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Geography of HKSAR

• Total area: 1,078 sq km. 
• Situated on the southeastern coastline 

of China, facing the South China Sea. 
• Population :7.23 million
• Population growth :0.9%
• Population density varies from 470 to 

120,000 per Km Sq
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Health Services

• Bulk of in-patient services (90%) and specialist 
out-patient services are provided by Hospital 
Authority (Public Funding)

• Most primary care / some specialist care are 
provided by private practitioner / private 
hospital

• Medical insurance is voluntary

Finance

HK$1,050 per 
consultationFree of Charge

Community Nursing 
Services / Community 
allied health services

HK$700 per 
consultation

HK$100 for the 
1st Attendance, 

HK$60 per attendance, 
$10 per drug item

Specialist out-patient 
(including allied health 

services)

HK$880 per 
attendance

HK$55 per 
attendanceDay Hospital

HK$1,200 dailyHK$68 dailyIn-patient 
(psychiatric beds)

Non-eligible Person (NP)
(Note 2)

Eligible Person (EP)
(Note 1)

Note 1：：：：EPs of public health services are holders of Hong Kong Identity Card issued under the
Registration of Persons Ordinance and children who are HK residents and under 11 years of age.  

Note 2：：：：NPs who have financial difficulties could contact Medical Social Worker for assistance.

*Daily Cost HK$1,200 – $1,500
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Private Hospital

• Daily average cost
$300–2000 

• OPD Fees
$500–4000 per consultation

• No private psychiatric beds

No. of Psychiatric Beds under
Hospital Authority(1992-2006)
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Average length of stay 
(Acute and chronic patients inclusive) (days)

Remarks: average length of stay for acute patients is 6-8 weeks
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NoNo.. of of HA HA psychiatrists and psychpsychiatrists and psychiatriciatric
nursesnurses in the past yearsin the past years
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Some Facts and Figures (2006/2007)

•• Total psychiatric beds Total psychiatric beds 
per 10,000 populationper 10,000 population 6.396.39

•• Psychiatric beds in standalone Psychiatric beds in standalone 
hospitals per 10,000hospitals per 10,000 4.02 4.02 

•• Psychiatric beds in Psychiatric beds in 
general hospitals per 10,000general hospitals per 10,000 2.37 2.37 

•• Number of psychiatrists Number of psychiatrists 
per 100,000 populationper 100,000 population 3.53 3.53 

•• Number of psychiatric nurses Number of psychiatric nurses 
per 100,000 populationper 100,000 population 26.6 26.6 



8

Kwai Chung 
Hospital

Castle Peak Hospital

Psychiatric Departments 
not based in General Hospitals

Psychiatric 
Facilities based in 
General Hospitals

Pamela Youde
Nethersole Eastern 

Hospital Kowloon 
Hospital

Shatin Hospital
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Mix of Services

•• AustraliaAustralia

•• Hong Kong Hong Kong 
Hospital AuthorityHospital Authority’’s Expenditures Expenditure

51%
49%

95%

5%

Hospital醫
院
Community
社區

Remarks: The expenditure on community Remarks: The expenditure on community 
psychiatric rehabilitation service run by psychiatric rehabilitation service run by 
NGOsNGOs
NOT reflected in this budget but included NOT reflected in this budget but included 
in Governmentin Government’’s social welfare budget.s social welfare budget.

Hospital Authority’s 
mental health expenditure per capita
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HA resources spent on Mental Health

2,540 (370)2,540 (370)2004/052004/05

2,530 (369)2,530 (369)2005/062005/06

2,540 (370)2,540 (370)2006/072006/07

2,636 (385)2,636 (385)2003/042003/04

2,575 (376)2,575 (376)2002/032002/03

HK$ Million (HK$ Million (AustAust. $). $)Year Year 

No. of HA Psych Beds/ 1000 people
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Distribution of HA Psychiatric Beds
( by care type) in 2006

Psych beds by care type/ 不同功能病床數目

2228
55%

835
20%

1037
25%

Acute 急性
Rehab 復康
Mixed 混合

The Evolution of Community Psychiatric 
Services in HK

Introduction:
1976 Overseas training for CPN
1977-79 YMTOPD - CPN for discharged patients
1981 Pilot scheme in KCH
1982 “Un-Chau Estate” disaster
1982-83 “PFU” system introduced
1984 24-hours hot line opening of 

