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Global Mental Health Challenges

% of People with Mental Disorder

Source: WHO (2009), Addressing Global Mental Health Challenges. Geneva.
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Patient Profile in Hong Kong
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Strategic Direction of Mental Health Service

‐In line with international trend in the care of persons     
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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Structure in CPS,PYNEH

情緒病

重性精神病

高危精神病/懷疑有精神病剛出院病人
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同行共渡你我他 
攜手照顧展關愛

個案復康支援計劃
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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

SMIs
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Comparison of traditional and recovery oriented model

Traditional Recovery

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
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PCP objectives

1. To develop a community‐based personalized (patient‐centered) care 
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. To reduce 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)
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Scope of service
Severely mentally ill (SMI) patients with moderate Severely mentally ill (SMI) patients with moderate 
to high risk in the community receiving mental to high risk in the community receiving mental 
health services in HA systemhealth services in HA system

District based case management model District based case management model 
involving multiinvolving multi--disciplinary inputsdisciplinary inputs

Adults with age range of 18 to 64Adults with age range of 18 to 64

Patients will be followed up for 1 year by a Case ManagerPatients will be followed up for 1 year by a Case Manager
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Population: Around 800,000
Active Case: 15,000

Catchment Area

Arsenal Street, Wan Chai 

Except Deep Water Bay

Siu Sai Wan, Chai Wan
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Guiding Principles

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.

Rebuilding & Social InclusionRebuilding & Social Inclusion
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Key Roles of Case Manager
Conduct holistic needs, risk and clinical assessmentsConduct holistic needs, risk and clinical assessments

Work out individual care plansWork out individual care plans

Develop a supportive & collaborative long‐term relationship with patients, 
carers, families and community partners

Be a point of contact and accountability

Provide and coordinate recovery-focused interventions

Document and report progress
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1. Each  patient  is  assigned  a  case  manager and  the  service 
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). 

4. Base on client’s problem, suitable case manger
(multi‐disciplines) will be referred.
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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. 
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PCP workflow

Needs & Risk
Assessment

NeedsNeeds & & RiskRisk
AssessmentAssessment

Risk 
Stratification

Risk Risk 
StratificationStratification

Level of 
care

Level of Level of 
carecare

Individual 
care plan

Individual Individual 
care plancare plan

ReferralsReferralsReferrals
Case 
Managers

Clinical assessments Clinical assessments &  &  documentationdocumentation Carers & Community partners 
(ICCMWs)
Carers & Community partners 
(ICCMWs)

Life domainsLife domains

+
On-going
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Source of Referral

∗ MO referral under HA’s
‐ 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
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Service Provision by Case Managers

Intensive community support was provided for the PCP group in the 
following areas:

– Risk and needs assessment
– Crisis intervention
– Illness 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.
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PCP Staff composition in PYNEH
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OT Nurse Social 
worker
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PCP PYNEH
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PCP Song‐同行共渡你我他
A1
∗ 是我太倦 或路途太逺
∗ 我竟嗟怨 與你在兜圈
∗ 每次爆發 你我不知怎算
∗ 兜兜轉轉 混混亂亂
A2
∗ 是你變亂 或人情冷暖
∗ 你總嗟怨 世態盡辛酸
∗ 快要放棄 哪處冰中取暖
∗ 怎麼挑選 如何逆轉
Chorus
∗ 原來問候從無間
∗ 同行共渡過每關
∗ 沿途重任 你我他分擔
∗ 重投現實 疑雲散
∗ 窮途末路 有轉彎
∗ 排除萬難 你我他支撐

Dr. K T CHAN’s (psychiatrist / CPH)
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Thank You!!!
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Q and A

Personalized Care Personalized Care ProgrammeProgramme
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