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Some of the world's many migration routes
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Population health promotion 2.0: An eco-social approach to public
health in the Anthropocene

Trevor Hancock, MB, BS, MHSc

ABSTRACT

Humanity is both an animal species that evolved within and is dependent upon natural ecosystems and a social animal that exists within the social systems we
have created. Our health is dependent upon both these systems — natural and social — functioning well, and indeed upan their interactions. Yet our approach
to improving the health of the population over the past few decades has been largely, if not exclusively, focused on the social determinants of health. A recent
Canadian Public Health Association (CPHA) Discussion Document and the technical report on which it is based seek to strike a more balanced approach. First,
they document the dramatic and rapid global ecological changes that humans have created and argue that they are a significant threat to the health of the
population in the 21% century. Second, they identify the underlying social, cultural and economic forces that are driving these changes. Third, they argue that
we need to take an eco-social approach in population health promotion, recognizing the interactions between the ecological and social determinants of

health. Such an approach could be considered to be "Population health promotion 2.0°, and it has profound implications for the practice of public health.

KEY WORDS: Health promotion; ecosystem; ecological and environmental phenomena; social determinants of health

La traduclion du résurmé se lrouve 3 la fin de larlicle. Can | Public Health 2015;106{4):e252-e255
doi: 10.17269/C|PH.106.5161
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UNIVERSAL HEALTH COVERAGE DATA PORTAL

Supporting the Universal Health Coverage Coalltion

At least half of the world's 7.3
billion people still lack full
coverage with essential health
SErnices

Coverage of essential health
services has increased since
2000, but inequalities persist

SERVICE COVERAGE

Over 800 million people (almost

12 percent of the world's
population) spent at least 10
percent of their household budgets
in 2010 on out-of-pocket health
expenditures

About 100 millicn people in 2010
fell into extreme poverty (living on
3 1.90 or less a day) hecause of

out-of-pocket health expenditures

FINANCIAL PROTECTION

UHC service coverage index, 2018

MORE ON SERVICE COVERAGE >

[ e2-8a
46-51 Data nat availabke
45 [ Mot apphcabile - —

Population with catastrophic health spending [SDG indicator 3.8.2, 10% threshold)

Percent of population®
I 15.0-45.0
Il 10.0-14.9
e 0-59
(30-59 | [Notappheable i housshold expenditures on health excesding
0-2.9 Data not avadable  10% of total housshokd expenditure or incoms ——

MORE ON FINANCIAL PROTECTION >
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COVERAGE OF ESSENTIAL HEALTH SERVICES

REPRODUCTIVE, MATERNAL, NEWBORN, AND CHILD HEALTH

Family
[EL T
-

Tuberculosis
effective treatment
=

Prevalence of
raised blood pressure
=

Basic hospital
access
=

Antenatal
and delivery care
-

INFECTIOU

HIV
antiretroviral treatment
>

Full child

immunization
-

S DISEASES

Insecticide-treated nets
coverage for malaria
prevention
=

NONCOMMUNICABLE DISEASES

Prevalence of
raised blood glucose
-

Cervical cancer
screening
-

SERVICE CAPACITY AND ACCESS

Health-worker
density
>

Access to essential
medicines
-]

Health-seeking behaviour
for child iliness
>

Adequate
sanitation
=

Tobacco
control
-

Compliance with the
International Health
Regulations
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WHO Global
NCD Action Plan

A road map with policy options to be implemented
from 2013 to 2020 focusing on four modifiable risk behaviors that
are linked to four preventable noncommunicable diseases.

RISK FACTORS DISEASES

@ Tobacco use v S |

Chronic
N Unhealthy diet ' & respiratory

diseases

4? Physical inactivity L E
.ﬁ,L Harmful use of alcohol v =

Cardiovascular Cancers Diabetes>
diseases -
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Low-income and middle-income countries

'

NCDs are leading causes of death in virtually every region

Sub-Saharan
Africa

South Asia

Central and
eastern Europe
and central Asia

Middle East and
north Africa

Latin America
and Caribbean

East and
southeast Asia
and Pacific

High-income
countries

Women

Men

T
500

Cause of death

Bl Cardiovascular diseases

B3 Cancers
Il Diabetes

T
1000

B8 Chronic respiratory diseases

I
0

Death rate per 100000 people

nutritional diseases

Bl Injuries

1 Other non-communicable diseases
B Communicable, maternal, perinatal,

Source: Di Cesare et al Lancet 2013
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Sustainable Development Goals (SDGs):
Action on NCDs & Innovation Technology

The 2030 Agenda reaffirms that NCDs prevention and control and ICTs usage are a priority for sustainable
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GOOD HEALTH
AND WELL BEING

/e

INDUSTRY, INNOVATION
AND INFRASTRUCTURE

o

17 PARTMERSHIPS
FOR THE GOALS

&

m 3.4 Reduce by 1/3 NCD premature mortality.

m  9.c Significantly increase access to ICTs and strive

to provide universal and affordable access to internet
in LDCs by 2020.

17.8 Fully operationalize the Technology Bank and
STI (Science, Technology and Innovation) capacity

building mechanism for LDCs by 2017, and
enhance the use of enabling technologies in

particular ICTs

Data source: University of Bergen (http://www.uib.nos)
NCD Alliance (https://ncdalliance.org/)
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Development of Health Promotion

Shanghai Charter Health Promotion (2016) Healthy cities and Health Literacy

Helsinki Statement (2013), health in all policies, universal health coverage

The Bangkok Charter for Health Promotion in a Globalized World (2005)

A A A A A

Safe Community Healthy City Healthy Community

S R V4 Yoo )

Health promoting hospitals =Health promoting schools~ Healthy workplace
A A A A A

Combined use of the Ottawa Charter strategies are far more effective than single strategy
Combination can be adapted for use in different settings

The population should be involved in the action and decision making process

Learning and communication, granting autonomy to the communities and population.

