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Executive summary:

The senior citizen population continues to soar isnekpected to reach 1.4
million (17.2% of the population) in 2021. It isqolicted that there will be
increasing demand for their health services in rikar future. Early access to
health services for them can prevent many serioedical problems and reduce
financial burden of the public health service fungdi Chronic diseases are
common in the senior citizen population and theg #me main cause for
hospitalization and medical consultations. Themsftiie present consultation study
commissioned by the Hong Kong Academy of Medicimesao examine:

(1) the medical conditions of senior citizens neqg treatment, their financial
burden and ability to pay out of pocket or throuwp from relatives or
through an insurance policy;

(2) where the medical services are rendered, hadeavel of satisfaction of
senior citizens with the services rendered;

(3) what percentage of medical services of pridatetors are for senior citizens,
whether reduced consultation fee has been offeréket senior citizens; and
if not, whether they are willing to give such aatiant, and at what level;
and

(4) what percentage of retired doctors is willitegoffer a charity service for
senior citizens of the lower income group, throlngiing employed by the
Hospital Authority or the Department of Health lmetgeneral out-patients
clinics at a nominal remuneration rate.

The findings can provide insightful results for tdevelopment of an effective
senior citizens health care policy targeting thnsalth service needs and improve
their health status. In response to this challeaggoposed special senior citizens
health service scheme was studied.

Part |I: Medical service needs for senior citizens

1.1. Profile:
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1.1.1. There were 39.2% male (n=392) and 60.8%l&(nax608) respondents.
1.1.2. The distribution of the respondent was sgtbe 18 districts.

1.1.3. There were 36.5% in public rental housing3@b). 32.9% in privately-
owned properties (n=329), 18% in home ownershigsehflats (n=180),
6.1% in private rental housing (n=61), 3.9% inagk houses (n=39), and
2.6% who did not answer.

1.1.4. 9.4% of them (n=94) received ComprehenS§weial Security Assistance
Scheme (CSSA).

1.1.5. 35.8% of them (n=358) had a monthly familggme of less than $4,000;
25.7% (n=257) between $4,000 - $9,999; 11.9% (n¥b&dBveen $10,000-
$24,999; and 4.6% above $25,000.

1.2. Source of payment and satisfaction for NONRCHNIC-DISEASE medical
service:

1.2.1.75.3% of the respondents used only one healthcgefor their non-chronic-
disease treatment.

1.2.2.Private general practitioners (47.1% of respondeatsdl public clinics/
hospitals (51.6% of respondents) were the majottthesrvices used for
their non-chronic-disease treatment.

1.2.3.40.6% of the respondents indicated their medica fer non-chronic
diseases was less than $100 and only 13.9% of gadhmore than $200
per visit.

1.2.4.72.2% of the senior citizens paid the medical feenemselves and 26.2%
of them with financial help from their next of kja.g. parents or sons).

1.2.5.The respondents reported an average satisfactehde2.60 (SD=0.97) out
of 5, indicating that they were somewhat satisfiedh their services
received for the non-chronic-disease treatment.

1.3. Current CHRONIC-DISEASE status and medical seraeeds:
1.3.1 62.3% of the respondents had at least one diagabsigonic diseases.

1.3.2 Of the senior citizens with chronic diseases, 51 only one diagnosis
and 32.4% of them had two diagnoses.
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1.3.3 The 5 most common types of diagnosis were (in dwbog order):
hypertension (57.8%; n=360); diabetes (24.2%; n¥l13ieart disease
(15.4%; n=96); arthritis (11.4%; n=71); high chaoézel (10%; n=62).

1.4. Satisfaction and requirement for medical service &hronic diseases
(n=623):

1.4.1.84% (n=525) of the senior citizens with chronicedises used only one type
of health service.

1.4.2.The most popular health services for their chratiseases were Hospital
Authority General Out-Patient Clinics (GOP@,’Tﬁ‘f}{E}ﬂF'FJ?ZﬁB; 51.2%)
and Hospital Authority Specialist Clinicéi;(’ﬁgjﬁi[ﬁﬂ??/ﬁﬂ; 41.4%).

1.4.3.Utilization rates of different private health se®s (private general
practitioners, private specialists or private htap) for their chronic
diseases were 10.9%, 4.2% and 2.4%, respectively.

1.4.4.Slightly more than half of them were satisfied witie health services
received for their chronic-disease treatment. Thegorted an average
satisfaction level at 2.56 (SD=0.99) out of 5, aading that they were
somewhat satisfied with the services received Ifi@r non-chronic-disease
treatment.

1.4.5.91.7% of them required regular follow-up healthvemss for their chronic-
disease treatment.

1.4.6.68% of these senior citizens (n=571) required il services every two
to three months.

1.5. Source of payment and burden for the medical exggefs chronic diseases
(n=571):

1.5.1.76.8% of them indicated their medical fee for chcodiseases were less
than $200 on average per month.

1.5.2.88.6% of them had only one source for payment eirthhronic-disease
treatment.

1.5.3. 67.1% of them paid the medical fee by themselwes2®.7% of them with
financial help from their next of kin.
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1.5.4.34% of them felt the financial burden of their nwdiexpenses for their
chronic-disease treatment and the average burdehuas 2.95 (SD=1.16)
out of 5, indicating that the treatment cost forochc diseases were
somewhat a financial burden.

1.5.5.43.8% of them felt that the medical expenses inibgel their spending on
their normal daily living.

1.5.6.24.1% of them would not seek medical consultatiecabise of the fee.
1.5.7.54.7% of them would use quality as a criteriontfair selection of doctors.

Part Il: Provision of medical services by medicatthrs aged below 60

2.1. Profile:

2.1.1.There were 663 respondents. 541 of them (81.6%¢ wetles, 117 of them
(17.6%) were females and 5 of them (0.8%) did ndiciate their gender.

2.1.2.The average duration of their medical practice #8584 years (SD=9.40).
2.2. Service and intention to reduce consultation feesémior patients:

2.2.1.The average percentage of services provided foorseitizens was 25.16%
(SD=27.41).

2.2.2.530 of them gave discounts to the senior citizens.

2.2.3.0f the 530 medical doctors providing discounts genior citizens, 52.5%
provided discounts based on the need of the patidilte others provided
discounts for every senior citizen.

2.2.4.Their average discounted fee was at 59.36% (SD224.4

2.2.5.0f the 116 medical doctors who had not providecaligts for senior
citizens in their current practice, 25.9% would dling to provide
discounts in the future.

2.2.6.Their average discount rate would be provided at5% (SD=12.8).

Part Ill: Provision of medical services by medidattors aged 60 or above

3.1. Profile:
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3.1.1.There were 112 respondents. 102 of them (91.1%¢ weles and 7 of
them (6.3%) were females, and 3 of them (2.6%) rihdl indicate their
gender.

3.1.2.The average duration of their medical practice 884 years (SD=5.59).
3.2. Service and intention to reduce consultation feesémior patients:

3.2.1.The average percentage of services provided foorseiizens was 30.43%
(SD=22.92).

3.2.2.71 of them gave discounts to the senior citizens.

3.2.3.0f the 71 medical doctors providing discounts fenier citizens, 78.9%
provided discounts based on the need of the patidilte others provided
discounts for every senior citizen.

3.2.4.Their average discounted fee was at 60.53% ofdneal fee (SD=25.62).

3.2.5.0f the 35 medical doctors who had not providedalists for senior citizens
in their current practice, 25.7% would be willinggrovide discounts in the
future.

3.2.6.Their average discount rate would be provided &#88% (SD=13.08).

3.2.7.66.1% of all respondents would be willing to talketpn the medical service
scheme for senior citizens organized by the HolspMathority or the
Department of Health after their retirement.

3.2.8.The average level of willingness was at 6.98 (SD#Rout of 10, indicating
they were quite willing to take part in this medisarvice scheme.

3.2.9.60.9% of those willing to join the scheme woulcelito provide service at a
frequency of 1-2 times per week.

Part IV: Intention of retired medical doctors t@mwide medical service for senior
citizens

4.1. Profile:

4.1.1.There were 24 respondents. 18 of them (75%) welesvand 6 of them
(25%) were females.

4.1.2.The average duration of their medical practice /433 years (SD=9.73).
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4.2. Service and intention to reduce consultation feesémior patients:

4.2.1.The average percentage of services provided foorseiizens was 25.14%
(SD=20.71).

4.2.2.50% of them would be willing to take part in thedial service scheme for
senior citizens organized by Hospital Authority Department of Health
after their retirement.

4.2.3.The average level of willingness was at 5.45 out@findicating they were
slightly willing to take part in this medical secei scheme.

4.2.4.72.7% of those willing to join the scheme wouldelito provide service at a
frequency of 1-2 times per week.

Part V: Post-hoc analysis

Based on the categories of (a) gender, (b) tyg®osing, (c) family income level,
and (d) living district, further statistical anagswere conducted using One Way-
Analysis of Variance (ANOVA) and Chi-square to itlgnthe potential differences.

5.1. Gender differences:
Using Chi-square analysis the following findingsr&vebserved:

5.1.1. Compared with male senior citizens, femakni® citizens were

significantly more likely:

a) to use private general practitioners for thewn-chronic-disease
treatment, (49.7%)

b) to receive financial help from their next ofnkfor their non-chronic
diseases (31.3%), and chronic diseases (33.9%),

c) to use private general practitioners to treairtchronic diseases (12.7%),

d) not to seek medical advice due to the fee {28.2

e) to have higher prevalence rates of osteopor@®ig%) and high
cholesterol (13%), and

f) to have more types of chronic diseases (1.&grdises) based on One-
way ANOVA analysis.