CPH and HKPC CPNS Office
1985 Opening of YMT CPN Office
1986 Opening of YFS CPN Office; Kwok Ah Lui’s

incident and review the Mental Health Ordinance
1987 Opening of SKW CPN Office
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1989 Mental Health Ordinance (revised edition 1989) was enacted
1990-91 Opening of Violet Peel Polyclinic CPNOffice
1993 Opening of TW Office and Fanling Office
1994-95 Write paper on Rehabilitation was published by the 

Government to establish consultant-led multi-disciplinary 
community psychiatric teams 

1995-98 Case Management Pilot Project; 
Pre-discharge planning; Family Work for Schizophrenia

1999 MSDC paper: Right sizing of mental hospital, 
focus care for long- stay patients in mental hospital,
shorten hospitalization through enhancing CPS,
commence rehabilitative process immediately upon admission etc. 

1999-2000 Implementation of Assertive Community Bridging project in KCH 
1999-2001  Case management had a positive impact on patients with 

schizophrenia in relation to their mental status and functional level
2001 Integrate CPNS and CPT into a seamless, territory-wide CPS
2002 EXITERS, ComLink, ComCare

Community Psychiatric Services in 
Hong Kong: Characteristics

Weakness: Weakness: 
–– No clear Mental Health PolicyNo clear Mental Health Policy
–– Follow international trend of deinstitutionalization Follow international trend of deinstitutionalization 

and community movement in principleand community movement in principle
–– Insufficient fundingInsufficient funding
–– Driven by incidentsDriven by incidents
–– Service pledge measured by process indicators Service pledge measured by process indicators 

(e.g. number of home visits) instead of outcome (e.g. number of home visits) instead of outcome 
indicators (e.g. reduction of suicide rate)indicators (e.g. reduction of suicide rate)

Strength: Strength: 
–– Free of chargeFree of charge
–– Existence of Mental Health Ordinance with Existence of Mental Health Ordinance with 

balanced consideration of human right of a person balanced consideration of human right of a person 
and protection of safety for the patient and and protection of safety for the patient and 
communitycommunity
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EXITERS

ExtendedExtended--care patients Intensive care patients Intensive 
Treatment, Early diversion and Treatment, Early diversion and 

Rehabilitation SteppingRehabilitation Stepping--stone projectstone project

Background of EXITERS

•• RAE of 2001RAE of 2001--20022002
•• Presence of a group of chronic patients Presence of a group of chronic patients 

who required extended care and who required extended care and 
continued support and supervision in the continued support and supervision in the 
communitycommunity

•• Insufficient LSCH places and long waiting Insufficient LSCH places and long waiting 
list for community residential facilitieslist for community residential facilities
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Objectives

•• 5 year pilot project5 year pilot project
•• Supported group homes converted from Supported group homes converted from 

vacant hospital quarters in CPH, KCH & vacant hospital quarters in CPH, KCH & 
PYNEHPYNEH

•• Home like settingsHome like settings
•• Selection of suitable patients to stay in the Selection of suitable patients to stay in the 

home for a period of time, arrangement home for a period of time, arrangement 
made to return to community (either living made to return to community (either living 
with family, living alone or CR)with family, living alone or CR)

Patient Characteristics

•• LOS 1LOS 1--4 years4 years
•• Failed HWH placement, or deemed Failed HWH placement, or deemed 

unsuitable for HWH, or frequent admission unsuitable for HWH, or frequent admission 
and discharge from HWHand discharge from HWH

•• Exclusion criteria: Exclusion criteria: 
–– MRMR
–– DementiaDementia
–– Deemed unfit to be rehabilitated in Deemed unfit to be rehabilitated in 

open wardopen ward
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Manpower

•• MedicalMedical 2 Medical Officer (Psy)2 Medical Officer (Psy)
•• NursesNurses 1 Nursing Officer (Psy)1 Nursing Officer (Psy)

6 Registered Nurse (Psy)6 Registered Nurse (Psy)
•• MSWMSW’’ss 2 Asst Social Welfare Officer2 Asst Social Welfare Officer
•• OTOT’’s s 1 Occupational Therapist1 Occupational Therapist
•• Supporting staffSupporting staff 6 Health Care Assistant  6 Health Care Assistant  

6 Supporting Staff6 Supporting Staff

EXITERS
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Diversion from Ward to EXITERS - Homes

Vacant quarters in CPH, KCH and PYNEH will be converted 
into suitable home like setting for EXITERS project.

