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ABSTRACT 

 

This study is to examine the meaning of recovery and its making process 

among people with mental health problems from a person-centered perspective in 

Hong Kong. By employing a qualitative research approach, this study attempts to 

explore the strategies and practices deployed by people with schizophrenia for 

overcoming the daily difficulties and challenges caused by their illness. A total of 

14 persons with schizophrenia living in the community were invited to participate 

in the in-depth interview. 

 

Three major types of strategies and practices employed by people with 

mental health problems are revealed in the study. They can be categorised into 

medical, personal and social practices. In the recovery process, it is suggested that 

people with mental health problems are active agents. Based on their social 

situations and resources, they creatively invent and deploy tailor-made coping 

strategies and practices for overcoming their daily struggles and challenges.  

 

With the use of the person-centered perspective, it is evident that the 

meaning of recovery of persons with schizophrenia is highly subjective. Five 

emerging themes have been identified throughout the recovery process, including 

developing a social role, achieving acceptance of one’s own mental health 

problems, developing a positive sense of self, developing a new meaning and 

purpose in one’s life and finally, taking responsibility of one’s wellbeing. These 

themes highlight the complexity and uniqueness of people with mental problems 

in Hong Kong.  

 

In sum, the study bridges the research gaps in understanding the 

conceptualisation of recovery in the local context. It helps to extend the discussion 

and analysis of recovery beyond the western medical paradigms. Moreover, this 

study clarifies three major types of coping strategies and practices deployed by 

people with mental health problems, particularly those with schizophrenia, and 

attempts to establish an analytical framework in understanding these strategies 

and practices. Finally, the delineation of the decision making process, including 

the social context and the rationales of the use of various coping strategies and 

practices opens up new possibilities in understanding the mechanism of recovery.  
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Introduction 

Mental health rehabilitation has long been a major field of study in social 

sciences. In psychiatry and health care study, researchers mostly put their focus on 

medical or clinical interventions, symptoms remission or relief, functional 

stabilisation and relapse prevention. Developing and innovating new treatment 

strategies have become the major research focus. Nevertheless the subjective 

experiences of people with mental health problems have been ignored nor were 

their input assigned its proper weight. 

 

The denial of personal understanding and subjective experience promoted by 

the clinical approaches highlights several critical limitations in the investigation of 

recovery among people with mental health problems (Sayre, 2000). One of the 

major weaknesses of such perspective is that it fails to recognise the significance 

of individuals as active agents in their illness episode (Larsen, 2004). Throughout 

the process, the clinical approach identifies individuals with mental health 

problems as clients rather than partners or agents in the practitioner-client 

relationship. The effectiveness of promoting a successful recovery is based on and 

endorsed by the empirical evidences, subjective experiences are meaningless and 

useless for developing and improving medical treatments and interventions. Under 

this circumstance, individuals with mental health problems take up no roles and 

positions in the treatments and interventions. As a result, receiving treatments and 

interventions have never helped individuals with mental health problems 

understand what they had experienced throughout their recovery process. 
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Besides, the ignorance of subjective experience among individuals with 

mental health problems limits the understanding of the underlying principles and 

process in making decision throughout their recovery journey. The promotion of 

recovery requires the individuals to develop a clear understanding and 

determination of engaging with their mental health problems. Without the 

understanding of individuals’ subjective experiences throughout their recovery 

process, mental health practitioners are unable to know how and why individuals 

with mental health problems make sense with their decision and action. In order to 

identify and get reach to the entry of intervention, studies on cognitive analysis of 

mental health problems has pointed out the significance of subjective experiences, 

proposing that “actions taken during illness episodes are likely to depend on the 

patients’ subjective experiences and the way how they develop a personal 

understanding in terms of their cultural beliefs, educations and experience” in 

relations to their mental health problems (Sayre, 2000, p.72). In other words, 

knowing and understanding the subjective experiences helps mental health 

practitioners to design and develop meaningful treatments and interventions for 

facilitating recovery. In this sense, investigating and understanding the meaning of 

individuals’ subjective experience is essential in the study of mental health. 

 

Furthermore, the abandonment of subjective experience narrows down our in 

understanding the diversity and complexity of recovery. In clinical practice, the 

meaning of recovery follows clear rules and definitions. It is commonly 

understood that recovery of mental health problems equals to the remission of 

psychiatric symptoms and resumption of functioning. Besides, medical treatments 

and interventions are standardized and they are guided by straight rules and 



3 
 

procedures. By using different empirical measurements, the progress of recovery 

is evaluated and measured by mental health practitioners and professionals. The 

meaning of recovery promoted by clinical approach Recovery In fact, the study of 

self and identity formation of people with schizophrenia, findings argue that 

stories and narratives of individuals with schizophrenia are diverse and vary from 

each other. (Estroff, 1989) In other words, people with schizophrenia would take 

different strategies and practices to live or cope with their difficulties according to 

their unique social context and position. Personhood and subjectivity are useful 

concepts for researcher to understand and recognise their recovery experience and 

its meaning. In this sense, investigating the subjective experience of people with 

mental health problems helps researchers extend the possibilities in understanding 

the meaning of recovery as well as treatments and inter. 

 

Because of the above limitations, the ignorance of the subjective experience 

in the investigation of the meaning of recovery among persons with mental health 

problems has undergone a prominent turn in the field of social sciences (Larsen, 

2004). Sayre (2000) has acknowledged such turning of focus from labelling 

symptoms to personal meaning of psychotic experience provides a new approach 

in understanding the recovery experiences. Thus, the investigation of subjective 

experience should be placed at the central position in studying the recovery of 

mental health problems. 

 

With this background, this study attempts to extend our understanding and 

knowledge of subjective experience and meaning of recovery among people with 

schizophrenia in the community setting in Hong Kong. The study will focus on 
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investigating the personal meaning of recovery, the conceptualisation process as 

well as the coping strategies and practices deployed by people with mental health 

problem. It is hoped that the findings of this study will be able to illustrate the 

complexity of recovery as well as shed light on the uniqueness of each recovery 

journey. 

The Objectives of the study 

People with schizophrenia suffer from numerous challenges and struggles in 

their everyday life. In order to cope, or to live, with these difficulties and 

hardships, they have to develop the knowledge, skills, will, strengths and 

strategies, to overcome the negative impacts caused by their mental health 

problems throughout the recovery process. This raises a number of questions. For 

instance, what types of strategies and practices do they employ to cope with their 

mental health problems? How do they get through the effects of psychiatric 

symptoms and the adverse side-effects of taking antipsychotics? Why do they 

employ these strategies and practices and what are the effects of employing them? 

As recovery is a prolonged process full of unique experiences and encounters, the 

meaning of recovery must be different from each other with different types of 

mental health problems. What do people with schizophrenia think about their 

recovery? What recovery means to them? The above enquires help to develop the 

major objectives of this study.  

 

This study has two major objectives. The first objective of this study is to 

explore and examine the strategies and practices deployed by people with mental 

health problems in their everyday life context. It involves the investigation of the 
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decision, meaning making process and effects of deploying these strategies and 

practices. 

 

The second objective of this study aims to discern the meaning of recovery 

from a person-centered perspective. By investigating the subjective experiences of 

those suffering from schizophrenia, this study hopes to demonstrate the meaning 

of recovery in a daily life context. The investigation includes various themes and 

directions, such as the development of sense of self, social role and strengths of 

those with mental health problems.  

The Organization of the Thesis 

This thesis is divided and organized into seven chapters. The purpose and 

content of each chapter are as follows.  

 

The purpose of chapter one is to give an overview and examine the relevant 

literature on the historical development of the key concepts in understanding the 

nature, the causes as well as the risk factors of schizophrenia. In this chapter, the 

paradigm shift in understanding schizophrenia, which has shifted from biological 

to biopsychosocial, provides the foundation for the rise of the recovery movement. 

This chapter will form the foundation for understanding the emergence and 

importance of recovery. 

 

Chapter two provides critical review of relevant literature on the current 

debates and discussions in understanding the concept of recovery. In this chapter, I 

shall give an overview of the concept of recovery. Major issues in the discussion 
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of the emergence and development of recovery in schizophrenia will also be 

discussed. Besides, the key characteristics and themes of recovery will also be 

highlighted and examined.  

