
Professor Sophia Chan Siu-chee, JP 
Secretary for Food and Health 
18/F, East Wing, Central Government Offices 
2 Tim Mei Avenue, Tamar 
Hong Kong SAR 

20 August, 2019 

Dear Professor Chan, 

Re: White Paper “Towards World Class Cancer Care” 

I am pleased to introduce the attached White Paper on cancer care, produced by the Healthcare 
Committee of The British Chamber of Commerce in Hong Kong; and to invite you to the launch of 
the paper.  

In February 2019, the Chamber formed a sub-committee on cancer care to explore the challenges 
patients here face in accessing and financing cancer services, including prevention, screening and 
treatment. The Committee undertook a metanalysis of all patient-facing studies conducted over a 
twenty-year period, met stakeholders in the healthcare community including NGOs and delivery 
organisations, and appraised international approaches to care delivery. The findings from this 
study, together with proposed solutions, are outlined in the White Paper.  

We are delighted that there is significant synergy between our analysis and the direction expressed 
by the Food and Health Bureau (FHB) in the recently launched Cancer Strategy. We take this 
opportunity to congratulate the FHB on the Strategy and, in doing so, signalling the significance 
that the Government attaches to an issue which touches – directly or indirectly – almost every 
citizen. Similarly, our White Paper represents the commitment of the Chamber business community 
to enhancing prevention and treatment efforts in order to reduce the incidence of disease, and 
optimise the experience of care.  

The White Paper makes several recommendations which may offer a level of detail useful to the 
FHB when formulating the tactical plan beneath the overall strategy. Notably, we recommend the 
introduction of access targets to better manage patient expectations of care, with the utilisation 
of PPP models to reduce the time patients wait to receive diagnostics and treatment. Further, the 
paper suggests a new approach to the financing of high-cost cancer therapies, based on the 
creation of a dedicated fund for cancer drugs and the evolution of risk-backed agreements to 
ensure payment is made only when outcomes are achieved. Lastly, but very importantly, there are 
a number of specific recommendations for improving the communication between patients and 
caregivers and the psychological support they receive. 

We plan to launch the White Paper in September, at a Chamber breakfast event open to all 
members of the community.  

In advance of the launch, we would very much welcome the opportunity of meeting you and 
members of your team to discuss the paper’s findings and recommendations, and the goals that 
we share. We would also be honoured if you could join the launch and perhaps share a few words 
on the overall strategy and its implications for Hong Kong.  



I again thank you for your efforts in addressing this emotive issue, and look forward to constructive 
dialogue on how the business community can further support development in this area.  

Yours Sincerely, 

Andrew Seaton 
Executive Director 
CC: Mr. KO Pat-sing Tony. Chief Executive. Hospital Authority 

 Dr. CHAN Hon-yee Constance, JP. Director of Health. Department of Health  
 Mrs. FUNG CHING Suk Yee, Betty, JP. Head. Policy Innovation and Co-ordination Office 
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The British Chamber of Commerce in Hong Kong 
Cancer Care Sub-Committee Working Group 

Response to the Hong Kong Cancer Strategy 2019 

August 2019 

Executive Summary 

1. As the Government of Hong Kong SAR move forward with planning the future of cancer
services, the dimension of patient experience is an integral part of cancer strategy. Given the
rising incidence of cancer and level of public concern around access and affordability, a review
of patient voice and experience data is urgently needed. This submission presents the Working
Group’s findings on patient experience captured through a process of stakeholder engagement
activities conducted during spring 2019. Members believe the recommendations contained
within this White Paper are complementary to the high-level Hong Kong Cancer Strategy
announced in July 2019, and have put forward concise, actionable proposals to enhance
patient experience as the cancer strategy is implemented.

2. The dialogue around patient experience has been largely anecdotal or relating to evidence
limited to a particular cancer type, however, this evidence suggests an overwhelmingly
significant percentage of cancer patients encounter troublesome pain-points during the course
of their care. Whilst the dimension of patient experience is less researched than other facets
of cancer strategy, improving the service quality and experience of patients holds significant
impact to the individual, the health sector, and our broader society.

The Priority Areas 

3. Through a process of data collection spanning stakeholder consultations, Working Group
discussions, patient survey, and desktop review, the following system pain-points have been
identified and prioritised:

a. Patient communication gaps and confusion
b. Difficulty accessing diagnostics and services because of system structure and capacity
c. Difficulty accessing therapies because of limited financial resources or means-testing

and approval delays
d. Delays in and lack of care coordination

Our Response 

4. This White Paper sets out a programme of action areas to tackle the system pain-points as
experienced by cancer patients. The action areas are arranged as short, mid, and long-term
goals with corresponding KPIs.
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5. Cancer management is currently dispersed across multiple departments in the public system,
which creates service gaps and unnecessary resource wastage. The structure of the dual-track
system and uncertain accountability of cancer care are currently exacerbating access and
quality issues.

6. The Hong Kong Government is well-placed to address the system imbalance and strengthen
the cancer patient pathway. Pilots in new care models, public-private partnership, and
technological and workforce enablers are already in place within the public healthcare
ecosystem.

7. Our vision is for:
• Better communication along the cancer pathway
• Improved system capacity and access to care through public-private rebalance and

utilisation of untapped human and diagnostic resources
• Enhanced patient access to life-saving therapies
• A more holistic model of cancer care for Hong Kong patients

8. Actions to Address the Communication Gap in Cancer Care

a. Short-term: Employ more case managers to assist patients in navigating their care plan
b. Mid-term: Evolve the skillmix of delivery teams to include more medical social workers,

nurses and administrators
c. Mid-term: Expand EHR via eHRSS to eligible NGOs who provide critical psychosocial

support to cancer patients
d. Long-term: Medical training to improve the doctor-patient communication gap and

encourage shared decision-making

9. Actions to Improve System Capacity and Access to Care

a. Short-term: Improve compliance to screening and vaccination by enhancing public
education and awareness

b. Short-term: Employ population-wide mammography screening

10. Actions to Increase the Proportion of Cancers Diagnosed Early and Accurately

a. Short-term: Enhance the Radi Collaboration Project PPP to reduce diagnostic waiting times
b. Short-term: Enhance HA working hours via insourcing
c. Long-term: Enhance the capacity to deliver personalised cancer care via a designated

Research and Development plan for comprehensive genomic profiling across cancer
categories

11. Actions to Improve System Capacity, Allowing More Patients to Access Care

a. Short-term: Enhance HA working hours via insourcing



3 

b. Long-term: Relax the rules for admitting overseas medical personnel to practice in Hong
Kong

12. Actions to Improve Patient Access to Therapies

a. Short-term: Streamline the application process for subsidy
b. Short-term: Offer riders for VHIS cancer care specialty products
c. Short-term: Expand CCF coverage to the middle-income class and lower the threshold for

subsidy application
d. Mid-term: Set up a separate Cancer Fund and use the interest
e. Mid-term: Explore risk-backed agreements with pharmaceutical stakeholders to expedite

patient access for drugs which have already gained safety approval
f. Long-term: Offer tax deductions for people who self-pay for care/therapies at accredited

institutions

13. Actions to Move Towards a Holistic Approach to Cancer Care

a. Short-term: Create a fully integrated patient portal for cancer information at all stages of
the patient journey, centralising public, private and community resources, and including
functionality to capture feedback on services, outcomes and patient experience

b. Long-term: Expand the Cancer Case Manager (CCM) Programme to all cancer fields and
adopt a Multidisciplinary Team (MDT) approach to cancer care

Next Steps 

14. Cancer strategy is a complex area for health policy and service design. To this end, a thorough
assessment of cancer experience data was reviewed alongside the local market’s dynamics,
core strengths, and constraints. Solutions-based recommendations have been structured for
timeliness, market relevance, and actionability. Short, mid, and long-term goals have been
paired with corresponding KPIs to address the prioritised system pain-points reproted by
patients. All strategic recommendations have been mapped against an ease-impact matrix
during formulation.
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1: Introduction  

1.1 In 2018, The British Chamber of Commerce in Hong Kong established a Cancer Care Sub-
Committee. The objective of the Committee is to explore the challenges patients in Hong 
Kong face in accessing and financing cancer services, including prevention, screening and 
treatment. The data captured during this exploratory work has been developed into a 
White Paper for submission to Government to build upon and strengthen the recently-
published Cancer Strategy. 
 

1.2 Over a three-month period, the Sub-Committee reviewed the published literature on the 
experience of cancer patients and their families, undertook a survey, and met with 
representatives from major cancer NGOs in the local market. These activities covered many 
aspects of cancer care: from prevention and screening, through to treatment, and access 
to therapies. 
 

1.3 In this White Paper, we share the results of this work. We outline the areas in which Hong 
Kong is making good progress, identify challenges and issues facing cancer patients, and 
offer recommendations on solutions to address these.  
 

1.4 The identified challenges fall into four major categories: communication gaps, system 
capacity and access to care, access to therapies, and holistic care. 
 