5.1.2. Compared with male senior citizens, femaenior citizens were
significantly less likely to pay for their non-chmo-disease (69.2%) and
chronic-disease (64.0%) treatment by themselves.

5.2. Type of housing:
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Using Chi-square analysis the following findingsr&vebserved:

5.2.1. Compared with the other 3 groups, seniaeris living in home ownership
scheme flats were significantly more likely to:
a) use public hospitals for their non-chronic-diseasatment (59.5%),
b) have chronic diseases (67.0%).

5.2.2. Compared with the other 3 groups, seniozers living in private rental
housing were significantly more likely:
a) to use private general practitioners for their diralisease treatment
(22.6%),
b) to feel their normal spending influenced by theiedwcal expenses
(61.3%), and
c) not to seek medical advice due to the expensivaaalecbst (25.8%)

5.2.3. Compared with the other 3 groups, seniweris living in privately-owned
properties (8.2%) were more likely to use privafecalists for their
chronic-disease treatment.

5.3.  Monthly family income:
Using Chi-square analysis the following findingsr&vebserved:
(For communication purpose, “low income group” wiaéined as those with
monthly family income <$4,000; “moderate incomegrdas those in the
range of $4,000-$9,999; “middle income group” agsthin the range of
$10,000-$14,999; and “high income group” as thak&53000.)

5.3.1. Compared with the other three groups, saiizens in low income group
were significantly more likely to:
a) use public hospitals for their non-chronic-dssetteatment (56.1%),
b) pay for their non-chronic-disease treatmentigyrtselves (78.2%), and
C) use consultation fee as a criterion to choosi ttoctors (28.2%).

5.3.2. Compared with the other three groups, sesii@ens in low income group
were significantly less likely to:
a) use private general practitioners (7.8%) and peiNaispitals (1.3%) for
their chronic-disease treatment,
b) receive financial support from their next oh Koor their non-chronic-
disease (15.1%) and chronic-disease (16.1%) trew}med
c) use private general practitioners for their -cbronic-disease treatment

(41.6%).

5.3.3. Compared with the other three groups, satii@ens in high income group
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were significantly more likely to use quality ofdmctor as a criterion to
choose their doctors (60.0%).

5.3.4. Compared with the other three groups, semiizens in lower income group
(46.6%) were more likely to feel their normal spiegdinfluenced by their

medical expenses.

5.4. Living District:

5.4.1. An attempt to conduct analysis across thdig#8icts was made. The wide
distribution of respondents across these distweisld weaken the statistical
power. Therefore, the respondents’ living distristsre simplified from 18
into 3 categories: Hong Kong Island, Kowloon andM\Eerritories for the

further statistical analysis.
Using Chi-square analysis the following findingsr&vebserved:

5.4.2. Compared with the other 2 groups, seniaeerns living in Hong Kong

Island:

a) were significantly more likely to receive financglpport from their next
of kin for their non-chronic-disease treatment §856),

b) had significant higher prevalence rates of highlesterol (16.0%),
stomach problems (6.3%), ear/nose problems (5%) depression
(3.1%).

c) were significantly less likely to feel their normgdending influenced by
their medical expenses (30.9%),

d) were significantly less likely not to seek mediealvice due to the

expensive medical cost (22.3%),

5.4.3. Compared with the other 2 groups, seniazetis living in New Territories
had a significant higher prevalence rate of Padaiss disease (3.1%).
There was no other significant difference betwdwrsé living in Kowloon

and New Territories.
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Recommendations:

The Present system

6.1.

6.2.

6.3.

6.4.

6.5.

Senior citizens are more quality conscious in gielgchealth services for
their chronic diseases and many of them are inilws@ome group. The
public hospitals/ clinics provide cheaper and &atiery health services, and
they are most widely used by these senior citizéhg. with the present low
charges for service within the HA system, expansibrservice will only

increase the demand from the other sectors of dpelation and would not
be possible to specifically meet the demand ofellderly patients. Only a
carefully planned subsidy system can direct theue to senior citizens.

The present subsidy system should be revisitedos@twho can afford

private service should not receive any subsidyoséhwho cannot afford to
full payment of private services may receive padidbsidy. The long term

goal should be addressing the problem of the dEptmnate use of HA

services compared with private sector. In casesrpatients are channeled
to private practitioners, the responsible doctayusth take up the role of a
family doctor and take care of both chronic and-obronic disease in order
to provide continuing holistic care.

In view of the finding that the majority of seniaitizens with chronic
diseases require follow-up every 2-3 months (68%dpoger (18.8%), and
the fee on average per month is less than $20@eanntajority of cases
(65.4%), the present government subsidy schemerafiging five $50

vouchers per year for medical treatment shoulddogimued. Consideration
can be given to increase the subsidy to $100 ps&cher.

Special medical subsidies should be targeted tmiserizens who are from
low income group or family income with less than2&®, as about 70% of
senior citizens in this income group are paying tfogir chronic-disease
treatments by themselves. This can improve theaith service utilization
for both chronic and non-chronic-disease treatment.

Promotion of voluntary fee reduction for seniorizghs by private
practitioner, particularly the Medical Practice Gps, would be helpful to
reduce the financial burden for the senior citizeegking non-chronic-
disease treatment.
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Suggestion that HA/DH consider a special senigzarts health service scheme

6.6.

6.7.

6.8.

6.9.

6.10.

6.11.

6.12.

The survey of the likelihood of interest by doctarso are retired or likely
to retire in the near future or in medium term.(aged 60 and above) to
participate in a special senior citizens healtlviserscheme is encouraging.
Although the return sample size is small, nevee$elmore than half are
willing to join the service scheme.

Conceptually, the scheme is mainly for patientdwitronic diseases. The
participating doctors will work in the existing GBCspecialist OPC of

HA/DH 1-2 times a week on a nominal remuneratiosifafor a defined

number of months on any one contractual periodchSipctors will, as

usual, have a valid practicing certificate, and ehaatisfied any CME

requirements for the general or specialist registéne Hong Kong Medical

Council. Medical professional liability protectiosill be provided by the

overall HA/DH insurance scheme for all their em@dydoctors.

The recruitment of medical doctors for the spes@hior citizens health
service scheme can be targeted at those who @edreir planning to retire
in the near future, since they are more likelydoahlling to join the scheme.

A more comprehensive survey of possible partiagatoctors is needed to
ensure sustainability of the scheme, before degidim whether the scheme
Is implementable. In order to attract greater oesp, this survey should
contain more details about the scheme to be set up.

A Register for the special senior citizens heaéhvise scheme should be
established by the Academy. Any Fellows or docwng are interested in
joining the scheme can apply to be included inRlegister, so that they can
be enrolled into the scheme when it is in place.

If the scheme is deemed useful to implement, thexiap senior citizens
services should be opened near those areas with degsity of senior
citizens of low family income.

A careful comparison of the senior citizens heakhvice utilization rate in
the three districts can provide meaningful inforoatregarding how to
distribute the new senior citizens health senviicenplemented, to meet the
demands of senior citizens who need this service.
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General overview of the senior citizen population (Senior citizen is defined as
those aged 65 or above):

In the health survey reported by the Departmetteslth (2004), there were
only 753,600 senior citizens in 2001, composed bP% of the Hong Kong
population. The survey projected that the senitzen population would rise to
916,000 senior citizens in 2011 (where 460,000 {365 340,000 (>75-84),
116,000 (>85)) and the rising trend of senior etizpopulation would continue to
soar, reaching 17.2% of the population with 1.4iamlin 2021. This figure shows
that there is a stronger demand for medical sesvitéhe senior citizen population
in the near future. In the Census and Statistiagbddtment report conducted in
2001, 23% of these senior citizens perceived thealth status as poor and this
was one of the important factors predicting the@lth service utilization. This rate
suggested that more than two hundred thousand epeamlild feel their need to
receive medical attention in 2011 With the speedyaacement in medical
sciences and technology, the mortality rate ofaeditizens is slowing down to
3,374.5 per 100,000. This is believed to be a magason for the increase in the
aging population. The senior citizen population {dooecome older (on average)
than before and more people will live beyond the af85. At the same time, it is
expected that more senior citizens would have pdwalth status and they would
utilize more medical services.

Key Message: Population of senior citizens is iasieg in Hong Kong and their
medical needs are rising as well.

Health service utilization of senior citizens:

Senior citizen is the age group with the higheste réor need of
hospitalization (158/1,000) and the second highats for medical consultation
(289/1,000), compared with other age groups. Thiages are similar to those
observed in other countries (e.g. USA) (Murphy &pkerth, 1996). This is
mainly due to the age-related medical conditiongluding cerebrovascular
accident, chronic obstructive pulmonary diseasehasmic heart disease, lower
respiratory tract infection and cataract.

Key Message: The five common chronic diseases wbelthe major factors for
their hospitalization and medical consultation.
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Financial burden on public medical funding:

Despite many negative myths on the senior citizeosr health conditions,
prevention against their poor health status isiptesso achieve. Treating serious
medical conditions when they are still in theirlgatage is one of the prevention
methods. Therefore, enabling senior patients te learly access to health service
Is the key for this prevention to be effective.nlit only has important health
benefits for the senior citizens, but also redubeshuge medical cost incurred by
the delay of treatment, including longer hospitaygBroyles, Narine, & Brandt,
2000). Thus, this can be an effective means tewelthe financial burden in the
limited public health service funding. However,hare many factors influencing
their health service utilization, including medidakurance coverage, financial
burden of the patients, income, and family supg@uarnette & Mui, 1999).
Therefore, a thorough understanding of how theswifa influence their decision
making on health service utilization is importaot designing policy that can
facilitate senior citizens to gain early accesthefr needed health services.

