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      President
essage from theM

A recent NEJM article1 raised an old question for debate again: 
how much resource should the Americans spend in healthcare 
in terms of GDP percentage?  The same question has been 
incessantly asked since more than 20 years ago when the high 
GDP percentage spent for healthcare relative to other OECD 
countries caused grave concern among health economists and 
policy makers of USA.  The cost-effectiveness of such outlying 
spending has long been questioned given the mediocre health 
status figures compared with other developed countries which 
spent much less GDP percentage in healthcare but achieving 
better results.  
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The article predicted that the GDP percentage will further increase from the 17% 
at 2011 to at least 25% by 2025.  There was not much alarm raised by the author 
except the idea that policy makers should rethink about adopting the “managed 
care” model, which in the nineties of last century had been shown to moderately 
retard the healthcare GDP growth rate.  Not much optimism was put on the 
“Affordable Care Act” passed by the Obama administration, with merits such as 
controlling healthcare spending and enhancing the efficiency of the US healthcare 
system frequently quoted by its supporters. 

The fiscal challenge to the NHS of England is much more contemporary and 
harsh.  Cost cutting in terms of 4% productivity gain per year with significant 
administrative reorganization has been started since 2010, and NHS hospitals 
and other service providers will need to compete with other non-NHS providers 
including private sector, not-for-profit and charity or volunteer organizations for 
service funding.  Although the situation is a bleak one, there seems to be strong 
confidence among healthcare leaders of England who think that with concerted 
effort and support by the people, the NHS will survive the test via innovation and 
drastic service redesign2.

How about the Hong Kong healthcare scene?  The Government’s funding for 
Hospital Authority (HA) has never been more generous for the past three years.  
Additional funding in terms of billions of Hong Kong dollars has been injected 
into public healthcare spending in a recurrent manner for employing more staff 
(professional and supporting alike) and embracing more expensive medicines into 
the HA formulary.  Even more eye-opening is the huge sum of money earmarked 
for re-developing worn out large public hospitals and building new healthcare 
facilities.  The most striking example was the recent approval by the Finance 
Committee of the Legislative Council for establishing the first Children Hospital 
(the Centre of Excellence in Paediatrics) at a price tag of $13 billion.  This situation 
gives me an impression that there is a kind of “quantitative easing” provided by the 
Government for the public healthcare sector.  Should this be hailed as the best time 
for public healthcare of Hong Kong?  Perhaps so but I have some personal concerns.  
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Some of the subtle changes that appeared in recent years are not reassuring: 
executives in the public healthcare sector no longer care about staff productivity, 
system efficiency and cost-effectiveness of new or extended/expanded services; 
staff will consider service innovation and/or enhancement only if it is coupled 
with additional resources in terms of staffing and material costs; professional 
staff members seek ways of getting more income by arguing for different types 
of allowances or honoraria; staff promotion in certain groups becomes automatic 
once certain parameters are met without reference to service need or patient value 
added…  I start to worry what the scenario will become if the Government fails 
to inject more recurrent or one-off resources into the public healthcare system in 
the near future.  Such worry is not without ground – the Government’s income 
from property market is shrinking fast subsequent to its determination to control 
the property price bubble; the economic growth of Mainland China shows many 
uncertainties which causes economic turmoil in nearby countries, and the aging 
population with widening wealth gap is pushing more and more people to the 
public healthcare system as safety net.  I think it is time that we healthcare executives 
should review our services delivery model and seek for innovation opportunities 
not for attract more funding but for containing cost and achieving better value for 
money for our patients.  While we have been busily preparing ourselves for new 
emerging infection outbreaks, it would be wise to prime the whole system against 
sudden halts to its funding.  This is in line with the traditional Chinese Wisdom 
of 居安思危 and 未雨綢繆.  Otherwise the whole system and the people of Hong 
Kong will suffer significantly when such hardship comes unannounced. 
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We do not know whether this virus infecting 
humans or not as we do not know the source of 
exposure for these human infections. However, 
analysis of the genes of these viruses suggests 
that although the viruses have evolved in birds, 
they may infect mammals more easily than other 
avian viruses. 

From 1996 to 2012, human infections with 
H7 influenza viruses (H7N2, H7N3, and H7N7) 
were reported in Canada, Italy, Mexico, the 
Netherlands, the United Kingdom, and the 
United States of America. Most of these infections 
occurred in association with poultry outbreaks. 
The infections mainly resulted in conjunctivitis 
and mild upper respiratory symptoms, with 
the exception of one death, which occurred in 
the Netherlands. Until this event, no human 
infections with H7 influenza viruses have been 
reported in China.

Influenza A(H7N9), A(H1N1) and A(H5N1) viruses 
are all influenza A viruses but they are distinct 
from each other. H7N9 and H5N1 are considered 
animal influenza viruses that sometimes infect 
people. H1N1 viruses can be divided into those 
that normally infect people and those that 
normally infect animals. 