 

2: The context for this study  

2.1 Cancer is the leading cause of death in Hong Kong (Fig. 1) [1]. In roughly a decade, new 
cancer cases have increased by about 33% (Fig. 2) [2]. The escalating burden of disease 
and the subsequent impacts on population health are being driven by population ageing, 
lifestyle risk factors (such as tobacco use, diet and obesity), changing lifestyle patterns, 
alcohol consumption, and environmental factors. 
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Figure 1. Cancer remains the leading cause of death in Hong Kong 

Source: Centre for Health Protection 
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Rank in 2016 Cancer type No. of new 
cases in 2006 
(rank) 

No. of new 
cases in 2016 

Overall 
change 

 
All cancers 23,750 31,468 32.5% 

1 Colorectum 3,918 (2) 5,437 38.8% 

2 Lung 4,233 (1) 4,936 16.6% 

3 Breast 2,595 (3) 4,123 58.9% 

4 Prostate 1,068 (5) 1,912 79.0% 

5 Liver 1,745 (4) 1,810 3.7% 

 

 
2.2 Cancer affects us all. Whilst some modifiable lifestyle factors can predispose a person to 

developing cancer, the disease still strikes indiscriminately. In 2016, cancer claimed the 
lives of over 14,000 Hong Kong citizens [2]. There were 31,468 newly-diagnosed cases of 
cancer in 2016, an increase of 3.8% in a single year, with colorectal cancer increasing by 
8% and breast cancer increasing by 5.2% [1]. Whilst we predominantly classify cancer as 
a disease of the ageing, half of the 2016 cases occurred in individuals under the age of 
64, and 48% of all new diagnoses affected the working age population [2]. 
 

2.3 Although improvements have been made in both survival and mortality in recent decades, 
significant pain-points persist across the patient journey – and this warrants our collective 
attention and a solutions-based approach to improving cancer care experience for Hong 
Kong’s citizens.  
 

2.4 The Government of Hong Kong SAR recognise the significance of cancer and have made 
positive steps towards improving screening, access to services and therapies, and 
treatment. However, gaps remain in the following areas: 
• There is a lack of comprehensive cancer management 
• Cancer management is dispersed across multiple departments 
• Relatively little has been done to understand the patients’ experience of care 

 
2.5 Many aspects of cancer have garnered attention, support and resource allocation in the 

form of both labour and capital. Prevention, treatment, disease surveillance, and research 
are familiar cancer topics to patients and stakeholders alike. Less studied, however, is the 
quality of cancer patient experience. 

 

3: Methods 

3.1 In April 2019, the Sub-Committee launched a data collection period to map patient 
experience and pain-points, and inform solutions for pathway strengthening. Data was 

Figure 2. Leading Cancer Types, 2006 and 2016 

Source: Hong Kong Cancer Registry 
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sought from the following sources: leading local cancer NGOs, patients and family 
members, and views from the Sub-Committee’s Working Group. A systematic review and 
metanalysis rounded out the study activities.  

3.2 An evidence-based approach was employed to conduct the systemic review and 
metanalysis, in an effort to identify and aggregate patient experience data and draw 
meaningful insights. This activity included studies highlighting the patient’s voice about 
cancer prevention, screening, treatment, access and affordability in the local market. Peer-
reviewed academic journals, Government reports, publications and official press releases, 
as well as cancer patient surveys and interviews published by non-governmental 
organisations, were all included. Data before 2000 and studies focusing on palliative care 
were excluded. 

3.3 Following the desktop review, the Sub-Committee sought stakeholder views to provide 
further depth and understanding relating to how cancer patients are affected by the 
system’s pain-points. Interviews were conducted with Hong Kong Cancer Fund (HKCF), 
Hong Kong Anti-Cancer Society, Cancerinformation.com.hk Charity Foundation Limited, the 
Karen Leung Foundation (KLF), and Maggie’s Cancer Caring Centre. In June, the Working 
Group met to review the findings from the desktop review and qualitative data from NGO 
interviews to inform recommendations. An online survey for cancer patients and family 
members has been created and will be hosted by the cancer NGOs to generate further 
data over time. 

4: Findings 

4.1 The sources consistently describe a similar set of problems facing patients with a suspicion 
or diagnosis of cancer: patient communication gaps and confusion, difficulty accessing 
diagnostics and services because of system structure and capacity, difficulty accessing 
therapies because of limited financial resources or means-testing and approval delays, and 
delays in and lack of care coordination. The structure of the dual-track system and 
uncertain accountability of cancer care contribute to these issues.  

Communication Gaps 

4.2 There are unmet information and support needs amongst cancer patients. Ten local studies 
conducted between 2004 and 2018 focusing on breast, colorectal, nasopharyngeal and 
general cancer patients examined unmet information and supportive care needs, patient 
care satisfaction, and quality of life. The studies were employed using self-administered 
questionnaires or face-to-face interviews. Researchers found specific factors such as 
lacking information about diagnosis and treatment, shorter consultation durations, and 
lack of psychological support from physicians during consultations to be associated with a 
lower level of patient satisfaction and poorer quality of life (Fig. 3, next page) [3-12].

4.3 Nine local studies conducted between 2001 and 2017 focusing on breast, colorectal, 
nasopharyngeal and general cancer patients suggest that specific information and support 
needs vary at different points along the care pathway [7; 13-19]. For example, the 
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information and support needs of patients after diagnosis differ from those during the 
treatment process (Fig. 4, next page).

 

 

 

 

 
 
 

4.4 In the experience of breast cancer, local evidence has revealed that 84% of women 
reported at least one unmet need in relation to information on healthcare, whilst 72% 

Studies conducted between 2004 and 2018 including 2,060 breast cancer, 104 colorectal cancer, 242 
nasopharyngeal cancer and 20 general cancer patients, identified the unmet information and supportive care 
needs, patient care satisfaction, and their quality of life using self-administered questionnaires or face-to-face 

  

Figure 3. There are unmet information and support needs amongst cancer patients 

Nine studies conducted between 2001 and 2017 included 881 breast cancer, 247 colorectal cancer, 211 
nasopharyngeal cancer, and 436 general cancer patients, identified the unmet information and supportive care 
needs, patient care satisfaction and their quality of life using self-administered questionnaires or face-to-face 
interviews.  

Figure 4. Cancer patients have specific information and support needs along the patient pathway 
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identified the health system, information, and patient support domains as the most 
prevalent unmet needs [3, 11].   
 

4.5 A further 6 studies conducted between 2003 and 2015 of breast cancer patients suggest 
a lack of information and closed communications between oncologists and breast cancer 
patients compromises the decision-making process [20-26]. Researchers found that a lack 
of information and guidance from surgeons results in a mismatch between the information 
needed and received by the patients. Reduced consultation time and fewer opportunities 
to raise questions were found to impact patients’ satisfaction, anxiety and distress levels 
(Fig. 5) [20-26]. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
4.6 In the context of doctor-patient communications, sudden disclosure of cancer diagnoses 

in a straightforward and abrupt manner has been found to affect patient understanding of 
the information received. Surgeons dominate communicative activities, particularly whilst 
providing treatment options; patients reported that treatment recommendations were 
given and not discussed and shared. Patients also reported the tendency of surgeons to 
move from issues of a psychological nature to clinical matters, and redirect the 
conversation to clinical information when psychosocial issued are mentioned [22-23].  
 

4.7 Qualitative data from NGO interviews reinforces these findings. All respondents reported a 
trend of “one-way communication” and problems with the information flow between 
doctors and patients. NGO representatives reported that patients feel they are not allowed 
to raise questions or share doubts. NGO response data focused on a general lack of 
knowledge and awareness amongst patients. Combined, these factors lead to an 
environment that creates anxiety, concern and fear of the unknown amongst patients. In 

Six studies conducted between 2003 and 2015 among 927 breast cancer patients, assessed the patients’ 
participation in treatment decision-making and factors associated with the use of a shared decision-making 
process for cancer treatments. 

Figure 5. Lack of communication and closed communications compromises shared decision-making 



 9 

such an environment, with low health literacy amongst patients and asymmetry of 
information in the patient and doctor relationship, informed decision-making is significantly 
lacking.  
 

 

System Capacity and Access to Care 

4.8 The public system is experiencing ongoing manpower shortages for critical medical 
personnel. Resultantly, system sustainability will hinge upon the ability to develop new 
solutions; this holds true for all specialties, including cancer care. Whilst the public system 
is lauded for its efficiency, it is becoming continually overstretched as healthcare utilisation 
is driven up by population ageing and the rise in chronic disease.  
 

4.9 Hong Kong ranks lower than international comparators and the OECD average for doctor 
and nurse to population ratios (Fig. 6 and 7) [27-29]. The manpower shortage for both 
cadres of professionals is exacerbated by stringent licensing requirements that prevent an 
inflow of overseas talent.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.10 In addition to shortages in terms of sheer volume of FTEs, the Hong Kong public system 

suffers attrition – losing well-trained staff to the private sector, where salaries are higher 

Figure 6. Hong Kong’s manpower shortage is reflected in its doctor-to-population ratio 

Source: Food and Health Bureau, Singapore Ministry of Health, OECD 

Figure 7. The nursing population also face steep manpower shortages as well as attrition 

Source: Food and Health Bureau, Singapore Ministry of Health, OECD 
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and staff are offered greater flexibility of working hours, but where the cost of care is 
outside the scope of affordability for most cancer patients.  
 

4.11 For patients, this manifests as longer treatment delays and the potential for poorer health 
outcomes. Currently, long diagnostic wait times in HA hospitals causes a bottleneck across 
cancer disciplines, obstructing timely specialist consultations. At the same time, a lack of 
minimum waiting time targets compounds the situation.  
 

4.12 In 2018, mammography wait times for the 90th percentile of patients reached as high as 
973 days [30]. Unlike reference economies in Asia, including Singapore, Taiwan, Japan, 
Korea and Australia, Hong Kong does not employ population-wide breast cancer screening 
[31].  
 

4.13 Regarding colorectal cancer, Hong Kong’s present waiting times are significantly higher 
than international comparators including NHS England and NSW Australia (74:31:26 days) 
[32-34] (Refer to Fig. 8 and 9). 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
4.14 Nasopharyngeal waiting times from diagnosis to first treatment increased by 8 days from 

2015 to 2018, whilst 2018 surgical wait time in days was higher than NHS England and 
NSW Australia (58:31:26 days) (refer to Fig. 10 and 11, next page) [32; 33; 35]. 
 