Key message: Early medical intervention for sewitizens would improve their
health status and reduce financial burden of tHdiphealth service funding due
to delay of treatment.

Financial burden for senior citizens seeking medical treatment:

As the senior citizens are less able to generatanie as compared with the
younger populations, their out-of-pocket medicapenditure may deplete their
personal savings. In order to receive treatmentrfore severe diseases, they may
need to sell whatever assets they have (Steinnafaiers, Rao, Naeem, Hansen &
Peters, 2008). This is another risk factor for pogalth in senior citizens. Thus, it
may generate a vicious cycle between their heddttus poverty, and eventually
lead to pre-mature death (Inverson, 1989; SmitB7L9oor senior citizens in turn
seek health service utilization from the publicoweses for treatment.

Key message: The out-of-pocket medical expendiag be a burden for senior
citizens and result in vicious cycle of poor heaithd poverty. Poor senior citizens
would increase health service utilization from plblic resources.

The health and financial implication of having chronic diseases:
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A major reason for health utilization by seniornzghs is having chronic
diseases. In a survey conducted in 2000 (DepartateHealth, 2004), 71.8% of
non-institutional senior citizens had at least oci@onic disease such as
hypertension, arthritis, eye disease, diabetescatesterol. Among them, 15%
were disabled (with restricted body movements, nggdilifficulties, hearing
difficulties, speech difficulties, and mental ilbg). This rate is comparable to
those observed in other countries where it is tegoto have 79% of the senior
citizens with at least one diagnosis of chroniedses (Katia, Carmen, Carlo, Jyoti,
Luis, & Jorge, 2008). The diagnosis of chronic dgas implies a constant demand
for health service utilization to maintain theitegorating health.

Key message: Most senior citizens received diagno$iat least one chronic
disease and this implies their constant demandsefaith service utilization.

Medical system in Hong Kong:

In Hong Kong, the health services are provided bwape general
practitioners, private hospitals, GOPCs and HA halp Medical insurance can
be voluntarily purchased on a personal basis, aviged as a benefit by
companies. For those who are in extreme povertgy tlkan apply for
Comprehensive Social Security Assistance (CSSA)eceive free health services
under the public clinics and hospitals. All Hongrigocitizens are eligible to use
the heavily subsidized health services providedhleypublic hospitals and clinics.
However, the types of medication and treatment ideal by these public clinics
and hospitals are limited. There is a long waitisgfor treatment of complicated
medical problems. Also, people may perceive qualityservice from the public
clinics and hospitals as low and it deters thealtheservice utilization (Steinhardt,
Waters, Rao, Naeem, Hansen, & Peters, 2009). And#wotor influencing the
choice of medical service provider by senior citizes their income level. With
higher income, senior citizens would be more likelyselect private health care
(Makinen, et al., 2000). Senior citizens from lowsrome group would be more
likely to seek cheaper health service providedhgygublic hospitals/clinics.

Key message: Subsidized fee of medical servicespeweided by the public
hospitals and clinics and their perceived qualitys@rvice may be lower due to
long queues and limited medication available. Timay deter health service
utilization by senior citizens.
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Objectives of the present study:

As commissioned by the Hong Kong Academy of MediciilKAM), the
objectives of the present study are to find out:

a) The medical conditions of senior citizens requiritrgatment, their
financial burden and ability to pay out of pockettbrough help from
relatives or through an insurance policy;

b) Where the medical services are rendered, and teé ¢¢ satisfaction of
senior citizens with the services rendered;

c) What percentage of medical services of private atecare for senior
citizens, whether reduced consultation fee has b#ened to the senior
citizens; and if not, whether they are willing gy such a discount, and
at what level; and

d) What percentage of retired doctors is willing téeofa charity service for
senior citizens of the lower income group, throloging employed by
the Hospital Authority or the Department of Healththe general out-
patients clinics at a nominal remuneration rate.

M ethods:

a. Samples:

Based on the study objectives, (a) telephone ir@erywere performed with senior
citizens who were aged 65 or above, (b) questisesawith self-stamped
envelopes were sent to practicing doctors and aliEsi and (c) questionnaires
with self-stamped envelopes were sent to medicelod® retired in the recent 2
years.

b. Questionnaire

Three sets of questionnaires in Chinese with oreati of the aforesaid group of
respondents were designed by the Quality Evalua@emtre (QEC) of City
University of Hong Kong in consultation with the I AKI and the final version is
included in the Appendix. The closed-ended questfon senior citizen interview
included (a) demographic variables, (b) non-chralsease related matters (health
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service needs, payment, and service satisfactifm)),chronic-disease-related
matters (types of chronic diseases, health servieeds, payment, service
satisfaction, their financial burden), and (d) emibn for selection of doctors for
their chronic-disease treatment.

There were three sets of questionnaire for: (1yeculy practising medical doctors
under age of 60; (2) currently practising mediaattdrs aged 60 or above; and (3)
those already retired. All questionnaires contaimeahs including (a) duration of
medical practice, and (b) percentage of servicadaior citizens. For the 2 groups
of currently practising doctors, items related ap their discount practice, and (d)
willingness to provide discount in the future weirecluded. For currently
practising medical doctors aged 60 or above ansktlatready retired, items related
to (e) willingness to join the special senior @tizmedical service scheme and the
level of involvement were included.

c. Sample size

The total number of successfully enumerated casess000 for senior citizens,
663 for medical doctors aged below 60, 112 for wediloctors age 60 or above,
and 24 retired doctors.

d. Sampling
1) Senior citizens

A computer assisted interviewing system was usedc@dlecting survey data.
Telephone numbers were randomly generated from résalential telephone
numbers as printed in the telephone directory.

After a targeted household was connected, the ohe ad just passed the
birthday was chosen by an interviewkethere were more than one resident aged
65 or above residing in that living premises.

If the potential household could not be contacétdeast three attempts at different
times on different days of the week were made leeftassifying the case as a non-
contact case. This ensures the results are needily non-contact and non-
response cases.
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Since the survey data were directly recorded by ititerviewers during the
Interviewing process, the error of data input cdagdminimized.

The fieldwork was performed from 4 February 2009 tdarch 20009.
i) Practising specialists, general practitionersq retired doctors

In a pilot study, telephone interviews with doctamre conducted. Due to the low
response rate, the method of mailed questionnaseagdopted with the consent of
HKAM.

The final sample was based on (1) the contadhlsiding their name and mailing
address of currently practising specialists andateaetired in the recent 2 years
provided by HKAM and (2) randomly selected namesdottors listed in the
Yellow Pages. An invitation letter was sent to thieynthe QEC together with the
guestionnaire and self-stamped return envelope.

Results:

Part |I: Medical service needs for senior citizenth whronic diseases

1.1. Profile of respondents

There were 392 males (39.2%) and 608 (60.8%) feanmlethe sample. The
response rate is 56.63%. 365 of them in publicatdmiusing (36.5%), 329 of them
were living in privately-owned properties (32.9%80 of them in home ownership
scheme flat (18%), 61 of them in private rental dwg (6.1%), 39 of them in
village houses (3.9%) and only 26 of them (2.6%pre&ed either “not sure” or did
not reply about their housing situation (See Table These respondents were
living in Kung Tong (10.9%), Shatin (8.4%), Eastérstrict (8.2%), Wong Tai
Sin (7.6%), Yau Tsim Mong (6.7%), Kwai Ching (6.7%hum Shui Po (6.1%),
Kowloon City (5.7%), Tsuen Wan (5.2%), Yuen Long9%), Northern District
(4.8%), Sai Kung (4.0%), Mid-West District (3.9%8puthern District (3.8%),
Tuen Mun (3.8%), Tai Po (3.6%), Wan Chai (2.9%)tl¢hg Islands (1.2%). 16
respondents refused to indicate their living distfsee Table 2)
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Table 1: Type of housing distribution:

Frequency| Percentage
Privately-owned properties 329 32.9
Private rental housing 61 6.1
Public rental housing 365 36.5
Home ownership scheme housing 180 18.0
Village houses 39 3.9
Not sure 11 1.1
Refuse to answer 15 1.5
Total 1,000] 100.0j

Table 2: District distribution of the senior respents:

Frequency| Percentage
Kwun Tong 109 10.9
Shatin 84 8.4
Eastern District 82 8.2
Wong Tai Sin 76 7.6
Yau Tsim Mong 67 6.7
Kwai Ching 67 6.7
Shum Shui Po 61 6.1
Kowloon City 57 5.7
Tsuen Wan 52 5.2
Yuen Long 49 4.9
Northern District 48 4.8
Sai Kung 40 4.0
Mid-West District 39 3.9
Southern District 38 3.8
Tuen Mun 38 3.8
Tai Po 36 3.6
Wan Chai 29 2.9
Outlying Islands 12 1.2
Refuse to answer 16 1.6
Total 1,000] 100.0j

The self-reported monthly family income distributtiof these 1,000 senior citizens
was as follows: 197 of them (19.7%) were less B2000, 161 of them (16.1%)
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were in $2,000-$3,999, 146 of them (14.6%) wer&4D00-$5,999, 69 of them
(6.9%) were in $6,000-$7,999, 42 of them were inR0$8-$9,999, 68 of them
(6.8%) were in $10,000-$14,999, 51 of them (5.1%jenin $15,000-$24,999, 23
of them (2.3%) were in $25,000-$39,999, 12 of th@n2%) were in $40,000-
$59,999, 11 of them (1.1%) were more than $60,26Q. of them (16.1%) were
not sure about their monthly family income and 5%hem (5.9%) refused to reply.
Only 94 cases (9.4%) reported receiving CSSA anbl @pondents (89.5%)
declared not receiving CSSA. 11 respondents (1r&@grted either “not sure” or
did not reply their CSSA status (See Table 3a & 3b)