 

In Chapter three, the formation, development and characteristics of mental 

health facilities and services in Hong Kong will be critically examined and 

discussed. The purpose of this chapter is to argue that a “recovery-oriented” 

service model has gone through five evolution stages and gradually been 

established in Hong Kong. The revision of the great transformation in the 

development of mental health facilities and services will demonstrate how the 

emergence of four turns has shaped the implementation recovery-oriented mental 

health care services.  

 

The methodology of this study will be discussed in Chapter four. In this 

chapter, I will explain the research approach, the research objectives and research 

design of this study. In this section, the data collection method, in-depth 

interviews, setting of interviews, the interview guide, procedures and ethical 

considerations will also be discussed. The social and demographic characteristics 

of the samples will also be described at the end of this chapter.  

 

The analysis of the narratives begins at Chapter five. Based on the research 

findings, this chapter aims to explore and discuss the strategies and practices that 

participants deployed to cope with their mental health problems in everyday life 

context. In order to examine these strategies and practices, this chapter will be 

divided into three major sections, along the themes of medical, personal and social 
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practices, according to their characteristics and nature. The decision making 

process and its context will also be discussed. 

 

In Chapter six, I shall examine and discuss the conceptualisation of recovery 

from a person-centered perspective. This chapter attempts to illustrate the 

meaning and characteristics of the recovery. By investigating the narratives from 

participants, this chapter endeavors to reveal and discuss the emergence of five 

major themes throughout the journey to recovery.  

 

Chapter seven will be the conclusion of this study. I shall first summarize the 

major and unique observations and findings of this study. The significance of this 

study, its limitations and directions for future research will also be presented 

afterwards. 
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Chapter 1 What is Schizophrenia 

Schizophrenia has been described as the ‘worst disease affecting mankind’ of 

the past few decades(“Where next with psychiatric illness?,” 1988), it is also 

considered to be one of the most severe and debilitating mental health problems 

around the globe (Cross, 2012; Larry Davidson, 2003). According to the survey 

conducted by the World Health Organization (2001), schizophrenia is ranked as 

one of the top ten health problems that contribute as a major burden and threat 

across modern human societies. Although the rates in general population varies 

from place to place , it is estimated that 0.5% to 1.0% of people worldwide are 

suffering from schizophrenia (Andreasen, 2010). The low incidence rate of 

schizophrenia in general population does not mean it is having a low level of 

impact to people. On the contrary, with the characteristic of early age of onset, 

persistent chronicity as well as high level of severity, schizophrenia brings great 

suffering not only to the inflicted individuals themselves but also to their family 

members as well. Furthermore, schizophrenia also affects the person’s language, 

perception, identity and the sense of self (Andreasen, 2010; WHO Schizophrenia, 

2014). Therefore, it is common to see that people who are suffering from 

schizophrenia always having great difficulties in experiencing and expressing 

emotions, developing interpersonal relationships, interpreting past experience and 

also planning for the future. Moreover, some of the symptoms, such as 

hallucinations and delusions, produce great subjective psychological pain. These 

facets of schizophrenia greatly affect and damage a patient’s chance to enjoy their 

social life within the family and in the community, also, they bring a strong sense 

of powerlessness and hopelessness throughout their life course (Cross, 2012). 
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Although various attempts have been made over the years to forge a 

consensus about the definition of schizophrenia, nevertheless, the concept remains 

controversial. The incomplete understanding of the nature of schizophrenia cannot 

be ascribed to the lack of studies and findings. In fact, intensive studies and 

substantial records on schizophrenia and tonnes of new data and discoveries about 

the nature, causation and treatment of schizophrenia have been generated from 

researches in recent decades. Tandon, Keshanvan and Nasrallah (2008) reported 

that “approximately 5000 publications per year relating to schizophrenia can be 

found in PubMed” (p. 5) and the number has been growing tremendously over the 

past few decades. Despite the growing amount of new data and discoveries in 

understanding schizophrenia, they failed to help in crafting a consensus in 

understanding schizophrenia. 

 

In this chapter, I would like to first provide a brief introduction about 

schizophrenia, and then summarize and conclude the major epidemiological 

findings of schizophrenia in recent studies as well as discuss how risk factors, 

such as genetic and environmental factors, are involved in the causation of 

schizophrenia. In the following sections, I will first recap and present the 

understanding of schizophrenia from the great fathers of study in schizophrenia, 

and then briefly introduce the knowledge and discoveries about the occurrence of 

schizophrenia in the last few decades in different areas, such as population, 

socio-demographic characteristics and time. Lastly, I will review some key 

genetic findings and environmental risk factors related to the development of 

schizophrenia. 
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Legacies from the Past: John Hughlings Jackson, Emil Kraepelin and Eugen 

Bleuler 

The term schizophrenia is a combination of two Greek roots skhizein (means 

‘to split’) and phēne (means ‘mind’) (Baucum, 2006). It was first introduced by a 

Swiss psychiatrist named Eugen Bleuler (Rector, Stolar, Grant, & Beck, 2011) 

who believed that a split condition exists in the psychic functioning among those 

with schizophrenia. The term was coined in the last century and has always 

assumed that it is a “new disease” in the modern world after rapid 

industrialization and urbanization (Andreasen, 2010). In fact, if we look back into 

the history, there are numerous descriptions of paranoid schizophrenia-like 

psychotic states since the ancient Greece and Roman times. In the Greek tragedies, 

such as the Bacchae, Medea and The Oresteia, delusional beliefs, psychotic-like 

acts and insanity were fully described in the stories. In addition to ancient 

portrayals, medical records and literatures in the early times also provide evidence 

that psychotic disorder similar to schizophrenia was a commonly recognized 

clinical condition. Many writings of our early medical forefathers, such as 

Hippocrates, Galen, or Soranus of Ephesus, clearly described and showed that 

many cases of disorder were similar to schizophrenia in hindsight though modern 

clinical classification was absent then. At that time, mental illnesses were treated 

as some kind of physical illness, it was either the result of an imbalance of 

humours or an imbalance of brain (Andreasen, 2010). In this section, we shall 

have a brief review about the contributions from the three pioneers in modern 

schizophrenia research: John Hughlings Jackson, Emile Kraepelin and Eugen 

Bleuler. The purpose of reviewing their studies is to provide us an opportunity to 

review and understand the development of the causation and nature of 

schizophrenia at the beginning of modern psychiatry.  
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John Hughlings Jackson (1835-1911) 

The Victorian-era neurologist John Hughlings Jackson was a trailblazer who 

opened up a new and influential framework in understanding the nature and 

causation of schizophrenia. In his work written in the late 19
th

 century, Jackson 

(1932) observed many cases and speculated the mechanisms that underlie 

psychotic symptoms, he wrote: 

 

Disease is said to “cause” the symptoms of insanity. I submit that 

disease only produces negative mental symptoms, answering to 

the dissolution, and that all elaborate positive mental symptoms 

(illusions, hallucinations, delusions, and extravagant conduct) are 

the outcome of activity of nervous elements untouched by any 

pathological process; that they arise during activity on the lower 

level of evolution remaining ( p. 46). 

 

The observation and conclusion drew by Jackson summed up several basic 

but prominent theoretical frameworks that direct many schizophrenic researches 

up to this day. Jackson is believed to be the first person to use the term “positive 

symptoms” and “negative symptoms” in identifying the characteristics of 

schizophrenia. He used the term positive mental symptoms to describe an 

exaggeration of normal function of an individual, which elaborations and 

distortions or normal perception, beliefs, and behaviours (such as delusion and 

hallucination) were all brought together under the umbrella of this term. For 

negative mental symptoms, he used it to describe a pure loss of some normal 

functions and experience, such as deficits in speech, motivation, emotion, and 

pleasure were grouped under this category (Rector, Stolar, Grant, & Beck, 2011).  

 

Besides deploying the concepts of positive and negative symptoms as an 
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identification of diagnosing schizophrenia, Jackson proposed “an intuitive causal 

interface of biology and manifest symptomatology” of schizophrenia (Rector et al., 

2011, p. 5). He believed that negative symptoms were deficit states and suggested 

underlying compromise brain structures, while positive symptoms were 

elaborations and suggested an underlying cognitive process. Undoubtedly, living 

in the late 19
th

 century, Jackson’s observation and conclusion on the mechanism 

of symptoms was inevitably influenced by the ascending Darwinian evolutionary 

theory of his time. His concepts concerning the mechanisms that produced the 

various symptoms were clearly shaped by a Darwinian view that the brain is 

organized in hierarchical evolutionary layers (Andreasen, 2010).Thus, it is 

obvious to see that Johnson adopted a biological perspective in explaining the 

causation of schizophrenia and its symptoms. 