4.15 Qualitative findings from NGO response data indicated that increasing wait times cause 
anxiety amongst cancer patients, and ultimately impact their prognosis and survival rates. 
The universal view amongst respondents is that the current waiting times are simply too 

Figures 8 and 9. Colorectal cancer waiting times in Hong Kong are significantly higher than in other countries 

Source: Hospital Authority, NHS England, NSW Australia Government, Australia Institute of Health and Welfare 
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long – and patients are crippled with the very valid fear that cancer will spread and 
metastasize.  
 
 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

4.16 The HA has taken steps to address systems-level capacity issues through the launch of 
PPP initiatives. Particularly relevant to the bottlenecks in cancer care, the Radi 
Collaboration Project provides CT and/or MRI services to clinically-eligible cancer patients 
under HA care [36]. Since its launch in 2012, patients fulfilling specific criteria have been 
referred to the private sector for radiological diagnostic examinations at 1 of 7 participating 
providers Programme participation is entirely voluntary but full subsidy is offered, and 
patients are afforded choice of participating service provider [37]. One of the enabling 
features of the programme is IT interoperability, with examination results sent back to HA 
through eHRSS (pending patient consent). The programme’s success is rooted in its broad 
coverage of cancer areas, and the underpinning fee-for-service contracting model – which 
incentivises participation by private providers.  
 

4.17 Aside from structural issues like manpower and capacity, health literacy also impacts 
uptake of services. Generally, health literacy amongst cancer patients remains low. A 2014 
study of Hong Kong women aged 50 and over showed that only 34% undertook 
mammography screening [38]. Despite the increasing incidence of breast cancer, the 
uptake rate of breast cancer screening remains relatively low, with significant variance 
based on where patients live -- implying a causal link to socioeconomic status.  
 

4.18 Three studies conducted between 2001 and 2005 among Chinese women in Hong Kong 
highlighted important intrinsic and extrinsic factors associated with the uptake of breast 
and cervical cancer screening locally [39-42]. Intrinsic factors – women’s awareness and 
beliefs and extrinsic factors – cost and practitioner discipline, were associated with the 

Figures 10 and 11. A lack of minimum waiting targets often results in delayed time to treatment vs. comparators 

Source: Hospital Authority, NHS England, Australia Institute of Health and Welfare 



12 

breast and cervical screening rates [39-42]. In one instance, 58% of the study population 
reported they had never heard of mammogram screening (Fig. 12) [41]. 

4.19 NGO response data echoes these concerns about low health literacy and how it increases 
the likelihood for misinformation regarding prevention and screening initiatives. NGO 
respondents cited the lack of comprehensive screening programs for high risk cohorts, the 
lack of population-wide mammography screening, and the high cost of screening in the 
private sector as systems-level limitations. Further findings highlight a lack of well-defined 
targets for diagnosis and treatment, a lack of transparent outcomes measures, and key 
gaps in publicly-available surveillance data – including the need for survival rate reporting 
across all cancer types.  

Access to Therapies 

4.20 A number of key Government initiatives have been launched since 2005 to improve the 
accessibility and affordability of cancer treatments. HA implemented the Drug Formulary 
(HADF) that year to offer clarity to patients and prescribing doctors on drug financing 
inclusions [43]. The HA provides a safety net for patients with constraints in respect to 
specific self-financed items (SFI) through the Samaritan Fund and the CCF Medical 
Assistance Programmes, under which eligible patients are subsidised to purchase self-
financed drugs covered by the safety net [44, 45].  

4.21 The First Phase Programme of the CCF Medical Assistance Programmes was implemented 
in August 2011 to provide financial assistance to HA patients with a necessity to purchase 
specified self-financed cancer drugs not yet under the Samaritan Fund safety net, but 

Three studies conducted between 2001 and 2005 among 1,494 Chinese women in Hong Kong, indicated 
the important intrinsic and extrinsic factors associated with the uptake of breast and cervical cancer 
screening in Hong Kong.  

Figure 12. Both intrinsic and extrinsic factors are associated with breast and cervical screening uptake 
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which have been rapidly accumulating clinical and efficacy data [46]. In January 2012, the 
Second Phase Programme was rolled out, aimed at providing subsidy to needy patients 
who marginally fall outside the SF safety net for the use of self-financed cancer drugs [45]. 
Complementing the Samaritan Fund, the Second Phase Programme provides additional 
subsidy to HA patients by reducing their maximum contribution ratio from 30% to 20% of 
annual disposable financial resources for specified self-finance items [45, 46].  
 

4.22 A total of 29 self-financed drugs with demonstrated benefits were covered by the 
Samaritan Fund as of April 2018 [44, 46]. Among these items, 13 are for cancer treatment, 
of which 10 are targeted therapy drugs [44, 46]. A total of 16 self-financed cancer drugs 
have been covered by the CCF Medical Assistance Programmes, of which 13 are targeted 
therapy drugs [45, 46].  
 

4.23 Whilst public reporting is limited, the data available for years 2009 to 2011 – just prior to 
the Community Care Fund launch and immediately after – suggest that middle-income 
earners are disproportionately affected by means-testing [47](Fig. 13). A trend in under-
reporting income in Samaritan Fund and the CCF Medical Assistance applications increased 
steadily from 2010/11 to 2014/15 -- 156% over a 4-year period [48](Fig. 14). This 
suggests that the stringent eligibility criteria for subsidy applications under the Samaritan 
Fund and Community Care Fund limit access to cancer treatment, especially in middle 
income earners.  
 
 

 

 

 
4.24 Qualitative data from NGO interviews supports this trend. The concern that patients have 

to give up targeted drug therapies for which they cannot pay, and may choose to succumb 
to illness rather than pay the high costs of treatments, is prevalent. Questions were raised 

Figs. 13 and 14. Middle-income earners appear disproportionately affecting by means-testing in available data 

Source: Hospital Authority, Legislative Council 
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about payment caps and voluntary copayments as vehicles to expand eligibility criteria of 
the current safety net provisions.  

4.25 In 2017, the Subsidy for Eligible Patients to Purchase Ultra-expensive Drugs (Including 
Those for Treating Uncommon Disorders) was launched under CCF [46]. In 2018, the 
frequency of subsidy prioritization under the Samaritan Fund and the CCF Medical 
Assistance Programmes was increased to twice per year, but major restructuring does not 
seem likely [44, 45]. The same year, Cancerinformation.com.hk Charity Foundation Limited 
set up a crowdfunding platform to help middle class patients access treatment [49, 50].  

4.26 Whilst a positive step forward, the measures implemented since 2005 have often been 
fiscally conservative and difficult to administer. There remain considerable barriers to 
accessing therapies in a timely way and/or gaining funding for effective drug therapies. 
Patient complaints about opacity in the application process is high. Additionally, industry 
stakeholders cite the complicated evaluation process for drug enlistment in the HADF, 
Samaritan Fund and CCF Medical Assistance Programmes, which may prohibit patients’ 
early access to specific therapies.  

4.27 Many patients, particularly middle-income earners, suffer from a paucity of funding. The 
process for subsidy under CCF and SF is described as complex and stressful by applicants. 
Patients report being deterred by the stringent means-testing, which onerously requires 
disclosure of individual as well as family finances. At the same time, public awareness on 
cancer-related expenditure remains low and applicants would benefit from further 
development of information campaigns.  

Holistic Care 

4.28 For patients on the current cancer pathway, pain-points exist beyond communication and 
access concerns. The ongoing manpower shortages and current structure of care delivery 
within HA have produced a pattern of doctors’ rotations and system-constraints that, in-
turn, lead to poor patient experience of cancer care -- and ultimately prohibit the realisation 
of a patient-centred care model. 

4.29 In HA, cancer service is organised and operated through 6 cluster-based clinical oncology 
centres, with the 7th oncology centre tentatively scheduled for commissioning by 2023 
[51]. Cancer services operate as a coordinated cross-specialty and cross-disciplinary 
service system (including oncology, medicine, surgery, radiology, pathology, etc.) [51, 52]. 
However, the concept of multidisciplinary teams (MDTs), considered best practice for 
cancer care in many markets, is still in its infancy.  

4.30 The importance of MDTs in cancer care is becoming widely recognised, as demonstrated 
by international adoption of mandatory legislation or guidelines across mature health 
markets. MDTs are legally mandatory or recommended in guidelines in Australia, France, 
the UK, Canada, Belgium and the Netherlands. Meanwhile, in Italy and Germany, it is 
mandatory for cancer patients to be treated in expert centres, with Germany requiring 
certification.  
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4.31 The Cancer Case Manager (CCM) Programme was launched in 2010/11 in the KWC and 
NWC clusters, targeting patients with complicated breast and colorectal cancer (Fig. 15) 
[51]. In 2014/15, the programme was extended to the KCC and HKEC clusters [51]. By 
2014/15, the model was successfully rolled out to all HA clusters. As of December 2017, a 
total of approximately 13,900 breast cancer new cases and approximately 16,600 
colorectal cancer new cases benefitted from the programme [51]. Patients in the CCM 
programme reported improved psychological status, overwhelming patient satisfaction, 
improved quality of life [51]. Local research suggests nurse-led patient-centred 
programmes, such as the CCM, are an effective approach to improve quality of care in 
cancer patients [53-56].  
 
 

 

 
4.32 Whilst high-intensity and vulnerable patient populations benefit from continuity of care, 

cancer patients outside the scope of CCM programme experience care gaps and 
inadequacies. A 2002 study on follow-up cancer care demonstrated a lack of clear guidance 
and support regarding the management of after-effects of cancer treatments and 
surveillance against cancer recurrence [57] (Fig. 16, next page). Though nearly two 
decades have passed since the study date, the cancer pathway today remains fraught with 
similar findings: lack of psychosocial interventions, unstandardized surveillance guidelines, 
discrepancies in surveillance practice across hospitals, barriers to doctor-patient 
communication, and a lack of continuity in care provision stemming from doctor rotations.  
 