Jakarta Declaration on Leading Health Promotion into the 215t Century (1997)

Building Healthy Creating Supportive | Strengthening Community| Developing Personal Reorient Health
Public Policy Environment Action Skills Services

Ottawa Charter for Health Promotion (1986)

Health Promotion



9th Global Conference on Health Promotion, Shanghai 2016

B Health Literacy iIs an
Important factor in
Improving health outcomes

B Increase knowledge to help
people to make healthiest
choice and decision for
themselves or theirs family
to achieve the goal:

O Empowering citizens

O Reducing health
Inequities

#CHOOSEHEALTH

GOOD
GOVERNANCE

STRENGTHENNG GOVERIANCE AND PFOL m w
g CHOCES c SSHLT AND AFF cam
AT 7O CREATE SUST m. sv3rE us Mm wucucs SOCETY
r

43 / HEALTHY
CITIES /

|\ HEALTH
\ LITERACY

EOSOAS P08

{ World Health
Organization cevvise
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The Evidence-Based Medicine triad

(see D.L. Sackett et al, BMJ 1996; 312: 71-72)

Individual s Patient’s AU HAALH A , !
Clinical ¢ i Values &
Expertise . 4 Expectations

Improved
Patient
Outcomes

@ Precision medicine

Best Available Clinical Evidence
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() inl &y hitps//participatorymedicine.org/what-is-participatory-medicine/

Society for
PC] |"|'|C|_pC|'|'0|'y Participatory Medicine? ~+  Memberships v C

Medicine

Transforming the Culture of Patient Care

A N Society for
¢ Participator
.27 Medicine Y

The Society thinks differently
about solutions. We think
medicine is best practiced as a

What is Participatory Medicine? cataboration

Patients / Family Clinicians

!

Aging populations, innovation and technology are changing business as usual in healthcare.

'

High patient expectations

L

Technology-enabled care

Focus on quality and costs

Big data use at point of care

https://participatorymedicine.org/what-is-participatory-medicine/
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Minimally Disruptive Medicine (MDM)

m Minimally Disruptive Medicine (MDM) is a

theory-based, patient-centered, and context- Kill as Few
sensitive approach to care that focuses on Patients
achieving patient goals for life and health while as Possible

Imposing the smallest possible treatment burden
on patients’ lives. The M Care Model 1s
designed to be pragmatically comprehensive,
meaning that it aims to address any and all factors
that impact the implementation and effectiveness AND EIFTS SIXOTIITR

ESSAYS ON ITOW TO BE
THE WORLID'S BEST DOCTOR

of care for patients with multiple chronic o
=y by Oscar London M1, WR.I.
conditions.

Healthcare 2015, 3, 50-63
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The Chronic Care Model

~Prepared,

Activated Proactive

Patient Practice Team

! L "L ML L ML L L "LL "L

Improved Outcomes
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The eHealth Enhanced Chronic Care Model (eCCM)

Community — Health Systems — eCommunity — eHealth

/ Clinical Decision Support
Delivery System Design (graphs, charts, protocols, Clinical Information Systems
(care coordination, ACOS, guidelines, reminders, (EHR, PHR, patient portal, Internet,
interoperability, medical infobuttons, etc. ) mHealth, smart phone, wearable
jargon, timeliness, policy, devices, telehealth, etc. )

conFent, RHIO’s, networking, Information Knowledge

A ah Qesigl) . m " 5 = eHealth Education
( . Wicdom (message training, health. '
: Self-management Support Completle Feedback Loop edtication, bchology srafning,
| (24/7 access, convenience, - eCommunity training, navigation
: communication, reminders, e < I > Prepared, training, accuracy,
! alerts, planning, P d Productive Proactive Fompletgness, VOlunf!e Qf
| empowerment, engagement) Patient Interactions Practice mformatlon', customlzatl_o‘n
i <4 > Team numgracy, literacy, usability,

B oy security)

Improved Outcomes

(ce-ty) Gee PAL, Greenwood DA, Paternit DA, Ward D, Miller LMS
J Med internet Res 2015;17(4):286, Mip-iwaw./mirorg/2015/4/e86/

Gee etc. The eHealth enhanced chronic care model: a theory derivation approach. J Med Interr@?es. 2015;17:e86t
Health Promotion Administration, [




Patients value "Dr. Google's"
versatility

https://www.bertelsmann-stiftung.de/en/topics/aktuelle-
meldungen/2018/januar/patients-value-dr-googles-versatility/

Health Promotion Administration,


https://www.bertelsmann-stiftung.de/en/topics/aktuelle-meldungen/2018/januar/patients-value-dr-googles-versatility/

Patient Engagement Improves Outcomes

Higher patient engagement is associated with numerous
improvements across various aspects of health delivery

R e Diagnostic testing and expenditures
hospital w/in 30 WV Referrals
days of discharge
4 . ¥V Elective surgeries
A Adherence to prescribed medical
. treatments
Experience a
medical error A Functional status and faster recovery
A\ Satisfaction
Suffer a health A Well-informed and engaged patients carry
copsequsnce from 49% out more health-related behavior changes
poor communlc.:tlor: 13% (e.g., exercise, smoking cessation, dietary
ity sttt “ Less Activated Patient modification)?

¥ More Activated Patient

TAARP survey of patients over 50 with 2 or move chronic conditions “Sipartisan Polcy Center Health Mnformation Technolcgy Initiative, Deceméer 2012 fintermal citations omitted)

II'.' -
E Health Promotion Administration, [



Health literacy social ecological model (HLSEM)

Integrated relationship between health literacy and patient engagement

Community
Organizational
Interpersonal

Individual

Patient

McCormack, et al., Improving low health literacy and patient engagement: A social ecological approach, Patient Educ ns 2017 Jan;100(1):8-13 20
Health Promotion Administration, [



Integrated model of health literacy

Life course

Societal and ervironmental determinants

Situational

determinants

A
’ i
/' Access , 7 T .
i 4
“— f / Knowledge
I_r.‘_ o | { ompetence
g ~_, Motivation
I -
Heuolth o
v information ~ ~
Personal

w,
Understand +

A Y
\ \

I
/

IR i
,/ Appraise 1

determinants

-

[clivicual lewvel

Disease
prevention

Health
promotion

-

Population lewvel

>

-
[ b
— e

Health

Lervicy =
s use )
h
Health @
behawvior

Participa
tion

=

Equity

Sarensen et al. BMC Public Health 2012, 12:80

3
Health

Cosls

L

.
Health

outcomes
-

A

Empower
ment

R
Sustain-
abilivy

- ..
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“Health literacy friendly materials” reviewing indicators

B This tool includes 6 parts and 19 items.
1. If the total score is 90 or above: Excellent! You have addressed most
items that makes materials easier to understand and use.
2. It spends about 15-20 minutes to finish the evaluation.

