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Jamison, 1990; Kessler et al, 2003). Depression
was rated as the fourth most common cause
of DALYs worldwide in 1990 and predicted
to rise to second place by the year 2020 and
to first place by the year 2030 (World Health

Organization, 1997; Murray & Lopez, 1996;
World Health Organization, 2008) (Figure 1).
In US in 2001, depression accounted for more
than $83 billion dollars in economic burden
(Greenberg et al, 2003).
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Abstract
The mental health service demand is on rising trend globally. Common mental disorders
imply great DALYs and societal economic burden. WHO and WONCA found interfacing
mental health with family medicine as viable, cost-effective, affordable service model
for common mental disorders with good health outcomes. Similar result was echoed by
studies in United States. Similar service models have been implemented in the 10-year
Mental Health Service Reform in United Kingdom and Australia with good outcomes.
The pilot project of this new service model in a public GOPC in Hong Kong proved
its cost-effectiveness and filtered out these patients from utilization of higher specialist
care, which can focus more on the management of severe mental disorders. The mental
health care model for the full spectrum of mental disorders in Hong Kong can be
outlined in a service pyramid with collaborative care among community partners,
family medicine and mental health professionals.
Keywords: common mental disorders, mental health, family medicine
Figure 1: WHO, 2008: The Ten Leading Causes of Disability in the World, 2004 and 2030
Service need
The population demand for psychiatric
specialist out-patient clinic service (SOPC) of
public healthcare system, Hospital Authority
(HA) in Hong Kong has been increasing in
terms of rising number of patients, growing
patient attendance and long new case waiting
time. It is likely that this surge in demand for
psychiatric service will continue in future.
The demand mainly consists of common
mental disorders and severe mental disorders.
A large scale community survey on mental

health in Hong Kong reported that mood
disorder is one of the commonest conditions
found especially among female subjects in
the study (Chen et al, 1993). About 22% of
the global burden of Disability Adjusted Life
Years (DALYs) has been attributed to mental
disorders, mostly due to the chronically
disabling nature of depression, schizophrenia,
bipolar disorders and other mental disorders
(Prince et al, 2007). Depression implies
high mortality, morbidity, and societal
economic burden, co morbidities with various
anxiety disorders, recurrence and functional
impairment (Kessler et al, 1994; Goodwin &
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The prevalence of mental disorders in
family medicine setting is also very high,
ranging between 10% and 60% in different
studies (Okkes et al, 2002; Barrett et al,
1998; World Health Organization and World
Organization of Family Doctor, 2008). The
disease types are mostly common mental
disorders, including depression and anxiety
disorders. In a 2007 local survey, up to 29.1%
of Tung Chung General Out-patient Clinic
(GOPC) patients were screened positive for
depression (Chiang & Chan, 2007).
Can we manage this group of common
mental disorders at the psychiatric and family
medicine settings cost-effectively?
Hong Kong Journal of Mental Health