4.33 As the medical workforce of a health system is an enabling feature of MDTs, the discussion 
in Hong Kong has often centred upon the physician and specialist shortage. However, 
review of relevant data across select markets indicates that Hong Kong’s total oncology 
manpower (as calculated in Territory-wide aggregate) is on par with ratios in the UK and 
Australia markets, where MDTs have been widely implemented (Fig. 17, next page) [58-
67]. The public-private divide for workforce distribution, however, remains a salient 
problem in the Hong Kong market. Currently, caseload distribution skews heavily towards 

Figure 15. Overview of the success of the Cancer Case Manager (CCM) Programme 
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the public system, whilst oncologists in private settings have much lower caseloads. The 
misaligned distribution of workforce and patient volume between public and private is 
increasing system imbalance and exacerbating access issues. Future planning of cancer 
services and the successful expansion of local market’s CCM programme will need to take 
this into account and explore ways to make better use of system-wide manpower 
resources. 

 

 
 
 

Country Year Annual 
Cancer 
Incidence, 
No. 

Annual 
Cancer 
Morality, 
No.

Mortality 
–to-
Incidence
Ratio

No. of 
Oncologists

Definition 
for 
Oncologist 
Specialties

Ratio of 
New 
Cases Per 
Oncologist

Australia 2016 145,000 46,003 0.32 913 Medical and 
Radiation 
Oncologists

134

United 
Kingdom

2016 363,484 164,000 0.45 1,472*
2017 data

Medical and 
Clinical 
Oncologists

222

Hong 
Kong

2016 31,468 14,209 0.45 186*
2018 data

Medical and 
Clinical 
Oncologists

169

 

 

4.34 A second topic that is relevant to growth of the CCM model of care is the current skillmix 
of cancer teams; in external markets where MDTs are employed, nurse case managers, 

A study conducted in 2002, on follow-up cancer care among 41 cancer patients, showed that there is 
lack of clear guidance and support regarding the management of after-effects of cancer treatments and 
surveillance against cancer recurrence. 

Figure 16. Doctors’ rotations and system constraints lead to gaps and inadequacies in follow-up care 

Figure 17. Hong Kong’s total oncology manpower relative to select markets where MDTs are employed 

Source:  Australian Institute of Health and Welfare, 2012 and 2019; Cancer Australia; Australian Government 
Department of Health; Cancer Research UK; The Royal College of Radiologists; Hong Kong Cancer Registry, 
Hospital Authority; Medical Council 
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social workers, and administrators play an increasing role in care coordination and delivery. 
These fields should be prioritised for growth as part of Hong Kong’s overarching cancer 
strategy.  
 

4.35 Progressing towards a more holistic model of patient care, which embeds patient centricity 
and care continuity, would elevate cancer care to the ranks of advanced health systems 
worldwide.   
 
 

5: Strategic Recommendations 

5.1 Solutions-based recommendations have been formulated after thorough review of cancer 
experience data. Careful attention has been paid to the local market’s structure, core 
strengths and constraints, to ensure recommendations are timely, relevant and actionable. 
Each system pain-point has been linked to objectives and strategic recommendations, 
which were mapped against an ease-impact matrix during formulation. Corresponding KPIs 
are included in the table on pages 24-25. 
 

Communication Gaps 

5.2 Objective 1: Close the communication gaps that exist in cancer care 
 
a. Short-term: Employ more case managers to assist patients in navigating their care plan 

 
5.3 The communication gaps that exist in the current system stem from a number of factors 

including low health literacy, asymmetry of information, rotation of doctors, and poor 
continuity of care. The role of the case managers is to ensure patient needs are met, 
coordinate information, and bridge the communication gap between patients and 
healthcare professionals. This is an aspect of cancer care that patients respond positively 
to, and expansion in the short-term is recommended.  
 
b. Mid-term: Evolve the skillmix of delivery teams to include more medical social workers, 

nurses and administrators 
 

5.4 Health systems across markets are relying on different cadres of healthcare personnel to 
address the clinical, physical, psychosocial and administrative needs of high-intensity 
patients. As workforce shortages continue for key personnel like doctors and nurses, care 
teams with a more diverse skillmix address a wider breadth of patient need (including the 
non-clinical), help to offset capacity issues, and may be strategically grown through 
incentivised education programmes in collaboration with local universities. Given the 
predominance of doctor-led care models and the nascent market for several allied health 
professions in Hong Kong, this is a recommendation for the mid-term.  
 
c. Mid-term: Expand EHR via eHRSS to eligible NGOs who provide critical psychosocial 

support to cancer patients 
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5.5 The leading cancer NGOs play a vital role in providing health education and psychosocial 
support to cancer patients. However, these organisations operate outside the scope of the 
patient’s official treatment plan. Many NGOs employ full and part-time staff with clinical 
and allied health credentials. It would stand to reason that NGOs could be community 
partners in provision of care concerning psychosocial support. Similar to private providers 
who participate in the Radi Collaboration Project and address a single aspect of care, NGOs 
would benefit from access to the eHRSS, to facilitate information exchange, and drive 
efficiency in planning, follow-up, and community referral. With the continued expansion of 
eHRSS to non-HA settings and the relative ease to action this recommendation, it is 
suggested for the mid-term, provided due-diligence is undertaken.  
 
d. Long-term: Medical training to improve the doctor-patient communication gap and 

encourage shared decision-making 
 

5.6 One of the most-cited problem areas for cancer patients is communication with oncologists 
and surgeons. Medicine has historically been driven by a paternalistic model of care and 
asymmetry of information has dominated for decades, but medical institutions and 
educational bodies have recently begun reimagining information exchange in clinical 
models. As shared decision-making gains traction in cancer services and medicine 
generally, further medical training will be required to strengthen doctors’ communication 
skills, particularly with high-intensity patients who have psychosocial needs. Given the 
timeline of medical education and the constraints around launching medical course 
curricula, this is a less easy recommendation to implement, but one that will have high 
impact on patients – and therefore is being suggested as a long-term action area. 

 

Capacity / Access to Care  

5.7 Objective 2: Improve population-wide coverage and uptake of cancer screening 
 

a. Short-term: Improve compliance to screening and vaccination by enhancing public 
education and awareness 
 

5.8 All evidence suggests that health literacy is generally low amongst cancer patients, with 
variances for socioeconomic status. In addition to structural issues like capacity and access, 
health literacy and low awareness influences uptake of prevention and screening services. 
The Hong Kong Government has a strong history in public health campaign and disease 
awareness, and can leverage this skillset with relative ease to enact high-impact, targeted 
public education and awareness initiatives. 
 

b. Short-term: Employ population-wide mammography screening 
 

5.9 Hong Kong has the capability and expertise to roll out quality, large-scale population 
screening programmes. Whilst the case of mammography has been at times emotive, 
controversial and culturally sensitive, other developed Asian countries have examined the 
scientific evidence and transitioned to population-wide screening programmes. These 
include Taiwan, South Korea, Japan, Singapore and Australia. Screening improves cancer 
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detection, reduces mortality, and improves patient outcomes. It has been ranked as a 
high-impact recommendation. 
 

5.10 Objective 3: Increase the proportion of cancers diagnosed early and accurately 
 

a. Short-term: Enhance the Radi Collaboration Project PPP to reduce diagnostic waiting times 
 

5.11 Since its inception in 2012, the Radi Collaboration Project has been widely successful. 
Private healthcare facilities provide approximately 70% of all primary care in Hong Kong, 
and many are working well-under capacity, whilst HA services are overstretched. Initiatives 
like PPP, which redress aspects of system rebalance, have been adopted throughout health 
systems at all stages of development. Locally, a lack of trust in private services, particularly 
around quality concerns and fiscal transparency, has resulted in high-intensity patients 
remaining under HA for case management. However, outsourcing straightforward services 
like diagnostic testing carries reduced risk. Interoperability with the eHRSS and a fee-for-
service payment structure have been the enabling features of the Radi Collaboration’s 
success. Given population demand and the growing burden of cancer, the PPP can be 
expanded beyond the existing 7 providers, and higher patient volume would provide HA 
leverage to rethink financial contracting levers and ensure efficiency.   
 

b. Short-term: Enhance HA working hours via insourcing 
 

5.12 Whilst not mentioned in the academic literature, anecdotal evidence suggests patient 
frustration about HA delays in relation to bottlenecks. Settings and diagnostic equipment 
are available and could otherwise be used for specialist consultations were it not for 
manpower shortages. A trend observed in the UK and other reference markets is insourcing 
of practitioners from the private sector. This could be implemented with ease and have a 
broad impact in reducing diagnostic delays.  
 

c. Long-term: Enhance the capacity to deliver personalised cancer care via a designated 
Research and Development plan for comprehensive genomic profiling across cancer 
categories 
 

5.13 In addition to imaging and diagnostics tests to confirm type of cancer mutation, it is 
increasingly important for health systems to invest in the science behind innovations that 
form the basis of personalised cancer care. As healthcare and the biological sciences 
evolve, expertise in different disciplines have converged, accelerating scientific progress in 
the realm of personalised medicine. As these new trends advance human understanding 
of the biology of disease, data capture and the power of real-world evidence become all 
the more valuable. The current movement toward comprehensive genomic profiling has 
the potential to improve the early diagnosis and treatment options for hundreds of diseases 
that fall under the category of “cancer”. Recent advances in genomic technology have led 
to considerable improvement in our understanding of the molecular basis that underpins 
cancer biology. Through the use of comprehensive genomic profiling, an unprecedented 
bulk of data on driver mutations, key genomic rearrangements, and mechanisms on 
tumour evolution has and will continue to be generated. The value of this data is manifold: 
it provides insights and invaluable information to inform cancer diagnosis, best treatment 
options tailored to each patient, and can inform future R&D investments. It has been noted 
by the Working Group that over 40 cancer-related projects were funded by the Research 
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Grants Council in 2018. At the same time, Hong Kong Science Park provides an ecosystem 
for development of early detection technologies and clinical trials. It is recommended that 
Hong Kong’s long-term cancer strategy incorporate a designated Research and 
Development plan for comprehensive genomic profiling, which can be linked to the 
proposed Strategic Service Framework for Genetic and Genomic Services – which, over 
time, can be expanded beyond high-risk groups and hereditary cancer types, to eventually 
include broader cancer categories. Modelling after reference markets, patient participation 
should be voluntary for these initiatives.  
 