 

Although Jackson did not discuss much on the prognosis and outcome of 

those suffering from schizophrenia, the concept of negative and positive 

symptoms opened up a fresh perspective in understanding the chrematistics and 

underlying mechanisms of schizophrenia which closely resemble to some of our 

current discussions today. At present, the conceptual parameterization of positive 

and negative symptom categorization inspired from Jackson’s legacy has become 

the dominant schizophrenia theory and research (Healy, 2002) and particularly in 

developing operationalized rating scales focused upon the positive and negative 

symptoms of schizophrenia (Rector et al., 2011). 

Emil Kraepelin (1856-1926) 

The influential German psychiatrist Emil Kraepelin of the late 19
th

 century, 
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the father of modern psychopathology, was another hallmark pioneer who created 

the modern concept of, and devised the classification system for diagnosing 

schizophrenia (Andreasen, 2010; Rector et al., 2011). Besides establishing the 

modern concept and classification system of schizophrenia, his pessimistic tone 

on the prognosis and long term outcome of schizophrenia was another major 

contribution that dominated the views and ideas over the conception of recovery 

from schizophrenia for more than half of a century in the field of psychiatry and 

mental health. It is until the emergence of contrary findings and discoveries in 

different longitudinal studies and personal accounts have provided substantial 

empirical evidences to questioned his assumption on the prognosis of recovery 

since the 60’s of the last century (Andreasen, 2010; Ralph & Corrigan, 2005).  

 

One of Kreapelin’s major contributions was the introduction of a 

classification framework for schizophrenia (Andreasen, 2010). Based on extensive 

clinical observations on the differences in course and outcome, Kreapelin 

subdivided the condition, course and outcome of psychotic patients into two 

different categories. For the first category, he used the terms “dementia praecox” 

or “premature dementia”(Larry Davidson, 2003), instead of the term 

“schizophrenia” to describe the condition of a group of psychotic patients who 

were marked by their inevitable downward and progressively deteriorating 

chronic course that was unresponsive to treatment. According to Kreapelin’s 

clinical observation, he concluded that schizophrenia was “characterized by an 

unremitting course leading to progressive deterioration and early death” 

(Davidson, 2003, p. 35). For the second category, he used the term 

‘manic-depression’ to describe the condition of the group of patients who were 
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psychotic, had an episodic course and with a full remission of symptoms. The 

differentiation of the conditions in psychotic patients not only was a major 

intellectual achievement at that time, but also became an influential psychiatric 

classification of schizophrenia in the coming eras. 

 

Kraeplelin’s conception to schizophrenia was entirely in biological terms. He 

believed that the cause of dementia praecox was “an alteration of the cerebral 

cortex ... which brings about a slow deterioration in a constitutionally weak 

psychic state” (Howells, 1991, p.2). Following this line of thought, the 

explanation of psychic abnormalities was merely the result of cerebral pathology. 

Conrad and Schneider (1985) commented that the assumption of the Kraepelinian 

model of schizophrenia was a fully adoption of the medical perspective. Therefore, 

what Kraepelin proposed was an organic aetiology, and schizophrenia was being 

treated as a kind of physical disease.  

 

Kraepelin eventually summed up three different manifestations of insanity 

(hebephrenia, catatonia and paranoia) and placed them into one single category 

named dementia praecox. According to Kraepelin, the major symptoms of 

dementia praecox included some that Jackson would have mentioned as positive 

mental symptoms, such as hallucinations and delusions. However, as Kraeplein 

put most of his emphasis on the deficit state of schizophrenia, including 

abnormalities in cognition and emotions, such as alogia, avolition, anhedonia, 

affective blunting and attention impairment, what Jackson would have termed as 

negative mental symptoms were considered to be the most fundamental 

characteristic of dementia praecox. 



15 
 

Although Kraepelin’s understanding of dementia praecox has faded out, his 

categorization framework in schizophrenia is still prominent as the explicit 

criterion in the diagnostic criteria of two current influential codification system of 

schizophrenia, namely the American Psychiatric Association’s Diagnostic and 

Statistical Manual of Mental Disorders, 5th edition (DSM-V-TR) and the World 

Health Organization’s International Classification of Diseases, 10th revision 

(ICD-10). Both of them have adapted the logic of their classification systems from 

the Kraepelinian model. According to these two systems, the logic of diagnosing 

schizophrenia mainly relies on observing the occurrence of five major 

characteristic symptoms of schizophrenia: delusion, hallucinations, disorganized 

speech, grossly disorganized or catatonic behaviour and negative symptoms. 

Usually, “two of the five symptom types need be present to qualify for diagnosis, 

and under specified conditions of severity just one symptom needs to be present” 

(Rector et al., 2011, p 8-9). Therefore, it is very obvious that the implications of 

the Kraepelinian model in understanding schizophrenia are influential in the 

development of the modern codification system in diagnosing schizophrenia. This 

heterogeneity of concept to schizophrenia is by design, as it follows from 

Kraepelin’s assemblage of a mental disease category from syndromes 

characterized by diverse symptomatology. 

Eugen Bleuler (1857-1939) 

The Swiss psychiatrist Eugen Bleuler was another foundering father who was 

credited with coining the term schizophrenia (Rector et al., 2011). Unlike 

Kraepelin’s term dementia praecox that highlights the early onset of dementia at a 

young age and implies an inevitable chronic and deteriorating course. Bleuler 
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rejected Kraepelin’s pessimistic view that person with dementia praecox has an 

unavoidable degenerative downhill course, instead, he renamed the term dementia 

praecox into schizophrenia. In order to differentiate he point of view on 

schizophrenia with Kraepelin and remove the belief that deterioration was 

unavoidable, Bleuler stressed “a fragmenting of thinking” or “thought disorder”, 

was the key features of schizophrenia (Andreasen, 2010). As a result, Bleuler 

strongly believed that schizophrenia did not necessarily lead to deterioration. On 

the contrary, he assumed that schizophrenia was a heterogeneous group of 

disorders that some of those suffering from the disorder could possibly enjoy a 

better prognosis and functioning in their later life (Healy, 2002). 

 

In Bleuler’s view, schizophrenia, by its very nature, is psychological instead 

of biological. He pointed out that the fundamental basis of schizophrenia was a 

result of the split or disjuncture between cognition, consequently affecting an 

individual’s behaviour. Schizophrenia was ‘a weakness of the associative psychic 

acts that cause a loosening of the mental link between mental contents’. Bleuler 

clearly wrote in 1911 that:  

 

I call dementia praecox schizophrenia, as I hope to show, the 

splitting of the different psychic functions is one of its most 

important features’ and further said ‘in each case there is a more 

or less clear splitting of the psychological functions: as the disease 

becomes distinct, the personality loses its unity. (Ashok, Baugh, & 

Yeragani, 2012, p. 95) 

 

Therefore, from the theoretical point of view, it is important to note that the 

cognitive process, a loosening of association as proposed by Bleuler played an 

important role “between the obscure neuropathology and the expression of 



17 
 

symptoms and signs characteristic of schizophrenia” (Rector et al., 2011, p. 9). In 

this sense, contrary to Johnson and Kraepelin who both adopted a biological 

perspective in understanding the causation of schizophrenia and symptoms, 

Bleuler took a more humanistic and psychological position in explaining and 

understanding the causation of the symptoms and disorder. 