Table 3a: Monthly family income distribution:

Monthly family income Frequency| Percentagsd
<$2,000 197 19.7
$2,000-3,999 161 16.1
$4,000-5,999 146 14.6
$6,000-7,999 69 6.9
$8,000-9,999 42 4.2
$10,000-14,999 68 6.8
$15,000-19,999 28 2.8
$20,000-24,999 23 2.3
$25,000-29,999 9 9
$30000-39999 14 1.4
$40,000-59,999 12 1.2
$60,000> 11 1.1
Not sure 161 16.1
Refuse to answer 59 5.9
Total 1,000| 100.0|
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Table 3b: Number of Comprehensive Social Securggigtance Scheme (CSSA)
recipient:

CSSA recipients Frequency| Percentaged
Yes 94 9.4
No 895 89.5
Not sure 9 9
Refuse to answer 2 2
Total 1,000 100.0f

1.2. Sources of payment and satisfaction for NON-CHRONis2ase medical
services

1.2.1.Medical service utilization for non-chronic disegase

Of these 1,000 senior citizens, 471 (47.1%) usedhi@ general practitioners for
their non-chronic diseases, 46 (4.6%) would seekice from private hospitals,
516 (51.6%) would use public hospitals/clinics, (62%) reported using public
hospitals for emergency cases, 71 (7.1%) would sesktment from Traditional
Chinese Medicine practitioners, 107 (10.7%) usdfinsedication and 7 (0.7%)
either used other service or refused to reply (@dxe 4a). The results showed that
the majority of the senior respondents would see&ttent from private general
practitioners and public clinics for their non-chiodiseases. Most of them would
seek only one service (753 respondent; 75.3%),r2%Bondents (21.3%) would
use two different medical services and 28 of th2r@%) would use three or more
of the service (see Table 4b). The mean numberealical services used for non-
chronic diseases is 1.1 (SD=0.32). This resultosststent with the frequency
distribution data and showed that most of the semspondents would only use
one medical service for their treatment of non-olradiseases.
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Table 4a: Type of health service sought for noreclrdiseases:

Type of health service sought Frequercyercentagg
Private general practitioners 4r1 47.1
Private Hospitals 46 4.6
Public Clinics/ Hospitals 51p 51.6
Emergency service g2 6.2
Chinese Medical Practitioners 1 7.1
Self-medication 107 10.7
Others 1 A
Refuse to answer 6 .6

Table 4b: Number of health services sought for dmmonic diseases:

Number of services sought Frequency| Percentagsd
0 6 .6
1 753 75.3
2 213 21.3
3 19 1.9
4 8 .8
6 1 A1
Total 1,000 100.0f

1.2.2.Medical expenses & sources of payment for non-ghrdiseases

227 respondents (22.7%) indicated paying the ctatguh fee in the range of $1-
$50, 179 (17.9%) in $51-$100, 196 respondents ¢4P.6h $101-$150, 149
respondents (14.9%) in $151-$200 and 129 resposd&Bt9%) above $201 (See
Table 5a). Of these 1,000 respondents, 27 (2.7% na sure about their medical
expenses and 82 (8.2%) received free consultatiast of the respondents were
required to pay for their medical consultations2 Y@spondents (72.2%) paid these
medical services by themselves, 262 of them (262&i@) by their next of kin (e.g.
parents or sons), 106 of them (10.6%) paid by otheans. Only a very few of
them (< 1%) received financial help from distariatiges (e.g. grandson) or were
covered by an insurance policy (see Table 5b). mbmrity of these respondents
(897; 89.7%) had only one source of payment andf3&em (9.8%) had two or
more sources of payment for the non-chronic diseéSee Table 5c).
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Table 5a;: Consultation fee for non-chronic diseases

Consultation Fee Frequency| Percentagsd
Free 82 8.2
$1-50 227 22.7
$51-100 179 17.9
$101-150 196 19.6
$151-200 149 14.9
$201-250 76 7.6
$251-300 21 2.1
$301> 42 4.2
Not sure 27 2.7
Refuse to answer 1 A
Total 1,000 100.0f
Table 5b: Distribution of payment methods for tle@ithronic diseases:
Payment Method FrequengyPercentage
Myself 722 72.2
Next of kin 262 26.2
Insurance 2 2
Distant relatives 4 A4
Others 106 10.6
Refuse to answer 5 5
Table 5¢: Number of payment sources for the noofthbrdiseases:
Number of payment sources Frequency| Percentage
0 5 5
1 897 89.7
2 95 9.5
3 3 3
Total 1,000] 100.0j
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1.2.3.Level of satisfaction for non-chronic medical seesd

476 (47.6%) rated somewnhat or very satisfied wigirtnon-chronic-disease health
services received, 324 of them (32.4%) rated thegisfaction with the services as
average and 96 of them (9.6%) rated somewhat or uesatisfied with their
services received. In the Likert scale of 1="vesjisied”, 2="somewhat satisfied”,
3="average”, 4="somewhat unsatisfied” and 5="vemysatisfied”, the average
satisfaction level for the non-chronic-disease theakrvices received was 2.60
(SD=0.97). The results suggested that on averaggmondents felt somewhat
satisfied with their health service received fon+ahironic-disease treatment.

Table 6: Frequency of the Level of Satisfactiontfteg non-chronic-disease health
services:

Satisfaction Level Frequency| Percentagé¢
Very satisfied 95 9.5
Somewhat satisfied 381 38.1
Average 324 32.4
Somewhat unsatisfied 102 10.2
Very unsatisfied 45 4.5
Not sure 51 5.1
Refuse to answer 2 2
Total 1,000 100.0f

CHRONIC-DISEASE status and their related healthiise demands

1.3.1.Chronic-disease type and number of diagnosis reddy respondents

Of the thousand respondents, 623 (62.3%) had dahktiseases. Among the 623
respondents, the disease with the highest prewvalsriuigh blood pressure (360 of
them; 57.8%), followed by diabetes with 151 perg@4;.2%), then heart disease
(96 participants; 15.4%), arthritis (71 respondehis4%) and high cholesterol (62
people; 10%), eye disease (46 respondents; 7.49%) @steoporosis (31
respondents; 5%). Prevalence of other chronic seseacluded dementia, stroke,
asthma, bone fracture, stomach problems, Parkiagsbséase, depression, ear/nose
problem, cancer, kidney failure, chronic skin céioti and communicable diseases
which constituted less than 5% of the cases (SbkeTa).

C:\think tank\project report formatted rev 8.3.2010 23 Final 8.3.2010



Of the 623 senior citizens with chronic disease$, $1.4%) reported to have only
one diagnosis, 202 (32.4%) with two diagnoses,127406) with three diagnoses
and 24 (3.8%) with four or more diagnoses (Seed@bl). Descriptive statistics
showed that these patients had an average of $690(84) diagnosis of chronic

diseases.

Table 7a: Frequency of chronic diseases (n=623):

Chronic diseases Frequencyl Percentagd
High Blood Pressure 340 57.8
Diabetes 151 24.2
Heart disease 96 15.4
Arthritis 71 11.4
High cholesterol 62 10.0
Eye disease 46 7.4
Osteoporosis 31 5.0
Stroke 28 4.5
Asthma 20 3.2
Stomach problems 19 3.0
Kidney problems 17 2.7
Ear, nose problems 14 2.2
Cancer 14 2.2
Parkinson’s disease 9 1.4
Chronic skins conditions ¢ 1.4
Bone Fracture 8 1.3
Depression 6 1.0
Dementia 2 3
Communicable diseases 1 2
Others 85 13.6

Table 7b: Frequency of numbers of diagnosis of miordiseases
Number of diagnosis of chronic diseases received| Frequency| Percentage
1.00 320 51.4
2.00 202 32.4
3.00 77 12.4
4.00 22 3.5
5.00 2 3
Total 623 100.0l
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1.3.2.Satisfaction and requirement for medical servieecfoonic diseases

In seeking treatment for chronic diseases, 319b623 respondents (51.2%) used
Hospital Authority General Out-Patients Clinics a?8i8 of them (41.4%) used
Hospital Authority Specialist Clinics. 68 of theri0(9%) used private general
practitioners. Respondents with chronic diseases] wery few services from
private specialists (4.2%), private hospitals (2.4%aditional Chinese medical
practitioners (3.9%), or self-medication (2.4%).eOespondent was not sure the
type of service s/he used and the other respomdfrged to answer (See Table 8a).
525 of them (84.3%) used only one of the listedises and 92 of them (14.8%)
used two of the services and five of them (0.8%®dumore than 3 types of
services. One respondent did not use any servam T8ble 8a). On average, these
respondents used 1.17 services for their chroseadies.

Table 8a: Type of health services for the chromseakes:

Type of health service sought Frequer|cyercentagg
Private general practitioners 68 10.9
Private specialists 26 4.2
Private hospitals 15 2.4
Hospital Authority General Out-Patients Clini¢s 319 51.2
Hospital Authority Specialist Clinics 298 41.4
Chinese medicine practitioners P4 3.9
Self-medication 15 2.4
Others 1 2
Refuse to answer 1 2

Table 8b: Number of health services sought forctivenic diseases:

Number of health service sought for the chronieaksed Frequency Percentage¢
0 1 2
1 525 84.3
2 92 14.8
3 3 5
4 2 3

Total 623 100.0f
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Of the 623 senior citizens with chronic disease&l $1.7%) required regular
follow-up health services. Among these 571 senitizans, 65 of them (11.3%)
required to have their follow-up services every tmahree weeks. 388 of them
(68%) needed the follow-up services every two teg¢lmonths. 97 of them (18.8%)
needed the services every four months to oncera($ea Table 9).