Avian Influenza 
        A(H7N9) Virus Update

Avian influenza A H7 viruses are a group of 
influenza viruses that normally circulate among 
birds. The avian influenza A(H7N9) virus is one 
subgroup among the larger group of H7 viruses. 
Although some H7 viruses (H7N2, H7N3 and 
H7N7) have occasionally been found to infect 
humans, no human infections with H7N9 viruses 
have been reported until recent reports from 
China on late February. 

Thus far, most patients with this infection have 
had severe pneumonia. Symptoms include 
fever, cough and shortness of breath. However, 
information is still limited about the full 
spectrum of illness that infection with avian 
influenza A(H7N9) virus might cause. 

Number of confirmed human cases of avian 
influenza A(H7N9) reported to WHO since 
February was 132 with 37 died; including 
Zhejiang (46 cases), Shanghai (33 cases), Jiangsu 
(27 cases), Jiangxi (six cases), Fujian (five cases), 
Anhui (four cases), Henan (four cases), Shandong 
(two cases), Hunan (two cases) and Beijing (two 
cases).The last case confirmed by National Health 
and Family Planning Commission (NHFPC) was a 
six-year-old boy in Beijing on 28 May.

Epidemiological curve of confirmed cases of avian influenza A(H7N9) 
reported to WHO, by day, 2013
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We cannot prove and known how persons are 
becoming infected; but some of the confirmed 
cases had contact with animals or with 
environments where animals are housed. The 
virus has now been found in chickens, ducks, and 
captive-bred pigeons at live bird markets near 
locations where cases have been reported. The 
possibility of an animal source of the infection 
is being investigated, as is the possibility of 
person-to-person transmission.

Although both the source of infection and the 
mode of transmission are uncertain, it is prudent 
to follow basic hygienic practices to prevent 
infection. They include hand and respiratory 
hygiene and food safety measures. 

     Hand hygiene

• Wash your hands before, during, and after 
you prepare food; before you eat; after you 
use the toilet; after handling animals or 
animal waste; when your hands are dirty; and 
when providing care when someone in your 
home is sick. Hand hygiene will also prevent 
the transmission of infections to yourself 
(from touching contaminated surfaces) and 
in hospitals to patients, health care workers 
and others. 

• Wash your hands with soap and running 
water when hands are visibly dirty; if hands 
are not visibly dirty, wash them with soap 
and water or use an alcohol-based hand 
cleanser. 

     Respiratory hygiene

• Cover your mouth and nose with a medical 
mask, tissue, or a sleeve or flexed elbow 

when coughing or sneezing; throw the used 
tissue into a closed bin immediately after 
use; perform hand hygiene after contact with 
respiratory secretions. 

• Wash your hands with soap and running 
water when hands are visibly dirty; if hands 
are not visibly dirty, wash them with soap 
and water or use an alcohol-based hand 
cleanser. 

Influenza viruses are not transmitted through 
consuming well-cooked food. Because influenza 
viruses are inactivated by normal temperatures 
used for cooking (so that food reaches 70°C in 
all parts -”piping” hot - no “pink” parts), it is safe 
to eat properly prepared and cooked meat, 
including from poultry and game birds. Diseased 
animals and animals that have died of diseases 
should not be eaten. 

In areas experiencing outbreaks, meat products 
can be safely consumed provided that these 
items are properly cooked and properly handled 
during food preparation. The consumption of 
raw meat and uncooked blood-based dishes is 
a high-risk practice and should be discouraged. 

Always keep raw meat separate from cooked or 
ready-to-eat foods to avoid contamination. Do 
not use the same chopping board or the same 
knife for raw meat and other foods. Do not handle 
both raw and cooked foods without washing your 
hands in between and do not place cooked meat 
back on the same plate or surface it was on before 
cooking. Do not use raw or soft-boiled eggs in 
food preparations that will not be heat treated 
or cooked. After handling raw meat, wash your 
hands thoroughly with soap and water. Wash and 
disinfect all surfaces and utensils that have been 
in contact with raw meat.
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Avoid direct contact with live animals and 
surfaces in contact with animals while visiting 
live poultry markets. If you live on a farm and 
raise animals for food, such as pigs and poultry, 
be sure to keep children away from sick and dead 
animals; keep animal species separated as much 
as possible; and report immediately to local 
authorities any cases of sick and dead animals. 
Sick or dead animals should not be butchered 
and prepared for food.

Live markets should be closed briefly on a 
regular basis for thorough cleaning, with all 
birds temporarily removed during cleaning. 
Regular sampling and testing of new batches of 
birds brought into a live market can help ensure 
earlier detection of infected birds for removal. 

Regular maintenance of live markets also ensures 
that economic disruption and consumer access 
to protein sources are minimized, and that the 
bird trade is not diverted into uncontrolled 
distribution and sales channels.

Health care workers often come into contact 
with patients with infectious diseases. Therefore, 
WHO recommends that appropriate infection 
prevention and control measures be consistently 
applied in health care settings, and that the 
health status of health care workers be closely 
monitored. Together with standard precautions, 
health care workers caring for those suspected 
or confirmed to have avian influenza A(H7N9) 
infection should use additional precautions.