 

Besides, Bleuler put much of his emphasis on clarifying the groups in 

schizophrenia by identifying chrematistics of the underlying fundamental 

abnormalities. He divided the symptoms of schizophrenia into two general 

categories: fundamental (primary) and accessory (secondary) symptoms. The idea 

of Blueler’s categorization of symptoms was based on the assumption that 

schizophrenia is a common term for a family of mental health problems which 

had a very broad range of characteristics. He believed that the fundamental 

symptoms were present in all patients, necessary for diagnosis and caused by the 

basic neuropathology (Rector et al., 2011) and tended to occur only in 

schizophrenia (Andreasen, 2010). Generally, fundamental symptoms include loss 

of continuity of associations, loss of affective responsiveness, loss of attention, 

loss of volition, ambivalence, and autism. These symptoms identified by Bleuler 

are relatively similar to those we currently termed as negative symptoms and they 

also reflected the abnormalities in basic cognitive and emotional process. Unlike 

fundamental symptoms, accessory symptoms could occur in various mental health 

problems, such as depression and mood disorders, it needed not to be present for 

diagnosis and were not caused by the underlying neuropathology. Accessory 

symptoms included phenomena similar to positive symptoms, such as 

hallucinations, delusions, catatonia, and behavioural problems. 
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To sum up, by re-examining the early works produced by the grand masters, 

it is clear that a significant change in understanding the causes and prognosis of 

schizophrenia has been identified. In the early days, the causes of schizophrenia 

and symptoms were understood as a disease caused by biological reasons. The 

conceptual framework of biological reasoning in schizophrenia eventually 

dominated the mainstream of treatment and the understanding of schizophrenia, a 

cognitive and psychological perspective in understanding the causes and 

prognosis of schizophrenia gradually emerged. This stream of perspective 

challenged the biological reasoning in understanding the nature and causes of 

schizophrenia and symptoms. It suggested that schizophrenia was a psychic rather 

than a biological problem. Although the cognitive and psychological perspective 

did not take over the dominant position in establishing the conceptual framework 

of the causes and treatment of schizophrenia, the notions of psychic rather than 

biological problem consequently opened up and widened the spectrum in defining 

and understanding schizophrenia, which shed light on the development of core 

ideas in the recovery moment in the 70’s. 
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Table 1 A Comparison of the major ideas on Schizophrenia among Jackson, 

Kraepelin and Bleuler. 

 

 John Hughlings 

Jackson 

Emil Kraepelin Eugen Bleuler 

Classification 

of Symptoms  

 Divided into 

Positive and 

Negative 

symptoms 

 Perceive 

negative 

symptoms to 

be the most 

important 

symptoms of 

schizophrenia 

 Divided into 

Fundamental 

(primary) and 

Accessory 

(secondary) 

symptoms 

Causes of 

Schizophrenia 

and Symptoms 

 Biological 

reasons 

 Biological 

reasons 

 Disease 

concept  

 

 Cognitive/ 

Psychological 

reasons (e.g. 

Psychic 

problem) 

Process and 

Prognosis 

 Not 

specifically 

mentioned  

 Chronic  

 Downhill 

deteriorating  

 Negative 

prognosis 

 Chronic  

 Not necessarily 

deteriorating 

 Positive 

prognosis 

Characteristics 

of Symptoms  

 Not 

specifically 

mentioned 

 The 

characteristic 

course 

outcome of a 

cluster of 

symptoms and 

signs 

 Negative 

symptoms are 

considered to 

be the most 

fundamental 

characteristic 

of dementia 

praecox 

 Schizophrenia is 

a heterogeneous 

group of 

disorders 

 Fundamental 

symptoms are 

present in all 

patients, and 

necessary for 

diagnosis 

Contributions  Establish the 

division of 

Positive and 

Negative 

symptoms 

 Develop the 

conceptual 

framework of 

schizophrenia  

 Created the 

modern 

categorization  

 Coined the term 

schizophrenia  

 Widened the 

concept of 

schizophrenia 

into a spectrum 

of disorder 

Neither Bleuler nor Kraepelin made any attempt to explain how they could 

possibly know that any given behaviours should be interpreted as a symptom of 

dementia praecox/schizophrenia  

Source: adapted from Bentall, 1990, p.13.  
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The Epidemiology of Schizophrenia 

Schizophrenia is a debilitating and persistent mental health problem. Persons 

who are diagnosed with schizophrenia are always suffering from many deprived 

conditions such as poor physical health, early mortality and substantial 

impairment in functioning (Eaton, Chen, & Bromet, 2011). With the progressive 

studies and substantial researches in schizophrenia over the last few decades, 

knowledge about the epidemiology of schizophrenia has expanded with greater 

specificity in diagnosis, increased attention to genetic risk factors and renewed 

attention on gene-environment interactions (Eaton et al., 2008, 2011; Tandon, 

Keshavan, & Nasrallah, 2008). New data and records from recent study of 

schizophrenia have accumulated and provided updated findings for re-evaluating 

and understanding the epidemiology of schizophrenia. 

 

Epidemiology is a science that studies the distribution and determinants of 

disease in a defined population(MacMahon, 1970; Tandon et al., 2008). 

Distinguishing characteristics and experience of people who develop a certain 

disease from those do not, allow us to identify the factors as well as predict the 

risks related to causation of that disease. Determinants of the disease constitute 

the essence of epidemiology. Epidemiology of schizophrenia, for instance, would 

include the investigation of both genetic and environmental risk factors since the 

progressive study in the past few decades has shown that they are important in the 

etiology of schizophrenia and neither appears to operate alone (Tsuang, Bar, Stone, 

& Faraone, 2004).  

 

Understanding variations in the incidence of schizophrenia is a crucial step in 



21 
 

unravelling the determinants of it (McGrath et al., 2004). Generally, the 

distribution of a disease is usually expressed in terms of incidence (new cases) 

and prevalence (total cases). Incidence rate has a two-fold meaning. First, it could 

be referred to the number of new cases of a disease that developed throughout a 

certain period of time among people who are at risk for developing a disease. 

Second, it could be referred to the probability that an individual will develop a 

particular disease at present or in the future throughout their life (McGrath et al., 

2004; Tandon et al., 2008). Therefore, the study of distinguishing the difference 

between the characteristics of those who develop the disease and those who do not 

would definitely help us to identify and define the risks and protective factors for 

and against the development of the disease. In this sense, the knowledge of 

understanding the distribution of the new cases of a disease over time, place and 

person at the end helps us to indicate the etiological factors for developing the 

disease of the population in a specify society. For prevalence, it is referred to the 

proportion of people in a community or a specific population (Eaton et al., 2011) 

who “have a particular disease at a given time (point prevalence) or over a given 

time-span (period prevalence) including both people with pre disease and those 

who newly develop the disease over this specified time period” (Tandon et al., 

2008, p. 2).   

Incidence 

The recent systematic reviews of the incidence of schizophrenia present a 

very complex and varied epidemiological landscape (McGrath et al., 2004). Many 

old basic tenets of schizophrenia epidemiology have been challenged by recent 

schizophrenic findings in the research circle. For instance, Jablensky (2000) 



22 
 

concluded that evidences from most of the studies had proven that the prevalence 

and incidence rates of schizophrenia were similar across populations (Eaton et al., 

2008) and other epidemiological studies reached similar conclusion. However, 

contradictory findings on the variability in incidence have commonly presented in 

latest schizophrenic studies (Eaton et al., 2008). Some explained the variability in 

estimation was due to the fact that diagnosing schizophrenia is much more 

difficult comparing to other diseases, and identifying a case of severe mental 

health problem is always a problematic procedure (William, Alyson, Ryan, & Jodi, 

2007). It is true that the introduction of the new editions of the Diagnostic and 

Statistical Manual of Mental Disorder in the past few decades have made 

substantial advancement and progress in improving the reliability of diagnosing 

schizophrenia across time and place, however, it is still questionable that the 

validity of the diagnostic system has greatly improved (McCormick & Flaum, 

2005). 

 

While diagnosing schizophrenia is a complicated process, it is still possible 

to see the general picture of the incidence of schizophrenia around the world by 

various estimations of global studies across time and place. The World Health 

Organization (WHO) estimates that there are more than 21 million people around 

the globe suffering from schizophrenia at present (“WHO | Schizophrenia,” 2014). 

Eaton and his colleagues (2011) reported the incidence rate of schizophrenia is 

about 0.2 per 1000 a year. In fact, findings from the landmark WHO 10 Nation 

Study of Schizophrenia also shows strong evidence that the incidence rate of 

schizophrenia is low comparing with other health problems. Incidence data from 

eight sites concluded that the annual incidence is found to range from 16-40 per 
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100,000 a year using the broad criteria and 7-14 per 100,000 a year using the 

narrow criteria for diagnosing schizophrenia (Tandon et al., 2008). Another recent 

meta-analysis conducted by MaGrath and his colleagues (2004), through 

analysing all published studies via electronic database between 1965 through 2001 

among 55 studies over 33 countries, have summarized and reported a median 

incidence rate of schizophrenia is 15.2 per 100,000 a year ranging from 7.7-43 per 

100,000 a year among these studies over the past few decades.  

