

Central recruitment of
Resident Trainees

52.

Conduct specialty-based central
selection panels for Paediatrics and
Psychiatry

2015/16

53.

Roll out specialty-based central select
panels to all specialties to replace
cluster-based selection in 2016/17
Resident Trainee recruitment and
allocation exercise

@016/17

Develop and implement
re-employment schemes

54.

Develop and implement three Special
Schemes respectively for (1) clinical

2Q 2015 —-2017/18

for suitable retirees to doctors; (2) supporting grades staff; and

help address manpower (3) nurses, allied health and pharmacy

shortage and encourage staff retiring in 2015/16 and 2016/17
knowledge transfer

[One-off funding of

$570 million]

Recommendation 6

Strengthen governance 0rb5. Set up a 2-tier governance structure fo4Q 2015

training

training with a dedicated committee

under HRC for overall policy and steer

Develop mechanism to
ascertain organisation

training needs and
development of training

activities

on training

56. Develop grade-specific training 4Q 2015 - 3Q 2016
curriculums

57. Establish a structured mechanism for | 2016
clusters to ascertain training needs

58. Include training plan for staff when 1Q 2017 - 1Q 2018

introducing new technology / services
and develop a rotation mechanism for
staff of different grades/hospitals othe
than the concerned hospital where the
technology/service is introduced
(Items 16 & 45 also refer)

Develop system for
effective training
information management

59.

Develop a tracking system for training
programmes under the designated
training fund

4Q 2015

and planning

60.

Pilot a few key modules of a new IT
system to facilitate planning, monitorirn

1Q 2016 — 4Q 2017
g

and reporting on staff training
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Strategic Goal and
Target

Action

Timeline

Strengthen collaboration
with external parties to
enhance overall training
capacity and capability

61.

Develop regular liaison platforms and
forums with external training partners
with defined priority areas of
collaboration

2016

Utilise one-off additional
funding of $300 million
to enhance training

62.

Implement 11 new and scale-up traini
programmes (including scholarships,
commissioned training, overseas
training and simulation training) in
2015/16

N

gQ 2015 - 1Q 2016

63.

Endorse training plans and programme$Q 2016 — 2Q 2016

of 2016/17 and 2017/18 by the Central
T&D Committee

64.

Funding support for training relief to
maintain service operation

2015/16 and ongoing

Cost Effectiveness and Service Management
Providing better services

Recommendation 7

Enhance the role of the
HA Board in KPI
performance review and
KPI development proces

2

65.

KPI reports will be presented to
functional committees for in-depth
discussion with issues of concern
highlighted to the Board for focused
discussion. Through this enhanced
reporting platform, the Board will be
able to identify key areas for KPI

development, and setting of targets and

standards to drive best practices in HA
services

Mechanism endorsed by
EC of the HA Board in
June 2015 and will be
implemented in 4Q 2015

Enhance HA's KPIs

66.Develop and refine KPlIs to reflect

capacity-demand gap and service
efficiency on the key pressure areas,
including access to SOPC service, OT
service and access block at A&E
Departments

Potential indicators will
be identified by 4Q 2015
for endorsement by the
HA Board in 1Q 2016.
Upon the HA Board’s
endorsement, the KPIs
will be implemented and
reporting will commence
in 2016/17

Enhance utilisation of
KPI information to drive
best practices

67.

Develop an IT system with functional
modules to facilitate dissemination of
KPI information so that KPIs and their

detailed supporting information relevant

to different levels of staff can be made
accessible to relevant levels of staff,
including the frontline within the
organisation

Phased implementation
in 2015/16 to 2017/18
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Strategic Goal and
Target

Action

Timeline

Recommendation 8

Utilise FMSC to relieve

pressure on O&T SOPCs

68.

Build on the existing model to divert
routine O&T SOPC cases in pressure
areas to FMSCs to prepare for expang
of programme in KEC and NTEC. In
the light of operational experience, wil
explore customising the model for oth
appropriate specialties / clusters with
view to relieving SOPC workload

Commenced preparation.
Through 2017-18 annua
ipfanning exercise

|
er
A

69.

HAHO will strengthen its role on centr
coordination in formulating annual pla
for a consistent service model in clust

alDngoing
NS
Brs

Employ new
multidisciplinary strategy
to relieve pressure on
Psychiatric SOPCs

70.

Through annual plan bidding, HA will
enhance and strengthen the
multidisciplinary teams of psychiatric
SOPC for child and adolescent servict
and patients with CMD

Commenced in 2015/16
with further roll-out in
coming few years

n)
”

71.