5.14 Objective 4: Improve system capacity, allowing more patients access to cancer care 
 

a. Short-term: Enhance HA working hours via insourcing 
 

5.15 Similar to the recommendation for diagnostics, an insourcing model could be implemented 
to allow private specialists to play a greater role in cancer care provision across the 
treatment spectrum. 
 

b. Long-term: Relax the rules for admitting overseas medical personnel to practice in Hong 
Kong 
 

5.16 With the ongoing workforce shortages and escalating population demand, there is manifest 
need to revise the existing barriers that exist for licensure of doctors and nurses. A system 
similar to Singapore’s regulations should be explored, e.g. graduates from the top 50 
medical and nursing programmes worldwide meet inclusion criteria. Whilst Hong Kong has 
several market forces that could enable it to be a hub for medical innovation, current 
policies regarding licensing and internship requirements prevent a much-needed infusion 
of overseas professionals to ease the manpower shortage and fill senior consulting roles 
within specialties, including cancer care. 

 

Access to Therapies 

5.17 In the case of cancer therapies, there is no one-size-fits-all solution to financing cost. Over 
time, technologies evolve, research improves, and costs of therapies vary for a number of 
market conditions. As populations and economies grow, there is an increasing need to 
create more efficient and effective funding mechanisms, which allow patients access to 
life-saving therapeutics without being driven into poverty. These critical funding 
mechanisms, which increasing equity and access amongst patients, frequently require 
regular review and restructuring. The Working Group has tailored the following financing 
recommendations to Hong Kong’s dual-track system, its existing safety nets, and the 
innovations that have been made in the financing space.   
 

5.18 Objective 5: Improve patient access to therapies 
 

a. Short-term: Streamline the application process for subsidy  
 

5.19 There are inherent deterrents in the current application processes under the Samaritan 
Fund and CCF Medical Assistance Programmes. Stringent means-testing and the onerous 
process of disclosing individual and family resources in a lengthy application is prohibitive 
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in nature and data indicates the high level of stress it caused to applicants. Adopting a 
streamlined application process which links eligibility criteria to IRD tax filing status would 
have a broad impact to alleviate lengthy and timely paperwork. References for this include 
safety net and social welfare programmes in comparator markets, e.g. the Children’s 
Health Insurance Program (CHIP) under the Medicaid programme in the United States, 
where eligibility is linked to tax and income status.    
 

b. Short term: Offer riders for VHIS cancer care specialty products 
 

5.20 The launch of VHIS this year creates an opportunity to formulate new cancer care speciality 
products, that offer higher levels of protection than base coverage. Under current product 
limits, cancer protection is modest and patients will likely utilise HA services given the 
tremendous likelihood of shortfall in private care settings, where price opacity and ultra-
high costs of care persist. Many of the market’s leading insurers have/will create VHIS top-
up or specialty plans, so stimulating the insurance sector to develop cancer specialty 
products – which have lower likelihood of use than general insurance plans – could be 
undertaken with relative ease. This would provide greater safeguards to patients who have 
the means to purchase private coverage but currently lack appealing options.   
 

c. Short term: Expand CCF coverage to middle-income class and lower the threshold for 
subsidy application 
 

5.21 In early 2019, Government and the HA introduced measures to enhance the means-test 
mechanism, including a modified subsidy calculation and refining the definition of 
“household” adopted in the financial assessment. Further to this, the CCF Medical 
Assistance Programmes could be expanded to middle income earners and the threshold 
for subsidy application could be lowered, all whilst offsetting a portion of costs by 
implementing a sliding co-payment system based on income and ability to pay. Payment 
caps have been repeatedly referenced when discussing low-income patients, but there is 
an untapped segment of middle-income earners who can and would finance a portion of 
their care if the subsidy schemes employed more innovative structuring.  
 

d. Mid-term: Set up a separate Cancer Fund and use the interest 
 

5.22 Given the fiscal constraints of the safety net schemes, we propose by a designated Cancer 
Fund that would provide more flexibility for financial restructuring over time (as population 
demands rise and therapies evolve). The interest generated by the fund could be 
reinvested as a continual revenue stream to support access and protection of vulnerable, 
high-intensity patients.  
 

e. Mid-term: Explore risk-based agreements with pharmaceutical stakeholders to expedite 
patient access for drugs which have already gained safety approval  
 

5.23 As a strategy to alleviate the financial burden of cancer patients, the HA has been in close 
liaison with pharmaceutical stakeholders to discuss alternative financing schemes, 
including compassionate programmes and risk-sharing arrangements. Risk-sharing 
arrangements for cancer therapies have gained traction in specific European countries, 
namely Portugal, Sweden and the UK. Risk-sharing models like the managed access 
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arrangements in the NHS are increasingly used to finance innovative oncology drugs, with 
an aim to ensure better budgetary control and lower risk of spend whilst evidence of clinical 
benefit is generated. A prominent limitation of these arrangements is when the structure 
is financial in nature and not based on clinical outcomes. A second limitation occurs during 
implementation (which can be costly) when information to support information-sharing is 
lacking. Risk may skew disproportionately towards the pharmaceutical stakeholder, but the 
pharmaceutical stakeholders in Hong Kong are open to further discussions with 
Government. For these reasons, it stands that a PPP model may be a viable in the Hong 
Kong context, providing adequate structure and due diligence. PPP models can be readily 
adapted to outcomes-based financing and the existing eHRSS system for HA data-sharing 
and collection is already in place in the context of current PPP initiatives. Whilst still 
evolving globally as a concept, this recommendation could ameliorate access issues in 
relation to high-cost, innovative medicines.  
 

f. Long-term: Offer tax deductions for people who self-pay for care/therapies at accredited 
institutions 
 

5.24 The cost of care in the private market remains exorbitantly high, even for those who can 
afford to finance services via private insurance and out-of-pocket payment. As individuals 
with the means to move to private care and lessen the capacity burden in the public 
system, it stands to reason that they should be incentivised via a tax deduction, similar to 
the provisions in place for VHIS, which was also designed to redress system imbalance. 
Provisions could be put in place to ensure quality, e.g. a shortlist of accredited institutions 
who deliver care to a quality standard approved by HA clinical guidelines. 

 

Holistic Care 

5.25 Objective 6: Move towards a holistic approach to cancer care that focuses on patient 
experience 
 

a. Short-term: Create a fully integrated patient portal for cancer information at all stages of 
the patient journey, centralising public, private and community resources, and including 
functionality to capture feedback on services, outcomes and patient experience  
 

5.26 Data has established that patient experience is the least prioritised aspect of cancer 
strategy in the current system, yet an area that has direct and tangible relevance to 
patients irrespective of age, sex, gender and socioeconomic status. As issues of 
communication gaps, access, and low health literacy persist, the development of a space 
entirely devoted to patient need is a strong first step towards holistic care. This 
recommendation could be actioned as a fully-integrated patient portal that aligns public, 
private and community resources, is integrated into the Government’s digital and 
technology initiatives, and provides the infrastructure for data capture on a rage of cancer 
experience indicators that are not presently captured in HA’s acute care survey. The impact 
on patient experience would be tremendously positive. 
 

b. Long-term: Expand the Cancer Case Manager (CCM) Programme to all cancer fields and adopt 
a Multidisciplinary Team (MDT) approach to cancer care 
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5.27 The evolution towards MDTs is gaining traction throughout mature health systems, 

supported by evidence of improvement across a wide range of clinical quality indicators. 
In Hong Kong, the CCM Programme has had overwhelmingly positive results since its 
inception. The CCM Programme successfully established a single contact point between 
patients and an MDT to streamline the care pathway, support patient needs, and improve 
care coordination. Beyond breast and colorectal care, it will be an essential tool towards 
establishing the holistic care model cancer patients deserve.  

