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Manuscript entitled: A study protocol of a controlled trial of  Strengths Model Case 

Management in Hong Kong 

 

Abstract (346/350 words) 

Background: Although strengths-based models are popular within recovery-oriented 

approaches, there is still a lack of conclusive research to guide how they should be 

implemented. A recent meta-analysis confirmed the lack of clarity in how this 

perspective is operationalized and that fidelity monitoring during the implementation 

process is lacking. Hence, there is a clear need to evaluate the feasibility of delivering 

and evaluating a clearly operationalized strengths-based intervention that incorporates 

fidelity checks to inform more definitive research. This protocol therefore describes a 

controlled trial of Strengths Model Case Management (SMCM) for people with mental 

illnesses residing in psychiatric residential facilities in Hong Kong. It will test the 

feasibility and effectiveness of the model. This study is designed to advance knowledge 

of SMCM development by examining levels and procedures of recruitment and retention, 

as well as assessing outcomes.  

 

Methods: This is a controlled trial that uses the Kansas Model. This pilot study contains 

three elements. First, feasibility will be established by investigating the acceptability of 

the testing procedures, recruitment, and retention rate, which determine the appropriate 

sample size. Process evaluation will be conducted via focus group interviews. Third, 

effectiveness will be measured through outcome measures taken at baseline, the mid-

point, and at the end of the trial at the ninth month. Outcomes will be assessed for both 
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service users and care providers. Outcomes for service users include level of personal 

recovery, hope, subjective well-being, psychiatric symptoms, perceived level of recovery 

features within the organization, perceived level of therapeutic alliance, and achievement 

of recovery goals. Outcomes for care workers will include job burnout, organizational 

features of recovery, and perceived supervisory support. 

 

Discussion: This study will provide preliminary evidence of the feasibility and 

effectiveness of SMCM in Hong Kong. This pilot study should lead to future research 

with a more rigorous and definitive trial, which may advance the generalizability of the 

model and provide a wider dissemination in a different cultural context. 

 

Trial registration: This trial is registered at the Australian New Zealand Clinical Trial 

Registry (Trial ID: ACTRN12613001120763). 

  

Funding: Staff Research Supplementary Account (Tse), The University of Hong Kong.  

 

Keywords 

Case management, recovery, burnout, mental health, shared-decision making, user 

participation  
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Background  

The development and implementation of recovery-oriented, strengths-based 

approaches are in their infancy, but there are indications that mental health services are 

gradually taking up the concept of recovery. Most notably, the Mental Health Service 

Plan for Adults states that “[t]he vision of the future is of a person-centered service based 

on effective treatment and the recovery of the individual” (p.5)[1]. The strengths 

perspective has a long philosophical history since it was officially popularized by 

Saleebey [2] (for a recent review on the development of strengths perspective see Rapp 

and Sullivan [3]). A distinct and noteworthy feature of the strengths perspective is that it 

is a highly individualized and inductive concept based on the premise that meanings and 

reality are constructed through personal narratives.  

  

 In recent years, researchers have advocated that the strengths-based approach be 

applied among people with psychiatric conditions [4-6], and it has gradually evolved into 

a set of guidelines and tools designed to enhance recovery outcomes for those with both 

mild and severe psychiatric disabilities [5-7]. In the 1980s, the University of Kansas 

School of Social Welfare developed and synthesized the strengths philosophies and 

systematically operationalized how it should be implemented. They developed three 

primary tools of the Strengths Model Case Management (hereafter SMCM) and fidelity 

scales.  

 

The three core elements of SMCM are: (1) Strengths Assessment; (2) Personal 

Recovery Plan; and (3) Group Supervision. The Strengths Assessment appraises the 
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users' skills, talents, and environmental strengths that are important and meaningful to 

them in the present, as well as in achieving their goals in the past. The Personal Recovery 

Plan helps service users take small, specific, and measureable steps toward a goal until it 

is achieved. Group Supervision increases the supportive environment for direct care 

workers to help service users around their identified goals [8].  

 

The central tenet behind SMCM is to assist service users in identifying strengths 

and resources, both personal and those available from the environment. Through realizing 

those strengths, users are inspired to achieve their aspirations as they define them. They 

are also inspired to integrate into the community, thus improving overall quality of life. 

SMCM is guided by six principles [6, pp. 52-62]:    

1. People with psychiatric disabilities can recover, reclaim, and transform their 

lives. 