OA. content

1. The main message is clearly presented
on the cover or top of the page

2. Emphasize the implementation of
healthy behavior

3. The content has a reasonable scope
and closely related to the subject

4. Have a summary or focus on a review
5. Content of the faith

OB. Language and style

6. Daily colloquial language and
intonation

7. Explain proper nouns

8. Cultural relevance

OC. Organization and editing
9. Logical coherence

10. Adequate segmentation of
learning blocks

OD. Numerical reading

11. The presentation of the value is easy
to understand

12. Avoid calculation

OE. visual images

13. Related to key messages
14. Visual image information is
clear and easy to understand

OF. layout and design

15. Use visual cues to read
16. Layout is easy to read

17. The appeal of continuous
viewing

18. Visual aesthetics and art
editor

19. audio-visual effect is clear

Health Promotion Administration,
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Patient Empowerment
O 30 seconds CF
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Poster & Leaflet

| [SREESE /Ask 3 Questions
S b 1. What are my options?
2.  What are the pros and cons of each option for me?
3.  How do I get support to help me make a decision that
\_ is right for me? )

cision Aids
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MLy = L% Health 99
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Question Prompt List, QPL

s [l 7 22

,UB‘]%@FH

Doctors need
your questions

)

MESEZEER
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CHUMNRENARRES AR
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SR R B 0N AR WD £ B

[MRIEMEE ke ERSMMR RN ST

Poster in the waiting area

/

>

/ .

L B8 52 1 B8

Patient asking more
guestions

Physician providing more

information

~
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Question Prompt Lists are More Helpful for
Low Health Literacy Patients

3.68

2.95 3.63

W
w oA

N
3y

2.48 ~* Low Literacy
~® High Literacy

Question

(] —
o = ;N

control group Experimental group

33



Shared decision making (SDM)

B An approach where clinicians and patients share the best
avallable evidence when faced with the task of making decisions,
and where patients are supported to consider options, to achieve

Informed preferences

Best
Research
Evidence

Patients'
Value and
Expectation

vl

Clinical
Experts

Experience

26



Develop Shared Decision Making for Health Care

e [n 2016, 10 hospitals chose chronic diseases as subject to implement SDM model

e Health Promotion Institutions and hospitals passing Cancer Care Quality
Accreditation as top priority to wide spread our SDM plan.

e [n 2017, HPA and Joint Commission of Taiwan, set up training curriculums for SDM
core concept and Coach training

Health
Literacy

Evidence based
medicine

SDM

Experienced
based

Improve

Provider HL

Patient HL

Health
Care

Quality?

27
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Current Status of SDM Implementation

Preparing 2016-2019 SDM action plan

4 pilot PDAs on Hypertension, diabetes,
colorectal cancer and breast cancer had been
launched in 2016

8 Medical institutions implement the SDM pilot
program in 2016.

The advocacy to increase the public awareness:
ask 3 guestions

Collaboration with MOHW existing SDM
platform(57 PDASs) to establish national shared
evidence-informed platform for public application

S & 4 t
o
o
B =R RERE
(mauAtmEmE? |
N EREENESHE

St EFEREERE?

NS ENEEN R
EREFARE ?
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Develop Patient Decision Aids, PDA

Wi R

Extubation Failure in Patients with _|

Respiratory Failure What are my options —— LB L
- 5 -
@ e
I, i '
™ | I
i m | |
= fg. - -z =
- gz £ w 5
. = ] 1% =
2 & 25 0§ F @
o M T g = 1] =
1 /M = i 28 -z g <8
d =3 o == 2o =3 5 3
- g |2F 5z £ 22
| = » F ®a @ gr':_:
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= - I I F— Y R —
(=] ! a E o 1 e
£ LB R (TSR -
= e =3 JEER
=g == (=1
=] 1
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. . 3 K
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.ﬂ. i % Extubation Failure in Patients with Respiratory Failure  What are my options?

Center for COPD Halictic Health e, Changha Christian Hospital
Prepared oy the Chest Madidre Shared Decision Making Taskrorce

=
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The eHealth Enhanced Chronic Care Model (eCCM)

Community — Health Systems — eCommunity — eHealth

/ Clinical Decision Support

Delivery System Design (graphs, charts, protocols, Clinical Inform_ation Systems
(care coordination, ACOs, guidelines, reminders, (EHR, PHR, patient portal, Internet,

interoperability, medical infobuttons, etc. ) mHealtiy amark phone, weabie
jargon, timeliness, policy, devices, telehealth, etc. )

content, RHIO’s, networking,

design)
Data . -
Self-management Support te Faedbidck educatlon._ techrjoyogv training,
(24/7 access, convenience, eCommunity training, navigation
communication, reminders, o = Prepared, training, accuracy,

alerts, planning, = Prodictive = Proactive completeness, volume of

empowerment, engagement) Practice information, customization
Team numeracy, literacy, usability,

security)

Information KnpWledge \
eHealth Education
(message training, health

Wisdom

Informed,
Activated
Patient Interactions

i S . .