 

The general picture of incidence of schizophrenia drew by prior studies have 

always been used as strong evidence to illustrate the fact that the incidence rate of 

schizophrenia does not vary by broad world regions or by economic status of a 

country (Eaton et al., 2011; Saha, Welham, Chant, & McGrath, 2006). The 

conclusion of the influential study conducted by WHO even states that “the results 

provide strong support for the notion that schizophrenic illnesses occur with 

comparable frequency in different populations” (Johnstone, 1999, p. 148). The 

assumptions of uniform incidence rates of schizophrenia continue to be a belief in 

the academic field. Even today, it is common to see this line of thought in the 

academic circle. Crow (2000) even states that “the evidence points to the singular 

conclusion that, contrary to almost any other common condition, the incidence of 

schizophrenia is independent of the environment and a characteristic of human 

populations. Perhaps it is the human condition”(p.119).  

 

Of course, schizophrenia, as a worldwide phenomenon, is happening among 

various human societies and cultures, everyone has an equal chance to be affected 

regardless their sex, age, race and location. However, new data and discoveries in 
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research circles have begun to shake the foundation of the previous assumptions. 

Scholars are paying more attention to the examination the underlying variables, 

such as sex, migration and geographical location, which would contribute 

variations in the incidence of schizophrenia. For example, Jablensky and 

Kalaydjieva (2003) precisely pointed out that variations in the incidence of 

schizophrenia is becoming a new area for further investigation. He further 

reminded us that the general conclusion is that “according to the great majority of 

studies, the prevalence and incidence rates of schizophrenia are similar across 

populations. However, a small number of populations have been identified that 

clearly deviate from this central tendency”(p. 212). Following this line of thought, 

meta-analysis revealed diverse variations in incidence of schizophrenia, of which 

factors such as unbanicity, migration and being male are reported to be associated 

with higher risk for developing schizophrenia (McGrath et al., 2004; Tandon et al., 

2008).  

 

For lifetime incidence, estimates on the risk of developing schizophrenia 

over one's lifetime range from 0.3 to 2.0% with an average of approximately 0.7% 

(Saha, Chant, Welham, & McGrath, 2005). Regarding gender differences in 

clinical expression and outcome of schizophrenia, it has long been recognized in 

literature that the risk of developing schizophrenia over one’s life is similar to 

same among males and females (Saha et al., 2005; Wyatt, Alexander, Egan, & 

Kirch, 1988). However, recent studies have showed that the assumption of the 

existence of a true gender difference remains controversial. For instance, two 

recent meta-analysis conducted by Aleman (2003) and McGrath and his 

colleagues (2008) have revealed a very different picture in which males have a 
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higher lifetime risk of developing schizophrenia with a male-female risk ratio of 

1.4:1. A study conducted by Aleman (2003) further reported that data obtained 

before 1980 has showed less significant gender differences in the lifetime risk of 

schizophrenia compared to data obtained after 1980. The inconclusive findings on 

the existence of gender difference in lifetime risk was explained by several 

reasons, such as differences between the two periods with regard to diagnostic 

criteria, case-ascertainment methods, or differential changes in a variety of 

physical and/or social environment risk factors among the two genders. 

Prevalence  

Although the prevalence rates of schizophrenia vary over place and time, 

emphasis has been put on estimating the prevalence rate of schizophrenia over the 

past few decades. An overview of prevalence studies (Jablensky, 2000) has 

summarized that the estimation of prevalence of schizophrenia range from 1.4 to 

4.6 per 1000 people. Eaton and his colleagues (2008, 2011) reported a very similar 

estimation of prevalence rate of schizophrenia at about 5 per 1000 worldwide. 

Another systematic review of 188 published studies among 46 countries 

conducted by Saha and his colleagues (2005) has derived a similar range of 

prevalence estimations in schizophrenia. They obtained a median value 4.6 per 

1,000 persons at risk for point prevalence, 3.3 per 1,000 for period prevalence, 4.0 

per 1,000 for lifetime prevalence and 7.2 per 1000 for morbid risk.  

 

Specific studies have also been done in estimating the prevalence of 

schizophrenia in particular socio-demographic groups. For instance, systematic 

reviews conducted by McGrath (2008) and Perälä (2007) have identified that no 
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significant differences in prevalence between males and females. Apart from the 

gender difference, prevalence rate of schizophrenia in other specific population 

group has also been under investigation. For instance, studies reported that no 

significant geographical difference in prevalence were found between urban, rural 

and mixed cites (Jablensky, Kirkbride, & Jones, 2010; McGrath et al., 2008; 

Tandon et al., 2008). However, the prevalence of schizophrenia in migrant groups 

tended to be higher compared to local-born individuals with a risk ratio of 1.8 

(Jablensky et al., 2010; McGrath et al., 2008). Besides, McGrath and his colleges 

(2007) have also reported that the distribution of prevalence estimation varies 

significantly when sorted by economic status, that developed countries tended to 

have a higher prevalence rate in schizophrenia than less-developed countries with 

a ratio of 3.3 per 1,000 versus the latter’s 2.6 per 1,000.  

Mortality  

It is widely acknowledged that persons suffering from schizophrenia are at 

higher risk for unnatural death compared with the general population (Brown, 

Inskip, & Barraclough, 2000; Eaton et al., 2011; Jablensky et al., 2010; Saha, 

Chant, & McGrath, 2007), and the all-cause mortality rate has significantly 

increased over recent decades (Saha et al., 2007). A systematic review of 37 

studies across 25 different countries conducted by Saha and his colleagues (2007) 

calculated the median of standardized mortality ratio (SMR) in schizophrenia for 

the 1970s, 1980s and 1990s which pointed to an upward trend, which were 1.8, 

3.0 and 3.2 respectively. The median SMR for all-cause mortality was 2.58 in 

persons with schizophrenia. They also reported that persons with schizophrenia 

have a two to threefold increased risk of death comparing with the general 
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population. Furthermore, new data have also shown that the differential gap in 

mortality existed between persons with schizophrenia and the general community 

has been widening over recent decades (Jablensky et al., 2010; Saha et al., 2007). 

High mortality among persons with schizophrenia are also well documented in 

epidemiological studies (Jablensky et al., 2010). Brown (2000) suggested that 

persons with schizophrenia are suffering from about 20% reduction in life 

expectancy compared to the general population. Recent research findings 

concluded by Reininghaus and his colleagues (2014) have also reported that 

persons with schizophrenia and other psychotics disorders tend to die about 15 to 

20 years earlier than their peers in the healthy population (Reininghaus et al., 

2014). 

 

Generally, majority of persons with schizophrenia died from unnatural causes 

(Eaton et al., 2011). Recent research findings also stressed that the 

unnatural-cause mortality gap is widening between persons with schizophrenia 

and the healthy population (Reininghaus et al., 2014; Saha et al., 2007). 

According to a study based on the Danish Psychiatric Case Register, unnatural 

causes, such as suicide, accidents, and homicide, account for 25% of all deaths of 

people with psychoses over a 20-year period. Latest research findings further 

confirm that the suicide rate of persons with schizophrenia is higher than the 

suicide rate in those with major depression. Reports from Scotland and Australia 

pointed to an increasing suicide rate mostly occur within the first year of 

discharge from hospital (Jablensky et al., 2010). Several risk factors, such as 

being young and male, the experience of a disabling mental illness with multiple 

relapses and remissions, awareness of the deteriorating course of the condition, 
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comorbid substance use, and loss of faith in treatment, have also been suggested 

as specific reasons in explaining the high suicide rate in schizophrenia.  

Risk Factors 

Risk factors can be understood as variables that “influence the probability of 

occurrence of a disease and its outcome without necessarily being direct causes” 

(Jablensky et al., 2010, p. 201). Identifying risk factors of schizophrenia is still far 

from perfect, but current studies are addressing and investigating the issue. With 

more new data and discoveries on the issue available over the past few decades, 

however, the classification of initialling, pathogenic and interacting risk factors in 

current epidemiological studies is still not fully applicable in schizophrenia since 

the role of many putative risk factors are still being insufficiently understood 

today. In this sense, a provisional grouping of factors into biological and 

socio-economical variable will be employed at this stage in order to identify some 

of the major risk factors that are highly associated with causing schizophrenia. 

Biological risk factors 

Paternal Age  

Advanced paternal age has been reported as a significant risk factor that 

shows a high association with schizophrenia in research studies particularly over 

the last decades (Eaton et al., 2011; Jablensky et al., 2010). Numerous studies 

have showed and provided strong evidence that advanced paternal age is 

associated with increased risk of developing schizophrenia in the offspring 

(Brown et al, 2002; Zammit et al., 2003). Recently, more positive and precise 

findings were found which demonstrated the association between older parental 
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age and the risk for developing schizophrenia. For instance, Malaspina and his 

colleagues (2001) found that the relative risk of schizophrenia increased 

monotonically in each 5-year age group, with a risk of 2.02 (95% confidence 

interval, 1.17-3.51) and 2.96 (95% confidence interval, 1.60-5.47) in offspring of 

men aged 45 to 49 and 50 years or above comparing to fathers of age 20 to 24. 

