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Abstract

Background: The experiences of professionals in well-established recovery-oriented programs are valuable for
professionals in similar practice settings. This study explored professionals’ experiences with providing recovery-
oriented services in community psychiatric rehabilitation organizations.

Methods: Semi-structured interviews were conducted with 14 professionals from five recovery-oriented psychiatric
rehabilitation organizations in Taiwan. The interviews were recorded and transcribed verbatim. Thematic analysis
was used for the qualitative data analysis.

Results: The analyses documented three main themes with 13 subthemes. Recovery-oriented service implementation
included seven subthemes: Enabling clients to set their own goals and make decisions, using a strengths-based
approach, establishing partnerships with clients, improving individuals’ self-acceptance, encouraging community
participation, seeking family, peer, and organizational support, and building team collaboration. Problems with
implementing recovery-oriented services included limited policy and organizational support, a lack of understanding of
recovery among professionals, stigma, clients’ lack of motivation or self-confidence in their own ability to achieve
recovery, and passive or overprotective family members. Strategies to resolve implementation problems included
policy changes and organizational support, improving the recovery competence and confidence of professionals, and
family and public education.

Conclusions: To date, this is the first known study examining the perspectives of mental health professionals who
have experience implementing recovery-oriented services in Asia. The participants identified family collaboration, anti-
stigma efforts, and changes in policy and attitudes as critical to successful implementation and delivery of recovery-
oriented services.
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Background
Recovery is regarded as a guiding vision of the mental
health service system [1], shifting the focus of services
from symptom maintenance to personal growth and
choices. The origin of the recovery concept can be traced

back to the era of deinstitutionalization in the US [1]. Be-
cause of limited community services, advocates began to
strive for the civil rights of people with mental illness as
well as for alternative mental health services [2, 3]. The
idea of recovery emerged and provided an alternative ser-
vice framework. Although there is yet to be a consensus
on the definition of recovery-oriented services, such ser-
vices mainly focus on helping people with mental illness
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set and achieve their own recovery goals and improve
their degree of life satisfaction [4–6].
People with mental illness can recover with various

support sources, and mental health professionals can
be part of the support system. Transforming the trad-
itional medical model into recovery-oriented services
requires the development of a new set of values, ser-
vice goals, and practice implementations on the part
of mental health professionals [6, 7]. This includes es-
tablishing positive therapeutic relationships with
people with mental illness, encouraging them to ex-
press their feelings, giving them hope, supporting
their decisions, and encouraging them to take respon-
sibility for their own recovery [4, 8, 9]. Such service
models not only focus on internal changes in individ-
uals, but also on the determinants of environmental
and social health [10]. Therefore, recovery-oriented
services involve a wide range of areas, including
medication, personal care, goal setting, and social
interaction, all of which require collaboration among
various mental health professions [4, 11].
Two systematic reviews [11, 12] have documented

the perspectives of mental health professionals on
recovery-oriented services and the obstacles they en-
counter when implementing such services, such as
limited resources and support from organizations, a
lack of understanding of recovery, and clients’ poor
motivation to set and achieve recovery goals [4, 10,
13]. However, few studies have explored how recovery
services are implemented in non-Western societies,
where individualistic ideas, such as personal growth
and empowerment, are only beginning to gain atten-
tion, and social expectations regarding family caregiv-
ing responsibilities is high. In such sociocultural
contexts, mental health professionals may experience
distinct challenges related to implementing recovery-
oriented services that are different from those of their
Western peers.
Taiwan has begun to implement recovery-oriented ser-

vices [14]. The recovery concept was introduced into the
accreditation standard of psychiatric rehabilitation orga-
nizations in Taiwan in 2017 [15]. However, many mental
health professionals, despite having been educated about
recovery, still struggle to successfully implement these
services. Experiences and examples shared by profes-
sionals in well-established recovery-oriented programs
can provide valuable, practical insights for professionals
in similar practice settings. Therefore, the aim of this
study was to explore the experiences of professionals
from well-established recovery-oriented organizations in
Taiwan, including how they implement recovery-
oriented services, the problems they face, and potential
strategies for overcoming these implementation
problems.