 

6: Conclusion 

6.1 The Working Group believe in the strength and actionability of these recommendations to 
improve the patient experience of cancer care services in Hong Kong. Local market data, 
stakeholder engagement, and health system analysis reveal core aspects of Hong Kong’s 
heath system that can serve as a blueprint for the recommendations contained within this 
White Paper. Pilots in new care models, public-private partnership, and technological and 
workforce enablers are already in place within the healthcare ecosystem. These health 
system features, which have been highlighted as core strengths of the Hong Kong market, 
can be harnessed to improve cancer care services, strengthen the care pathway, and 
address system pain-points -- thereby improving patient experience and outcomes.  
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Strategic Recommendations for Improved Cancer Experience and a Strengthened Patient Pathway 

Pain-Point # Objective Timeline for Recommendations Suggested KPI 

N/A  Improve disease 
surveillance reporting 

Short-term: 
a. Bring Hong Kong in line with international comparators 

by publishing survival data for all cancer types 

• Survival rate reporting for all 
cancer types 

Communication 
Gaps 

1 Close the 
communication gap that 
exists in cancer care 

Short-term: 
a. Employ more case managers to assist patients in 

navigating their care plan 
Mid-term: 

b. Evolve the skillmix of delivery teams to include more 
medical social workers, nurses, and administrators 

c. Expand EHR via eHRSS to eligible NGOs who provide 
critical psychosocial support to cancer patients 

Long-term: 
d. Medical training to improve the doctor-patient 

communication gap and encourage shared decision-
making 

• Percentage of patients 
receiving a Treatment 
Summary and Care Plan 

• Percentage of patients 
reporting they had knowledge 
and support to make 
decisions 

• Percentage of patients 
reporting they had 
opportunities to ask questions 

Capacity / 
Access to Care 

2  Improve population-
wide coverage and 
uptake of cancer 
screening 

Short-term: 
a. Improve compliance to screening and vaccination by 

enhancing public education and awareness 
b. Employ population-wide mammography screening 

• Cancer screening uptake and 
population coverage rate 

3 Increase the proportion 
of cancers diagnosed 
early and accurately 

Short-term: 
a. Enhance the Radi Collaboration Project PPP to reduce 

diagnostic waiting times 
b. Enhance HA working hours via insourcing 
c. Long-term: Enhance the capacity to deliver 

personalised cancer care via a designated Research 
and Development plan for comprehensive genomic 
profiling across cancer categories 
 

• Waiting time from first 
suggestive symptom to 
definitive diagnosis for all 
cancers 

• Percentage of colorectal, 
breast, and lung cancers 
diagnosed at Stage I, II and 
III 
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Strategic Recommendations for Improved Cancer Experience and a Strengthened Patient Pathway (con’t) 

Pain-Point # Objective Timeline for Recommendations Suggested KPI 

Capacity / 
Access to Care 

4 Improve system 
capacity, allowing more 
patients to access 
cancer care 

Short-term: 
a. Enhance HA working hours via insourcing 

Long-term: 
b. Relax the rules for admitting overseas doctors to 

practice in Hong Kong 

• Waiting time from diagnosis 
to treatment for all cancers 

Access to 
Therapies 

5 Improve patient access 
to therapies 

Short-term: 
a. Streamline the application process for subsidy 
b. Offer riders for VHIS cancer care specialty products 
c. Expand CCF coverage to the middle-income class and 

lower the threshold for subsidy application 
Mid-term: 

d. Set up a separate Cancer Fund and use the interest 
e. Explore managed access agreements with 

pharmaceutical stakeholders to expedite patient access 
for innovative therapies which have already gained 
safety approval 

Long-term: 
f. Offer tax deductions for people who self-pay for 

care/therapies at accredited institutions 

• Approved subsidy applications 
via safety net schemes by 
population income 

• Cases of under-reported 
income during application to 
safety net schemes 

Holistic Care 6 Move towards a holistic 
approach to cancer care 
that focuses on patient 
experience 

Short-term: 
a. Create a fully integrated patient portal for cancer 

information at all stages of the patient journey, 
centralising public, private and community resources, 
and including functionality to capture feedback on 
services, outcomes and patient experience  

Long-term: 
b. Expand the Cancer Case Manager (CCM) Programme 

to all cancer fields and adopt a Multidisciplinary Team 
(MDT) approach to cancer care 

• Patient response to aspects of 
cancer care  

• Percentage of patients having 
second or third-line therapy 
who have been enrolled in a 
CCM Programme 



 26 

References 

1. Centre for Health Protection. Age-standardised Death Rates by Leading Causes of Death, 
2001 – 2018. Available at: https://www.chp.gov.hk/en/statistics/data/10/27/339.html    

2. Hong Kong Cancer Registry, Hospital Authority (2018). Overview of Hong Kong Cancer 
Statistics 2016. Available at: 
http://www3.ha.org.hk/cancereg/pdf/overview/Summary%20of%20CanStat%202016.pd
f  

3. A Au, W Lam, J Tsang, T-k Yau, I Soong, W Yeo, J Suen, WM Ho, K-y Wong, A Kwong, D 
Suen, W-K Sze, A Ng, A Girgis, & R Fielding. (2013). Supportive care needs in Hong Kong 
Chinese women confronting advanced breast cancer. Psycho-Oncology, 22(5), 1144-
1151. Retrieved from https://onlinelibrary.wiley.com/doi/abs/10.1002/pon.3119. 
doi:10.1002/pon.3119  

4. WW Lam, C Fabrizio, E Ho, L Chan, & R Fielding. (2009). Perceived importance of 
evidence-based psychosocial clinical guidelines for Hong Kong Chinese women with 
breast cancer: opinions of patients and health care providers. Support Care Cancer, 
17(3), 219-229. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/18762992. 
doi:10.1007/s00520-008-0500-7  

5. WWT Lam, AHY Au, JHF Wong, C Lehmann, U Koch, R Fielding, & A Mehnert. (2011). 
Unmet supportive care needs: a cross-cultural comparison between Hong Kong Chinese 
and German Caucasian women with breast cancer. Breast Cancer Research and 
Treatment, 130(2), 531-541. Retrieved from https://doi.org/10.1007/s10549-011-1592-
1. doi:10.1007/s10549-011-1592-1 

6. WWT Lam, A Kwong, D Suen, J Tsang, I Soong, TK Yau, W Yeo, J Suen, WM Ho, KY 
Wong, WK Sze, AWY Ng, & R Fielding. (2018). Factors predicting patient satisfaction in 
women with advanced breast cancer: a prospective study. BMC Cancer, 18(1), 162. 
Retrieved from https://doi.org/10.1186/s12885-018-4085-3. doi:10.1186/s12885-018-
4085-3  

7. YM Lee, K Francis, J Walker, & SM Lee. (2004). What are the information needs of 
Chinese breast cancer patients receiving chemotherapy? Eur J Oncol Nurs, 8(3), 224-233. 
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/15304230.  
doi:10.1016/j.ejon.2003.12.006 

8. PW Li, WK So, DY Fong, LY Lui, JC Lo, & SF Lau. (2011). The information needs of 
breast cancer patients in Hong Kong and their levels of satisfaction with the provision of 
information. Cancer Nurs, 34(1), 49-57. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/21139454.  doi:10.1097/NCC.0b013e3181ef77a0. 

9. PW Li, WK So, DY Fong, LY Lui, JC Lo, & SF Lau. (2011). The information needs of 
breast cancer patients in Hong Kong and their levels of satisfaction with the provision of 
information. Cancer Nurs, 34(1), 49-57. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/21139454. doi:10.1097/NCC.0b013e3181ef77a0. 

10. JE Liu, E Mok, & T Wong. (2005). Perceptions of supportive communication in Chinese 
patients with cancer: experiences and expectations. J Adv Nurs, 52(3), 262-270. 
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/16194179. doi:10.1111/j.1365-
2648.2005.03583.x.  

11. WK So, KM Chow, HY Chan, KC Choi, RW Wan, SS Mak, SY Chair, & CW Chan. (2014). 
Quality of life and most prevalent unmet needs of Chinese breast cancer survivors at one 
year after cancer treatment. Eur J Oncol Nurs, 18(3), 323-328. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/24703094. doi:10.1016/j.ejon.2014.03.002 

12. WS Wong, & R Fielding. (2009). A longitudinal analysis of patient satisfaction and 
subsequent quality of life in Hong Kong Chinese breast and nasopharyngeal cancer 

https://www.chp.gov.hk/en/statistics/data/10/27/339.html
http://www3.ha.org.hk/cancereg/pdf/overview/Summary%20of%20CanStat%202016.pdf
http://www3.ha.org.hk/cancereg/pdf/overview/Summary%20of%20CanStat%202016.pdf
https://onlinelibrary.wiley.com/doi/abs/10.1002/pon.3119
https://www.ncbi.nlm.nih.gov/pubmed/18762992
https://doi.org/10.1007/s10549-011-1592-1
https://doi.org/10.1007/s10549-011-1592-1
https://doi.org/10.1186/s12885-018-4085-3
https://www.ncbi.nlm.nih.gov/pubmed/15304230
https://www.ncbi.nlm.nih.gov/pubmed/21139454
https://www.ncbi.nlm.nih.gov/pubmed/21139454
https://www.ncbi.nlm.nih.gov/pubmed/16194179
https://www.ncbi.nlm.nih.gov/pubmed/24703094


 27 

patients. Med Care, 47(8), 875-881. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/19584760. doi:10.1097/MLR.0b013e3181a393cf 

13. A Bei, M Lai, K Choi, P Li, & W So. (2015). Factors in the prioritization of information 
needs among Hong Kong Chinese breast cancer patients. Asia-Pacific Journal of 
Oncology Nursing, 2(3), 176-185. Retrieved from 
http://www.apjon.org/article.asp?issn=2347-
5625;year=2015;volume=2;issue=3;spage=176;epage=185;aulast=Bei. 
doi:10.4103/2347-5625.163620  

14. WWT Lam, J Tsang, W Yeo, J Suen, WM Ho, TK Yau, I Soong, KY Wong, A Kwong, D 
Suen, WK Sze, AWY Ng, A Girgis, & R Fielding. (2014). The evolution of supportive care 
needs trajectories in women with advanced breast cancer during the 12 months following 
diagnosis. Supportive Care in Cancer, 22(3), 635-644. Retrieved from 
https://doi.org/10.1007/s00520-013-2018-x. doi:10.1007/s00520-013-2018-x 

15. CL Yu, R Fielding, CL Chan, & JS Sham. (2001). Chinese nasopharyngeal carcinoma 
patients treated with radiotherapy: association between satisfaction with information 
provided and quality of life. Cancer, 92(8), 2126-2135. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/11596029.  doi:10.1002/cncr.1554 

16. WK So, CW Chan, KC Choi, RW Wan, SS Mak, & SY Chair. (2013). Perceived unmet 
needs and health-related quality of life of Chinese cancer survivors at 1 year after 
treatment. Cancer Nurs, 36(3), E23-32. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/22964864.  doi:10.1097/NCC.0b013e318263f28e 

17. A Molassiotis, P Yates, Q Li, WKW So, K Pongthavornkamol, P Pittayapan, H Komatsu, M 
Thandar, MS Li, S Titus Chacko, V Lopez, J Butcon, D Wyld, & RJ Chan. (2017). Mapping 
unmet supportive care needs, quality-of-life perceptions and current symptoms in cancer 
survivors across the Asia-Pacific region: results from the International STEP Study. Ann 
Oncol, 28(10), 2552-2558. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/28961835. doi:10.1093/annonc/mdx350 

18. WW Lam, WL Law, JT Poon, D Fong, A Girgis, & R Fielding. (2016). A longitudinal study 
of supportive care needs among Chinese patients awaiting colorectal cancer surgery. 
Psychooncology, 25(5), 496-505. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/26333916. doi:10.1002/pon.3946 

19. CW Chan, HC Hon, WT Chien, & V Lopez. (2004). Social support and coping in Chinese 
patients undergoing cancer surgery. Cancer Nurs, 27(3), 230-236. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/15238811.   