Another study conducted by Byrne and his colleagues (2003) showed similar 

results were found in those with a paternal age at 50 or above with a risk of 2.10 

(95% confidence interval, 1.35-3.28) after controlling several variables such as 

socioeconomic factors and psychiatry history. Dalman and Allebeck (2002) 

estimated that the chance of schizophrenia in offspring of fathers aged 45 years 

old or older were 2.8 times greater than in offspring of fathers aged 20-24. While 

the underlying mechanism between advanced parental age and risk of 

schizophrenia remains unknown at present, some hypotheses have been suggested 

in explaining the phenomenon such as “an increased likelihood of de novo 

mutation and aberrant epigenetic regulation” (Tandon et al., 2008, p. 10).  

Season of birth  

A number of studies have identified that season of birth is associated with 

increasing risk of developing schizophrenia (Eaton et al., 2011; Tochigi, Okazaki, 

Kato, & Sasaki, 2004). The seasonality of schizophrenia was first described and 

identified by Tramer and has become an interest of study since the 1960s. An 

investigation of 250 studies conducted by and his colleagues (1997) reported a 5 

to 8% winter-spring births excess for schizophrenia in both Northern and Southern 

Hemispheres. Comparing winter/spring versus summer/autumn births, Davies and 

his colleagues (2003) found a significant excess (5-8%) of schizophrenic births in 
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winter/spring in the Northern Hemisphere as well. However, the meta-analysis 

study conducted by McGrath and Welham (1999) stated a contrary observation 

that the seasonality of schizophrenic birth in winter/spring was not identified in 

the Southern Hemisphere. Instead, they suggested that the “winter effect” may “be 

weaker, less prevalent, less regular, and/or may be modified by other confounding 

or modifying variables in the Southern Hemisphere” (McGrath & Welham, 1999, 

p. 237). In Japan and Korea (Tochigi et al., 2005), it was reported that no 

significant excess of winter birth was observed. In addition, findings also reported 

that the ‘season of birth effect’ appeared to become stronger with increasing 

latitude as well as the severity of winter. While the winter birth effect associated 

with the increased risk of developing schizophrenia remains unclear, various 

explanations such as “seasonal patterns of fertility or procreation habits; viral 

infections; extremes of temperature; and variation in nutrition or vitamin D levels.” 

have been proposed (Jablensky et al., 2010, p.205). At this moment, these 

hypotheses lack strong evidence to be either proven or rejected. Thus, it is 

suggested that a winter birth represents a proxy of many other variables like 

prenatal infection, prenatal malnutrition or risk of mutation (Tandon et al., 2008). 

Socio-environmental risk factors 

Urbanicity 

The link between urbanicity and risk for developing schizophrenia has long 

been extensively documented since the 30s of the last century. Faris and Dunham 

(1939) first described the uneven distribution rate in the hospital admissions of 

schizophrenia which showed that the rates were about 5 times higher in the inner 

city than in the periphery of Chicago. The geographically uneven distribution of 
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hospital admissions of schizophrenia opened up the discussion between “breeder 

hypothesis” and “selection hypothesis” of developing schizophrenia. A debate ran 

on whether this association was the result of urban setting causing schizophrenia 

or whether it is the urban setting itself which attracted persons with schizophrenia 

to move in. It was only later that the debate of these two hypotheses was resolved 

by the ‘social drift’ perspective. Dohrenwend and his colleagues (1992) reported 

that persons with schizophrenia were likely to reside at the inner city area because 

of cheaper accommodation and relative anonymity, which means social selection 

may be more important for explaining the higher rate of persons with 

schizophrenia living in the inner city as it is a result from socioeconomic or 

behavioural reasons instead of environmental factors.  

 

In contrast, latest studies from other European countries have critically 

questioned the distinction between urban residence and urban birth of persons 

with schizophrenia. (Lewis, David, Andréassson, & Allebeck, 1992) reported that 

the incidence rate of schizophrenia was 1.65 times higher among men had had 

urban upbringing than those who had had rural upbringing. Their findings also 

rejected the widely-held notion that persons with schizophrenia moved into the 

city before their onset, and suggested that undetermined factors in cities were the 

source of the increased risk of schizophrenia. Torrey and his colleagues (1997) 

utilized the 1880 census data in the United States in order to examine the 

association between urban residence and the risk of developing severe mental 

health problems. Their findings proposed that urban birth and urban residence are 

significant risk factors in favour of developing schizophrenia that cannot be 

simply explained by social drift. In addition, the result of their study suggested 
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that the degree of urbanization is highly associated with the risk of developing 

schizophrenia at the late 19
th

 century. By examining the places of birth and first 

admissions for schizophrenia and other psychosis in the Netherlands from 1942 to 

1978, Marcelis, Navarro-Mateu, Murray, Selten, & Van Os (1998) concluded that 

the risk for developing schizophrenia was positively and linearly associated with 

the degree of urbanicity at place of birth. Their results also showed that 

individuals born in the region with higher urban exposure were around twice as 

likely to develop schizophrenia.  

 

Although a number of studies have provided compelling evidence to show 

that urbanicity itself is a risk factor for developing schizophrenia, the nature of the 

so-called ‘urban risk factor’ remains controversial and cryptic. Some hypotheses 

have suggested that urbanicity appears to be a proxy for multiple interacting 

factors. For example, Eaton and Harrison (2001) noted that the variations in the 

living environment of different urban areas, such as exposures to “infections, 

injuries, toxins, social psychological processes (including social stress), and 

psychological processes such as thoughts and emotions” (Eaton & Harrison, 2001, 

p.67), household overcrowding facilitate the transmission of viral infections 

during upbringing in urban areas (Torrey and Yolken, 1995 and 1998) could be 

mediators associated with increased risk of developing schizophrenia.  

Ethnicity and migration  

A remarkably high incidence rate of schizophrenia in ethnic and migrant 

groups across many countries has been consistently recorded and documented in 

literature over the decades (Morgan et al, 2010), however, the underlying 
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mechanism of these status as direct risk factors of developing schizophrenia 

remains challenging and unclear (Morgan, Charalambides, Hutchinson, & Murray, 

2010). Studies from the United Kingdom, the Netherlands, Denmark, Sweden, 

Australia, and the United States revealed that incidence rates of schizophrenia 

among ethnic and migrants groups are significantly higher than that in native 

births (Bresnahan et al., 2007; Cantor-Graae, Zolkowska, & McNeil, 2005; Fearon 

et al., 2006; Fearon & Morgan, 2006; Selten et al., 2001; Selten, Slaets, & Kahn, 

1997). One of the earliest studies of psychosis in immigrant population was 

Ødegaard’s (1932) study of Norwegian migrants to the US in Minnesota. His 

study reported that immigrants from Norway had twice the incidence rate of 

developing schizophrenia comparing to either the native-born Americans or 

Norwegians in their mother country. Possible explanations suggested that 

selective migration of those who are genetically predisposed to develop the 

disorder could be accounted for the phenomenon (Jablensky, 2010).  

 

In recent years, the assumption of selective migration is under attack since 

compelling new data and discoveries painted a more complicated picture in the 

pattern of high incidence rate among ethnic and migrant groups across various 

countries over the past few decades. For instance, Cantor-Graae and his 

colleagues (2005) compared the risk of incidence rate of developing psychosis 

and schizophrenia among the first and second generation immigrants to that of 

native Swedes. Their findings discovered that the highest risk of developing 

psychotics and schizophrenic disorders were found in the first-generation of 

immigrants but not in the second-generation of immigrants. They suggested that 

psychological factors may contribute to the increased risk of developing 
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psychotics and schizophrenic disorders among migrants.  

 

Numerous studies have reported elevated rates of schizophrenia appear to be 

noticeable in second-generation migrant groups and the observation elevated the 

importance of post-migratory factors in explaining the relatively higher risk of 

developing schizophrenia in the migrant groups. The new findings have proposed 

various variables such as “socio-demographic differences; higher rates in the 

immigrants’ country of origin; selective migration; misdiagnosis of psychotic 

disorders in the adopted country; and an array of risk exposures such as obstetric 

complications, substance use, and stressful life events” (Jablensky et al., 2010, p. 