Methods
Research context
Currently, there are 226 community psychiatric rehabili-
tation organizations in Taiwan funded by National
Health Insurance, including 71 day programs and 159
housing programs [16]. Day programs provided struc-
tured activities, such as leisure and vocational activities,
for clients, most of whom are living with their families.
Housing programs provide similar daytime activities, as
well as independent living skills training, to residents.

Participants
Purposive sampling was used to recruit professionals
from well-established recovery-oriented organizations.
We invited three accreditation committee members of
psychiatric rehabilitation organizations, who have visited
many organizations in Taiwan, to recommend candi-
dates. Five organizations were selected, including 3 day
programs and two housing programs, to achieve a fair
representation of the type of organization and establish
regional diversity. The number of staff members in these
organizations ranged from four to thirteen. We con-
tacted the heads of the organizations and asked them to
recommend two to four experienced staff members to
participate in individual semi-structured interviews.

Data collection
This study was approved by the lead author’s university’s
Institutional Review Board. Data collection was conducted
from August 2017 to February 2019. Trained interviewers
(YC and MH) interviewed the participants, who were
given the interview guide beforehand in the meeting room
used for their organizations. The interview guide was de-
veloped based on previous literature [10, 11] and the re-
search objectives of this study. The questions included
how the recovery-oriented services were implemented,
what problems were encountered when providing such
services, and what strategies they suggest to resolve these
problems. Each interview lasted one to one and half hours,
and was recorded and transcribed verbatim. Data collec-
tion continued until no new information was obtained
since this indicated data saturation.

Data analysis
Thematic analysis is a method used to analyze and re-
port themes emerging from data. It can be conducted
within an essentialist framework to explore the experi-
ences of participants [17], which fits the needs of the
current study. Atlas.ti 8.0 software (Scientific Software
Development, Berlin, Germany) was used for data cod-
ing. We analyzed the data in a deductive manner; i.e.,
the analysis was driven by our research interest. Two re-
searchers familiarized themselves with the data, read the
transcripts line by line, and generated the initial codes.
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For example, “In the beginning, clients are encouraged to
make small decisions, such as choosing which courses
they want to attend, or what time they can arrive at the
organization. Gradually, we encourage them to try other
things.” was coded as “Empowerment” and “Encourage
to try things” to represent how the recovery-oriented
service was implemented. Next, the two researchers
reviewed, combined, and organized the codes and devel-
oped preliminary themes. For example, “Empowerment”,
“Client-centered”, and “Taking responsibilities” were
merged into the theme of “Enabling clients to set their
own goals and make decisions”. These codes and themes
were reviewed by the research team until a consensus
was reached. Finally, clear definitions and names were
generated for each theme, and the structure of the
themes was confirmed.
Triangulation and member checks were used to ensure

data credibility [18, 19]. We recruited five organizations
located in different areas of Taiwan and interviewed pro-
fessionals from different professions to enrich the breadth
and depth of the data. In addition, we sent each partici-
pant the transcript and interpretation summary to confirm
that our interpretation was consistent with their experi-
ences with implementing recovery-oriented services.

Results
We interviewed 14 professionals from five community
psychiatric rehabilitation organizations in Taiwan. The
interviewed professionals ranged in age from 23 to 53
years old, with a mean age of 41. Their professions in-
cluded psychiatry, nursing, occupational therapy, social
work, and case management. Years of experience provid-
ing mental health services ranged from 1.5 to 28 years
(see Table 1).

The analyses documented three main themes with 13
subthemes: Recovery-oriented service implementation,
problems with implementing recovery-oriented services,
and strategies to resolve implementation problems (see
Table 2).

Theme 1: recovery-oriented service implementation
How professionals implemented recovery-oriented ser-
vices included the professionals’ attitudes toward their
clients and the methods they use to deliver services. The
content below provides an example of how one partici-
pant (Occupational Therapist D) implemented recovery-
oriented services.