20. W Lam, R Fielding, M Chan, L Chow, & E Ho. (2003). Participation and satisfaction with 
surgical treatment decision-making in breast cancer among Chinese women. Breast 
Cancer Res Treat, 80(2), 171-180. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/12908820. doi:10.1023/a:1024568732213 

21. WW Lam, R Fielding, M Chan, L Chow, & A Or. (2005). Gambling with your life: the 
process of breast cancer treatment decision making in Chinese women. Psychooncology, 
14(1), 1-15. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/15386793.  
doi:10.1002/pon.803 

22. WW Lam, M Kwok, M Chan, WK Hung, M Ying, A Or, A Kwong, D Suen, S Yoon, & R 
Fielding. (2014). Does the use of shared decision-making consultation behaviors increase 
treatment decision-making satisfaction among Chinese women facing decision for breast 
cancer surgery? Patient Educ Couns, 94(2), 243-249. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/24316055. doi:10.1016/j.pec.2013.11.006 

23. WL R Fielding. (2007). Surgical treatment decision making in breast cancer among 
Chinese women: participation and satisfaction. Hong Kong Med J, 13, S15-18. Retrieved 
from https://www.hkmj.org/abstracts/v13n3s3/15.htm.     

https://www.ncbi.nlm.nih.gov/pubmed/19584760
http://www.apjon.org/article.asp?issn=2347-5625;year=2015;volume=2;issue=3;spage=176;epage=185;aulast=Bei
http://www.apjon.org/article.asp?issn=2347-5625;year=2015;volume=2;issue=3;spage=176;epage=185;aulast=Bei
https://doi.org/10.1007/s00520-013-2018-x
https://www.ncbi.nlm.nih.gov/pubmed/11596029
https://www.ncbi.nlm.nih.gov/pubmed/22964864
https://www.ncbi.nlm.nih.gov/pubmed/28961835
https://www.ncbi.nlm.nih.gov/pubmed/26333916
https://www.ncbi.nlm.nih.gov/pubmed/15238811
https://www.ncbi.nlm.nih.gov/pubmed/12908820
https://www.ncbi.nlm.nih.gov/pubmed/15386793
https://www.ncbi.nlm.nih.gov/pubmed/24316055
https://www.hkmj.org/abstracts/v13n3s3/15.htm


 28 

24. WS Wong, & R Fielding. (2008). The Association Between Patient Satisfaction and Quality 
of Life in Chinese Lung and Liver Cancer Patients. Med Care, 46(3), 293-302. Retrieved 
from https://journals.lww.com/lww-
medicalcare/Fulltext/2008/03000/The_Association_Between_Patient_Satisfaction_and.9.a
spx. doi:10.1097/MLR.0b013e31815b9785 

25. S Yoon, M Chan, WK Hung, M Ying, A Or, & WW Lam. (2015). Communicative 
characteristics of interactions between surgeons and Chinese women with breast cancer 
in oncology consultation: a conversation analysis. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5810679/. Health Expect, 18(6), 2825-
2840. doi:10.1111/hex.12260. 

26. J Zhang, D Yang, Y Deng, Y Wang, L Deng, X Luo, W Zhong, J Liu, Y Wang, & Y Jiang. 
(2015). The willingness and actual situation of Chinese cancer patients and their family 
members participating in medical decision-making. Psycho-Oncology, 24(12), 1663-1669. 
Retrieved from https://onlinelibrary.wiley.com/doi/abs/10.1002/pon.3835. 
doi:10.1002/pon.3835  

27. Food and Health Bureau. Strategic Review on Healthcare Manpower Planning and 
Professional Development. Available at: 
https://www.fhb.gov.hk/download/press_and_publications/otherinfo/180500_sr/e_sr_fin
al_report.pdf  

28. Singapore Ministry of Health. Health Manpower. Available at: 
https://www.moh.gov.sg/resources-statistics/singapore-health-facts/health-manpower  

29. OECD Statistics. Health Care Resources. Available at: 
https://stats.oecd.org/Index.aspx?QueryId=74638  

30. Waiting time for mammography in HA in 2016-17 and 2017-18. Available at: 
http://gia.info.gov.hk/general/201811/21/P2018112100776_297986_1_1542796499377.
pdf  

31. M Green & V Raina. (2008) Epidemiology, screening and diagnosis of breast cancer in 
the Asia–Pacific region: Current perspectives and important considerations. Asia–Pacific 
Journal of Clinical Oncology 2008;4(Suppl. 3):S5–S1. Retrieved from 
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1743-7563.2008.00191.x  

32. Hospital Authority. Chief Executive’s Progress Report on Key Performance Indicators. 
Available at: https://www.ha.org.hk/haho/ho/cad_bnc/AOM_P1456.pdf  

33. NHS England. Waiting Times for Suspected and Diagnosed Cancer Patients, 2017-18 
Annual Report. Available at: https://www.england.nhs.uk/statistics/wp-
content/uploads/sites/2/2018/06/Cancer-Waiting-Times-Annual-Report-201718.pdf  

34. NSW Australia Government. Cancer Waiting Time, Bowel Cancers. Available at: 
https://www.myhospitals.gov.au/compare-hospitals/cancer-surgery-waiting-times/bowel-
cancer  

35. Australia Institute of Health and Welfare. Radiotherapy Waiting Times. Radiotherapy in 
Australia, 2016-2017. Available at: 
https://www.aihw.gov.au/reports/hospitals/radiotherapy-in-australia-2016-
17/contents/radiotherapy-waiting-times#viz  

36. Hospital Authority. Public Private Partnership Programme. Available at: 
https://www.ehealth.gov.hk/en/training_and_engagement/engagement/ppp_ha.html  

37. Hospital Authority. Project on Enhancing Radiological Investigation Services through 
Collaboration with the Private Sector (Radi Collaboration). Available at: 
https://www3.ha.org.hk/ppp/radi.aspx?lang=eng  

38. SS Ho, KC Choi, CL Wong, CW Chan, HY Chan, WP Tang, WW Lam, Shiu AT, WB 
Goggins, WK So. (2014). Uptake of breast screening and associated factors among Hong 
Kong women aged ≥50 years: a population-based survey. Public Health. 2014 

https://journals.lww.com/lww-medicalcare/Fulltext/2008/03000/The_Association_Between_Patient_Satisfaction_and.9.aspx
https://journals.lww.com/lww-medicalcare/Fulltext/2008/03000/The_Association_Between_Patient_Satisfaction_and.9.aspx
https://journals.lww.com/lww-medicalcare/Fulltext/2008/03000/The_Association_Between_Patient_Satisfaction_and.9.aspx
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5810679/
https://onlinelibrary.wiley.com/doi/abs/10.1002/pon.3835
https://www.fhb.gov.hk/download/press_and_publications/otherinfo/180500_sr/e_sr_final_report.pdf
https://www.fhb.gov.hk/download/press_and_publications/otherinfo/180500_sr/e_sr_final_report.pdf
https://www.moh.gov.sg/resources-statistics/singapore-health-facts/health-manpower
https://stats.oecd.org/Index.aspx?QueryId=74638
http://gia.info.gov.hk/general/201811/21/P2018112100776_297986_1_1542796499377.pdf
http://gia.info.gov.hk/general/201811/21/P2018112100776_297986_1_1542796499377.pdf
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1743-7563.2008.00191.x
https://www.ha.org.hk/haho/ho/cad_bnc/AOM_P1456.pdf
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2018/06/Cancer-Waiting-Times-Annual-Report-201718.pdf
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2018/06/Cancer-Waiting-Times-Annual-Report-201718.pdf
https://www.myhospitals.gov.au/compare-hospitals/cancer-surgery-waiting-times/bowel-cancer
https://www.myhospitals.gov.au/compare-hospitals/cancer-surgery-waiting-times/bowel-cancer
https://www.aihw.gov.au/reports/hospitals/radiotherapy-in-australia-2016-17/contents/radiotherapy-waiting-times#viz
https://www.aihw.gov.au/reports/hospitals/radiotherapy-in-australia-2016-17/contents/radiotherapy-waiting-times#viz
https://www.ehealth.gov.hk/en/training_and_engagement/engagement/ppp_ha.html
https://www3.ha.org.hk/ppp/radi.aspx?lang=eng


 29 

Nov;128(11):1009-16. Retrieved from: https://www.ncbi.nlm.nih.gov/pubmed/25443128. 
doi: 10.1016/j.puhe.2014.09.001 

39. ASM Abdullah, KF Leung, CKL Leung, NS Leung, WWS Leung, YY Leung, RYY Leung, KY 
Li, PH Li, YS Liang, W Liem, WC Lin, YH Ling, TCK Liu, KW Liu, SSW Lo, TY Leung. 
(2001). Factors associated with the use of breast and cervical cancer screening services 
among Chinese women in Hong Kong. Public Health. 2001 May; 115(3):212-217. 
Retrieved from: 
https://www.sciencedirect.com/science/article/abs/pii/S0033350601004462?via%3Dihub. 
https://doi.org/10.1038/sj.ph.1900753  

40. S Twinn & F Cheng. (2001). Increasing uptake rates of cervical cancer screening 
amongst Hong Kong Chinese women: the role of the practitioner. Journal of Advanced 
Nursing. 2001 August; 32(2):335-342. Retrieved from: 
https://onlinelibrary.wiley.com/doi/full/10.1046/j.1365-2648.2000.01481.x  

41. MS Chua, TS Mok, WH Kwan, W Yeo, B Zee. (2005). Knowledge, perceptions, and 
attitudes of Hong Kong Chinese women on screening mammography and early breast 
cancer management. Breast J. 2005 Jan-Feb;11(1):52-6. Retrieved from: 
https://www.ncbi.nlm.nih.gov/pubmed/15647079.  

