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Global Mental Health Challenges

South CDIUﬂjbia:
: > e
Africa: 17%

18.4% 17.8%

Australia:
20%

Source: WHO (2009), Addressing Global Mental Health Challenges. Geneva.
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Patient Profile in Hong Kong
m

= Psvchoses or Severe
Mental Illness (SMI)

B Neuroses or Common
Mental Disorder (CMD)

m Others
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Strategic Direction of Mental Health Service

-In line with international trend in the care
with mental illness. HA has been directing efforts to
enhance its ambulatory and community based mental
health services.

-4 services: PCP (Personalized Care Program)
ICT (Intensive Care Team)
CPN(Community Psychiatric Nurse)
RSP(Recovery Support service)
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PCP Milestones
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Case Management Program for
Patients with SMI

‘

Vision

To implement a more
personalized, long-term
system of care and
recovery-orientated
community support
service for client with

SMI in Community Community
partnership SMls focused

Care keeping
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Comparison of traditional and recovery oriented model

Medical dominated Oriented to choice
Focus on the disorders Focus on the person
illness based Strengths based

Individuals adapts to the treatment  Providers adapts to the needs of
individual

Rewards passivity and compliance Self management



PCP objectives

To develop a community-based personalized (pa
programme using a case management model

2. To provide coordinated care based on needs and risk assessment (needs
and risk management)

3. To prevent avoidable hospitalization by better engagement (gate-
keeping)

4. Toreduce disabilities and enhance recovery by promoting social
inclusion (recovery-focused care)

5. To establish a district-based platform for better service coordination
(community partnership)

6. To build up professional workforce to meet future service reform
(workforce development)



Scope of service

Severely menta
to high risk in the commt
health services in HA system

Adults with age range of 18 to 64

District based case management model
involving multi-disciplinary inputs

4, Patients will be followed up for 1 year by a Case Manager

Personalized Care Programme



Catchment Area f P

—~af}—— DISCOVERY BAY SAlI KUNG

x Siu Sai Wan, Chai Wan
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Arsenal Street, Wan Chai

‘ |

Except Deep Water Bay

Population: Around 800,000
Active Case: 15,000

Personalized Care Programme




Guiding Principles

: Q‘l‘) .”"l .‘l' ) . ) o 2
L:Jeyen;leme &  Rebuilding & Social Inclus Sty lyyeiol
Unaparansss ol o fyey

1. Personalised care — put patients at the centre, respect and understand
their strength, goals, aspirations, needs and difficulties.

2. Holistic approach to recovery encompassing physical, psychological,
emotional and social needs.

3. Needs and risk management — needs assessment, risk identification and
stratification with appropriate level of care.

4. Promoting hope, empowerment, self-management, and social inclusion
throughout the recovery journey.

5. Working in partnership — constructive relationships with patients,
families, carers, and community networks.



Key Roles of Case Manager

Work out individual care plans. l
Develop a supportive & collaborative long-term relationship with patients,
carers, families and community partners

Be a point of contact and accountability l

Provide and coordinate recovery-focused interventions l

Personalized Care Programme



Operational Principles

‘\:_</

Each patient is assigned a case manag ,
duration is not less than one year to deliver phase-specific
interventions for patients under the PCP.

2. Case manager of the PCP provides an extended hours service
covering 365 days within the year and continuous service to the
patient disregard of their in-patient or out-patient status. Crisis
intervention will be provided when necessary.

3. The service hours are from 8:00 am to 8:00 pm (Monday to
Friday) and 8:30 am to 1:00 pm (Saturday, Sunday, Public
Holiday and Statutory Holiday).

e
(multi-disciplines) will be referred.

4. Base on client’s problem, suitable case manger
)




Operational Principles

5.  Case manager works closely with his/her supervisor and the CMO along the
care pathway to monitor the patient’s mental state and continuously
reviews the Individualized Care Plan (ICP) according to the changes of needs
and risks

6. Case manager delivers personalized care package to patient, ensures
continuity of care, collaborates with internal and external community
partners via regular clinical meetings, service co-location, expertise sharing,
mobilization of community resources to strengthen pre-discharge risks-
needs assessment and post-discharge community support to enhance

recovery and social inclusion of patients in the community. -g



PCP workflow

Life domains

Community
resources
Forsonalised
recouery-
focused
Liuing skills
Individual : |
care plan |

Housing|

1

Carers & -'C_:d'r-hmunity partners
(ICCMWs)




* MO referral under HA’\

- Psychiatric SOPD
- Psychiatric ward
- Consultation liaison

Patients with the following high risks and needs would be
the top priority of referring this PCP service, including
living alone, living with younger children and/or elder
parents, history of substance abuse/ violence /[ suicidal
thought, unemployment.

* Community Psychiatric Nurse/Case Manager




Service Provision by Case Managers

® Intensive community support was provided for the P

following areas:

Risk and needs assessment

Crisis intervention

lllness and medication management
Psychological intervention

Living skills training

Vocational guidance

Enhancement of social wellbeing
Family and carer support

Liaison with community partners

® Community-based outreach in the form of home visit and community
outreach would be offered throughout the patient's recovery journey.

Personalized Care Programme




PCP Staff composition in PYNEH

Staff composition

Senior Case
Manager

4 Advanced Practice Nurses
+ 1 Occupational Therapist |

Registered Nurse
(Psy.)

Occupational
Therapist Il

Assistant Social
Welfare Officer

Assistant Case
Manager

Personalized Care Programme
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PCP Song- [ﬂj,j Y 150 TG 1y

Dr. KT CHAN's (psychiatrist / CPH)
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