“This client has a master’s degree, and he had
worked previously as an engineer. When he
searched for jobs, he looked for positions like engi-
neers and administrative planning. We told him, ‘If
you want to try different jobs, go ahead. We will
support you.’ After he went to an interview, we
followed up his situation. Then, he shared with us
his interview or job search process. He found out
that, for example, in one of his interviews, the em-
ployer stated, ‘I asked A, and you answered B or C
to me. What you answered was not what we
wanted.’ Later when he went to another interview,
the employer said, ‘You said you had a master’s de-
gree, but according to the way you speak and react,
I feel like you don’t have such a high degree of edu-
cation at all! Did you lie to us?’ Well, the reality of
society forced the client to directly face the pressure
of real life … However, he still didn’t believe it and
kept trying different jobs. He has worked as a secur-
ity guard, a worker in a beverage shop, and a project
assistant … However, he did not have successful
work experiences. Also, he found out that he seems
to forget things easily. For example, when he
worked in the beverage shop, he easily forgot the
steps required to make a drink. He had to ask
others how to do it, and kept asking over and over
again... The boss was very angry and asked, ‘Have
you studied hard? Did you remember [the proced-
ure]?’ The client wondered to himself, ‘I have lis-
tened carefully. Why can’t I remember?’ He also
started to wonder why he couldn’t do things as well
as others … It took him several years to gradually
accept his own situation and reexamine his goals.
Therefore, I think that recovery-oriented services
are time-consuming, labor-consuming … quite
labor-consuming … We need to build a team con-
sensus. When a client comes, we have to be consist-
ent with what we say to the client and make sure
our attitudes are also consistent. However, it helps
the individual become aware of the real situation

Table 1 Participant characteristics

N = 14

Gender, n(%)

Female 11((79%)

Education, n(%)

Bachelor’s degree 7 (50%)

Master’s degree or above 7 (50%)

Profession, n(%)

Psychiatrist 2 (14%)

Nurse 3 (21%)

Occupational therapist 4 (29%)

Social worker 3 (21%)

Case manager 2 (14%)

Age (years), mean ± SD 41.07 ± 8.85

Work experience in mental health services
(years), mean ± SD

14.46 ± 8.62
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and triggers change. This client gradually realized
that he should not compare himself with others, but
rather should be looking at himself. If he makes
progress, it is worthy of joy and recognition.”

This example showed how the professional provided
support for her clients, and how her client learned and
grew during the process. Seven subthemes emerged from
the data: Enabling clients to set their own goals and
make decisions, using a strengths-based approach, estab-
lishing partnerships with clients, improving individuals’
self-acceptance, encouraging community participation,
seeking family, peer, and organizational support, and
building team collaboration.

Enabling clients to set their own goals and make
decisions
The participants’ frequently mentioned using a client-
centered approach to help clients set their recovery goals
and plans based on their individual needs and

expectations. In addition, the participants created oppor-
tunities for clients to select, plan, and take actions in
their lives, such as activities of daily living, travel, and
employment. For example: “In the beginning, clients are
encouraged to make small decisions, such as choosing
which courses they want to attend, or what time they
can arrive at the organization. Gradually, we encourage
them to try other things” (Social Worker I). Clients can
learn from their own first-hand experiences, where a
failed outcome helps them make different decisions in
the future.

Using a strengths-based approach
Many participants used a strengths-based approach
when interacting with clients. They understood their cli-
ents’ strengths and promoted the clients’ use of their
own unique capabilities. One stated, “When he was put
into that situation [where students with special needs
were guided by him to paint the wall], he was very ex-
cited to be called “teacher” since he had never had

Table 2 Overview of themes and subthemes

Themes/Subthemes (numbers of quotations) Definitions of subthemes

1. Recovery-oriented services implementation (214)

Enabling clients to set their own goals and make
decisions (46)

Professionals create opportunities for clients to select, plan, and take actions in their lives
based on their needs and expectations. Clients learn and grow from the decision-making
process.

Using a strengths-based approach (18) Professionals acknowledge clients’ strengths and promote clients’ use of their unique
capabilities, which can help them develop hope for their future.

Establishing partnerships with clients (31) Professionals interact and discuss matters with clients as if they are friends.

Improving individuals’ self-acceptance (13) Professionals help clients gain a better understanding of mental illness and the concept of
recovery in order to accept their own situation and redefine themselves.

Encouraging community participation (28) Professionals encourage clients to interact with the community and gain more life
experiences.

Seeking family, peer, and organizational support (44) Professionals seek support and resources from various sources, including families, peers, and
organizations.

Building team collaboration (34) Professionals reach a consensus on recovery-oriented services and exhibit consistent atti-
tudes toward clients.