Ward Setting EXITERS Home Setting

Towards the Community
Compassionate 
Rehousing

Live in rented space

Live with Family
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Deliverables

•• 2001 2001 –– 20022002 preparation of preparation of hardwareshardwares
•• 20022002--20032003 preparation of staff preparation of staff 

recruitment of patientsrecruitment of patients
•• 20032003--20042004 100 discharges100 discharges
•• 20042004--20052005 125125
•• 20052005--20062006 150150
•• 20062006--20072007 150150
•• 20072007--20082008 150150

Characteristics of EXITERS

•• EarEar--marked fundingmarked funding
•• Dedicated staffDedicated staff
•• Designated place Designated place neighbouringneighbouring to hospital to hospital 

compound compound 
•• Targeted patientTargeted patient
•• Established rehabilitation programs: Established rehabilitation programs: 

intensive case management, client intensive case management, client 
support groupssupport groups

•• Clear outcome indicators Clear outcome indicators 
•• Problems:Problems:
•• Running out of dischargeable patients Running out of dischargeable patients 

after successfully running for 5 yearsafter successfully running for 5 years
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Hong Kong’s Early Psychosis Program

Early Psychosis Approaches

Significant international trend in mental health care development

Important variations in emphasis and approaches

Better long term outcome

Better critical period

outcome (3-5 years)

Focused (Phase specific)

intervention
Early Detection

Prodrome

intervention

Indicated

Prevention

Schizophrenia and related disorders, affective disorders with psychotic symptoms
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Hong Kong’s Early Psychosis 

Program (EASY)

•• Based on indigenous data and circumstancesBased on indigenous data and circumstances

•• Focused on good care for early psychosis Focused on good care for early psychosis 
–– NOT NOT prodromeprodrome

•• ALL resources went into STAFFINGALL resources went into STAFFING

–– 4 EI teams (each team 2 clinicians and 3 nurses, one 4 EI teams (each team 2 clinicians and 3 nurses, one 
clinical psychologist for entire Hong Kong)clinical psychologist for entire Hong Kong)

–– Staffing is much lower than international average in Staffing is much lower than international average in 
similar Programssimilar Programs

•• WellWell--prioritized pragmatic servicesprioritized pragmatic services
–– Only for <25 yearOnly for <25 year--olds (50% of all cases)olds (50% of all cases)

–– Only for 2 years (then stepOnly for 2 years (then step--down on to general adult) down on to general adult) 

Hallucinations
Delusions

In-patient

Stigmatized

CRISIS
- Suicide
- Violence
- …

No information

STANDARD CARE

Jobs 
failed

Social 
network 
broke 
down

Generic OPD

Little 
psychosocial 
support

Hallucinations
Delusions

Case management by specialized teamHotline screening

Media 
information

EASY 
Groups

Better 
functioning

Family support
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Delay for psychosis presentation is 

long in Hong Kong
DUP (117 FEP patients)
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Hong Kong: mean 1.5 years median 5 months

During this time patients suffers from 

active psychotic symptoms and have 

very poor quality of life

Not just the result of general low 

resources in mental health

Also found in locations with good general 

mental health services in Europe and N 

America

Suggest specific difficulties compounding 

problem of psychosis presentation

Delay influenced by lack of knowledge

–– Lack of family Lack of family 

experience of experience of 

PsychosisPsychosis

•• (p<0.0001)(p<0.0001)

–– Insidious onset Insidious onset 

•• (p<0.001)(p<0.001)
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Chen et al (2005) Social Psychiatry and Psychiatric Epidemiology

Public Education
Important
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Low Risk