Table 9: Frequency of for different follow-up schéa

Schedule for follow-up Frequency| Percentage
Once a week 7 1.2
Biweekly 11 1.9
Once in 3-4 weeks 47 8.2
Bimonthly 165 28.9
Once in 3 months 223 39.1
Once in 4 months 42 7.4
Once in half year 46 8.1
Annually 19 3.3
Other 8 1.4
Refuse to answer 3 5
Total 571 100.0|

Of the 623 senior patients with chronic diseasé®, ($0.1%) were somewhat or
very satisfied with the health services receivedl »f them (32.3%) felt the
satisfaction their service as an average and 9bevh (14.4%) felt the services
were somewhat or very unsatisfied. In the Likerdlscof 1= very satisfied”,

2="somewhat satisfied”, 3="average”, 4="somewhatsatrsfied” and 5="very

unsatisfied”, the average satisfaction level foe tbhronic-disease medical
consultation received was 2.56 (SD=0.993).
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Table 10: Frequency of the Level of Satisfaction ttee chronic-disease health

services:

Level of satisfaction Frequency| Percentage
Very satisfied 73 11.7
Somewhat satisfied 239 38.4
Average 201 32.3
Somewhat unsatisfied 60 9.6
Very unsatisfied 30 4.8
Not sure 19 3.0
Refuse to answer 1 2
Total 623 100.0f

1.3.3.Sources of payment and financial burden for theomicrdisease medical

expenditure

Of the 623 senior citizens with chronic diseases, (1.4%) received free
treatment and 32 (5.1%) were not sure of the cbsghar treatment for chronic
diseases. For chronic-disease treatments, 30Gof (18.2%) spent $1-$100, 107
of them (17.2%) spent $101-$200 and 113 of themlf® spent more than $201,
on average per month (See Table 11).

Table 11: Consultation fees for chronic diseases

Frequency| Percentage
Free 71 11.4
$1-100 300 48.2
$101-200 107 17.2
$201-300 35 5.6
$301-400 15 2.4
$401-500 4 .6
$501> 59 9.5
Not sure 32 51
Total 623 100.0|

418 of them (67.1%) paid for the health servicgzeeses themselves, 185 of them
(29.7%) paid with the help from their next of ki@l of them (13%) received
CSSA or civil service benefits. Payment from inswwes and distant relatives were
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very rare (less than one percent) (See Table $8&)of them (88.6%) reported to
have only one source of payment for their chromsedse treatment and 68 of
them (11%) had two or more sources. On averagesehier citizens with chronic
diseases received 1.11 (SD=0.33) sources of payimetiteir health services (See
Table 12b).

Table 12a: Distribution of payment methods for clicaliseases (n=623):

Payment Method Frequency Percentage
Myself 418 67.1
Next of kin 185 29.7
Insurance 1 A
Distant relatives 4 .6
Others 81 13.0
Refuse to answer 2 3

Table 12b: Number of payment sources for chrorseakes:

Number of payment sources Frequency| Percentage
0 3 5
1 552 88.6
2 67 10.8
3 1 2
Total 623 100.0j

Of the 623 senior citizens with chronic disease&3 243.8%) felt that their
treatment cost influenced spending on their nomadl living. In the Likert scale
of 1="very much burdened”, 2="somewhat burdened",a¥erage”, 4="somewhat
not burdened” and 5="very much not burdened”, therage financial burden level
for the chronic-disease medical treatment was &S85-1.16) based on 588 senior
citizens with chronic diseases. 212 of them (34ét) that the medical expenses
for their chronic-disease treatment were somewhateo/ much a burden, 159 of
them (25.5%) felt generally burdened, 217 of th&h &%) felt somewhat not or
very not burdened. 33 of them (5.3%) indicated “suoe” in this question and 2 of
them did not answer it (See Table 13a). Of the f&8nts with chronic diseases,
150 (24.1%) would not seek medical advices becalifee expensive cost. 119 of
them (19.1%) indicated that consultation fee was thost important factor
determining their choice of doctors, 208 of ther3.436) indicated quality of
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doctor was the primary determining factor, 133ha&nh (21.3%) reported that both
consultation fee and quality of doctor were equatiportant for their selection of
doctors. 163 of them (26.2%) did not show any pesfee for their doctor

selection criterion (See Table 13b).

Table 13a: Level of financial burden for chronisehse treatment (n=623):

Level of financial burden Frequency| Percentage
Very much 79 12.7
Somewhat 133 21.3
Average 159 25.5
Somewhat not 174 27.9
Very not 43 6.9
Not sure 33 5.3
Refuse to answer 2 3
Total 623 100.0|

Table 13b: Selection criterion for their choicedoftctors:

Selection Criterion Frequency| Percentage
Consultation fee 119 19.1
Quiality of doctor 208 334
Both 133 21.3
Not sure 157 25.2
Refuse to respond 6 1.0
Total 623 100.0j

Part Il Provision of medical services by medicattdos aged under 60:

2.1. Profile of respondents and their currentalist practice

A total of 663 completed questionnaires were reddrhy the practising medical
doctors aged under 60. The response rate is 30.84%00f them were males, 117
were females and 5 of them did not indicate themdgr. On average, they had
practised medicine for 24.54 years (SD=9.40). 17ttedim did not provide

information regarding their discount practice. TThblowing statistics were based
on the 646 medical doctors who had indicated tthisitount practice. On average,
25.16% (SD=27.41) of their patients were seniozeits. 252 of them (39.0%)
gave discount health service for the senior cigze2v8 of them (43.0%) gave
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discount to those as deemed needed. 80 of the#%)2lid not give discount at
all and 36 of them (5.6%) did not give discount ttwa clinic payment policy (See

Table 14)

Table 14: Discount practice for the medical doctoder age of 60.

Discount practice Frequency Percentage
Yes (all senior citizens received discount) 252 39.0
Yes (discount was given to the needed senior 278 43.0
No (no discount at all) 80 12.4
No (because of the clinic payment policy) 36 5.6
Total 646 100

Of the 663 medical doctors, 197 did not indicateirthevel of discount. The

following statistics were based on the 466 medicators who had indicated their
discount practice. 44% of them charged at 71-99%heif normal fee, 25.1% of
them at 51-70% of their normal fee, 9% of them1ab8% of their normal fee and
21.9% of them at less than 30% of their normal fElee average discounted
consultation fee is 59.36% (SD=24.42) of their nalrfee (See Table 15).

Table 15: Frequency of the percentage of the digeaufee level given by the

medical doctors under age of 60 in the future

% of normal fee paid Frequency] Percentagg¢
<10% 29 6.2
11-20% 54 11.6
21-30% 19 4.1
31-40% 10 2.1
41-50% 32 6.9
51-60% 33 7.1
61-70% 84 18.0
71-80% 150 32.2
81-90% 51 10.9
91-100% 4 9
Total 466 100.0j

2.2. Future service and intention to reduce consultadgerfor senior patients
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Of the 116 doctors who had not provided discountstnior citizens, 30 (25.9%)
were willing to provide discounts for senior citieand 83 (71.5%) indicated that
they would not provide such discount, and it wadlypaue to the clinic payment
policy (39.8% of the no discount providers). 3lwdrn (2.6%) did not indicate their
willingness to give discount in the future (See [€abb). Among the doctors who
are willing to give the discounts, 20 of them iradexd the level of discount to be
given, and the average discount is 20.75% (SD=)2410 of them were willing
to provide discount of less than 10%, 50% of thémla30% discount. Only 10%
of them would provide 41-50% of discount.

Table 16: Willingness of providing discount in theture by medical doctors aged
below 60 who is currently not giving discounts:

Willingness to provide discounts in the future? Frequency| Percentagsd
Willing 30 25.9
Not willing 50 43.1
No (because of the clinic payment policy) 33 28.4
Did not answer 3 2.6
Total 116 100.0f

Part Il Provision of medical services by medicattbrs aged 60 or above:

3.1. Profile of respondents and their current dist@ractice

A total of 112 completed questionnaires were reddriny medical doctors aged 60
or above. The response rate was 25.74%. 102 of them@ males, 7 were females
and 3 of them did not indicate their gender. Onraye, they had practiced
medicine for 39.94 years (SD=5.59). 30.43% (SD=2R& their patients were
senior citizens. 15 of them (13.4%) gave discowntthe senior citizens, 56 of
them (50.0% of the valid cases) gave discount osdhas deemed needed. 24 of
them (21.4%) did not give discount at all and 11tledm (9.8%) did not give
discount due to clinic payment policy. 6 of them4@®) did not indicate their
discount practice (See Table 17).

Only 55 of the respondents indicated their levalisEounts. Among them, 40% of
the doctors charged at 71-99% of the normal fe%lof them at 51-70% of the
normal fee, 20% of them at 31-50% of the normalded 18.1% of them at less
than 30% of the normal fee (See Table 18). Theaasediscounted consultation
fee is 60.53% of their normal fee (SD=25.62).
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3.2. Future service and intention to reduce consultdgerfor senior patients

Of the 35 doctors who had not provided discountstamior citizens, 32esponded
to the follow-up question on whether they wouldvwilting to provide discount in
future. 9 of them (25.7%) were willing to providescbunts for senior citizens and
23 of them (65.7%) indicated that they would natvidle such discount, and it was
partly due to the clinic payment policy (39.1% bétno discount providers). 3 of
them (8.6%) did not indicate their future discoprdactice. Among the doctors who
were willing to give the discounts, 8 of them redliand the average discounted
rate was 21.88% (SD=13.08). 25% of them were vgltim provide discount of less
than 10%, 62.5% of them at 11-30% discount and d@yp% of them would
provide 41-50% of discount (See Table 19).

