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Health is social issue & veed social solution A v

Sir Michael Marmot

Chair, WHO Commaission on Social Determinants of Health

“T'’he worst thing for a physician i1s to help
someone get well and then send them straight
back into the situation that made them sick in

_Dr N.‘v'@, 'Favl the first place”
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General WMediator & Vietim Offender Mediator




About Healthh ITn Action
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Health

® Everyone has the right to health
® Health must take consideration of social determinants of health
of the family as a unit

Iwv Action

® We are committed to developing primary healthcare by
adopting social-medical integration, promoting health as the
decision-making elements across different sectors, and NOT
limited to traditional social services sector.

® We avoid to create sick role in community and we aim to
leverage social capital in creating healthy community
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Why HTA started
Soclal Prescribing?

Transdisciplinary &
INCE

Team

armacis
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We already started Green Prescription back in 2019

2025

04




A}\/*’iﬁ% Why Social Prescribing?
Health Sector perspective..?
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* Doctors had ‘educated’ the patients in ward / clinic....

* Nurse clinic has expanded scope of services ..

* Medical social workers has been intervenire _ |

* Electronic Health Record Sharing System... e

* District Health Center/Express had been established...

* There had been medical-social collaborative efforts here and there...

—>Had we observed ‘reversal’ of the deteriorating health status & well-
being of patients who are on downturn?

—>Had we observed the age of onset of chronic illness been delayed?
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\ﬁaﬁ,ﬁ? Why Social Prescribing?
Soclal Sector perspective .7

* Clients need health related support in community

* |s primary care accessibility, availability, acceptability and affordability
be handled by the existing infrastructure in HK context?

* |s social-medical collaboration working?

* Had we observed ‘reversal’ of the deteriorating health status & well-
being of patients who are on downturn? Especially the vulnerable
groups
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Public Resources

Public
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HealthinAction Y 41 Fong’ — Commumity Mewmbers
— Local shop staff [ owwers

— Workplace
— Church, Wosdue, School...
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Opportunity for
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Provide “tools” for

|F’roviding support and

assistance
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Assessment and
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programmes
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Self-initiate &

Disseminate learnt Health Promoter cq_create health

Awareness of self ~ Role-change as in community L.
supporter or referrer [MACAMMKNOWIEAGER | ..\ o\ onts activities

Holistic care plan 4

N/

health condition

or practice

to family or peers
and able to act

Service receiver //«—Q. Service /ﬁ. Service /\?. Community health _—¢ L Health Service

Supporter Influencer promoter Creatlcbr
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Good Impact Assessment Institute *ﬁ i T %

Prof Wong Hung Department of Social Work, CUHK A v\ Health In Action

Short-term Long-term
Outcomes 2 Outcomes

Annual health

1

Health Ownership
l 0.271 | assessment
Self-efficacy in 0374 Cognitive Social Capital ot Life Satisfaction |_ health indicators
Health Management _— R'=0.554 { 0209 = R'=0.504 (CVD)
i 0.438
0.391 0.266 hJ .
T _ | Bonding Social Capital Mental Health 20% |mproved
\ [ : 4 R*=0.284 -0.150 (The lower the better) m 1 Meaning of Life
Appreciation of Community e , R'=0.283 ‘ i R'=0.220
Assets / resource 41\ 60% static
R*=0.465 ~— 0277 |—> | Linking Social Capital | | ; 366 J
0.590 :: | AR 0254 || 0.200
' : : 20% deteriorated
Community Pride 0.064 Sub}ecﬁnv: 0,279 i 5 0.586
4 0405 | Happiness
L Health Literacy 0.329 o nsa
R’=0.359 _ | Mutual Help & Support )
7\ > R
=0.578
0.444 2 0.188
-0.134 0.418
, 5L

1=Male; 2=Female
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we start Social Prescribing

(Community-driven model)

ABOUT Background
* Registered Nurse
PRESCRIBER
Assessment

60’ yrs old lady
Past Medical History:

Social
Prescribing
Invitation

e Multiple Chronic Diseases

(with polypharmacy) BMI 27.1

Body fat 41%

© Hypertension
© Dyslipidaemia
o Chronic chest discomfort
= 70% heart vessels
blockage



j Chief Concern (Mainly related to Cardiac Condition):
; '&‘%ﬁ Tg * Fear of engaging in physical exercise
- o Desires to re-establish exercise habit but
L, Supodtiorn~ uncertain how to begin safely
* |dentified chronic stress as contributing factor

o Significant workplace stress in previous
employment s 3
o Anxious about living alone with no support ~
MATTERS TO |- ¢
e

HER? WHAT ARE THE OBSTACLES?