HA will pilot a corporate-coordinated
cross-cluster booking for suitable
patients with CMD from others cluster
to be attended at the CMD clinic of
KWC

Commencing by 4Q 201

Manage SOPC referrals

72Io manage O&T SOPC referral sourc

in particular, HA will engage A&E, FM

and O&T on enhancement and utiIisatiLc:)n

of the referral guidelines and electroni
referral system (eReferral) template o
neck / back pain

e®©ngoing with regular
update and promulgatior

N

73.

Enhancement and promulgation of
eReferral

Ongoing with
enhancements and
utilisation regularly
monitored

Employ multi-pronged
strategies to generally
improve the capacity and
efficiency

74.

HA will carry out various renovation an
redevelopment/expansion projects to
expand physical capacity for SOPC
service

dOngoing

75.

Production of “Specialty-based SOPC
Waiting Time Analysis Charts” in
Management Information Portal for ea
retrieval and timely access to most
up-to-date analysis

2015/16

Sy

76.

Indicators are being developed to ass
the monitoring of SOPC service
throughput, new case booking pattern
service demand and supply relationsh
SOPC service throughput indicators o
SOPC attendances per doctor ratio wi
be explored to become HA’s KPIs

s2016/17

n
Il
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Strategic Goal and
Target

Action

Timeline

77.

Subject to results of the GOPC PPP
Interim Review, to extend the

2016/17 to 2018/19

Programme to all 18 districts in phases
(Item 95 also refers)
Align practices of 78. Further to the pilot run in QEH, the 2015/16
different clusters and SOPC Phone Enquiry System will be
minimise cross-cluster implemented in the other six clusters
variance in waiting time | 79. HA will conduct a comprehensive 2015/16

review of appointment scheduling

practices of SOPC and publish a SORC

Operation Manual to align different
practices in SOPC

80.

To facilitate patient-initiated
cross-cluster new case booking, HA h

Ongoing with quarterly
agpdate on waiting time

enhanced transparency of SOPC waitjingformation

time information, which will facilitate
patients’ understanding of the waiting

time situation in HA and assist them to

make informed decisions in treatment
choices and plans

81.

HA will pilot a mobile App to facilitate
patients’ choice on cross-cluster new
case booking in the specialty of
gynaecology. Upon review, the
application will be further rolled out to
other appropriate specialties

Commencing by 1Q 201

Ensure A&E patients with
pressing medical needs
received timely medical

82.

Re-engineer the work process for
Category Il patients aiming for early
assessment and intervention

Commencing in 1Q 2016

treatment

83.

Deploy additional medical and nursing
manpower to pressure specialties
including A&E Departments to sustain
the operation of A&E Departments an
improve the waiting time for Category
Il patients

Ongoing

Improve the waiting time
of Category IV and
Category V patients in

84.

Develop a transparent mechanism ang
open platform for releasing the estima
waiting time to public

] @mmencing in 2016/17|
ed

A&E Departments

85.

Further expand the scale and coveragr(@rﬁmmencing in 2016/17

A&E Support Session Programme
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Strategic Goal and
Target

Action

Timeline

Development of KPI to
monitor access block
problem

86.

Develop an Access Block KPI to
monitor the access block problem

KPI proposal to be ready
by 1Q 2016 for HA
Board’s endorsement

Strengthening of HAHO'S
input and enhancement ¢
intra-cluster collaboration

87.

Df

HAHO to actively provide input and
support for cluster strategies from poli
and resource allocation levels to
cluster-based task forces in KCC and
NTEC

Commence by 1Q 2016
cy

88.

Cluster-based task forces to coordinat

intra-cluster collaboration and mobilise

cluster resources to address the probl

e

em

Building up of capacity

89.Continued efforts in increasing service Commence by 2016/17

capacity in KCC and NTEC through
addition of beds, refurbishment projec
minor works projects, and planning of

major medical facilities to meet service

demand of the clusters

(s,

90.

Capacity gap revealed during the
process to be addressed through ann
planning exercises

ual

Management of service
demands

91.

Implement measures to reduce avoida
hospital admissions of elderly patients
e.g. community geriatric assessment
service at A&E level, enhancing day
care service, fast track clinics

\Bmmmence by 2016/17

92.

Reduce length of stay for patients for
better service demand management

93.

Dashboard to provide real time
information to facilitate bed coordinatid

1Q 2016
n

Recommendation 9

Increase service
capacity

94.