Table 17: Discount practice for the medical doeigpe 60 or above

Discount practice Frequency| Percentage
Yes (all senior citizens) 15 13.4
Yes (discount given to deemed needed) 56 50.0
No (no discount at all) 24 21.4
No (because of clinic payment policy) 11 9.8
Did not answer 6 54
Total 112 100.0j

Table 18: Frequency of the percentage of discoufgedevel currently given by
medical doctors aged 60 or above.

Fee charged (as % of normal) Frequency| Percentageg
0-10% 2 3.6
11-20% 6 10.9
21-30% 2 3.6
31-40% 3 5.5
41-50% 8 14.5
51-60% 4 7.3
61-70% 8 14.5
71-80% 18 32.7
81-90% 3 5.5
91-100% 1 1.8
Total 55 100.0f
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Table 19: Willingness of providing discount in thiture by medical doctors aged

60 or above who is currently not giving discounts:

Willingness to provide discounts in the future? Frequency| Percentage
Willing 9 25.7
Not willing 14 40.0
No (because of clinic payment policy) 9 25.7
Did not answer 3 8.6
Total 35 100.0|

3.3. Intention to join the special senior citizens heakrvice scheme

74 medical doctors in this group (66.1%) were wilito take part in the proposed
special senior citizens medical service scheme nizgd by the Hospital
Authorities or Department of Health and 61 of th@8.4%) answered their level
of willingness to take part in the scheme. In desc& 1 (least willing) to 10 (very
willing), 25 of them (41%) rated 8 or above, 34lém (55.7%) rated 5—-7 and 2 of
them (less than 4%) rated 4 or below (See TableT2) average willingness was
6.98 (SD=2.07) out of 10, indicating that they weguée willing to join the scheme.
Only 64 respondents indicated their frequency eblvement in the proposed
scheme. Among them, 39 (60.9%) indicated that tteeyd provide the proposed
service 1-2 times per week and 19 of them (29.786)3f4 times per week (See
Table 21).

Table 20: Level of willingness to join the proposstheme by medical doctors
aged 60 or above.

Level of willingness to join the scheme Frequency| Percentage
3 1 1.6
4 1 1.6
5 21 34.4
6 7 11.5
7 6 9.8
8 8 13.1
9 4 6.6
10 13 21.3
Total 61 100.0f
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Table 21: Frequency to participate the proposeérsehby medical doctors aged
60 or above.

Frequency of involvement in the proposed schems Frequency | Percentage

(per week).
Less than once 3 4.7
One to two times 39 60.9
Three to four times 19 29.7
Five times or above 2 3.1
Other 1 1.6
Total 64 100.0|

Part IV Provision of medical services by retireddimsal doctors:

4.1. Profile of respondents

A total of 24 completed questionnaires were retdrbg retired medical doctors.
The response rate was 38.10%. 18 of them were mélegere females. On
average, they had practiced medicine for 37.73 syg@®D=9.73). 25.14%
(SD=20.71) of their patients were senior citizens.

4.2. Intention to join the special senior citizens Heakrvice scheme

12 of medical doctors in this group (50%) were iwglto take part in the special
medical service scheme organized by the Hospitdahaity or Department of
Health and 11 of them answered their level of wnfliess to take part in the
scheme. In a scale of 1 (least willing) to 10 (verlfing), 8 of them (72.8%) rated
5 or above and 3 of them (27.3%) rated 4 or belbve average willingness was
5.45 (SD=1.70) out of 10, indicating that they wenddly willing to join the
scheme (See Table 22). 8 of them (72.7%) indic#iteg could provide the
proposed service 1-2 times per week (See Table 23).
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Table 22: Level of willingness to join the proposscheme by retired medical

doctors.

Level of willingness to join the scheme

Frequency

Percentage

OO O1TEADN

Total

PN WNDNPE

11

9.1
18.2

18.2
27.3
18.2
9.1
100.0|

Table 23: Frequency to participate the proposedraetby retired medical doctors.

Frequency of involvement in the proposed schemé Frequency| Percentage
(per week).
Less than once 1 9.1
One to two 8 72.7
Three to four times 1 9.1
Other 1 9.1
Total 11 100.0j

Part V Post-hoc Analysis:

Based on the categories of (a) gender, (b) tyg®osing, (c) family income level,
and (d) living district, different groups were fogth One-Way Analysis of
Variance (ANOVA) and Chi-square were conducted twalygze the group
differences on their previous health service exgmes for non-chronic diseases;
and for chronic diseases, prevalence rates of ahdiseases, the impacts of health
service expenses and their financial burden far thedical treatment, separately.

5.1. Gender

Female senior citizens were significantly more litkéo seek private clinical
services for their non-chronic-disease treatmeieyTwere significantly more

likely to receive financial support from their neftkin and were less likely to pay
for their health services as compared with maleosaitizens (See Table 24a).

Female senior citizens were significantly more liiki® have osteoporosis or high
cholesterol than males and have a significant tr@ndigher prevalence rate of
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depression (p = 0.056). They have significantly endiagnoses of chronic diseases
than male senior citizens. In selecting the hesditvices for their chronic-disease
treatment, female senior citizens were signifigamtiore likely to seek private
general practitioners. They were significantly mdileely to receive financial
support from their next of kin and were less likadypay by themselves for their
health services as compared with male senior ogiZ8ee Table 24a). Furthermore,
female senior citizens (1.5; SD=0.77) were sigaifity more likely to use
expensive medical cost as a reason to avoid metteaiment than male senior
citizens (1.75; SD=0.88) (See Table 24b).

Table 24a: Gender differences in the experiencemimchronic diseases, chronic
diseases, payment methods and intention to seekcaheskrvices. The table
indicates the number of positive reply (% of resgents in that group).

ltems Male Senior citizens Female Senior citizens
Non-chronic diseases (n=392) (n=608)
Private general practitioners 169 (43.1%) 302 (49.7%)*
Payment by myself 301 (77%) 421 (69.2%)**
Payment by next of kin 72 (18.4%) 190 (31.3%)**
Chronic-disease diagnosis (n=237) (n=386)
Osteoporosis 5(2.1%) 26 (6.7%)**
Depression 0 6 (1.6%)
High cholesterol 12 (5.1%) 50 (13.0%)**
Chronic diseases: (n=237) (n=386)
Private general practitioners 19 (8.0%) 49 (12.7%)*
Payment by myself 171 (72.2%) 247 (64.0%)*
Payment by next of kin 54 (22.8%) 131 (33.9%)**
Expensive medical cost influenced (n=237) (n=386)
your intention to seek medical 41 (17.3%) 109 (28.2%)**
advice

P.S. **” indicates p < .05; “**” indicates p < .01.

Table 24b: Mean (SD) of the number of different achec-disease treatment
between the two gender groups.

Male Senior citizens Female Senior citizens
(n=237) (n=386)
Number of different chronic diseasgs 1.59 (0.77) 1.75 (0.88)*

P.S. “*” indicates p < .05
5.2. Type of housing
Senior citizens living in public rental housing inrhome ownership scheme flats

were significantly more likely to have chronic dises and utilize public hospitals
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for their non-chronic-disease treatment as compartddthe other two groups (See
Table 25a).

To seek treatment for their chronic diseases, s@itiaens living in private rental
houses were significantly more likely to seek pievgeneral practitioners than
those living in the public rental houses or in hoomnership scheme flats. On the
other hand, those living in the privately ownedgedy were more likely to seek
private specialists for their treatment (See Tab). Their normal spending was
less likely to be affected by their medical expen&gee Table 25b). Furthermore,
they were significantly less likely not to seek nmeadl treatment due to the
expensive cost as compared with the other thragpgr{See Table 25b).

Table 25a: Type of housing differences in incidemmdéenon-chronic diseases,
diagnosis of chronic-disease status, and influent@sedical expenses. The table
indicates the number of positive replies (% of cagfents in that group).

Items Privately- Private Public rental Home
owned rental housing ownership
properties housing (n=365) scheme flat
(n=329) (n=61) (n=180)
Non-chronic diseases treatgdl48 (45%) 29 (47.5%)| 203 (55.6%) 107 59.5%]**
in public hospitals
With chronic diseases 194 (59.0% 31 (50.8%) P89.0%) | 122 (67.0%)*

P.S. **” indicates p < .05; “**” indicates p < .01.

Table 25b: Type of housing differences in the eigmmes of chronic diseases,
payment methods, and intention to seek medicaie=yvThe table indicates the
number of positive reply (% of respondents in tjraiup).

Privately- Private | Public rental Home
owned rental housing ownership
properties housing (n=240) scheme flat
(n=194) (n=31) (n=122)
Chronic-disease treatment:
Private general practitioners | 29 (14.9%) 7 (22.6%) | 15(6.3%) |9 (7.4%)**
Private specialists 16 (8.2%) 1 (3.2%) 6 (2.5%) 1 (0.8%)**

Medical expenses influence
your normal spending

63 (32.5%)

19 (61.3%)

125 (52.1%p4 (44.3%)**

Expensive medical cost
influences your intention to
seek medical advice

33 (17.0%)

8 (25.8%)

69 (28.8%

31 (25.4%)]

P.S. “*” indicates p < .05; “**” indicates p < .01.

5.3. Monthly family income
Monthly family income groups were categorized based the Census and
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Statistics Department report (2007). The samplessiar monthly family income
>%$60,000 was rare (n=7), hence they were mergdudtté family income group of
$15,000-$59,999. Thus 4 different monthly incomeugs (<$4,000; $4,000-
$$9,999; $10,000-$14,999; >$15,000) were formedufdher statistical analysis.