We are taking extra precautionary measures on 
surveillance includes 

• Enhanced surveillance for pneumonia 
cases of unknown origin to ensure early 
detection and laboratory confirmation of 
new cases; 

• Epidemiological investigation, including 
assessment of suspected cases and 
contacts of known cases;

• Close collaboration with animal health 
authorities to determine the source of 
the infection. 

Post writing notes: A 20-year-old Taiwanese 
woman, who resides in Central Taiwan, showed 
symptoms including a mild pneumonia-like 
fever, coughing and headaches on early May, 
has been confirmed to have the world’s first 
confirmed case of novel avian-origin influenza A 
(H6N1). She was hospitalized on May 8 and, after 
being administered oseltamivir, her symptoms 
improved and discharged on May 11 and fully 
recovered. A total of 36 close contacts but none 
found to be infected with the H6N1 virus.

Cumulative number of confirmed cases of avian 
influenza A(H7N9) reported to WHO is 133 
including 43 deaths. Last case reported was a six-
year-old Beijing boy reported ill on 21 May 2013 
and was stable. No more case reported since then.

References: 
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CHSM CEO Visits to Hong Kong
            on 19 March 2013

A 
Daryl has a meeting with college’s IT team during his stay in Hong Kong.  He 
introduced the plan for ACHSM website revamp as well as the newly designed 
website layout.  The theme of the new website has embraced a number of 
interactive components including community/group functions, webcast, RSS 
news feed and other social media related features.  The platform also provides 
functionalities for administrator to carry out membership management and 
engagement activities. 

Our members in return shared some ideas about the forthcoming HKCHSE 
website revamp.  We all agreed content is the critical success factor of a website.  
The concept of content sharing and platform leveraging between ACHSM and 
HKCHSE was also discussed with the aim to enrich the content for both ACHSM 
and HKCHSE’s websites.  All of us are looking forward to seeing the new websites 
of both colleges in the near future.
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Abstract 
     of the Conjoint Examination (2012) of
the Australian College and Hong Kong College        
    Health Service Executive Fellowship Thesis

Role Enhancement of Occupational Therapist

   Background
For a variety of reasons, one global theme of concern in 
the health care sector nowadays is the shortage of well-
trained health care workers. This manpower resource 
issue flags that the current or traditional policies 
and methodologies to training and development, 
recruitment and deployment of health care service 
workers are inadequate for the health care workforce to 
respond to the changing service needs.  The situation 
and the implication call for more effective human 
resource management and improvement actions that 
can scale up not only the number but also the capacity 
of the health care workforce. 

In the endeavors to address the health workforce issue 
worldwide, there includes a focus on reconsidering the 
roles of non-medical members of the health care team, 
including nursing and allied health professionals.  The 
effort involves bringing in new knowledge and skill 
mix for these professionals to deliver service through 
enhancing or extending their work roles. Upon this 
approach, the manpower deficiency gap is narrowed 
with the non-medical professionals going beyond the 
traditional boundaries of their roles to provide care in 
different and broader ways that will more promptly 
meet the needs of the patients.

   Methods
Locally in Hong Kong, to address the long waiting 
time of the non-urgent patients with common mental 
disorders (e.g. anxiety, depression, etc.) at the Specialist 
Out-patient Clinics (SOPC) of psychiatry, the roles 
of occupational therapists of the Hospital Authority 
(HA) were enhanced to provide psychological therapy 
in order that earlier service can be provided to these 
patients. The development was started with an 
occupational therapist-led service in 2009 to the 
establishment of a Common Mental Disorders Clinic 
(CMDC) with the psychiatrist in 2010.

   Results
Analysis of the clinical data indicated that the 
therapeutic effect of the psychological therapy 

provided by the occupational therapists performing 
enhanced roles in the CMDC was positive.  Feedback 
from the patients showed their satisfaction to the 
service and that the service brought beneficial effects to 
their mental health, stress and symptom management 
as well as development of healthy lifestyle.

With service operation, the new model of service 
delivery through establishing the CMDC and enhancing 
the roles of occupational therapists also shortened 
the waiting time of the targeted group of patients to 
the SOPC of psychiatry. Upon the provision of early 
intervention for self-management of symptoms and 
problems related to lifestyle, other than continuing 
with the follow-up at the SOPC, a significant portion 
of the patients was either discharged out of the HA or 
diverted to primary medical care in the Family Medicine 
Clinic from the CMDC.

With career development, a new path for occupational 
therapists had been developed in parallel to the 
development of their enhanced roles. The path 
provided three tiers of advanced occupational 
therapy practice, from the basic rank of practitioner 
to the advanced and consultant practitioner ranks of 
occupational therapist.

   Conclusion
The objectives of providing earlier intervention and 
shortening the waiting time of the non-urgent patients 
with common mental disorders had been achieved 
through enhancing the roles of occupational therapists 
to provide psychological therapy and upon the new 
service model of the CMDC.

The process had also forged opportunities for the 
occupational therapists to create new directions 
to improve patient care. The value that their role 
enhancement added to better the service provision 
came from adopting advanced and enhanced practices 
within their existing workforce and upon designing a 
new service model that meet patient’s needs in a more 
promptly manner.
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