Continue to enhance the capacity of
primary care services provided by HA

Increase GOPC quotas
55 000 (77 000 FYE) in
2015/16; and aim to
increase GOPC quotas |
27 000 (49 000 FYE) in
2016/17 through annual
planning

Dy

95.

Strengthen partnership with the privat
sector on primary care via extension i
phases of the GOPC PPP to enhance
primary care capacity for the
management of patients with chronic
diseases and provide choice to patien
(Item 77 also refers)

cExtend in phases the
nGOPC PPP to all 18
districts by 2018/19
(Subject to results of the
interim review)

ts

96.

Increase the capacity to support elder
patients in RCHESs through the CGAT
service

yr'hrough annual planning
for 2016/17, HA aims to
cover an addition of
around 40 RCHEs
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Strategic Goal and
Target

Action

Timeline

97. Increase the capacity of hospital beds|

Increasgitabbeds by
250 in 2015/16; and aim
to increase hospital beds
by around 200 in 2016/1[7
through annual planning

Review and develop
service delivery models
and strengthen
partnership with
community partners

98. Enhance services in collaboration with

the DH to provide influenza vaccinationpublic clinics in the GVP

to patients with chronic disease and
elderly living in the community

Strengthen the role of

GVP starting from 4Q
2015

99. Work with NGO, SWD and FHB to
develop a collaborative service model

with enhanced geriatric support in a

large-scale old age home in Lam Tei 102016/17

facilitate ageing in place and reduce
unnecessary hospitalisation

Provide HA's input into
collaborative service
model development by

100.Partner with NGO to provide infirmary
service to persons requiring long term
institutional health and social care via
the pilot Infirmary Service PPP

Pilot the Infirmary
Service PPP in 2017 in
WCH

101.CGATs work in partnership with
Palliative Care teams and NGOs to
improve medical and nursing care to
elderly patients living in RCHES facing
terminal iliness, and to provide training
for RCHESs staff

J

Start in RCHEs
supported by the CGATS
of RH, FYKH, PWH and
TMH from 4Q 2015

102.Strengthen the structured palliative
care training for different healthcare
disciplines

Develop more structured
training programmes
(e.g. seminars,
workshops, attachment
programmes) on
palliative care for
multidisciplinary staff in
2015/16 and 2016/17

103.Further develop the CHCC service to
provide telephone advice and support
to DM patients in Medical SOPCs on
disease management

Commence in KEC,
NTEC and NTWC from
30Q 2015

Strengthen patient
empowerment and
engagement

104.Revamp the Smart Patient Website to
provide more information to support
carers of the elderly

1Q 2016

105.Review and refine the service model
and contractual partnership with the
NGOs on the Patient Empowerment
Programme to support Patients with
DM or Hypertension and enhance
service quality

Renew contract with
NGOs incorporating

service refinement in
2016/17

106.Review and strengthen the role of
Patient Resource Centres as a

platform to coordinate community

2016/17
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Strategic Goal and

Target Timeline

Action

partners and patient groups, and to
help strengthen the participation of
patient groups

107.Continue to implement Corporate
PESS Programme to collect patient
feedback on HA services and identify
areas for improvement

PESS rolling plan:
inpatient services in
2015/16; A&E services ir
2016/17 and
hospital-based PESS in
2017/18

2016 and ongoing

108.Further increase patient
representatives’ participation in
formal platforms to provide advice
and feedback on service development
and patient care

Overall Management and Control
Enhancing the safety and quality of services

Recommendation 10

=}

Strengthen the roles of
COCs on clinical
governance

109.Require COCs/CCs to enhance their
roles and responsibilities in clinical
governance, specifically in setting
service standards, developing clinical
practice guidelines, education and
training, conducting clinical audits,
managing clinical risk management
and introduction of new technology
and service development

1Q 2016

110.Promulgate standardised set of Terms
of Reference of COCs/CCs

5 3Q 2016

111.Evaluate the implementation by
inviting COCs/CCs to conduct
self-assessment on their enhanced
roles and areas for improvement

3Q 2017

5
N

Enhance the role of COS
with greater emphasis o
clinical governance

112.Engage COSs and doctor groups on
the enhanced role of COS, particularly
in quality of patient care and patient
safety

2Q 2016

113.Specify COS management functions | 1Q 2017
as related to clinical governance in
COS appointment and staff appraisal
procedure
Refine COC/CC/service| 114.Improve the annual planning process td.Q 2016
committees relationship further reduce the administrative work|
with a view to reducing in annual resource planning. Key
their administrative work stakeholders in COCs/CCs will be
in annual resource engaged through training workshops
planning and clinical and feedback processes to better utilise

service development

the annual planning cycle for
prioritisation of resource bids put
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Strategic Goal and
Target