2. The focus is on individual strengths rather than deficits. 

3. The community is viewed as an oasis of resources. 

4. The client is the director of the helping process. 

5. The case worker-client relationship is primary and essential. 

6. The primary setting for our work is the community. 

 

To date, twelve empirical studies have examined the effectiveness of SMCM in 

mental healthcare settings [4, 9-19]. In terms of research designs, only one of these 

studies used a randomized control trial design. The others were quasi-experimental with a 

pre-post design, between-group comparison, or secondary data analyses. Across all of the 
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studies, 18 different outcome measures were used. Out of these 18 outcomes, the most 

common was re-hospitalization, while others focused on psychosocial outcomes such as 

education, housing, vocational outcomes, and finances.  

 

Most studies have demonstrated that SMCM was effective in improving these 

service users outcomes—especially in employment—and have reported greater physical 

and mental health than before they were exposed to SMCM (e.g. [9-11, 13, 14, 16]). A 

recent study suggested that applying the model with higher fidelity leads to better 

outcomes for the service users. Fukui and colleagues [20] used a total of 14 SMCM teams 

in nine different community centers and achieved an overall fidelity of 87%. Furthermore, 

all of these teams demonstrated a significant reduction in hospitalization and gain in 

competitive employment. In no study did service users do worse when they received 

SMCM.  

 

However, the limitations of these studies lie not only in the fact that there are 

merely a handful of experimental studies, and two of those studies had a particularly high 

attrition rate. Even so, it was not documented whether those individuals also dropped out 

of community mental health services they were receiving at the time (over 50% attrition 

in Modcrin et al. [15], and 24% in Macias et al. [21]). There has been no rigorous trial of 

SMCM coupled with high fidelity scores (i.e., implementation monitoring) to study the 

effectiveness of the intervention.  
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In addition, whether SMCM has any impact on personal psychosocial outcomes 

such as subjective well-being, hope, and the level of recovery stages still remains an 

unexplored area to date. It is also unknown whether the application of SMCM has any 

impact on care workers’ job burnout and perceived level of supervision support. Higher 

burnout would compromise not only the psychological well-being of care workers but 

also the quality of care they deliver [22, 23]. Thus it is imperative to look into the 

outcomes of care workers when evaluating a service model in order to establish its long-

term effectiveness [24, 25].  

 

 Furthermore, according to a recent meta-analysis, SMCM remains poorly 

operationalized and inadequately described in all previous studies [26]. Drawing on 

previous findings, it is clear that SMCM needs to be conducted with stringent and well-

defined operationalization of implementation procedures, coupled with fidelity 

monitoring. Hence, this trial will use the Kansas model detailed in the SMCM 

intervention manual [6] and its associated fidelity scale [27] to test the feasibility and 

effectiveness of SMCM in Hong Kong.  

 

Method 

Trial Synopsis 

 This study will be conducted by university researchers, a peer researcher who has 

experience as a service user, and clinicians from three non-governmental organizations 

(NGOs) providing residential services for people with severe and persistent mental illness. 

This is an assessor-blind, nine-month pre-post controlled trial to test the feasibility and 
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effectiveness of SMCM in Hong Kong (Figure 1). Outcome measures will be collected at 

baseline, Month 4.5, and Month 9. This is justifiable because high fidelity can be 

achieved within six months of the implementation . Furthermore, given the relatively 

high attrition rates reported in the abovementioned studies (between 24% and 50%), the 

planned time points will provide us opportunities to closely monitor the activities that 

may deter people who are at risk of withdrawal.  

 

A developmental study or quasi-experimental design is appropriate for the 

following reasons: (1) SMCM is a complex intervention [28] and a novel case 

management practice in Hong Kong or wider Asia. Hence, it is fitting to run this 

pioneering trial in Hong Kong which will inform more rigorous trials to be appropriately 

designed in the future. (2) Although the outcome measures used in this study have been 

carefully chosen by the project team, they were developed and validated in the West. 

Thus it is unclear how they may be applied in the Chinese linguistic and cultural context. 

The cultural adaptions and understandings of SMCM will be addressed in a separate 

qualitative study.  

 

Finally, this study will adhere to international standards such as that of the British 

Medical Research Council (MRC) [28]. Thus, this intervention will pilot sample sizes by 

estimating recruitment and retention sizes, testing procedures, outcome measures, and 

effectiveness. All of this information will be useful for a more definitive and rigorous 

trial in the future. Ethical approval has been obtained from the Human Research Ethics 
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Committee for Non-Clinical Faculties at The University of Hong Kong (HRECNCF: 

EA140913).  