210) were suggested as the underlying factors ripe for further investigation.  

 

For example, the findings in the investigation of Surinamese immigrants in 

the Netherlands render Ødegaard’s selective migration hypothesis a doubtful 

explanation. Selten and his collegues (2002) found out that the greater incidence 

of schizophrenia among Surinamese immigrants in the Netherlands was not the 

result of higher incidence or prevalence of schizophrenia in Surinam. In fact, 

Surinamese immigrants developed schizophrenia in the Netherlands after their 

arrival and receive psychiatric treatments. Therefore, they concluded that merely 

the selective migration and higher incidence of schizophrenia in Surinamese 

immigrant’s home country were incapable to account for the greater incidence of 

schizophrenia among Surinamese immigrants. Instead of biological interpretation, 

they suggested psycho-social experiences amongst migrants, particularly some 

stressful experiences associated with the process of migration, such as the 

breakdown of social bonds or racial discrimination, were more influential factors 
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for developing schizophrenia among immigrant groups. 

 

Similarly, Fearon and his colleagues (2006) also proposed that additional 

factors, rather than the ethnicity, contribute to the uneven distribution of incidence 

rate of developing schizophrenia among various ethnic minorities in England. In 

their study, African-Caribbeans and Black Africans were observed to be at 

particular high risk of schizophrenia. On the one hand, the results of their study 

indicated that not all ethnic minority groups in England shared the equal risk for 

developing schizophrenia no matter what their immigration status is. On the other 

hand, additional risk factors in the social experience among migrant groups, such 

as level of racial discrimination or social disadvantages (Fearon & Morgan, 2006), 

were operating in these groups which led to an increase the risk of developing 

schizophrenia among them.  

Socioeconomic status 

Many studies have long recorded the association between socio-economic 

status (SES) or social class and the risk of developing schizophrenia (Kohn, 1968; 

Mishler & Scotch, 1963) , yet the causal relationship between them remains 

inconclusive. Although the two explanatory hypotheses, the social causation and 

social selection theory, have been highlighted to account for the phenomena, these 

hypotheses were refuted by contradictory findings of recent studies.  

 

For instance, an early study conducted by Goldberg and Morrison (1963) in 

England and Wales at the 60’s of the last century reported contradictory findings 

against the assumption of social causation theory. Referring to the social causation 
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theory, it is suggested that the socio-economic disadvantages of lower class could 

precipitate psychosis or schizophrenia. However, Goldberg and Morrison 

observed that the social class distribution of the father at the time of the patients’ 

birth did not deviate from that of the general population. Besides, they also 

suggested that “the excess of low socio-economic status among persons with 

schizophrenia “was mainly attributable to individuals who had drifted down the 

occupational and social scale prior to the onset of psychosis” (Jablensky et al., 

2010, p. 208). The findings of their study noted that merely socio-economic 

deprivation is incapable to become a major aetiological factor in schizophrenia.  

Similar findings were concluded from a nested case-control study conducted 

by Byrne and his colleagues (2004) in Denmark. By investigating the relationship 

between parental and personal socio-economic status and risk of the first 

admission of schizophrenia, Byrne and his colleagues found that the increased risk 

of schizophrenia was only associated with parental unemployment and parental 

lower income, but not parental wealth. Another surprising result concluded from 

their study also showed that the risk for developing schizophrenia was associated 

with higher education levels of parents. The findings suggested that there was little 

evidence to support the assumptions that low parental socio-economic status 

contributes to the increasing risk of developing schizophrenia. Consistent findings 

were also observed in the study conducted by Mäkikyrö and his colleagues (1997) 

in the general North Finland population, which showed that young persons from 

upper social class came across having a higher incidence rate than those from 

lower social class. 



37 
 

Psychosocial stress 

Psychosocial Stress has been identified as one of the major risk factors that 

contribute to the onset of schizophrenia. Numerous studies have identified a 

strong association between stressful life events and onsets of schizophrenia. 

Evidence from numerous researches support this hypothesis (Bebbington et al., 

1993; Horan et al., 2005; Norman & Malla, 1993; Ventura, Nuechterlein, Lukoff, 

& Hardesty, 1989) and have confirmed it is a cross-national phenomenon (Day et 

al., 1987).  

 

In a prospective, longitudinal study conducted by Ventura and colleagues 

(1989), substantial evidence support the hypothesis that the adverse effects of an 

environmental stressor, such as stressful life events, may trigger schizophrenic 

episodes. The findings of this study were consistent with the prior 

vulnerability-stress model which proposes that adverse effects of environmental 

stressors interact with biological vulnerability could trigger schizophrenia and 

psychotic symptoms. Studies on the role of life events in the onset and recurrent 

episodes of schizophrenia were further investigated by researchers. Castine and 

colleagues (1998) focused on studying the relationship between recent life events 

and schizophrenic episodes, and findings from their research concluded that initial 

or early episodes of schizophrenia were more likely to be associated with recent 

life events than later episodes. In other words, stressful life events were 

contributing factors to the acute onset of schizophrenia.  

 

Following the hypothesis that psychological stress is highly associated with 

the development of schizophrenia, later studies have moved their research focus to 
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understanding how psychosocial stresses affect the onset of schizophrenia in 

specific groups. For instance, in a longitudinal study of stressful life events and 

daily stressors among adolescents (Tessner and colleagues, 2011), researchers 

identified major life events and daily stresses were hidden risk factors in the onset 

of psychotic symptoms during adolescence. Apart from studying the onset of 

psychotic episodes in adolescence, studies focused on examining different 

environment stressors and negative life events among children gradually emerged. 

By investigating the stressor exposure and reactivity of three groups of children 

with different vulnerability profiles for schizophrenia, Cullen and colleagues 

(2014) have found consistent results that the vulnerability and risk of developing 

schizophrenia is associated with the extent to which children experience and react 

to environmental stressors. To sum up, from the above latest studies, psychosocial 

stress has undoubtedly become one of the key spot in the study of schizophrenia 

and has proposed to be one of the major risk factors in the development of 

schizophrenia. 

Chapter Summary 

In this chapter, I have highlighted the historical developments of the key 

conceptual frameworks in understanding the nature and causes of schizophrenia. 

Legacies from the past provided diverse perspectives in understanding 

schizophrenia. Biological reasoning and disease concept was first suggested by 

Jaskson and Krapelin in understanding the nature and causes of schizophrenia. 

Schizophrenia was conceptualised as a kind of biological disease which was the 

result of the brain malfunction. Following this line of thought, schizophrenia 

should be simply cured by medical treatment and intervention. Unlike Jaskson and 
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Krapelin’s biological reasoning, Bleuler proposed and opened up another stream 

of thought in defining and understanding the nature and causes of schizophrenia. 

The cognitive or psychological perspective suggested by Bleuler believed that 

schizophrenia is a psychic rather than a biological problem, thus it should not be 

confined as merely a biological disease but one which carries cognitive problems 

and implications. The notions developed by the cognitive or psychological 

perspective eventually illuminated the rise of the recovery movement in the 70’s 

of the last century which proposed that the focus of intervention and recovery of 

severe mental illness should be moved to a person-centred and humanistic 

approach. 

 

Apart from reviewing the historical development of the conceptual 

frameworks in understanding schizophrenia, this chapter has also illustrated the 

epidemiology and risk factors of schizophrenia in recent studies. Empirical 

findings from current studies have proposed that various risk factors are 

associated with the presence of schizophrenia. While biological risk factors are 

well-documented and identified, research findings have suggested that 

socio-environmental risk factors play a significant role in the development of 

schizophrenia in specific groups of the population. Social events and experiences, 

such as migration and moving to an urban setting, has been identified and 

suggested as risk factors in developing schizophrenia. Some studies have also 

pointed out that individuals coming from lower socioeconomic status were more 

likely to develop and suffer from schizophrenia. In this sense, recent empirical 

researches have put much of their emphases on detecting risk factors from 

socio-environmental domains. The shift in research focus illustrates that the 
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development of schizophrenia is associated with diverse and complicated factors, 

relying on biological factors alone is insufficient to provide a solid explanation in 

understanding the nature and causes of schizophrenia.  
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Chapter 2 Understanding “Recovery” in Schizophrenia 

The meaning and understanding of the concept of schizophrenia have long 

been the foci of critical debate between a variety of disciplines and professions 

since the late 20
th

 century (Davidson, O’Connell, Tondora, Lawless, & Evans, 

2005). Despite the recent proliferation of the concept of recovery, the term has 

been difficult for the involving parties, such as policy makers, psychiatrists, 

psychologists, social workers, nurses and related health care professions to reach a 

consensus on one working definition for recovery (Brennaman & Lobo, 2011, 

Spaniol, Wewiorski, Gagne, & Anthony, 2002) as well as on a single list of its 

essential aspects as it applies to severe mental illness (Davidson et al., 2005). 