In seeking treatment for their non-chronic diseasesior citizens with monthly
family income less than $4,000 (41.6%) would bes lékely to visit private
general practitioners and were significantly maiely to use public hospital
services (56.1%). Among those with monthly familgome less than $9,999, they
would be more likely to pay for their own non-chiedisease treatment (74.3-
78.2%). Those with <$4,000 monthly family incomeswass likely to receive
financial help from their next of kin for their atgment (15.1%) as compared with
the other three groups. In seeking treatment feir tohronic diseases, senior
citizens with monthly family income less than $898ould be more likely to pay
for their own chronic-disease treatment (68.2%-%3.6 Those in the monthly
family income group of $10,000-$14,999 would be entikely to use private
hospitals (10%) as compared with the other threepg. Furthermore, the medical
expenses were more likely to influence the nornpending in the two lowest
income groups (39.7%-46.6%) than in the other twoome groups (29.9%-
33.8%). They were more likely to use consultatiea for making decision on their
health services (21.6%-28.2%). Those who had hifdraily income (>$10,000)
were more likely to use quality of doctor as thes ar part of the criteria for
making their health service decision (See Table 26)

C:\think tank\project report formatted rev 8.3.2010 38 Final 8.3.2010



Table 26: Monthly family income level differences the experiences in non-
chronic diseases, chronic diseases, payment me#matmtention to seek medical
services. The table indicates the number of pesiteplies (% of respondents in
that group).

Monthly Family Income

Items <$4,000 $4,000- $10,000- >$15,000
$9,999 $14,999
Non-chronic diseases (n=358) (n=257) (n=68) (n=97)

Private general practitioners
Public hospitals

Payment by myself
Payment by direct relatives

149 (41.6%)
201 (56.1%)
280 (78.2%)
54 (15.1%)

129 (50.2%)
122 (47.5%)
191 (74.3%)
77 (30.0%)

36 (52.9%)
29 (42.6%)
42 (61.8%)
27 (39.7%)

53 (54.6%)*
38 (39.7%)**
64 (66.0%)**
30 (30.1%)*

Chronic diseases (n=230) (n=157) (n=40) (n=55)
Private general practitioners| 18 (7.8%) 18 (11.5%) 9 (22.5%) 7 (12.7%)*
Private hospitals 3 (1.3%) 4 (2.5%) 4 (10%) 2 (3.6%)*
Payment by myself 167 (72.6%)| 107 (68.2%)| 23 (57.5%)| 36 (65.5%)
Payment by direct relatives | 37 (16.1%) | 51 (32.5%) 20 (50%) | 18 (32.7%)**
Medical expenses influence (n=358) (n=257) (n=68) (n=97)
your normal spending

167 (46.6%) | 102 (39.7%)| 23 (33.8%)| 29 (29.9%)**
Criteria for your choices of (n=262) (n=204) (n=56) (n=80)
doctors:
Fee 74 (28.2%) | 44 (21.6%) 9 (16.1%) 6 (7.5%)**
Quality 126 (48.1%) | 100 (49.0%)| 29 (51.8%) | 48 (60.0%)**
Both 62 (23.7%) | 60 (29.4%) 18 (32.1%) | 26 (32.5%)*

P.S. “*” indicates p < .05; “**” indicates p < .01.

5.4. Living district

Because of the wide distribution, the living distsi were simplified from the
original 18 categories into 3 categories: Hong Kdsignd, Kowloon and New
Territories for further statistical analysis.

Senior citizens living in Hong Kong Island were mdikely to receive financial
support from their next of kin to pay for their nohronic-disease treatment.
Across the three districts, the prevalence ratesewkral chronic diseases were
different. Senior citizens living in Hong Kong Ishwere more likely to have high
cholesterol (16.0%), stomach problems (6.3%), eagnproblem (5.0%) and
depression (3.1%) as compared with the other twasarThose living in the New
Territories were more likely to have Parkinson'sadise (3.1%).

In seeking treatment for their chronic diseaseasioseitizens living in Hong Kong
Island were more likely to visit private speciaists compared with those living in
the other two areas. Senior citizens in Kowloorageb.7%) were more likely to
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seek treatment from Hospital Authority SpecialiBhiCs.

The medical expenses were significantly less likelyinfluence their normal
spending for the senior citizens living in Hong Kotsland (30.9%). They were
significantly less likely not to seek medical treant due to the expensive cost as
compared with those living in Kowloon or the NewrTeries (See Table 27a).

One-way ANOVA revealed that there were significdifferences in the measure of
total number of different health service utilizatitor chronic diseases and level of
satisfaction to their chronic-disease treatmentnf8woni post-hoc analysis
showed that senior citizens living in Hong Kongatsd utilized significantly more
types of health services and felt significantly em@atisfied with their chronic-
disease health services received as compared hagie tiving in New Territories
(See Table 27b).

Table 27a: Living district differences in the expeces in non-chronic diseases,
chronic diseases, payment methods and intentioseé& medical services. The
table indicates the number of positive reply (%espondents in that group).

Districts
Items Hong Kong Island Kowloon New Territories
Non-chronic diseases: (n=188) (n=422) (n=374)

Payment by direct

67 (35.6%)

102 (24.2%)

88 (23.59%)**

relatives

Chronic-disease diagnosis: (n=128) (n=256) (n=229)
High cholesterol 21 (16%) 24 (9.4%) 16 (7.0%)*
Stomach problems 8 (6.3%) 9 (3.5%) 2 (0.9%)**
Ear/nose problems 7 (5.5%) 6 (2.3%) 1 (0.4%)**
Depression 4 (3.1%) 2 (0.8%) o*
Parkinson’s disease 0 2 (0.8%) 7 (3.1%)*
Chronic-disease treatment: (n=128) (n=256) (n=229)

Hospital Authority
Specialist Clinics
Private specialists

45 (35.1%)
11 (8.6%)

117 (45.7%)
8 (3.0%)

89 (38.9%)*
7 (3.1%)*

Medical expenses
influence your normal
spending

(n=188)
58 (30.9%)

(n=422)
173 (41.0%)

(n=374)
157 (42.0%)*

Expensive medical cost
influences your intention
to seek medical advise

(n=188)
42 (22.3%)

(n=422)
102 (24.2%)

(n=374)
118 (31.6%)*

P.S. **” indicates p < .05; “**” indicates p < .01.
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Table 27b: Mean (SD) of the number of differentltieaervices used and their
level of satisfaction in their chronic-disease ting@nt among the 3 district groups

Hong Kong Island Kowloon New Territories

Total number of different | 1.24 (0.56) 1.15(0.37) 1.13 (0.38)*
health services utilization
for chronic diseases

Level of satisfactionto | 2.33 (1.06) 2.57 (0.94) 2.69 (1.03)*
their chronic-disease
health services received

P.S. “*” indicates p < .05; “a” indicates signifitdifference among Hong Kong Island group
and New Territories group at p < .05.

Discussion:

The senior respondents in the survey were fromraimsgtitutional sample.
Based on the results in the district distributinndicated that the samples were
fairly distributed throughout Hong Kong. Using tdefinition proposed by the
Census and Statistics Department (C&SD), monthlyskbold income less than
$4,000 was categorized as low income group (Econ@malysis Division, 2007)
and there were 36.8% of the senior citizens in gingip. This might reflect their
lack of ability to go back to labor force to gertermmcome and live independently
from their children. Also, there were 9.4% of senaitizens under the CSSA
scheme. All these findings suggested that the ppy@oblem in senior citizens
was pervasive and this alone might post a serialks for their health status
including improper nutrition and poor housing cdiwli. To examine how
representative of the present sample to the geperallation is, their sex ratio,
housing type distribution, district distribution,onthly family income distribution
and the five most common chronic diseases were amgdpwith the results
reported by the C&SD 2006 (see Appendix II). Thespnt sample was reported to
have similar housing type distribution, the digtaddstribution and the five most
common chronic diseases as those found in the C&3Wb report. However, it
was observed that the present sample contained Imake-to-female ratio and
reported to have lower monthly family income. Thus, might limit the
generalization of the present findings.

In the case of non-chronic diseases, such as fawdrcoughing, most senior
patients would seek health services provided byapei general practitioners or
public hospitals/clinics. The use of emergency iserfor the non-chronic diseases
was moderate. Nearly half of the senior citizenl$ tieeir non-chronic health

services were somewhat or very satisfied and ori96%f them felt somewhat or
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very unsatisfied with these services. Most of theired on only one service for
these treatments. The majority of the senior awszénad only one source of
payment for their treatments and the payment byngledves was the most common
source (72.2%) followed by close relatives (26.2%ayment by insurance was
extremely rare. This might be due to their limigagpularity 20-30 years ago when
these senior citizens were active in the laborddrat they had no opportunities to
purchase insurance to assist their future mediqgadreses.

The high level of health service utilization for mohronic diseases from the
private general practitioners and their reasondélel of satisfaction to these
services suggested that the use of private gepeaatitioners for non-chronic-
disease management was acceptable by the senmmsit Given many of them
were in low income level and not covered by insaearsubsidies should be given
for them to promote their utilization of privatergal practitioners over public
hospitals/clinics to relieve the burden in the jpuhbspitals/clinics.

Key Implication:

The senior citizens used private general practitioners and public hospitals/clinics
to approximately the same extent for their non-chronic-disease treatment.
Incentive given to private general practitioners to provide discount service for
senior citizens might help to ease the heavy case load in the public hospitals/clinics
and allow better use of the limited public resources.