A/E

OPD or
Non-Psychiatric

Interventions

High Risk
for Psychosis

High-risk 
Group

Psychosis
Onset

Duration of Untreated Psychosis:
incurring secondary morbidity: loss of social and occupational network, 

loss of personal developmental opportunities, substance abuse, depression

Crisis
Suicide attempt

Violence
Bizarre behavior

C
risis-d

riv
en
 p
resen

tatio
n

C
risis-d

riv
en
 p
resen

tatio
n

Networking
•Interactive partnership 
with community service 
agents
•Ongoing Training
•Feedback

Educational Program
Talks and symposia 
targeting
•Frontline professionals
•Family members
•Public

Educational Material
•Media advertisement
•Bibliographic material
•Internet-based 
information
•Audiovisual material

Pharmacological 
Intervention
•Start with 
conventional anti-
psychotics
•Second generation 
anti-psychostics if 
severe side effects
•Clozapine if treatment 
resistant

Medical Assessment 
within 7 days in a 
convenient setting
(e.g. Community or 
general hospital based)
by an experienced 
clinician

Hotline for 
open referral

Regular monitoring 
and education for 
high risk group

OPD

Inpatient Units

Psychosocial Intervention
(individual/group work)
•Intensive psychoeducation
•Coping Skills training
•Vocational preparation
•Stress Management
•Carer Support Groups

Case management
•For selected cases
•Emphasis on 
engagement
•Assertive outreach 
to supplement 
specialized clinic

Individualized care-plan
•Formulated after first 
assessment
•Discussed with young 
person and family
•Identification of case 
manager (when required)
•Setting of goals
•Regular review

Initial telephone 
screening
by questionnaire

Enhanced information
Reduced Stigmatization
Enhanced information

Reduced Stigmatization

Highly  accessible 
service with

expert evaluation

Highly  accessible Highly  accessible 
service withservice with

expert evaluationexpert evaluation

Comprehensive
intensive

management

ComprehensiveComprehensive
intensiveintensive

managementmanagement

Brief IP stay only if unavoidable
Continue key-worker contact

Brief IP stay only if unavoidableBrief IP stay only if unavoidable
Continue keyContinue key--worker contactworker contact

Transfer to generic
service after 2 years
Transfer to genericTransfer to generic

service after 2 yearsservice after 2 years

Early Intervention aims at shortening DUP and reducing secondary morbidityEarly Intervention aims at shortening DUP and reducing secondary morbidity

Early Intervention Program

Conventional service

『思覺失調』『思覺失調』『思覺失調』『思覺失調』『思覺失調』『思覺失調』『思覺失調』『思覺失調』
服務計劃服務計劃服務計劃服務計劃服務計劃服務計劃服務計劃服務計劃

DysregulationThought and 
perception
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Low Risk

A/E

OPD or
Non-Psychiatric

Interventions

High Risk
for Psychosis

High-risk 
Group

Psychosis
Onset

Duration of Untreated Psychosis:
incurring secondary morbidity: loss of social and occupational network, 

loss of personal developmental opportunities, substance abuse, depression

Crisis
Suicide attempt

Violence
Bizarre behavior

C
risis-d

riv
en
 p
resen

tatio
n

C
risis-d

riv
en
 p
resen

tatio
n

Networking
•Interactive partnership 
with community service 
agents
•Ongoing Training
•Feedback

Educational Program
Talks and symposia 
targeting
•Frontline professionals
•Family members
•Public

Educational Material
•Media advertisement
•Bibliographic material
•Internet-based 
information
•Audiovisual material

Pharmacological 
Intervention
•Start with 
conventional anti-
psychotics
•Second generation 
anti-psychostics if 
severe side effects
•Clozapine if treatment 
resistant

Medical Assessment 
within 7 days in a 
convenient setting
(e.g. Community or 
general hospital based)
by an experienced 
clinician

Hotline for 
open referral

Regular monitoring 
and education for 
high risk group

OPD

Inpatient Units

Psychosocial Intervention
(individual/group work)
•Intensive psychoeducation
•Coping Skills training
•Vocational preparation
•Stress Management
•Carer Support Groups