(CO-PRODUCED BY CLIENT AND ﬁ;;i:

LINK WORKER AFTER 1ST MEETING) l l

(( %9 5

. Lack of exercise/diet

knowledge or guidance @

9  Lackof accompany / social

participation

3 Did not know much about

community resources LINK WORKER
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Annua Social Prescribing Potential areas to
Anans » Prescribing b Sossion K on:
Preparation work on:

WHAT WE WANT TO ACHIEVE
TOGETHER p@o@

To be
accompanied and To explore
supported community
resources
To build healthy To build knowledge
lifestyle base on self health

(exercise & diet) condition
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| - AS FURTHER EXPLORED ON
e Chung Par Shing M Reserol WHAT MATTERS TO HER
DURING

concern about sarcopenia and wish to
preserve muscle mass as she grows older

Social-prescribing activity with hub members,
at Shing Mun Reservoir




Health In Action
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SELF EMPOWERED!

APR 2026:

hike at LAMMA Island with friends!
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Client started with sport activities and muscle training first,
then tried different diet planning from Apr to May.

She explored an effective and sustainable way of cooking,
as well as food sourcing recently. Therefore, limited
change at the beginning and showing significant weight
loss recently

i 182-223N 164~ 201 N
i 19-23kgf
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« Health for All vision

» Tntegrated care
« Shared care plan ( health and social determinants of health )
* Commumity ownership ( shared responsibility, targeted conmectedvess )
» Decrease burden of hospital system burden & social care system
* Task shiftivg of health & social workforce




» 7 funders and 20 NGOs/Academies/Think Tanks have come together with a Shared Purpose:

* Since Dec 10, 2025

We had STARTED the CHANGE together

» To explore how Social Prescribing can become a scalable, community-driven model

[}

for inspiring the HK healthcare system on improving population health.
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WE ARE HERE
TO MAKE A CHANGE

+ Today, 7 funders and 11 NGOs come together

with a shared purpose:
« To explore how Social Prescribing can become a
scalable,
community-driven strategy

+ for Improving population health and casing the pressurc on
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e CHRONIC CONDITION -

IS A CAUSE, ALSO A CONSEQUENCE

Physical health

/ \ problems

Physical wellness

[ Mental health

Mental wellness
problems

Chronic

Conditions
[ Social wellness [ Social isolation }

\ / Poor social

determinants

Social determinants




(M- CHRONIC CONDITION -
IS A CAUSE, ALSO A CONSEQUENCE

Physical health

Physical wellness B —

Mental health
Mental wellness [

problems

Social wellness Fatigue Social isolation

Stress

Loneliness

Social determinants Disconnected Poor social

determinants
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[ Mood Disorder [
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ENTRY POINT....

* Doctor in primary care setting
e Self-referral
* Referrals through trained ldentifiers
* in community setting (NGO workers — Health, SW /
volunteers)
* |In clinical setting (doctors/nurses/allied health/SW)
 AED
e Clinic
 Ward
= Volunteers, Pastors
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The proposed Community-driven Social Prescribing Model

Constructed
Health / Social capital network

Social Prescriber / Link workers

SP Organizer.

- Assessment of context
- Identify target groups - Co-create personalized care plan

- SP Modeling - Manage ‘what matters to clients’ orppunt Progress Monitor

- Make Diagnosis of clients Reporting

Connection maintained with users A®®Q

Enhancing SDH -
Enhancing Autonomy & ==&/

Who are Who are Who are link  What is the local Who are
Identifiers? prescribers? workers? context? stakeholders in

community?



The proposed Social-Medical Integrated

Social Prescribing Model

SP Organizer Social Prescriber / Link workers

- Assessment of context
- Identify target groups - Co-create personalized care plan

Prescriptions

- Make Diagnosis of clients Reporting

Constructed
Health / Social capital network



Ay

ﬁifﬂ-

Health In Actio

Social
Prescribing
Model

Social
Prescribers
& Link
Workers
Training

Social .
Prescribing

Impact
Assessment
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SOCIAL PRESCRIBING IN ONE SENTENCE

Social Prescribing is a mechanism that
integrate social determinants, leverage community resources
and empower community,
in order to overcome the handicap of both
traditional medical care system & social care system that
could help community members to improve health status and

reduce susceptibility to poor health risks,
which finally result in restoring the community’s capacit
respond to wellbeing needs in ageing era