In this survey, 62.3% of the senior citizens hadoolt diseases. The most
common 5 chronic diseases in descending order \Wgpertension, diabetes
mellitus, heart disease, arthritis, and high cheles These results were quite
similar to those previously reported by the C&SI2001, except that eye disease
was one of the 5 most common chronic conditionhénr study and heart disease
Is more pronounced in the present study. In additothe findings of the C&SD
report, the present study showed that 50% of tmosecitizens with chronic
diseases had two or more diagnoses. This implie® mealth service utilization
would be expected by them as compared with those wmly one diagnosis
(Aurea, Pilar, Jose, & Fernando, 2006) and the nweghay more for their
medication cost (Portrait, Lindeoom, & Deeg, 2000)e frequency for the follow-
up health service was moderate and the majoriti@Eenior citizens with chronic
diseases (68%) required a routine check up in e2«&ynonths.

Despite the constant needs for the follow-up treatmsenior citizens with chronic
diseases did not report to have a high level @frfanal burden for these treatments.
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This might relate to their high level of utilizati@f the public health services. Also,
nearly half of these senior citizens paid $100eawss|per visit for the follow-up
treatment and 11% of them received free treatmaattd CSSA or civil service
benefits. The concern about quality of their heablthvice was evident by the fact
that more than half of these senior citizens waude quality as a determining
factor for their choice of doctors. Since many loé senior citizens used public
hospitals/clinics for their choices of chronic-dise treatment and were satisfied
with their services received, it suggested thatgbality of doctors in the public
hospitals were perceived to be adequate. All tHes#ings suggested public
hospitals/clinics could be expanded to provide thesgrvice for chronic diseases.

The health services for the chronic diseases wereeyed as somewhat
satisfactory by the senior citizens. In a crossifation analysis of the satisfactory
rating distribution across different service preaml it revealed that the
distributions were similar across them and suggdette health service for chronic
diseases provided by private general practitiohesgitals was perceived as good
as those provided by the public clinics/hospithaisaddition, their charge was the
lowest among the health service options; and tlgh lguality of their service
suggested that expansion of the health servicesdoror citizens using public
resources could be effective to improve the hesdttvice access for the needed
senior citizens.

Key Implication:

The senior citizens might be more quality conscious in selecting health services for
their chronic-disease treatment as compared with the case for non-chronic-disease
treatment. Over 90% of senior citizens use public hospitals/clinics for treatment,
and since the quality of health services from public hospitals/clinics was
satisfactory and their charge was the lowest among all the service providers, the
expanson of the public health service for senior citizens might be the most
effective means to enhance the health services utilization for their chronic diseases.

Provision of medical service by doctors currentiggbising:

In the study, there were two groups of doctors wieoe currently practising. The
age of the younger group was below 60. The agdefotder group was 60 or
above. Overall, 25-30 % of their patients were @eaitizens. Compared with the
older group, the younger group was more likely itee gliscount to senior citizens
(82% vs 63.4%). However, the distributions of distiorate provided by these two
groups of doctors were similar with an average ghasf 60% of their normal
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consultation fee. Among those who had not providestount at present, the
percentages of doctors who were willing to proviagt, willing to provide discount
or not providing discount due to clinic paymentipgl were similar. These results
indicated that the criterion for giving discountdathe level of discounts were
similar among these two groups of doctors and sstggea common consensus
among them. The rationale behind those who voliuptgave discount to senior
citizens was beyond the scope of the present sty the information might help
to understand their motivation and be useful farefligoment of suitable incentive/
promotion scheme (both financial and non-finanmakns) to recruit more doctors
to provide voluntary discount services for senibizens. This could improve the
guality of health of the aging population and restice financial burden of the
public health system.

Key Implication:

Voluntary provision of discount for senior citizens by private doctors might play a
significant role to improve health of the senior citizens, and reduce financial
burden of publicly funded health services.

In consideration of the willingness to take parttiie proposed service scheme,
more than 50% of retired doctors or older doctoesemvilling to take part at a
nominal remuneration rate, and most of them caald -2 visits per week.

Key Implication:

The viability to develop the scheme is possible as more than 50% of those doctors
aged above 60 or those already retired, who responded to the questionnaire, were
willing to join the scheme. It provides a lot of man power at a reasonable cost to
deliver quality health services for the senior citizens.

Post- hoc analysis

Based on the categories of (a) gender, (b) typ®osing, (c) family income levels,
and (d) living district, further statistical analysvere conducted using One Way-
Analysis of Variance (ANOVA) and Chi-square to itgnthe potential.

Gender:

The gender differences in the prevalence rateBeothronic diseases were in line
with other medical reports, where women were mikeyl to have more chronic

diseases. They were more likely to have medicablpros of osteoporosis, and
depression. In addition to the previous findind® present results showed that
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women were more likely to have high cholesterohtheen.

Female senior citizens were more likely to use gigvgeneral practitioners for
their non-chronic disease treatment and chronieadis treatment. In paying for
their health services of chronic and non-chrongedses, female senior citizens
were less likely to pay by themselves and morelike receive financial help
from their next of kin. Their normal spending woldd more likely to be affected
by their medical expenses. These results suggédsaedhey had limited financial
resources. This prevented them from accessing atledpealth services. Together
with their higher incidence of chronic diseasegytmight require higher cost of
medical attention if they were left untreated. Thasspecial subsidy for female
senior citizens to encourage their utilization ethh services is recommended to
reduce the financial burden of public health s&wim the long-run.

Key Implication: Female senior citizens were more dependent on the financial help
from next of kin to pay for their medical expenses. The lack of financial
independence might deter them from seeking medical treatments.

Monthly family income and type of housing:

In the Chi-square analysis using the grouping ofhtimy family income and type
of housing, their results suggested that betteloeoonomic status was associated
with (1) a decrease in utilization of public hospst for non-chronic-disease
treatment, (2) an increase in the utilization obge general practitioners for non-
chronic-disease treatment, and (3) an increaseh utilization of private
specialists, private hospitals and private genprattitioners for chronic-disease
treatment. Those senior citizens from higher mgntémily income groups would
be more likely to receive financial help from theiext of kin for their chronic-
disease treatment. This might lower the impact efdical expenses on their
normal spending. In addition, those who were bettewere less concerned about
the medical costs for their choice of health s&wvias compared with those who
were poor. Low socioeconomic status (e.g. low mignidimily income and living
in public rental housing/home ownership scheme flauld limit the choice of
health service for non-chronic and chronic-disdesgtment. This might be due to
the financial implication of health service expende their normal spending.
Therefore, special medical subsidy should be tatgat senior citizens who were
from low income family.This would enable them to utilize the health sesim a
timely fashion to prevent serious medical conditibra later stage. In addition, the
special senior citizens services should be provideithe area where those home
ownership scheme flats/ public rental housing waitiher density of lower family
Income senior citizens because they have the Highiézation rates for the public
clinics/hospitals.
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Key Implication: Low socioeconomic status might play a determining role for the
increase utilization of public health services.

Living district:

Chi-square analysis revealed that senior citizemsgl in Hong Kong Island were
more likely to receive financial support from theiext of kin for their non-
chronic-disease treatment. They were more likelgdek private specialists and
utilized more different kinds of health services floeir chronic-disease treatment.
In addition, they were less concerned about theicakaost for their health
services utilization and felt that their normal sgeg less influenced by their
medical expenses as compared with those in KowtwoNew Territories. These
results suggested that those living in Hong Konfanid felt less financial
constraint on their access to health services aspaced with those living in
Kowloon or New Territories. The senior citizens ltleaervice rate of these three
districts is uncertain. A careful comparison ofsthtan provide meaningful
information regarding how to distribute new sergiizens health service to meet
the demands of senior citizens who need this servic
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Appendix II: Comparison of the sex ratidjousing type distribution, district distribution,
monthly family income distribution and the five m@®mmon chronic diseases between those
reported in the present sample and those in theOCRH6.

Table a: Male/Female ratio & percentage of senitmens with chronic diseases

Present sample C&SD data in 2006
(n=1000)

[Male/Female ratio 645 in 1000 859 in 1000
Senior citizens with at leas
one chronic disease

62.3% 71.8%#

ith 2 chronic diseases
20.2% 20.0%

Table b: Housing Type Distribution

Present sample C&SD data in 2006
(n=1000)

Type of Housing (%) (%)
Public Rental Housing 36.5 41.1
Home Ownership Scheme 18.0 16.6
Privately Owned Propertie 36.8 41.3
Private Rental Housing 6.1 1.0
Did not Answer 2.6 --

Table c: District Distribution

Present sample C&SD data in 2006
(n=1000)
District (%) (%)
Kung Tong 10.9 11.0
Shatin 8.4 7.3
|Eastern District 8.2 9.7
\Wong Tai Sin 7.6 8.8
|Kwai Ching 6.7 8.5
Hong Kong 20.1 20.3
Kowloon 42.9 37.5
New Territories 38.0 42.1

P.S. #Comparing with the C&SD report in 2001.
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Table d: Monthly Family Income Distribution

Present sample

C&SD data in 2006

(n=1000)

Monthly Family Income (%) (%)
Less than $4,000 35.8 21.5
Between $4,000 - $9,999 25.7 24.0
Between $10,000 - $14,99p 6.8 14.2

bove $15,000 9.7 40.3
Not sure 16.1 --
Did not Answer 5.9 --

Table e: Five most common chronic diseases

Present survey:

C&SD report in 2001#

1% Hypertension Hypertension

2" Diabetes Arthritis

3" Heart Disease Eye Disease (6th in the surv
7 Arthritis Diabetes

|5th High Cholesterol High Cholesterol

P.S. #Comparing with the C&SD report in 2001.
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