Improved Outcomes

(cety) Gee P, Greenwood DA, Pateriti DA, Ward D, Miller LMS
J Med internat Res 2015;17{4):686, Mtpiwaw.|mir.ong/2015/4/e86/

Gee etc. The eHealth enhanced chronic care model: a theory derivation approach. J Med Interr@?es. 2015;17:e86t
Health Promotion Administration, [
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Health literate
individuals

Health literate

Broad action to
improve the conditions
in which people are
born, grow, live, work
and age

Broad action to make

health and social care

systems more health
literate

Targeted action to
improve the health
literacy of low

literacy population

Improving health literacy to reduce health inequalities

| health and social care

1

' systems, with partners /

Public Health
England

d reduce health inequalities

rl{ UCL Institute of Health Equity

P Health Promotion Administration. [EEGGEGE



Health
literacy
environment

Health
system
policies,
rocesses,
materials,
relationships

E.. Health Promotion Administration, &



HPH Level and Performance

Pay for performance

-

Present through regular

Demonstration

center

reports and national
health insurance data

v'Cancer Control Plan
v'Baby-Friendly Hospital
v'DM Improvement Plan
v'CKD Improvement Plan

ealthy Hospital-Advance level

1.Tobacco-free Golden Awards Hospit through on-the-spot
2.Age-friendly Golden Awards Hospital investigation

3.Environment-friendly Hospital (PFM)
4.Health Literacy Organization

ealthy HOSpIta|-BaSIC Ievel through written review
or on-the-spot investigation

(PFM)

uality indicato

1.Care/Screening rate

2.Health Promotion of St

3.Case care outcome

4.Environmental Manageme
performance

.HPH-46 items 38
2.Age-friendly institution-18 itemSeijtems
3.Smoke-free hospital-48 items
4.Environmental friendly hospit

/a

3 &

1.Strengthen Patient and Family Engagement 23
2. Strengthen the Sustainable Environment

Health Promotion Administration,



Five HL-related Scores on Taiwan HH standards

3.2.4 The hospital has a health-literacy promoting plan that aims to

help patients obtain, comprehend, and apply Information and
services to Improve their health and the provision of care

(1 of the following items completed for “Incomplete”; 2-4 for “Partially
completed; 5 for “Completed”)

1. Health literacy training Is provided to staff.
2. Information to help others navigate the medical environment is provided.

3. A health information communication framework that conforms with health
literacy principles is established, including various channels and information
(e.g., oral, graphics, media, and digital information).

4. Activities or measures to improve the health literacy of patients and their
family members are provided (e.g., group health education seminars).

5. Activities or measures to improve community health literacy is provided.

-
IQ
)
=2
-
(&)
)
b}
A
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Health Literacy in Healthy Hospital

m Health Literacy

O Promotion of HL by hospitals
allow patients to easily
understand and obtain
Information and services,
which promotes better
healthcare and health gains.

m SDM

O Shared decision making fosters better
communication between patients,
family members and medical
personnel, empowering patients the
power to making care-related design

Education training on HL for staff members
Information about the medical environment

Communication that adheres to HL, such as
information through various formats and
channels (oral, graphic, audio-visual, digital),
and involves users

Activities that enhance the HL of patients and
their family members (e.g. group education
and seminar)

Community activities that enhance HL

SDM policies and guidelines by
hospital

Performance monitoring,
documentation and discussion

Involving patients and family
members in SDM process

Health Promotion

Administration
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Healthcare Providers

Providing Health Literacy Services

» Development of

 Moau
 Moau
 Moau
 Moau
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€a

nealth literacy education training courses
th literacy concepts
th literacy verbal communication

th literacy written communication

e on community health literacy
» Health literacy education training
» health/medical
« community health professionals
 “flipped classroom’ strategies
» e-learning

nrofessionals
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Flipping classroom with team based learning
apply to health literacy training course for community
health care providers (2018)

Readiness test Classroom activities

Promotion program for the health literacy resource integration center (2018-2019)

Health Promotion
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Teach back method

-Online Training material-
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¥

N
e
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Do you take the medication in a regular based?

S
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JOURNAL OF MEDICAL INTERNET RESEARCH Huang et al
Review

Digital Health Professions Education on Diabetes Management:
Systematic Review by the Digital Health Education Collaboration

d

Background: There is a shortage of health care professionals competent in diabetes management worldwide. Digital education
is increasingly used in educating health professionals on diabetes. Digital diabetes self-management education for patients has
been shown to improve patients’ knowledge and outcomes. However, the effectiveness of digital education on diabetes management
for health care professionals is still unknown.

Objective: The objective of this study was to assess the effectiveness and economic impact of digital education in improving
health care professionals® knowledge, skills, attitudes, satisfaction, and competencies. We also assessed its impact on patient
outcomes and health care professionals’ behavior.

Methods: We included randomized controlled trials evaluating the impact of digitalized diabetes management education for
health care professionals pre- and postregistration. Publications from 1990 to 2017 were searched in MEDLINE, EMBASE,
Cochrane Library, PsycINFO, CINAHL, ERIC, and Web of Science. Screening, data extraction and risk of bias assessment were
conducted independently by 2 authors.

Results: A total of 12 studies met the inclusion criteria. Studies were heterogeneous in terms of digital education modality,
comparators, outcome measures, and intervention duration. Most studies comparing digital or blended education to traditional
education reported significantly higher knowledge and skills scores in the intervention group. There was little or no between-group
difference in patient outcomes or economic impact. Most studies were judged at a high or unclear risk of bias.

Conclusions: Digital education seems to be more effective than traditional education in improving diabetes management-related
knowledge and skills. The paucity and low quality of the available evidence call for urgent and well-designed studies focusing
on important outcomes such as health care professionals’ behavior, patient outcomes, and cost-effectiveness as well as its impact
in diverse settings, including developing countries.