Action

forward by hospital service units so ag
to reduce abortive work at frontline
level

Develop a system of
credentialing and
defining scope of
practices

115.Implement the established vetting
mechanism of credentialing activities |

HA through the COCs/CCs, Central and

Cluster Credentialing Committees

1Q 2016
n

116.In collaboration with Cluster
Credentialing Committees, develop
mechanism of defining scope of

practice, maintenance of staff lists and

regular reporting of HA endorsed
credentialing activities

4Q 2016

117.Communicate with HK Academy of
Medicine on HA'’s credentialing
development and discuss the future
development

Ongoing

Improve clinical

outcomes and patient care

through clinical audit
activities

118.Enhance and update the clinical audit
guidelines to guide clinical specialties
performing clinical audits

10Q 2016
in

119.Support COC (ICU) to develop a local
risk adjusted model for intensive care
outcome monitoring programme

4Q 2016

120.Develop specific sets of clinical
indicators for service quality
improvement

Ongoing

Strengthen medical
incidents sharing

121.Develop an electronic platform for staf
communication on medical incidents

f1Q 2017

122.Publicise and implement the Clinical
Incident Management Manual, with
focus of communication with and
support for patients

2Q 2016

123.Publish HA Risk Alert (HARA) and
annual report and organise incidents
sharing sessions at HAHO, cluster
forums and COCs

Ongoing

124.Continue to integrate patient safety in

Ongoing

training to interns and junior doctors
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Abbreviation list

A
A&E
AHNH
APS

C&A
CC
CCE
CEO
CGAT
CHCC
CMD
COC
COS
CSP

D
DH
DM

E

EC
eReferral
ENT

FHB
FSD
FM
FMSC
FYE
FYKH

GOPC
GVP

Accident and Emergency
Alice Ho Miu Ling Nethersole Hospital
Annual Planning System

Child and Adolescent
Central Committee
Cluster Chief Executive
Chief Executive Officer
Community Geriatric Assessment Team
Community Health Call Centre
Common Mental Disorders
Coordinating Committee

Chief of Service

Clinical Services Plan

Department of Health
Diabetes Mellitus

Executive Committee
Electronic Referral
Ear, Nose and Throat

Food and Health Bureau

Fire Services Department
Family Medicine

Family Medicine Specialist Clinic
Full Year Effect

TWGHs Fung Yiu King Hospital

General Outpatient Clinic
Government Vaccination Programme
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HA
HAHO
HCE
HHH
HKAM
HKBH
HKEC
HKWC
HR
HRC

ICU

KCC
KCH
KEC
KH
KWC
KPI
KT
KWH

LBP

MK

NGO
NTEC
NTWC

Hospital Authority

Hospital Authority Head Office
Hospital Chief Executive

Haven of Hope Hospital

Hong Kong Academy of Medicine
Hong Kong Buddhist Hospital
Hong Kong East Cluster

Hong Kong West Cluster

Human Resources

Human Resources Committee

Intensive Care Unit
Information Technology

Kowloon Central Cluster
Kwai Chung Hospital
Kowloon East Cluster
Kowloon Hospital

Kowloon West Cluster

Key Performance Indicator
Kwun Tong

Kwong Wah Hospital

Low Back Pain

Mong Kok

Non-Governmental Organisation
New Territories East Cluster
New Territories West Cluster
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OLMH Our Lady of Maryknoll Hospital

oT Operating Theatre

O&T Orthopaedics & Traumatology

P

PAC Patient Advisory Committee

PESS Patient Experience and Satisfaction Survey
POH Pok Oi Hospital

PPP Public-Private Partnership

PMH Princess Margaret Hospital

PSY Psychiatry

PWH Prince of Wales Hospital

Q

QEH Queen Elizabeth Hospital

R

RCHEs Residential Care Homes for the Elderly
RH Ruttonjee Hospital

S

SC Steering Committee on Review of Hospital Authority
SH Shatin Hospital

SOPC Specialist Outpatient Clinic

SWD Social Welfare Department

T

T&D Training and Development

TKOH Tseung Kwan O Hospital

™ Tuen Mun

TMH Tuen Mun Hospital

TSWH Tin Shui Wai Hospital

U

UCH United Christian Hospital
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WCH Wong Chuk Hang Hospital
WTS Wong Tai Sin

WTSH Wong Tai Sin Hospital

Y

YTM Yau Tsim Mong
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