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Primary Care and Building a Community Wide Gatekeeper System: 
Introducing a Registration System and Common Patient Record 

1. BPF strongly recommends the introduction of a system of accreditation and registration 

of family doctors and primary health care professionals to act as the first part of access to 

publicly funded non-emergency health care in Hong Kong.  As gatekeepers to the 

system it is essential that they are both professionally competent and able to share 

patient data with the public hospital services to whom they refer patients and vice versa. 

2. The following outlines BPF’s thinking on the role of the family doctors. 

3. Around the world, the merits of a primary care oriented system is acknowledged for 

better health, higher satisfaction on health services, less unnecessary medical 

interventions and medications, and lower costs.  Some of the key elements of primary 

care include easy access, a long term doctor-patient relationship, comprehensive 

knowledge of patient’s health status which facilitates preventive counselling, a record 

which contain all health-related information of a patient, etc. 

4. On the other hand in Hong Kong among the many problems which beset its health care 

system are the long queues at Specialist Out-patient Clinics (SOPC) and of patients 

waiting anxiously to be seen by hard working medical staff at the Hospital Authority (HA).  

More resources are not the whole solution.  Changing the habits of our citizens when 

seeking help from doctors and other measures are needed to ensure proper care of our 

population and relieve the workload at public hospitals. 

5. When the authorities address the question of the health of the community, great 

emphasis is rightly placed on prevention and effective primary care and the promotion of 

the family doctor as the principal gatekeeper, the first port of call for the sick, and leading 

on thereafter, where necessary, to more specialised hospital care.   

6. Private doctors are easily accessible in Hong Kong and already provide about 60% of all 

primary care.  What is needed is to encourage or require patients to first consult a family 

doctor, with whom they should also build up a long term relationship, before using 

hospital services, particularly public hospital services, other than in emergencies.  But 

this will not happen on its own.  Practical measures as a supplement to persuasion 

need to be put in place. 
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7. The BPF suggestion is a package of measures which would involve the registration of 

patients with their chosen family doctor (a private general practitioner) and for these 

family doctors to be accredited, acknowledged and placed on a Registry as approved 

gatekeepers to specialised hospital care at the HA.  The registration of family doctors 

would carry with it their ability to access and receive patient records from the HA and 

such things as details of any recommended follow-up action by the HA specialists.  The 

transfer of this information would of course require patient’s consent and be privately 

protected by the use of passwords.  However, these doctors would not be prohibited but 

in fact encouraged to also link up with private hospitals. 

8. All patients at the HA would be required to name their family doctor to whom the HA 

could communicate on treatment and refer back the patient upon discharge. 

9. To facilitate the registration of doctors the BPF suggests an additional funding incentive 

by way of a single annual per capita grant to the family doctor for each patient on their list 

who are also registered with the HA (either refer to them by the HA or vice versa).  

Consideration could be given to built in incentives for achieving certain performance 

standards and a higher grant for registered group practices providing wider primary, 

more integrated and twenty four hour services. 

10. Consultation fees paid by patients to registered doctors would be on a fixed scale 

comparable to the rate charged at public clinics, which would be raised.   

11. Those on CSSA and social welfare will continue to have free access to and subsidies at 

public health facilities.  They similarly would be required to choose their own family 

doctor at the General Out-patient Clinics (GOPC). 

12. The scheme in the initial stage would likely focus on the more regular users of HA.  For 

illustration purposes, assuming: 

- an annual grant of say $300 per head in total inclusive of performance bonus 

- the number of patients at the HA (in-patient & SOPC1) is 2,000,000 

 
1 This is only a ball park estimation.  Latest figures at HA as of March 2004:  total number of in-patients 
excluding babies is 19,910;  the total number of patients at SOPC is an estimate by dividing the total 
attendances 5,488,161 by 3. 

 19



                          Appendix 3 
 

the total sum required would be in the region of $600 million. 

13. For the private GPs who join the scheme, their main income would be made up of an 

annual grant from Government and consultation fees.  These family doctors would thus 

have a regular basic income for each patient registered, those with a large pool of 

patients would receive more, those with less would receive less.   

14. It is common practice for patients to move from one doctor to another and it would be 

necessary to build flexibility into the scheme to allow portability of records and 

registration from one doctor to another.  However with education and encouragement 

particularly from the HA most patients should eventually settle with one doctor.  

15. There are now diploma courses in addition to lengthy periods of study in family health 

care which are available to the medical profession and possession of recognised 

qualifications would become part of the accreditation and registration of the family doctor 

process.   

16. A further prerequisite of registration and entitlement to the grant by the doctor would be 

the maintenance of approved electronic data base medical records compatible with 

those of the HA.  The BPF has suggested a separate task force for implementation of a 

community-wide electronic common record system. 

17. To summarise, individuals using public health facilities should be registered with a 

qualified family doctor.  The doctor should be registered.  Transfer of records 

electronically from hospital to doctor should become an accepted practice.  Fees would 

be fixed. 

18. The whole purpose of this approach is as a first step to build the relationship between 

private primary care and public secondary care, supported by common electronic record, 

from the bottom up.  The scheme should be reviewed in Phase II of the reform including 

expansion into the whole community and privatisation of the GOPC taken into account 

the reform progress. 
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