2. Problems with implementing recovery-oriented services (159)

Limited policy and organizational support (46) Policies and organizations have insufficient support for recovery-oriented services.

A lack of understanding of recovery among
professionals (20)

Professionals have a limited understanding of and practice with recovery-oriented services.

Stigma (30) Stigma on mental illness impedes professionals from promoting recovery-oriented services.

Clients’ lack of motivation or self-confidence in their
own ability to achieve recovery (36)

Clients’ low motivation or self-confidence hinder the implementation of recovery-oriented
services.

Passive or overprotective family members (27) Families with unsupported attitudes restrain the implementation of recovery-oriented
services.

3. Strategies to resolve implementation problems (82)

Policy changes and organizational support (27) Support from policy and organization level boosts the implementation of recovery-oriented
services.

Improving the recovery competence and confidence
of professionals (32)

Strengthening professionals’ recovery competence and confidence is beneficial for
implementing recovery-oriented services.

Family and public education (23) Education to improve attitudes of families and the public is critical for implementing
recovery-oriented services.
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similar opportunities or experiences” (Occupational
Therapist N). These experiences enabled people with
mental illness to have hope, to see their own growth and
strengths, and incentivized them to strive towards their
recovery goals.

Establishing partnerships with clients
Some participants mentioned that they routinely estab-
lished partnerships with their clients. This meant that
they interacted and discussed matters with their clients
as if they were friends: “We always hope that we are
connecting with them as friends, rather than from a top-
down position. We want to maintain an approach where
we engage in mutual discussions with them on how they
should act, rather than simply asking them to do what
we are requesting them to do” (Social Worker L).

Improving individuals’ self-acceptance
Some participants helped clients gain a better under-
standing of mental illness and the concept of recovery in
order to accept their own situation and redefine them-
selves. Open-ended questions were used to encourage
discussions, providing clients with opportunities to re-
flect on their life journey and face their inner emotions.
“We discussed this incident [e.g., frustration at work] in
front of the whole class, asking them if they have had
similar experiences or emotions. They started to under-
stand how to face their own life situations and them-
selves. We also encouraged them to accept their
mistakes … what they did in the past” (Occupational
Therapist E).

Encouraging community participation
Since many Taiwanese people with mental illness have
limited opportunities to participate in various activ-
ities, the participants encouraged their clients to en-
gage with others outside of the organization and
interact with the community, which allowed them to
have more life experiences. One participant stated,
“We connected with some community resources. Our
drum team went to teach children or the elderly to
play drums. Gradually, some organizations invited us
to perform. Our clients also painted the school walls
together with the schoolchildren. At the same time,
this activity also helped schoolchildren understand
what people with mental illness are like” (Social
Worker I).

Seeking family, peer, and organizational support
Seeking support from various sources, e.g., family mem-
bers, peers, and organizations, was critical for imple-
menting recovery-oriented services. The participants
noted that the connection between family and people
with mental illness is tightly knit and mutually

influential. One said, “Chinese culture is different from
Western culture. When we make decisions, we usually
consider what our family will think. We grow up this
way...” (Psychiatrist A). Hence, the implementation of
recovery-oriented services requires continuous commu-
nication with family members. One participant stated,
“We continue to provide the content of these rehabilita-
tion plans each month to the family. In terms of recov-
ery, we are not simply working with the client but also
with the entire family” (Social Worker L).
Peers function as an important source of social sup-

port. The participants encourage people with mental ill-
ness to help their peers and share their recovery
experiences, with the hope that it will boost their confi-
dence in their own recovery. For example: “We had the
opportunity to have two clients share their recovery ex-
periences in public. Hearing their peers sharing success-
ful experiences had a positive impact on some of our
clients” (Psychiatrist M).
When facing limited resources, mental health profes-

sionals work with other organizations to pool resources.
One participant mentioned, “We used to organize sports
competitions on our own. Later, we approached other
organizations to co-organize the event with us. By taking
the first step, we are demonstrating to others that we
already have experience. There will then be organiza-
tions that decide to follow our lead and work with us”
(Nurse K).