42. Legislative Council. Executive Summary of the Hong Kong Breast Cancer Foundation 
Policy Address Submission on Population-wide Breast Screening. Available at: 
https://www.legco.gov.hk/yr17-18/english/panels/hs/papers/hscb2-2026-1-e.pdf  

43. Hospital Authority. Drug Formulary Management. Available at: 
https://www.ha.org.hk/hadf/en-us/Drug-Formulary-Management  

44. Hospital Authority. Samaritan Fund. Available at: 
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Content_ID=10048&Lang=ENG&Dim
ension=100&Parent_ID=10044  

45. Community Care Fund. Available at: https://www.communitycarefund.hk/en/  
46. The Government of Hong Kong Special Administrative Region. Provision of new targeted 

therapy drugs and financial assistance for cancer patients. Press Release. Available at: 
https://www.info.gov.hk/gia/general/201806/06/P2018060600630.htm  

47. Hospital Authority. Hospital Authority’s Drug Management. Audit Commission 2016. 
Available at: https://www.aud.gov.hk/pdf_e/e67ch05.pdf  

48. Legislative Council. Review Findings of Means Test Mechanism for Samaritan Fund and 
Community Care Fund Assistance Programmes. Available at: 
https://www.legco.gov.hk/yr18-19/english/panels/hs/papers/hs20181119cb2-214-1-e.pdf  

49. Cheung, Jane. (2018). The Standard. Crowdfund aid for cancer needy. Available at: 
http://www.thestandard.com.hk/section-news.php?id=198724&sid=11  

50. Cancerinformation.com.hk. Available at: https://cancerinformation.com.hk/web/  
51. Ko, Tony Pat-sing. (2018). Cancer Treatment Services in Public Hospitals. Presented to 

HKACS Symposium on Cancer Challenge in Hong Kong. Hong Kong, 6 October 2018. 
Available at: 
https://hkacs.org.hk/content/download/Dr_Chung_KL_Cancer_Services_in_Public_Hospit
als.pdf  

52. Chung, KL. (2013). Cancer Services in Public Hospitals. Presented to Symposium on: 
"Cancer Control: Challenges & Opportunities". Hong Kong, 7 December 2013. Available 
at: 
https://hkacs.org.hk/content/download/Dr_Chung_KL_Cancer_Services_in_Public_Hospit
als.pdf  

53. X Lai, FK Wong, CW Leung, LH Lee, JS Wong, YF Lo, & SS Ching. (2015). Development 
and Assessment of the Feasibility of a Nurse-Led Care Program for Cancer Patients in a 
Chemotherapy Day Center: Results of the Pilot Study. Cancer Nurs, 38(5), E1-12. 

https://www.ncbi.nlm.nih.gov/pubmed/25443128
https://www.sciencedirect.com/science/article/abs/pii/S0033350601004462?via%3Dihub
https://doi.org/10.1038/sj.ph.1900753
https://onlinelibrary.wiley.com/doi/full/10.1046/j.1365-2648.2000.01481.x
https://www.ncbi.nlm.nih.gov/pubmed/15647079
https://www.legco.gov.hk/yr17-18/english/panels/hs/papers/hscb2-2026-1-e.pdf
https://www.ha.org.hk/hadf/en-us/Drug-Formulary-Management
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Content_ID=10048&Lang=ENG&Dimension=100&Parent_ID=10044
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Content_ID=10048&Lang=ENG&Dimension=100&Parent_ID=10044
https://www.communitycarefund.hk/en/
https://www.info.gov.hk/gia/general/201806/06/P2018060600630.htm
https://www.aud.gov.hk/pdf_e/e67ch05.pdf
https://www.legco.gov.hk/yr18-19/english/panels/hs/papers/hs20181119cb2-214-1-e.pdf
http://www.thestandard.com.hk/section-news.php?id=198724&sid=11
https://cancerinformation.com.hk/web/
https://hkacs.org.hk/content/download/Dr_Chung_KL_Cancer_Services_in_Public_Hospitals.pdf
https://hkacs.org.hk/content/download/Dr_Chung_KL_Cancer_Services_in_Public_Hospitals.pdf
https://hkacs.org.hk/content/download/Dr_Chung_KL_Cancer_Services_in_Public_Hospitals.pdf
https://hkacs.org.hk/content/download/Dr_Chung_KL_Cancer_Services_in_Public_Hospitals.pdf


 30 

Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/25254408. 
doi:10.1097/ncc.0000000000000192. 

54. EWC Lee, S Twinn, AP Moore, MP Jones, & SF Leung. (2008). Clinical Encounter 
Experiences of Patients With Nasopharyngeal Carcinoma. Integrative Cancer Therapies, 
7(1), 24-32. Retrieved from 
https://journals.sagepub.com/doi/abs/10.1177/1534735407313448. 
doi:10.1177/1534735407313448. 

55. W Lam, FY Wong, & AE Chan. (2018). Factors Affecting the Levels of Satisfaction With 
Nurse-Patient Communication Among Oncology Patients. Cancer Nurs. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/30543568. doi:10.1097/ncc.0000000000000672 

56. EA Chan, F Wong, MY Cheung, & W Lam. (2018). Patients' perceptions of their 
experiences with nurse-patient communication in oncology settings: A focused 
ethnographic study. PLoS One, 13(6), e0199183. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/29912967. doi:10.1371/journal.pone.0199183  

57. DK Pun Wong, & SF Chow. (2002). A qualitative study of patient satisfaction with follow-
up cancer care: the case of Hong Kong. Patient Educ Couns, 47(1), 13-21. Retrieved 
from https://www.ncbi.nlm.nih.gov/pubmed/12023096.  

58. Australian Institute of Health and Welfare 2019. Cancer in Australia: In brief 2019. 
Cancer series no. 122. Cat no. CAN 126. Canberra: AIHW. 

59. Australian Institute of Health and Welfare 2012. Cancer incidence projections: Australia, 
2011 to 2020. Cancer series no. 66. Cat. No. CAN 62. Canberra: AIHW. 

60. Cancer Australia. (2019). National Cancer Control Indicators, Cancer Mortality. Available: 
https://ncci.canceraustralia.gov.au/outcomes/cancer-mortality/cancer-mortality  

61. Australian Government Department of Health. (2016). Medical Oncology 2016 Factsheet. 
Available at: 
https://hwd.health.gov.au/webapi/customer/documents/factsheets/2016/Medical%20onc
ology.pdf  

62. Australian Government Department of Health. (2016). Radiation Oncology 2016 
Factsheet. Available at: 
https://www.ranzcr.com/images/Radiation_oncology_Workforce_Data_.pdf  

63. Cancer Research UK. (2019). Cancer Incidence Statistics. Available at: 
https://www.cancerresearchuk.org/health-professional/cancer-statistics/incidence  

64. Cancer Research UK. (2019). Cancer Mortality Statistics. Available at: 
https://www.cancerresearchuk.org/health-professional/cancer-statistics/mortality  

65. The Royal College of Radiologists. (2017). Clinical Oncology UK workforce census report 
2017. Available at: 
https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfco181_co_census
_2017.pdf  

66. Hong Kong Cancer Registry, Hospital Authority. (2018). Cancer of All Sites in 2016. 
Available at: http://www3.ha.org.hk/cancereg/pdf/factsheet/2016/all_2016.pdf  

67. The Medical Council of Hong Kong. (2018). List of Registered Medical Practitioners. 
Available at: https://www.mchk.org.hk/english/list_register/specialist_list.php  

 
 

https://www.ncbi.nlm.nih.gov/pubmed/25254408
https://journals.sagepub.com/doi/abs/10.1177/1534735407313448
https://www.ncbi.nlm.nih.gov/pubmed/30543568
https://www.ncbi.nlm.nih.gov/pubmed/29912967
https://www.ncbi.nlm.nih.gov/pubmed/12023096
https://ncci.canceraustralia.gov.au/outcomes/cancer-mortality/cancer-mortality
https://hwd.health.gov.au/webapi/customer/documents/factsheets/2016/Medical%20oncology.pdf
https://hwd.health.gov.au/webapi/customer/documents/factsheets/2016/Medical%20oncology.pdf
https://www.ranzcr.com/images/Radiation_oncology_Workforce_Data_.pdf
https://www.cancerresearchuk.org/health-professional/cancer-statistics/incidence
https://www.cancerresearchuk.org/health-professional/cancer-statistics/mortality
https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfco181_co_census_2017.pdf
https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfco181_co_census_2017.pdf
http://www3.ha.org.hk/cancereg/pdf/factsheet/2016/all_2016.pdf
https://www.mchk.org.hk/english/list_register/specialist_list.php

	20190819 Cancer Care White Paper Cover Letter
	20190819 Cancer Care White Paper