Case management
•For selected cases
•Emphasis on 
engagement
•Assertive outreach 
to supplement 
specialized clinic

Individualized care-plan
•Formulated after first 
assessment
•Discussed with young 
person and family
•Identification of case 
manager (when required)
•Setting of goals
•Regular review

Initial telephone 
screening
by questionnaire

Enhanced information
Reduced Stigmatization
Enhanced information

Reduced Stigmatization

Highly  accessible 
service with

expert evaluation

Highly  accessible Highly  accessible 
service withservice with

expert evaluationexpert evaluation

Comprehensive
intensive

management

ComprehensiveComprehensive
intensiveintensive

managementmanagement

Brief IP stay only if unavoidable
Continue key-worker contact

Brief IP stay only if unavoidableBrief IP stay only if unavoidable
Continue keyContinue key--worker contactworker contact

Transfer to generic
service after 2 years
Transfer to genericTransfer to generic

service after 2 yearsservice after 2 years

Early Intervention aims at shortening DUP and reducing secondary morbidityEarly Intervention aims at shortening DUP and reducing secondary morbidity

Early Intervention Program

Conventional service

2-stage Screening

•• 11stst stage by telephone (EASY Hotline)stage by telephone (EASY Hotline)

–– Structured, Structured, KeyworkersKeyworkers

•• 22ndnd stage diagnostic assessmentstage diagnostic assessment

–– Low stigmatization settings: NGO and General Low stigmatization settings: NGO and General 

HospitalHospital

•• HotHot--line figuresline figures

–– 17,213 enquiries answered (200117,213 enquiries answered (2001--2006)2006)

–– 6,272 clients assessed (20016,272 clients assessed (2001--2006)2006)



23

Low Risk

A/E

OPD or
Non-Psychiatric

Interventions

High Risk
for Psychosis

High-risk 
Group

Psychosis
Onset

Duration of Untreated Psychosis:
incurring secondary morbidity: loss of social and occupational network, 

loss of personal developmental opportunities, substance abuse, depression

Crisis
Suicide attempt

Violence
Bizarre behavior

C
risis-d

riv
en
 p
resen

tatio
n

C
risis-d

riv
en
 p
resen

tatio
n

Networking
•Interactive partnership 
with community service 
agents
•Ongoing Training
•Feedback

Educational Program
Talks and symposia 
targeting
•Frontline professionals
•Family members
•Public

Educational Material
•Media advertisement
•Bibliographic material
•Internet-based 
information
•Audiovisual material

Pharmacological 
Intervention
•Start with 
conventional anti-
psychotics
•Second generation 
anti-psychostics if 
severe side effects
•Clozapine if treatment 
resistant

Medical Assessment 
within 7 days in a 
convenient setting
(e.g. Community or 
general hospital based)
by an experienced 
clinician

Hotline for 
open referral

Regular monitoring 
and education for 
high risk group

OPD

Inpatient Units

Psychosocial Intervention
(individual/group work)
•Intensive psychoeducation
•Coping Skills training
•Vocational preparation
•Stress Management
•Carer Support Groups

Case management
•For selected cases
•Emphasis on 
engagement
•Assertive outreach 
to supplement 
specialized clinic

Individualized care-plan
•Formulated after first 
assessment
•Discussed with young 
person and family
•Identification of case 
manager (when required)
•Setting of goals
•Regular review

Initial telephone 
screening
by questionnaire

Enhanced information
Reduced Stigmatization
Enhanced information

Reduced Stigmatization

Highly  accessible 
service with

expert evaluation

Highly  accessible Highly  accessible 
service withservice with

expert evaluationexpert evaluation

Comprehensive
intensive

management

ComprehensiveComprehensive
intensiveintensive

managementmanagement

Brief IP stay only if unavoidable
Continue key-worker contact

Brief IP stay only if unavoidableBrief IP stay only if unavoidable
Continue keyContinue key--worker contactworker contact

Transfer to generic
service after 2 years
Transfer to genericTransfer to generic

service after 2 yearsservice after 2 years

Early Intervention aims at shortening DUP and reducing secondary morbidityEarly Intervention aims at shortening DUP and reducing secondary morbidity

Early Intervention Program

Conventional service

Phase-specific Team-based case 

Management

•• Each phase of a complex disorder has specific and Each phase of a complex disorder has specific and 
biomedical, clinical and psychosocial needsbiomedical, clinical and psychosocial needs

•• PhasePhase--specific management is requiredspecific management is required

•• Specialized team achieves better outcome than Specialized team achieves better outcome than 
general teamsgeneral teams

•• Each team (2 clinician and 3 Each team (2 clinician and 3 keyworkerskeyworkers) has total ) has total 
caseload of 500. caseload of 500. 