Building team collaboration
Some participants stated that training from experienced
professionals on how to interact with clients, as well as
group discussions and supervised meetings helped team
members build consensus on recovery-oriented services.
Consistent attitudes toward clients among different pro-
fessionals improved team collaboration and were benefi-
cial for implementing such services. For example: “We
discuss the client condition together and then treat the
client consistently...We emphasize that our attitudes are
consistent, and we do not intervene too much” (Case
Manager H).

Theme 2: problems with implementing recovery-oriented
services
Problems with implementing recovery-oriented services in-
cluded five subthemes: Limited policy and organizational
support, a lack of understanding of recovery among profes-
sionals, stigma, clients’ lack of motivation or self-confidence
in their own ability to achieve recovery, and passive or over-
protective family members.

Limited policy and organizational support
Our results showed that there was insufficient support
for recovery-oriented services from both policies and
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organizations, such as unmatched reimbursement regu-
lations and limited personnel. The participants felt that
insurance reimbursement was inadequate to support the
activities needed to implement recovery-oriented ser-
vices. For example, when a client was discharged from
an organization when he/she got a job, the insurance re-
imbursement was discontinued even though the profes-
sionals were still providing ongoing support to facilitate
the client’s successful transition to paid employment.
Such situations created a dilemma for the organizations
and made them reluctant to push clients out. In
addition, limited personnel and organizational resources
made it difficult for participants to spend time with their
clients and provide varied activities for clients. One said,
“The level of policy support for [psychiatric] rehabilita-
tion treatment is insufficient for us to develop recovery
activities. We have to expend additional time seeking ex-
ternal resources” (Nurse K).

A lack of understanding of recovery among professionals
Some participants suggested that relatively little atten-
tion is being paid to community psychiatry and the
concept of recovery in professional education. One
stated, “Our professional educational system is very
much focused on pathology, but the outcomes of
pathology will over-medicalize recovery for people
with mental illness” (Psychiatrist M). The participants
also mentioned that the concept of recovery is ab-
stract, and practical opportunities to gain experience
are insufficient, resulting in some professionals in
their organizations not understanding how to deliver
recovery-oriented services even if they were aware of
the concept of recovery.
In addition, a paternalistic perspective continues to

permeate mental health service delivery. Hence, partici-
pants frequently have to struggle between insisting on
their preferred treatment for clients vs. respecting cli-
ents’ choices (e.g. relinquishing the power over treat-
ment decisions). One participant mentioned, “By
returning the sense of control to clients, we cease to be
their guides. Instead, we become mere companions. I
think this is extremely difficult for healthcare profes-
sionals” (Occupational Therapist E).
Participants also found that some staff in their orga-

nizations were skeptical about recovery. They are
afraid of potential risks and believe that people with
mental illness are not capable of taking responsibility.
One said, “Some colleagues asked in a doubtful man-
ner, ‘Do you really intend to let the client take over
such major decision-making? Making these decisions
may cause greater danger or risks to them. Are you
going to be responsible for these?’” (Occupational
Therapist D).

Stigma
Stigma not only has a negative impact on the recovery of
people with mental illness, but also impedes the ability of
professionals to promote recovery-oriented services. For
instance, some participants described how the construc-
tion of new community settings has resulted in issues such
as protests and resistance from local residents. Stigma is
also prevalent in vocational rehabilitation. One participant
has done job matching for clients and stated, “We are well
aware of how significant social stigma is for our friends
with mental illness. It is quite common for employers to
specify they do not want to hire people with mental ill-
ness” (Occupational Therapist F).

Clients’ lack of motivation or self-confidence in their own
ability to achieve recovery
Many participants commented that people with mental ill-
ness are relatively passive and are used to relying on their
family as well as societal resources. This presents a di-
lemma for the participants between encouraging clients to
strive towards meeting their potential or respecting their
desire to be content with their current situation. One
mentioned, “He can use the [governmental disability] sub-
sidies to have the lifestyle he desires. He does not have
any other material wants. As long as he and his family
get along, he thinks life is good. You can only go along
with his ideas. To us, he does not have the motivation to
change anything” (Occupational Therapist F).
The participants also discovered that some people with

mental illness lack self-confidence about their own recov-
ery or are afraid of the challenges they may encounter
when making changes. One said, “He has experienced
hurt in the past. He requires a long time to get over such
experiences, so once he has been in a very good state, he
may feel that being in the current state is safer since the
pressure is overwhelming, and there is no need to experi-
ence that again” (Social Worker I).