 

<Insert Figure 1 here> 

 

Objective 

 The 9-month trial will be launched in Hong Kong with the objective of assessing 

the feasibility and effectiveness of SMCM. The feasibility investigation will be achieved 

by documenting recruitment numbers, dropouts, and retention in the final wave of data 

collection. Effectiveness will be assessed in terms of personal recovery, psychosocial 

outcomes, and vocational outcomes for the service users. Care worker outcomes will 

include job burnout and perceived supervision support.  

 

Qualitative data to complement findings of this current trial will also be gathered. 

Specifically, during the course of the trial, feedback about the perceived barriers and 

facilitators of SMCM will be solicited. This will be done to investigate changes in trial 

participants—if any—in the process of implementation based on their subjective 

experience. In addition, interviews will be conducted at the end of the trial to document 

the experience of service users in receiving SMCM. This data will be analyzed and 

reported in a separate qualitative study. 

 

Sample size and statistical power 
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With a 2x3 ANOVA design and a moderate intervention effect (Cohen’s d = .50) 

[29], a total of 86 participants will be needed for a statistical power of .80. Instead of a 

smaller effect size, we have estimated a medium intervention effect due to the realistic 

expectation of a reasonably high fidelity score, which has previously been demonstrated 

to have a significant positive effect on outcomes [19]. Given resource constraints, a total 

of 160 participants (80 from each group) will be recruited. 

   

Participants 

This study will target residential rehabilitation service users because their goals 

are generally to advance in their recovery stage and achieve community re-integration. In 

Hong Kong, there are three types of residential rehabilitation services that are provided 

for people with severe mental illness: (1) Supported hostels provide residential services 

for those in recovery and who live semi-independently with some assistance from hostel 

staff. (2) Halfway houses provide residency for those in transition with an aim to improve 

functioning and achieve reintegration to the community. (3) Long-stay care homes 

provide rehabilitation services for those that have a chronic but stable condition and are 

in need of nursing care.  

 

This study will draw participants from these 3 types of residential facilities 

operated by three different local NGOs. Over 90% of service users residing in the 

facilities are diagnosed with schizophrenia spectrum and other psychotic disorders. 

Within the three participating NGOs, a total of six sites (two of each type of residential 

facility described above) are involved. Of these six sites, three (one for each type of 
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residential facility) will be implementation sites, and three will be comparison sites. Both 

long-stay care homes cater to males only, and most of the users from all settings are in 

mid-adulthood (≥  40 years old). Table 1 depicts the recruitment plan. 

 

<Insert Table 1 here> 

 

 A  number of participants matched on age and gender who are diagnosed with 

either schizophrenia spectrum, bipolar disorder, or other psychotic disorders will be 

recruited from the same type of residential setting to form a control group after 

recruitment for the intervention group is completed. Social workers, nurses, occupational 

therapists, and program workers from all the six recruitment sites will be invited to 

participate as mental health professionals.  

 

Recruitment and Sampling of Service Users 

Prior to recruiting participants, formal invitation letters with information on the 

trial will be distributed to all six implementation sites. A generic study title will be used 

in the invitation letters (“mental health recovery research”) for both the intervention and 

control groups in order to avoid potential knowledge of group membership for both the 

staff and service users. The recruitment will be overseen by the person in charge (PIC) of 

each residence and the project principal investigator (author ET) according to the 

inclusion and exclusion criteria. Participants who agree to participate will then be 

assessed for eligibility according to the criteria listed below to receive SMCM. Those 

who refuse to participate will continue with their usual rehabilitation. 
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 Inclusion Criteria  

• At least 18 years of age 

• Consent to participation 

• Is able to read and comprehend Chinese 

• Those with a diagnosis of either schizophrenia or bipolar disorder given by the 

participant’s treating psychiatrist 

• Is currently a user of mental health services from one of the six participating sites 

 

Exclusion Criteria  

Service users will be excluded if they are currently experiencing a crisis or if they 

have serious mental impairments and thus have difficulty participating in the research in 

any way, as determined by their care workers.  

 

Recruitment of Care Worker Participants 

All mental health staff responsible for the delivery of intervention will be invited 

to participate in the study. A matched number of care workers from the control settings 

will be recruited.  

 

Intervention Groups  

The Strengths Assessment and Personal Recovery Plans are used whenever 

appropriate during the intervention sessions. The intervention will consist of regular 

individual sessions (approximately once every one to two weeks), each lasting for 30 to 
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60 minutes, preferably taking place in the community (for example, nearby parks, fast 

food locations for tea; SMCM principle six). The SMCM intervention is to be run for the 

entire course of nine months.  