–– 250 per clinician, 100 for 250 per clinician, 100 for keyworkerskeyworkers, New case 180 , New case 180 
per year per year 
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Study 1 

Hong Kong Island study based on 

EASY and historical control

153 cases standard care in Hong Kong 153 cases standard care in Hong Kong 

Island prior to EASYIsland prior to EASY

1388 cases the first 2 years of EASY1388 cases the first 2 years of EASY

Negative symptoms at 1 year 

improved
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Suicide rate (2 years) is reduced

0
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Suicide %

FEP
EASY

13881388153153

171766

EASYEASYPreEASYPreEASY

Study 2

Cost-benefit analysis

•• EASY EASY vsvs Standard careStandard care

•• 65 subjects matched for diagnosis, age and gender65 subjects matched for diagnosis, age and gender

•• Hong Kong IslandHong Kong Island

•• Direct Cost in Direct Cost in fivefive areas (24 months):areas (24 months):

–– InIn--patient bed day patient bed day 

–– OPOP CareCare

–– Community careCommunity care e.g. home visit e.g. home visit by by professionalprofessional(data(data captured via CMS, captured via CMS, 
CommunityCommunity--based nursing service information system, based nursing service information system, 

–– MSWMSW attendance, CP attendance, A & E attendance, DH attendanceattendance, CP attendance, A & E attendance, DH attendance))

–– Medication utilization (costs of prescribed medicationsMedication utilization (costs of prescribed medications in both IP and OP in both IP and OP 
carecare))

–– Extra resources allocated for EASY serviceExtra resources allocated for EASY service
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Overall Costs(mean) 120,101 152,511  t (128)=-1.12ns

(Based on QM SC) (diff. 27.0%) (p=0.265)

Overall Costs(mean) 73,753 84,520 t (128)=-0.735ns

(Based on HA SC) (diff. 14.6%) (p=0.464)

Overall Costs for 2 Groups

EASY FEP Statistics (df)

Service Type Mean Mean (p-value)

•• EASY more costly inEASY more costly in

–– total OP costs (more contact)total OP costs (more contact)

–– drug costs (more expensive)drug costs (more expensive)

•• Offset by the decrease in Offset by the decrease in 

–– IP costsIP costs

––A & E servicesA & E services

–– CPN serviceCPN service

––MSW attendanceMSW attendance

–– use of DHuse of DH

•• EASY has Better clinical outcomes EASY has Better clinical outcomes 
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Conclusions 

•• A Mental Health Policy Versus incident drivenA Mental Health Policy Versus incident driven
•• Manpower planningManpower planning
•• Mental Health Legislation Mental Health Legislation 
•• Case Management/ Assertive Community Treatment Case Management/ Assertive Community Treatment 

Model/ Home Based Treatment TeamsModel/ Home Based Treatment Teams
•• Closer collaboration with NGOs Closer collaboration with NGOs 
•• Interface with primary careInterface with primary care
•• Public education and dePublic education and de--stigmatization campaignstigmatization campaign
•• ? Community treatment order in Mental Health ? Community treatment order in Mental Health 

OrdinanceOrdinance

Conclusions

•• Affordable and Affordable and accessableaccessable
•• Multidisciplinary teamMultidisciplinary team
•• Well trained and dedicated staffWell trained and dedicated staff
•• Clear outcome measureClear outcome measure
•• Dedicated resourcesDedicated resources
•• Incident driven versus clear mental health Incident driven versus clear mental health 

policypolicy
•• Local context ; public and staff buy inLocal context ; public and staff buy in
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THANK YOU!THANK YOU!