Passive or overprotective family members
The participants frequently mentioned that client recov-
ery is negatively affected when families do not actively
take part in or support their relatives’ recovery journey,
or families are unable to work collaboratively with their
relatives. One stated, “Many families are not able to col-
laborate with our rehabilitation plans. We work with the
client for his goals here, but once he gets home, he may
be led into to a completely different lifestyle. So, he re-
mains stuck in the same spot. If family members can
collaborate with us, his progress will be much faster”
(Social Worker L).
Furthermore, the participants also stated that some

families are overprotective of their relatives with mental
illness or are afraid to make changes. This results in
people with mental illness being unable to practice
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independent learning and decision-making. Some partic-
ipants said, “It is rather a pity that the family could not
bear to see him suffer [from failures or getting rejected,
etc.], so he quit the job. Our training thus could not be
sustained. We very much need the support of families”
(Social Worker I). “Maybe something in the past causes
the family to be scared. They are afraid that if they let
the client go out and try something different, it is pos-
sible the client comes back [with a relapse] and makes a
mess again” (Nurse C).

Theme 3: strategies to resolve implementation problems
Three subthemes emerged when discussing strategies to
resolve implementation problems: Policy changes and
organizational support, improving the recovery compe-
tence and confidence of professionals, and family and
public education.

Policy changes and organizational support
Specific policies enacted by the government to encourage
or request organizations to implement recovery-oriented
services may be one way of boosting organizational will-
ingness to implement such services. For instance: “If an
organization can help certain clients secure jobs, the gov-
ernment can increase reimbursement. This will provide a
strong motivation for organizations.” (Occupational Ther-
apist E). “If policies request the client management teams
to hire peer specialists, then there will be comprehensive
changes” (Psychiatrist M). The government could assist by
consolidating the support networks among organizations
to advance resource utilization. “This year, we are also
making efforts to expand the networks for mutual re-
sources. These networks can be established much more
efficiently if they are undertaken by governmental depart-
ments” (Social Worker L).
Support from the organizations’ management teams was

also found to be an essential element for implementing
and sustaining recovery-oriented services. Some partici-
pants stated that if they can demonstrate to the manage-
ment teams the effectiveness of such services, as well as
the greater benefits that can be brought about with suc-
cessful recovery, the management teams will support
recovery-oriented services. One said, “Our own profes-
sionalism must also be sufficient to convince the boss that
these expenses are within an acceptable range and also
lead to good effects. Thus, the better you are at it, the bet-
ter the organizational reputation will be over time. This is
a bonus for the organization; perhaps this may lead to
more applicants joining the organization” (Nurse G).

Improving the recovery competence and confidence of
professionals
The participants indicated that medical education and
on-the-job training requires greater incorporation of and

focus on recovery concepts. One stated, “If we wish to
ensure a consistent direction for all staff members, there
could be more professional courses related to this topic
that we could attend” (Case Manager J). In addition, on-
the-job training is also needed to strengthen the skills
needed to implement recovery-oriented services, such as
providing specific clinical guidelines or inviting experi-
enced professionals to offer practice-based courses on
the implementation of recovery-oriented services. One
participant stated, “I think it is important for them [pro-
fessionals] to come observe how it is done, attempt on
their own, and then come back for a discussion. This is
a process that requires back and forth reiterations, as
there are many organizations who may know what to do
when they observe us, but find they are unable to work
with these methods on their home ground. This is be-
cause the implementation of recovery concepts depends
on the environment and individuals.” (Occupational
Therapist E).
In addition to educational and operational support, the

participants also noted that successful service implemen-
tation can help change the opinions of professionals and
increase their confidence when providing recovery-
oriented services. One participant noted, “Actually, we
have seen many successful cases, so we do not necessarily
need to debate with them (other staff). It is challenging to
change mindsets. We can first gather those who are will-
ing to implement these services together, demonstrate ef-
fectiveness, and then help people understand that this is
how it should be. Thereafter, we will gradually be able to
convince others who disagree to think otherwise” (Occu-
pational Therapist E). Another participant said, “When
you receive gratitude or feedback from clients or their
families, or when they have successfully found jobs, you
will feel that your efforts have not gone to waste because
there are indeed achievements” (Nurse G).