Huang, Z., Semwal, M., Lee, S. Y., Tee, M., Ong, W., Tan, W. S, . . . Tudor Car, L. (2019). Digital Health Professions.Education on
Diabetes Management: Systematic Review by the Digital Health Education Collaboration. J Med Internet Res, 21(2), i1 o aetiiaiion
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The eHealth Enhanced Chronic Care Model (eCCM)

Community — Health Systems — eCommunity — eHealth

/ Clinical Decision Support \

Delivery System Design (graphs, charts, protocols, Clinical Inform_ation Systems |
(care coordination, ACOs guidelines, reminders, (EHR, PHR, patient portal, Internet, .
' ’ infobuttons, etc. ) mHealth, smart phone, wearable |
devices, telehealth, etc. )

interoperability, medical
jargon, timeliness, policy,

content, RHIO’s, networking, Information Knowledge |
- - S e - eHealth Edycation__ , _ _ _ ./
Data Wikdom (message training, health

education, technology training,

eCommunity training, navigation

Prepared, training, accuracy,

b Prodictive ¥ Proactive completeness, volume of

Practice information, customization
Team numeracy, literacy, usability,

security)

Self-management Support
(24/7 access, convenience,
communication, reminders,
alerts, planning,
empowerment, engagement)

\
y

Informed,
Activated
Patient Interactions

Improved Outcomes

(cety) Gee P, Greenwood DA, Pateriti DA, Ward D, Miller LMS
J Med intemnat Res 2015;17{4):686, Mtpiwaw.|mir.ong/2015/4/e86/

Gee etc. The eHealth enhanced chronic care model: a theory derivation approach. J Med Interr@?es. 2015;17:e86t
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Secondary & Tertiary Prevention:
Diabetes Shared Care Program

Health Promotion Administration, 1T
Ministry of Health and Welfare (HPA)

22 City (County)
Health Bureaus

Training and Certification

Certified

Associations

Diabetes Pay for Performance (P4P)

Hospitals of Diabetes
— Shared Care Network

Tﬂ-

v

Diabetes Patients

4 Cons'tiltation

_— . ‘.' o

Refer - n. Opblhalmolognm dednst‘s)
‘ and cardiovascular )
\spoclahsts

4
S
//.F

)
" NI-II PSP diabetic

\ control program

DM Pauents %
support Groups J

A
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Glucose Management System-1
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Monitoring Dashboard
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|CTs Based Smart Healthcare
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Patient with diabetes HCP

Outpatient self-management ~ Digital Diabetes Care Solution
and healthy lifestyle education (APP)

Integration of telecare data platform

with hospital’s information system
Management and online

assistance by case manager

Self data upload

Self management
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Global Conference on Primary Health Care

From Alma-Ata towards universal health coverage
and the Sustainable Development Goals

Astana, Kazakhstan, 25 and 26 October 2018

We, Heads of State and Government, ministers and representatives of States and Governments!',
participating in the Global Conference on Primary Health Care: From Alma-Ata towards universal
health coverage and the Sustainable Development Goals, meeting in Astana on 25 and 26
October 2018, reaffirming the commitments expressed in the ambitious and visionary Declaration
of Alma-Ata of 1978 and the 2030 Agenda for Sustainable Development, in pursuit of Health for
All, hereby make the following Declaration.

E Health Promotion Administration, [



Revisiting Alma-Ata: what is the role of primary health care
in achieving the Sustainable Development Goals?

Thomas Hone, James Macinko, Christopher Millett

The Sustainable Development Goals {SDGs) are now steering the global health and development agendas. Notably,
the SDGs contain no mention of primary health care, reflecting the disappointing implementation of the Alma-Ata
declaration of 1978 over the past four decades. The draft Astana declaration (Alma-Ata 2.0}, released in June, 2018,
restates the key principles of primary health care and renews these as driving forces for achieving the SDGs,
emphasising universal health coverage. We use accumulating evidence to show that countries that reoriente their
health systems towards primary care are better placed to achieve the SDGs than those with hospital-focused systems
or low investment in health. We then argue that an even bolder approach, which fully embraces the Alma-Ata vision
of primary health care, could deliver substantially greater SDG progress, by addressing the wider determinants of
health, promoting equity and social justice throughout society, empowering communities, and being a catalyst for
advancing and amplifying universal health coverage and synergies among SDGs.

®

CrossMark

Lancet 2018; 392: 1461-72

Public Health Policy Evaluation
Unit, School of Public Health,
Imperial College London,
London, UK (T Hone PhDD,

Prof C Millett PhD); Department
of Community Health Sciences
and Department of Health
Policy and Management, UCLA
Fielding School of Public
Health, Los Angeles, CA, USA
{Prof | Macinko PhD}; and
Center for Epidemiclogical

www.thelancet.com Vol 392 October 20, 2018
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The Astana Declaration: time to focus on primary health care

It has been 40 years since the Alma-Ata Dedlaration
enshrined health as a fundamental human right and
argued that primary health care was the key to delivering
health for all. Although ambitious, the Declaration was
just. And yet it failed. Huge health inequities persist and
hundreds of millions of people lack access to even the
maost basic primary health-care services. The Astana
Declaration, which in late October reaffirmed a global
commitment to primary health care, sets out the only
sensible way to ensure health for all. Prioritising primary
health care as an issue fundamental to infectious diseases
is long overdue.

The Declaration of Astana was issued at the Global
Conference on Primary Health Care, organised by
WHO, UNICEF, and the Government of Kazakhstan, in
Astana, Kazakhstan, Oct 25-26. In it, governments, non-
governmental organisations, health practitioners, and
researchers recognise that all people are entitled to the
highest possible standard of health and wellbeing. The
Declaration pledges the development of primary health
care systems that are "high quality, safe, comprehensive,
integrated, accessible, available, and affordable for
everyone and everywhere”.

Disease-specific approaches have delivered some huge
successes. Gains in HIV control owe much to dedicated
institutions such as UNAIDS, PEPFAR, and the Global Fund
to Fight AIDS, Tuberculosis and Malaria. Likewise, the near
eradication of polio is largely down to focused efforts of
governments, backed by institutions such as the Gates
Foundation. These organisations will have to square their
approaches with the spirit of the Astana Declaration.

Access to good primary health care will aid the proper
diagnosis and treatment of common infections, reducing
Better health
promotion and disease prevention, through effective
public health measures, vaccination, and education, is
sustainable and effective, far more so than testing and
treatment. A well integrated and equitable primary
health-care system is needed to treat patients coinfected
with tuberculosis and HIV.