International perspective
WHO and WONCA in 2008 reviewed
12 best practice examples of interfacing
mental health with family medicine in
overseas countries. In all countries, there is
a significant gap between the prevalence of
mental disorders and the number of people
receiving treatment and care. Family medicine
care for mental health is the most viable way
of closing this treatment gap, ensuring that
people have access to the mental health care
they need. In addition, it reduces indirect
costs associated with utilization of specialist
care, minimizes stigma and discrimination,
an d r em o v es t h e r i s k o f h u m an r i g h t s
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violations that occur in psychiatric hospitals.
It generates good health outcomes at
reasonable costs, is cost-effective, affordable,
and investments can bring important benefits.
There is no single best practice model that
can be followed by all countries. Successes
have been achieved through sensible local
application of broad principles: government
commitment with formal health policy and
financial resources injection to establish and
maintain the services, presence of mental
health coordinators in steering programs,
adequate pre-service and in-service training
of family medicine workers, sufficient
specialist expertise support/ supervision
and limited doable primary care tasks
(World Health Organization and World
Organization of Family Doctor, 2008).
Various models of quality improvement in
primary mental health care including the
training, replacement, shifted specialist outpatient clinic, collaborative care, and triage
and consultation-liaison models, have been
described and employed in different countries
(Bower & Gilbody, 2005). Collaborative care
was proved to be feasible and more effective
than standard care in improving depression
outcomes in United States studies (Gilbody et
al, 2006; Unutzer et al, 2002).
There has been a Mental Health Service
Reform in United Kingdom (UK) since
1999. It has been interfacing mental health
with family medicine to generate the primary
mental health care therapists for management
of common mental disorders in the past
decade with good results. UK National
Institute for Health and Clinical Excellence
(NICE) guideline valued this service
model as an independent and evidencebased practice guideline for management
of depression and anxiety disorders (NICE
Clinical guidelines CG90, 2009; NICE
Clinical guidelines CG22, 2004).
The Australian Network for Promotion,
Prevention and Early Intervention for
Mental Health (Auseinet) and the Australian
Divisions of General Practice (ADGP),
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under the auspices of the National Mental
Health Promotion and Prevention Working
Party (PPWP), have worked together on a
scoping study of mental health promotion,
prevention and early intervention (PPEI)
activities in the family medicine setting. A
survey of the Divisions of General Practice
and focus groups with family medicine
doctors have identified that there is a base
of mental health PPEI activity occurring in
the family medicine setting and enthusiasm
for PPEI approaches to mental health. Some
of the work is explicitly identified as mental
health PPEI, while much is integrated into
more general mental health and shared care
strategies. The partnership between Auseinet
and ADGP will continue and work in the next
period to move towards a shared language for
mental health PPEI in the family medicine
setting (Australian Network for Promotion,
Prevention and Early Intervention for Mental
Health and Australian Divisions of General
Practice, 2004).
Can we apply overseas experiences to
local settings?
Local perspective
Different levels of mental health care:
community care, family medicine/nonmedical professional care and specialist care
were proposed for common mental disorders
with the vision of enhanced ambulatory
and community care to keep people healthy
and out of hospital (Figure 2). Interfacing
mental health with family medicine under
a consultation-liaison model can manage
the rising demand of those patients with
common mental disorders timely at nonstigmatizing setting. It is in line with the
strategic intent of HA to strengthen the
gate-keeping and diversion strategies by
filtering out these patients from utilization
of higher specialist care. The psychiatric
SOPC new case waiting time can then be
reduced so that it can have more capacity for
the management of more devastating severe
mental disorders.
Hong Kong Journal of Mental Health
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Figure 2: Levels of mental health care for common mental disorders
With this rationale in mind, a special mental
health clinic was set up by HA at Tung Chung
GOPC in May 2008 as the pilot project to
examine the feasibility of this new service model
to improve mental health care in a public GOPC
in Hong Kong. Multi-disciplinary enhanced
mental health service provision, consisting of
family medicine specialist with a special interest
in mental health, occupational therapist, part-time
clinical psychologist, psychiatric nurse specialist,
social worker was delivered within the GOPC
setting, with support and training from psychiatric
specialist through joint patient interviews, lecturing,
case discussion, consultation sessions and
telephone back-up support. It has been successful
in managing mild mental disorders and preventing
any subsequent complication. Less than 20%
of attended patients were referred to psychiatric
care. The conclusion was that it is a promising
service model to improve mental health care in a
public GOPC in Hong Kong, with efficient use of
limited health care resource. Majority of mental
disorders could be handled effectively by family
physicians under the consultation-liaison model in
collaboration with a psychiatric specialist without
referral to psychiatric center. The patients, family
physicians and psychiatrist were generally satisfied
with the service model (Chan, T. et al, 2009).
Hong Kong Journal of Mental Health

Can we utilize this local successful
experience to formulate a new mental health
care model for the full spectrum of mental
disorders in Hong Kong?
Way forward for interface mental health
care model
The 2009-10 Policy Address announced
by the Chief Executive of Hong Kong Special
Administrative Region has emphasized on the
timely treatment of common mental disorders
through interfacing mental health with family
medicine. The 2010-11 Budget announcements
by the Financial Secretary of Hong Kong Special
Administrative Region has allocated resources to
HA to fully implement this new program. This new
service model for common mental disorders shapes
the future territory wide primary mental health care
and revolutionizes the whole system of conventional
specialist mental health care towards interface of
mental health- family medicine to increase service
capacity for demand management of people with
common mental disorders in Hong Kong. There
is also a large workforce of family medicine in
the private sector, namely general practitioners
(GPs) in Hong Kong. Some of them have received
training by psychiatric specialists in the form
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of diploma and certificate courses organized by
Universities on common mental disorders in the
past decade. Equipped with the expertise, some
of them provide care for people with common
mental disorders in their practice due to their own
interest for this type of clients and the professional
satisfaction gained during the management process.
Also, the long-term management of these clients
with chronic disorders acts as a source of stable
income to GPs to buffer against the boom and
bust of their business and economic cycle of the
society. Continuous in-service training and support
by psychiatric specialists through written clinical
practice standards, agreed treatment guidelines,
regular tutorials, lectures on medical advances,
case discussion and telephone back-up support
are needed to provide timely management advice,
upkeep their clinical expertise, maintain the quality
of care, reinforce their confidence and commitment
to continue the care to this type of clients in their

Intensive specialist ambulatory
and community care with 			
hospital care as back-up 		
safety-net
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practice and finally, act as a gateway of referral to
specialist care when higher level of intervention
is needed. With the support of relevant medical
colleges, and in line with Government direction, a
formal framework in the form of Public-PrivatePartnership (PPP) mechanism can be established to
implement the sustainable interfacing work.
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摘要
揉合精神健康及家庭醫學
全世界的精神科服務需求有上升趨勢，常
見精神病對社會造成巨大的傷殘調整生命
年和經濟負擔。世界衛生組織証實：揉合
精神健康和家庭醫學是一個可負擔、可持
續和具成本效益的治療常見精神病的嶄新
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服務模式，美國、英國和澳洲已實踐這個
服務模式，並且取得佳績。香港於一間普
通科門診部也試行這項服務模式，証實具
成本效益，並且減少這類病人使用精神科
門診服務的需要，從而令精神科門診可以
更集中處理重性精神病患者。透過社區服
務夥伴、家庭醫學和精神科跨專業界別的
合作，香港醫療機構可以繪畫一個服務金
字塔，照顧不同的精神病患者。
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