Family and public education
Many participants commented that family members’ at-
titudes have a great impact on people with mental ill-
ness. One participant said that “Families can be
educated. Do not be afraid of speaking to them. You
need to communicate with them constantly and share
examples with them. Tell them explicitly what the client
has done and the positive outcome that has ensued”
(Case Manager H).
Furthermore, the participants believe when the public

has a better understanding of mental illness, this will re-
duce stigma and misunderstandings about people with
mental illness and provide more opportunities in the
community for them. People with mental illness need to
be encouraged to speak up and learn to advocate for
themselves. Public education on recovery also is needed.
For example, “We can’t just simply practice within our
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organizations behind closed doors. We may need to
bring our clients out and even help them learn to self-
advocate. For example, we can have some performance
opportunities. I think these are forms of self-advocacy”
(Occupational Therapist N).

Discussion
To the best of our knowledge, this is the first qualitative
study in Asia of the perspectives of mental health profes-
sionals who have experience with implementing
recovery-oriented services. This study documented their
experiences when implementing these services, as well
as implementation problems and strategies for resolving
these problems.
Le Boutillier and colleagues reviewed 30 recovery-

oriented service guide documents (all from Western coun-
tries) and developed a conceptual framework consisting of
four domains: Promoting citizenship, organizational com-
mitment, supporting personally defined recovery, and
working relationship [20]. Although the categorizations
are different, the implementation of recovery-oriented ser-
vices described by Taiwanese professionals has many simi-
larities. Probably because Taiwanese professionals learned
the concept of recovery from the literature, a similar oper-
ational framework was used, such as a client-centered and
strengths-based approach, as well as collaboration among
people with mental illness and various support systems
intended to successfully deliver recovery-oriented services.
The above traits do not indicate any obvious cultural dif-
ferences and can be considered to be universal features of
such services.
In addition, many participants in this study mentioned

the role of family dynamics in implementing recovery-
oriented services. This phenomenon is understandable
considering the culture context of Taiwan. Song found
that family support is important for the recovery of Tai-
wanese people with mental illness [21], and scholars in
Hong Kong also specifically list “family participation” in
their defined recovery elements [22]. In Chinese culture,
the connection between the family and the individual is
close and interdependent. When a family member is
sick, the family is expected to be responsible for the wel-
fare of the sick person. Family members frequently influ-
ence the decision-making of their relative. The
autonomy of the sick person become restricted [23–25],
which can undermine self-determination. Our results
showed that even though the participants were aware of
the importance of the family and wanted to involve the
family in their clients’ recovery process, collaboration
with families can be problematic. Family members with
passive or overprotective attitudes often prefer maintain-
ing the status quo as opposed to risking possible frustra-
tion and negative consequences. One participant stated
that professionals need to not only work with the client,

but also with the family. Moving the family from being
an obstacle to a catalyzer for client recovery is a major
challenge for professionals within Chinese culture.
Based on our results, stigma has a great impact on the

ability to implement recovery-oriented services. Stigma
is a major obstacle to social integration of people with
mental illness, and a stumbling block for their recovery
[4, 26, 27]. Studies have shown that stigmatization of
mental illness, such as associating mental illness with
public danger, is more prevalent in Asian societies than
in Western societies [28, 29]. Specifically, Confucianism,
which emphasizes relationships and filial piety, makes
suffering from mental illness extremely shameful in a
Chinese context. People with mental illness whose be-
haviors deviate from Confucian values are stigmatized.
Also, both those with mental illness and their family
members are negatively impacted by stigma [30, 31].
Part of the reason family members tend to maintain the
status quo may be related to stigma because making
changes may lead to public attention directed toward
their relatives with mental illness. Therefore, the de-
stigmatization of people with mental illness requires
more effort in a Chinese context. Education and contact
are the main anti-stigma strategies for people with men-
tal illness [32]. Our results showed that the professionals
are seeking to create opportunities for interaction with
the public through activities such as volunteering or par-
ticipating in art exhibitions or music performances, to
help the public gain a more accurate understanding of
people with mental illness. In addition to the efforts be-
ing made by individual organizations, education and so-
cial interaction require strong support in terms of
policies and governmental resources to promote bal-
anced reporting by the media, education on mental
health at all levels of education, and to make such infor-
mation accessible and pervasive throughout society.
Limited policy and resource support are common