Strong primary health care also fortifies countries
against infectious outbreaks. In this issue, Catherine Bozio

the risk of antimicrobial resistance.

and colleagues report an outbreak of Nefsseria meningitis €
infection in Liberia first identified by community health-
care workers who then initiated an international response
through infrastructure installed after the west African

CrussMark

Sputnik/%sc enoe Prioto Lbrey

See Articles page 1300
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Lancet 2018; 392: 1371-72.
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Health Care Reform
(With PHC Concept)

Medical model

* Treatment
* lliness

« Cure
« Episodic care
« Specific problems

« Individual practitioners

« Health sector alone

-
[~
|

—_—

Primary Health Care

+ Health promotion
« Health

« Prevention, care, cure

« Continuous care

=== . Comprehensive care

g
e

« Professional dominance

« Passive reception

_

« Teams of practitioners

« Intersectoral collaboration
« Community participation

« Joint responsibility

Barbara Starfield, Johns Hopkins Unlvorglty

=
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Declaration of Astana
|

! !

A Vision for primary

health care in the 21+ Operational
century Framework
Making the case From vision
for PHC to action
e The economic case ¢ Health in All Policies / e Integrating health services
e Health outcomes case Multisectoral Action e Integrating public health &
e Responsiveness case . Empqwering indivic!qals, primary care
families & communities e The role of hospitals in
e PHC Health workforce PHC
e Strategic purchasing ¢ Antimicrobial resistance
e The private sector e PHC and health
e Quality in PHC emergencies
« Digital technologies e Rural primary care
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A VISION FOR
PRIMARY HEALTH CARE
IN THE 21ST CENTURY
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Shaping the future of

TECHNICAL 4B \ primary health care
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m Accessible
m Affordable
m Available

m Accountable

Primary health care PHC

m Comprehensive
m Continuous
m Coordinate

Dignity
Digital
Dialogue

Domestic

Disease
Disable
Dementia

Dying

Environment
Empowerment
Engagement
Economic
Education
Ecology

Eating
Exercise



Rank Order of Office Visits by Diagnosis in Primary Care Clinics

1. Essential hypertension

2. Routine infant or child health check
3. Acute upper respiratory infections,

excluding pharyngitis

4. Arthropathies and related disorders
5. Malignant neoplasms

6. Diabetes mellitus

7. Spinal disorders

8. Rheumatism, excluding back

9. General medical examination

10. Follow-up examination

11. Specific procedures and aftercare
12. Normal pregnancy
13. Gynecologic examination

14. Otitis media and eustachian tube
disorders

15. Asthma

16. Disorder of lipoid metabolism

17. Chronic sinusitis

18. Heart disease, excluding ischemic
19. Acute pharyngitis

20. Allergic rhinitis

From Cherry DK, Woodwell DA, Rechtsteiner EA. 2005 Summary: National Ambulatory Medical Care Survey. National Center for
Health Statistics, Advance Data Vital Health Statistics. No 387. Washington, DC, USGovernment Printing Offie;2007
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Applications of ICT for Diabetes Care

m The Use of Telephone Calls for Diabetes Care

m Web-Based Interventions for Diabetes Care

m Videoconferencing for Diabetes Care

m mHealth for Diabetes Care

m Digital Health for Continuous Glucose Monitoring and Insulin Delivery
m Social Media for Diabetes Care

m Serious Games for Diabetes Care
...

Fatehi, F., Menon, A., & Bird, D. (2018). Diabetes Care in the Digital Era: a Synoptic Overview. Curr Diab Rep, 18(7), 38



New Models of Diabetes Care

m Electronic health records (EHR)

m Clinical decision support systems (CDSS)

m eHealth Enhanced Chronic Care Model

m cloud-based delivery for insulin dose adjustment

m Wearable devices for continuous blood glucose monitoring and
delivery of glucose-lowering agents

m Al-enabled chatbots

Fatehi, F., Menon, A., & Bird, D. (2018). Diabetes Care in the Digital Era: a Synoptic Overview. Curr Diab Rep, 18(7), 38



Go to... Logbook -+

Breakfast Morr Lunch .fi_» Dinner  Nigh
Before| After ‘Before| After SSSSSSiBefore| After

Friday, February 2, 2018
90 248

30 60 40
2.0 0.0 11 0.0
30 12.0 0.0 4.0
2.0 12.0 1.0 4.0

Bedtime: 26.0 U
Thursday, February 1, 2018

112 160 110 84
50 50 110
0.0 -1.0

6.0 10.0 11.0
2.0 10.0 10.0

Bedtime: 26.0 U
Wednesday, January 31, 2018

79 100 109 142
60 50 100
-1.0 0.0 0.0
6.0 10.0 10.0

10.0 10.0 0.0
Bedtime: 26.0 U *

Tuesday, January 30, 2018

250 300

50 50

2.5 4.0

2.5 5.0
mH W M3 P 2
Logbook Statistics  Messages Treatment Profile

Bolus Calculator

February 2, 2018 - Bafore Breakfast

Insulin for the compensation (C.U.)

The last bolus dose was mare than 2 hours ago.
Preprandial correction applies

You entered a blood glucose of 200 mg/dL. This
value is above your goal (80-120 mg/dL for this
period),

Correction target: 100 mg/dL
Correction ratio is 1 unit per 50 mg/dL over target
Carrection to reach target Add 2.0 Units

Number of units: 2.0 U Adjust

Insulin for the meal (M.U.)