 

A typical session consists of natural, hope-inducing, strengths-based conversation 

between the service user and the care worker. All care workers from the intervention 

group are adequately trained to deliver SMCM. They received a two-day training 

workshop hosted by trainers of SMCM from the University of Kansas (KU), and, since 

2012, the care workers have attended bi-monthly supervision sessions via Internet 

videoconference with the same trainer from KU, to discuss a few selected pilot cases in 

preparation for this trial. The purpose of these meetings is to uphold the quality of 

SMCM work being delivered to the service users through on-going monitoring and 

improvement of care workers’ practice skills.  

 

During the interventions, the care workers help the service users identify recovery 

goals and activities that are meaningful for them in their own recovery. Then they help 

them achieve these goals by breaking the goals down into achievable steps. Moreover, 

supervisors review participants’ progress by referring to the information recorded in the 

Strengths Assessment and Personal Recovery Plan and providing field mentoring and 

group supervision amongst teams of care workers (the highest fidelity requires this to be 

done weekly).  

 

Strengths Model Case Management Fidelity Scale 
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To ensure the integrity of the intervention, the Strengths Model Case Management 

Fidelity Scale, developed by the University of Kansas School of Social Welfare, will be 

administered by a local trainer (who is independent from the recruitment sites) who has 

more than ten years of experience in using SMCM jointly with a co-trainer who has 

personal experience of mental illness. The fidelity review will be conducted prior to 

commencement of the trial. The feedback and follow-up training will be given to improve 

the scores and reach high fidelity. Based on the fidelity protocol, 6-month fidelity will be 

also measured. High fidelity is achieved when a program reaches an average of 4 (out of 

5-point scale: 1 = low fidelity; 5 = high fidelity) for the structural items; an average of 4 

for the supervision/supervisors items; and an average of 4 for the clinical/service items 

[27]. 

 

Control Groups 

Participants assigned to the control groups will continue the rehabilitation they 

have been receiving from their respective agencies (treatment as usual [TAU]). This TAU 

will be the same treatment as those participants in the intervention group have been 

receiving prior to SMCM. We do not dictate the control treatment because it differs by 

setting. Typical content of the usual rehabilitation treatment includes regular face-to-face 

sessions with the care workers, medical appointments, and general community activities 

(e.g., outings, lunches). 

 

Outcome measures  

Feasibility outcomes  
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According to the guidelines of the British MRC [28], feasibility assessment 

includes testing procedures for their acceptability, estimating the likely rates of 

recruitment and retention of subjects, and the calculation of appropriate sample sizes. In 

terms of acceptability of testing procedures, five individuals from a different psychiatric 

residential setting will be recruited to complete the outcome assessments, and their 

feedback about the wording of the questionnaires and testing procedures will be solicited. 

Recruitment and the reasons for dropouts during the trial will be fully documented.  

Process Evaluation 

A qualitative inquisition will be conducted parallel to this trial to delve into the 

process of implementation of SMCM. Two types of data will be collected. First, during 

the course of the trial, qualitative feedback will be gathered periodically from the case 

workers in the participating sites to identify the difficulties or facilitators in implementing 

and adopting the trial in their respective setting. Secondly, researchers’ observations in 

the form of field notes will be analyzed. All of this data is integral to the process 

evaluation [30]. 

Effectiveness Outcomes for Service Users 

The hypothesis for the primary outcome is that recovery, as measured with the 

Maryland Assessment of Recovery in People with Serious Mental Illness (MARS; [31]) 

will be higher in the SMCM than in the control group at the 9th month post-intervention 

measure controlling for baseline recovery scores and other control variables.  
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Hypotheses for SMCM on secondary outcomes are that, controlling for 

differences in baseline (if any), the SMCM group will show better results than the control 

group at the 9th month post-intervention measure on: (1) subjective well-being, or 

satisfaction with life, as measured by the Satisfaction with Life Scale (SWLS; [32]); (2) 

state of hope as measured by the State of Hope Scale (SHS; [33]); (3) psychiatric 

symptoms as measured by the Brief Psychiatric Rating Scale (BPRS; [34]); (4) perceived 

level of therapeutic alliance as measured by The Working Alliance Inventory (WAI; [35]); 

and (5) organizational features of recovery as measured by the Organizational Climate 

Subscale (OCS; [36]), one of the sections of the Recovery Enhancing Environment 

Measure (REEM); (6) recovery goals. Control variables will include demographic 

information as measured using a two-page self-constructed survey.  