recovery-oriented service implementation problems [10,
26, 33]. People with mental illness need governmental
support to pursue their recovery, yet often having diffi-
culties with attracting attention and support from legis-
lators and governmental officials [34, 35]. For Taiwan,
the median mental health expenditure per capita is US$
0.75 [36], which is lower than the global median mental
health expenditure per capita (US$ 2.5) reported by
WHO [37]. Current service volume of psychiatric re-
habilitation organizations per 10,000 population is 1.45
and 2.88 for day programs and housing programs, re-
spectively [16]. Mental health services in Taiwan are ex-
tremely limited, let alone recovery-oriented. It is
appreciated that some organizations are willing to em-
brace the concept of recovery under such difficult condi-
tions. Our results showed that insurance reimbursement
for these services needs to be increased. The government
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can implement mechanisms that enhance organizational
motivation for implementing recovery-oriented services,
such as extra incentives for individual goal attainment
and reimbursements for employment follow up services.
In addition, recovery-oriented services include placing
value on mutual communication and emphasizing dis-
cussions of recovery goals and plans between profes-
sionals and people with mental illness, thereby requiring
more time and personnel. Governmental policies can in-
crease the number of people allocated in psychiatric re-
habilitation organizations to decrease case load and in
turn provide quality services. To strive for better services
and resources for this population, more effort should be
made to promote the effectiveness and advantages of
successful recovery-oriented services.
Both the literature and our results reveal the import-

ance of professional education. Even though our partici-
pants were from well-established recovery-oriented
organizations in Taiwan, they had some colleagues who
did not believe in recovery. Education can provide pro-
fessionals with a more thorough understanding of the
concept of recovery and help them establish collabora-
tive relationships with people with mental illness [8, 10,
26]. In addition, the key to successful implementation of
recovery-oriented services is to effect changes in the atti-
tudes of the professionals involved [38, 39]. Changes in
attitude can be facilitated via training, organization-wide
discussions on and support for recovery, as well as
courses and case discussions that include professionals
sharing their experiences with recovery-oriented ser-
vices. Training to raise awareness and reflection is also
essential in recovery education. Professionals must con-
tinually reflect and confirm whether the interaction be-
tween themselves and people with mental illness is
consistent with the core values of recovery, and it may
require a period of practice to find the appropriate pat-
tern. Future recovery education efforts can consider in-
corporating individual or group reflection activities [40]
to help professionals better master the implementation
of recovery-oriented services.
The study had several limitations. We interviewed ex-

perienced professionals from five well-established
recovery-oriented community psychiatric rehabilitation
organizations in Taiwan. This may limit the transferabil-
ity of the findings to those who come from traditional
psychiatric rehabilitation organizations, non-community
settings, or different cultural backgrounds. Furthermore,
social desirability bias may have affected the narratives
of the participants who were recommended by the heads
of organizations. However, these organizations were rec-
ommended by accreditation committee members who
are familiar with psychiatric rehabilitation organizations
in Taiwan. Few studies have directly discussed the im-
plementation methods used in recovery-oriented services

in Asia. This study adds preliminary information con-
tributing to this under-investigated field. In addition, we
did not interview other stakeholders, such as policy-
makers, family members, and people with mental illness,
but rather recruited professionals from various back-
grounds, locations, and settings in Taiwan to provide a
comprehensive perspective of practitioners and ensure
data credibility.

Conclusions
In this study, mental health professionals who provide
recovery-oriented services in Taiwan were interviewed
to gain knowledge of their practical experiences. The re-
sults documented their experiences with the implemen-
tation of recovery-oriented services, the associated
problems and strategies used to resolve them, which are
beneficial for novices. The influence of Chinese culture
on recovery-oriented services was highlighted. Seeking
collaboration of family members and combating the ef-
fects of stigmatization were found to be the primary
challenges faced by professionals in a non-Western con-
text. Policy changes and attitude changes in profes-
sionals and people with mental illness were also found
to be keys to the success of recovery-oriented services.
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