You are eating 30g of carbohydrate for breakfast.
Your ratio is 1 unit per 10 grams carbohydrate.
Dose for breakfast: 3.0 Units

Number of units: 3.0U Adjust
Total dose (Bolus)
Total dose' 20+ 30=50
No physical activity
Number of units: 50U
Decline Accept

Joubert, M., etc. (2019). Remote
Monitoring of Diabetes: A Cloud-
Connected Digital System for Individu
With Diabetes and Their Health Care
Providers. J Diabetes Sci Technol,

- o=
e E Health Promotion Administration, [



Summary of key components and features of mHealth interventions for diabetes

Diabetes education and self-management
Patients: T1DM, T2DM, at risk for T2DM

Insulin management
Patients: T1DM or T2DM on insulin

Blood glucose Insulin bolus calculator Self-monitoring Messaging
meter
* SMBG Inputs: * SMBG « Educational
+ Carbohydrate count * Diet « Motivational
* Flash glucose  * Physical activity » Activity (via self-report - Feedback for self-monitoring
w  Monitoring * Insulin/carbohydrate ratio or accelerometers) data
T * Basal insulin dose * + Weight « Reminders (for medications
o) CICJ Outputs: * + Blood pressure or SMBG)
Q9 + Meal-time bolus
O = » Suggests parameter changes
8 if SMBG is off-target
Validated algorithm Theory-based - Appropriate for all health literacy levels
Credible and evidence-based content - Ease of use -
Regulatory clearance, if necessary - Secure platform, protects patient privacy
Blood glucose meter wirelessly connected to app Personalisation - Gamification -
Parallel apps for carers Goal-setting - Social support
@
c &
QO =
% -tc-:é Web portal displaying self-monitored data + EHR integration
- @ Reports for clinicians + clinical decision support tools
< Telemedicine, telecoaching

Enhanced media, e.g. photographic food diary, video messages, voice recognition

Shan et al (2019) Diabetologia DOl 10.1007/s00125-019-4864-7
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Current Diabetes Reports (2018) 18:38
https://doi.org/10.1007/511892-018-1013-5

THERAPIES AND NEW TECHNOLOGIES IN THE TREATMENT OF DIABETES (M PIETROPAOQLOQ, SECTION EDITOR)

@ CrossMarlk

Diabetes Care in the Digital Era: a Synoptic Overview

Farhad Fatehi'?? . Anish Menon'* - Dominique Bird’

(€ Springer Science+Business Media, LLC, part of Springer Nature 2018

Abstract

Purpose of Review Diabetes care is undergoing a remarkable transformation by the advancements in information and commu-
nications technology (ICT). The aim of this review is to provide a general overview of various 1CT-based interventions for
diabetes care, challenges of their adoption, and consider future directions.

Recent Findings A number of systematic reviews have examined studies on various aspects of telemedicine and eHealth for
diabetes care, but they arc generally focused on one specific type of technology application for diabetes care.

Summary A wide range of solutions from manual or automated telephone calls, short message services, websites, mobile health
apps, remote monitoring devices, and sophisticated artificial intelligence systems has been studied in different settings and scopes
with mixed results. However, despite the promising results of research studies, such innovative solutions are not widely adopted
by health systems worldwide. Lack of supportive policy and legislation, unsustainable reimbursement, inefficient business
models, and concerns regarding the security and privacy of health data are among the most problematic barriers.
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Information system support diabetes service
capacity and quality

Systematization

Synchronize @

\

Structured @\_/

standardization

\
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Framework of Integrated NCD Care in Taiwan

Primary Secondary & Tertiary Prevention
Prevention
' Controlrisk factors wgme Adult prevention Pay for Performance
"+ Tobacco, Alcohol and Betel 7% healthcare and integrated . Quantity
E Nut }N screening - Quality
é EEZ;':; AU ) :"\a r (R:Lsrlz)r]:?gtgirssease « Cancer & Chronic disease
N e J
-

e, Healthy lifestyles

4+ Healthy diet

"1+ « Regular exercise

» Smoking cessation

+ Keeping an ideal waist
circumference

Cancer screening
Rl
i”,,\;\;_ + Oral cancer
*' = '« Colorectal cancer

v » Breast cancer
» Cervical cancer

‘ « Hospital

N

.
Setting approach " # s Treatment (UHC by NHI)
| + Workplaces <™ . DM - CKD * COPD...share
+ Healthy schools ’ﬂf SN care plane
_. % J » Communities i}“ﬂ « Cancer treatment quality

certification

Guideline
 Multidisciplinary team

.= * Cancer treatment

» Chronic disease control

Prevention of

Pl disability

« Intersectoral cooperation

# « Limit disability and

rehabilitation
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Primary Prevention:

ICTs Based for Risk Factors Prevention

RISK FACTORS DISEASES

5 - N

S Unhealthy diet \JO F i Q®N? ;F m. U
resplraton A—— g

diseases

o Physal nacivty ' v F &_( or

P—.

— £l § -
&Harmful useofalohol 9 q, F AT

Cardiovascular Cancers Diabet
diseases

"
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Tobacco Control Education Vehicle

Coverage rate : 100%

165

activities

121 activities at school

& —— awareness of over
third-hands smoke 50 OOO
93% |

participants

W@ Rromotion satisfaction
w Lo 20 over 210,000
B\ people 99%

Interactive game for
anti-tobacco

Health Promotion Administration,
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Smoking Cessation Case Management (2)

Identification Alert for smoking status in HIS
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Identification rate : 100%
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Primary Prevention:

ICTs Based for Risk Factors Prevention

RISK FACTORS DISEASES
@ Tobaccouse ~ ) \,’o F A
f=o
Q) Unhealthy diet ' 'J‘ F Ch'm Tc Q%N;ﬂ OFTHI @
Y ity Y o I B

o Physical nactvty ﬁ.'- g)
& Harmful use of alcohol | ﬁ} 3& U BE

#' -
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ICTs Based Smart healthcare:
Smart Healthy City Project

Healthy Diet and Exercise

Build smart health
promotion model

health examination data and
PHR

”“ p
- |
- .
=D o
& A\

A

Healthy body  Build the demo site of 2 smart
weight = health cities

Healthy Diet
and Exercise
instructions

ﬂ_...r =9

Smart health
living map

AT 66
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P RIS Y ey SEEs

Effectiveness of activity trackers with and without
incentives to increase physical activity(TRIPPA): a
randomised controlled trial

* 800 participants in Singapore

* Control (no tracker or incentives)
* Fitbit Zip only

* Fitbit + cash incentive (blue)

* Fitbit + charity incentive (red)

110004

10009

* Incentives tied to weekly steps
= * 6 month incentive and 6 month post-
s | incentive period
. | * Qutcome: Moderate-to-vigorous physical
o activity (MVPA) by sealed accelerometer at 6

months

Finkelstein et al. Lancet Diabetes Endocrinol. 2016 Dec;4(12):983-995
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Smart Healthy Workplace 4 Plus 1 Campaign