 

In this survey, participants will be asked to write down recovery goals in different 

life domains (e.g. social, financial) they set in the previous 3 weeks. Then, for each goal, 

participants will be asked to rate the progress in achieving such goals on a scale of 1-5, 

where 1 denotes no progress, and 5 denotes that the goal was achieved. Information about 

the transition to independent living, competitive employment, further education, and re-

hospitalization will also be obtained in the survey. All of these instruments have been 

translated and validated in Chinese, with the exception of the WAI, which will be 

translated into Chinese in accordance with established guidelines [37]. 

 

Outcome Measures for Care Workers 
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Hypotheses for the effect of SMCM on care workers are that the following will 

show better results than the control group at the 9th month post-intervention measure: (1) 

burnout as measured by the Maslach Burnout Inventory (MBI; [22]); (2) organization 

features of recovery as measured by the Organization Climate Subscale (OCS; [36]); and 

(3) perceived level of supervisory support as measured by the Perceptions of Supervisory 

Support Scale (PSS; [38]). All of these instruments have been translated and validated in 

Chinese, with the exception of PSS, which will be translated into Chinese following 

established guidelines [37]. 

 

Statistical analyses 

First, the rate of recruitment and retention of participants will be presented using 

descriptive statistics in order to establish the feasibility of adopting SMCM on a larger 

scale. Then background information including socio-demographic characteristics and all 

outcome variables will be summarized based on the implementation conditions. After 

univariate and multivariate outliers are examined, demographics and outcome scores 

prior to the intervention will be examined to investigate the equivalency of the group 

characteristics between the two groups. This is particularly important because the study 

will not use random assignment. If there are any differences, they will be controlled for in 

the tests of the main hypotheses. Generalized linear mixed models will be used to 

examine the intervention effect (group and time interaction) by controlling for site 

differences. A significance level of p < .05 will be use. We will use intention-to-treat 

analyses and the multiple imputation technique for missing data [39]. All statistical 

analyses will be carried out using SPSS 22.0 [40]. 
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Discussion 

 SMCM is a user-directed, recovery-oriented approach that advocates service users’ 

autonomy and facilitates recovery as defined by the users themselves. SMCM emphasizes 

users' own strengths and priorities, reflecting the core values of recovery-oriented 

practices [41, 42]. This trial will potentially provide considerable insight into whether 

SMCM is feasible and effective in psychiatric residential service settings in Hong Kong 

or the wider non-Western context, responding to the need to promote evidence-based 

practices in the social work profession. To the best of our knowledge, this trial will be the 

first of its kind conducted in Asia.  

 

The significance of this trial is twofold. First, this trial will add to our 

understanding of how to conduct effectiveness studies of strengths-based interventions 

(operationalized in a form of SMCM along with the fidelity scales) in a Chinese 

community and help the project team to design a more rigorous evaluative trial for 

SMCM. The information and knowledge collected from the feasibility study can inform 

organizational level changes (e.g., the running of group supervision, how to best organize 

field mentoring) within the agencies and at the individual client level.  

 

Second, the results of this trial can establish preliminary evidence as to whether 

SMCM is useful and beneficial for service users, as well as for the workers providing 

care for them. However, it is important to note that this trial will only provide a 

preliminary indication of effectiveness and that its primary purpose is to assess feasibility 
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and acceptability. While it may not provide solid conclusions for SMCM effectiveness in 

Chinese culture, this pilot study is warranted to build our capacity for a more rigorous 

testing such as a randomized control trials with active control groups in the future. This 

study will also help to determine which of the primary and secondary outcomes are likely 

to be the most relevant for a definitive trial in the future.  

  

 This trial has limitations in that it lacks randomization and may have a high 

dropout rate. Missing data as a result of dropouts will be handled with an investigation of 

this bias by comparing characteristics of participants who have completed all outcome 

measures at all three time points with those who have incomplete data or were lost to 

follow up in order to establish predictors for discontinuation. There may also be 

contamination of the control group, since all the three of the participating NGOs are 

using the recovery approach in general across their mental health services.  

 

However, the potential contamination is thought to be minimal because 

participants from the intervention and control groups come from different residential 

settings, each of which is managed by different staff. Moreover, fidelity checks will be 

conducted prior to trial commencement, and there will be ongoing monitoring throughout 

the trial to ensure integrity of SMCM in the experimental sites. Notwithstanding these 

methodological challenges, the findings and output (e.g., appropriate outcome measures 

to be used, extent of burnout among care providers between the control and intervention 

groups) from the proposed study will take us significantly closer to both understanding 
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recovery in Chinese people with severe mental illness and designing evidence-based, 

recovery-oriented psychiatric services through strengths-building and empowerment.  
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Figure 1 The design of the study. 
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