Smart device filled
staircase renovation
projects

N APP
Health

Dashboard

-0

Smart cushion and blue tooth
stepper

Water consumption
documentation and
smart analysis

é
Download APP
*Health management «Smart healthy diet choice -
*Line workplace assistance Health take-out menu I Adjustable desks
«Smart fitness coach *Meet-up exercise group
*Real-time health tracker *Exercise social media group
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Health Cloud Platform

Wellness

Medical
Cloud

Cloud




NHI Medi-Cloud System

L Medical Records
Examination Report | " Medical Record
(blood draw/CT/MRI) - =
i Fom ® . a for Specific Clotting Factor
_ ﬂ“ - - Q Medical Record
Allergic Substance t ) _ s for Controlled Drug
F - ; ; i ‘
Rehabilitation ﬁ | ﬂ Surgical Records
Medical Record .
Chinese 0 Examination
Medicine Records ' T Results
Discharge Dental Care
Summary and Surgical

Record

=
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My Health Bank

My Health Bank was established In
2014 :
o 3 years of medical data

o« Displayed in the form of
diagrams

o Simpler access
o Certain disease

prognosis and
evaluation
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My Health Bank

« Heightening the

awareness of self-care

o Reaching self-data 55 g
anytime anywhere - IBEEN e
| 2A
—mEA  RRE  ARAES
B43380E :
RiFEFSE iR 17
BEEERREREE )’ %&T,?*g
e HEW miige ; 5 My Health Bank
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A Tool for Managing Personal Health
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Public Health Framework

High and stable capacity

Declining capacity Significant loss of capacity

Functional
WORLD ability
REPORT
ON
AGEING
AND

HEALTH o
Intrinsic

capacity

¥, Akt

INTEGRATED CARE FOR
OLDER PEOPLE

Rzl gnirg primary hedth rve o ressond
2 RIS sy

Prevent chronic conditions
Health services: or ensure early detection Reverse or slow Manage advanced
and control declines in capacity chronic conditions

Support capacity-enhancing

= . behaviours
Long-term care: Ensure

a dignified late life

Promote capacity-enhancing behaviours

Environments: Remove barriers to
(ECHICA @ participation, compensate for loss of capacity
s
ON PRIMARY
HEALTH CARE -

=
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WHY PALLIATIVE CARE IS
AN ESSENTIAL FUNCTION
OF PRIMARY HEALTH CARE

v,

y
d A
o

o3
i

-
FCHNICAL @
SERIES
ON PRIMARY
HEALTH CARE

New Technology in Community

Palliative Care




Palliative home care monitoring

T AR &
TR AR &

> B -
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| : Physical Data |
| Home monitoring
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< hospice
]

RARSRERG-BHNE

WRERBRR2014/9/29 TF 04:07:03F MR
CHIAEARREN

Cellphone
automatic alert
message

Remote monitor of vital sign of the patient (BP, HR,
blood oxygen, heart/breathing sound)
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Journal of Diabetes Science and Technology
Digital Diabetes Data and Artificial 2018 Disbetss Technology Soiey

Article reuse guidelines:

Intelligence: A Time for Humility sgepub comiourmls-permisons
i jr:furnals,sagcpub,cemfhr:rmcr'dst
Not Hubris gy

David Kerr, MBChB, DM, FRCPE',
and David C. Klonoff, MD, FACP, FRCPE, Fellow AIMBE?

Abstract

In the future artificial intelligence (Al) will have the potential to improve outcomes diabetes care. With the creation of new
sensors for physiological monitoring sensors and the introduction of smart insulin pens, novel data relationships based on
personal phenotypic and genotypic information will lead to selections of tailored, effective therapies that will transform health
care. However, decision-making processes based exclusively on quantitative metrics that ignore qualitative factors could
create a quantitative fallacy. Difficult to quantify inputs into Al-based therapeutic decision-making processes include empathy,
compassion, experience, and unconscious bias. Failure to consider these “softer” variables could lead to important errors.
In other words, that which is not quantified about human health and behavior is still part of the calculus for determining
therapeutic interventions.

Kerr, D., & Klonoff, D. C. (2019). Digital Diabetes Data and Artificial Intelligence: A Time for Humility Not
Hubris. J Diabetes Sci Technol, 13(1), 123-127
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Intergenerational Mobile Technology Opportunities Program
IMTOP

b Lt A T%H

Intergenerational Mobile Technology
Opportunities Program

- - -
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Circle of care

 Person

* |nner network

« Quter network

« Community

« Service delivery
* Policy

Abel J, et al. BMJ Supportive & Palliative Care 2013; 3:383-388
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Integrate care—the new essentials model

E Health Promotion Administration, [

Modified from Ann Palliat Med 2018:;7(Suppl 2):S3-S14



clder people

Qur vision

High-quality

1 1
care for all F

Positive patient

What do we mean experience

by quality?
Clinically
effective

Ensuring people have a
positive experience of
treatment and care

Enhancing quality of life
for people with
A\ long-term conditions

What are

our goals? Treating

people in a safe

environment and

protecting them
from avoidable harm

Helping people
to recover from
episodes of ill health
or following injury

What will my My care and treatment | will get the best possible | will feel safe but

care Iook will be organised around care and treatment if things do go wrong

ardl Paal me as a person. when I'm in hospital people are open and

ad | will feel | will feel and: m supported I will always honest with me.

like? supported to in control of il be treated with The feedback

when |

keep healthy and leave.

spot any problems
at an early stage.

managing my own
condition(s).

dignity, compassion

and respect. acted upon.

| provide will be

NHS
England

Safe, compassionate care for frail

using an integrated

care pathway:

Practica guidancs far commisionears,
s nu
gl lied Fieslth proftessicnal leaders

L rrrd i sl aned
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Prevention.,
Protection,

ll p n Participation,
Partnership!

Health Promotion Administration,

Ministry of Health and Welfare
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