Although the concept of recovery remains illusory (Anthony, 1993) and is 

contested among various disciplines and professions (Davidson & Roe, 2007; 

Jacobson & Greenley, 2001; Whitley & Drake, 2010), however, at present, what 

can be certain about and agreed upon with the meaning of such concept by 

different parties is that, it has become the focus of a considerable amount of 

confusion and debate between various professions in the mental health 

community. 

 

Since the time of Kraepelin, schizophrenia has been believed to be a 

condition with poor prognosis and outlook. Recovery from schizophrenia has 

been considered to be impossible (Bellack, 2006; Liberman, Kopelowicz, Ventura, 

& Gutkind, 2002). Generally, studies have proposed that about 20% of people, 

particularly those who are suffer from an early period of acute illness, are able to 

enjoy a better prognosis of illness. Another 20% have been considered to have a 

poorer prognosis, which is described by Kraepelin as a true form of disorder. The 
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remaining 60% of people are assumed to be vulnerable. They still suffering from a 

chronic course, and show no inclination of returning to the premorbid levels of 

function or continuing decline (Bellack, 2006).  

 

From the beginning of the 1980s, this pessimistic view on the prognosis of 

schizophrenia has begun to change. Based on the growing number of follow-up 

longitudinal studies on the course and prognosis of persons with schizophrenia, 

research findings demonstrate that significant number of people originally 

considered by mental health professionals to have poor prognosis finally have a 

very optimistic outcome in their later life (Bellack, 2006; Turner-Crowson & 

Wallcraft, 2002a) with many of them are able to live without maintenance 

medication (Bellack, 2006). These surprising findings in recent mental health 

research illustrate that the outcomes for an individual with schizophrenia remain 

uncertain and unpredictable instead of simply deteriorating (Kelly & Gamble, 

2005). More importantly, these empirical findings provide compelling evidence to 

researchers and professionals in the field of mental health to re-consider what 

recovery is and re-examine the underlying assumptions of the Kraepelinian model 

on the prognosis of schizophrenia. 

 

Beside findings on the discontent over the recovery of people with mental 

illness, the growing wave of “consumer and survivor” movements among people 

with schizophrenia on both sides of the Atlantic has critically challenged and 

questioned the Kraepelinian perspective on the course and prognosis of 

schizophrenia as well as its various associated assumptions related to the 

possibilities of having a productive, satisfactory and meaningful life (Bellack, 
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2006). Unlike the Kraepelinian tradition taking a pessimistic point of view on the 

prognosis of persons with schizophrenia, numerous first-hand writings and 

personal narratives from consumers and survivors has revealed a contradictory 

picture. The in-depth experience of persons diagnosed with mental health problem 

have illustrated that they are able to regain the possibilities of overcoming the 

adversities, hardships and other associated effects brought by their mental distress 

throughout the journey to recovery (Turner-Crowson & Wallcraft, 2002a). 

Extensive stories, personal narratives and publications also revealed that supports 

and helps outside the mental health system, such as supports from their family 

members, colleagues, peers, friends and the community, have made major 

contributions to their optimistic result in the course of recovery (Kelly & Gamble, 

2005). Consequently, recent discoveries in contemporary studies on the prognosis 

of schizophrenia and the growing consumers and survivors’ movements in the 

public open up a new arena for re-defining and re-understanding the term 

“recovery”. 

 

New discoveries from longitudinal studies and personal accounts from the 

users, consumers and survivors’ movement truly recognise the possibility as well 

as the popularity of recovery among persons with schizophrenia. The results from 

long-term researches and recovery movement not only bring up new perspectives 

and diverse frameworks in understanding the concept of recovery. Yet they also 

provide compelling evidence that radically challenges the previous assumptions 

on the poor prognosis of schizophrenia. In order to investigate and clarify the 

competing but differential perspectives in understanding the concept of recovery, 

in the following sections, I would like to briefly describe and examine the 
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development of the concept of recovery in schizophrenia from different camps of 

thought over the past few decades. By taking a closer look at the development, 

discussions and debates of the concept of recovery in literature, the following 

sections attempt to illustrate and argue that the evolution in understanding the 

concept of recovery is the result of a magnificent change directed by several 

movements within the field of mental health research as well as within the arena 

of mental health consumers and survivors’ movements.  

Recovery in Schizophrenia 

In the daily usage, the term recovery to have a simple and self-evident 

meaning. Traditionally, the term has been narrowly defined as an outcome or 

condition occurring at a specific point in time after an illness when one’s health is 

regained (Resnick, Fontana, Lehman, & Rosenheck, 2005). It is commonly known 

as being free from symptoms and a return to the previous healthy stage and 

wellbeing after illness (Andresen, Caputi, & Oades, 2010; Bellack, 2006), or 

simply described as “back to normal” (Karban, 2011). In fact, within numerous 

discussions and literature related to the concept of recovery in the field of mental 

health community, the term has been widely used but in very differentiate and 

various ways. Recovery could be “an approach, a model, a philosophy, a paradigm, 

a movement, a version” (Roberts & Wolfson, 2004, p.20) or a philosophy of living 

(Kelly & Gamble, 2005, p.246). The meaning of recovery is varied across 

different people and sectors and the diverse usage of the term implies significant 

differences in its assumptions and perceptions.  

 

Various definitions and perceptions about the concept of recovery in the 
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mental health field remain controversial. Studies in the concept of recovery over 

the past few decades have tried to understand the term in a more diverse and 

meaningful way. Conventionally, medical model merely views recovery from 

mental health problems as the result in terms of reduction of symptoms, of 

treatment, of relapse rates, of hospitalisation and of usage of medical health 

services (Cavelti, Kvrgic, Beck, Kossowsky, & Vauth, 2012; Kelly & Gamble, 

2005). From this point of view, recovery simply means the disappearance of 

sufferings, removal of symptoms or a complete restoration of the functioning of a 

person. Recovery equals to the absence of something undesired (Davidson, 2003). 

This perception in understanding the concept of recovery brought by medical 

model assumes that mental health problem is equal to a kind of physical disease. 

Thus, the concept of recovery, from this perspective, is undoubtedly a belief of 

return to the former state of health and functioning (Andresen et al., 2010; 

Whitwell, 1999). Needless to say, a “cure” of mental illness is taken for granted. 

 

However, this assumption of recovery from the medical model has 

undergone critical challenge in recent years when new discoveries from long-term 

studies in schizophrenia and personal accounts from the consumers, users and 

survivors’ movements had provided substantial evidence to argue that the concept 

of recovery could be more than having a cure, a resumption of functioning or 

absence of psychiatric symptoms. Simply, recovery means more than medical. 

Compelling evidence from latest researches and consumers’ movements has 

suggested various alternatives and perspectives in understanding the meaning of 

recovery opened up several new areas for researchers and professionals in the 

field of mental health to reconsider the concept of recovery. 
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To follow the recent discussions and debates between different camps, it is 

necessary to go into the latest findings of empirical long-term studies. Related 

discussions and debates will be presented in the following section. 

New discoveries from longitudinal studies on schizophrenia 

Recovery from schizophrenia has been widely documented by a number of 

longitudinal studies over a long period of time. Over the past few decades, the 

growing number of literature has demonstrated a more positive and optimistic 

picture of the prognosis in the later life of individuals who are suffering from 

schizophrenia (Bellack, 2006; Kelly & Gamble, 2005). From the beginning of the 

early 70’s, there have been about 20 long-term follow-up studies on recovery of 

schizophrenia (Bellack, 2006). Although these studies have been employed 

different criteria, measures, samples and time frames in defining what recovery is, 

findings from these studies come up with similar conclusion. These findings 

reported that almost 20-70% of participants, who were carefully evaluated against 

the research objectives, appear to have good outcomes, including the satisfactory 

reduction of symptoms, good quality of life as well as functioning over an 

extended period of time (Bellack, 2006). In another review conducted by 

Davidson and McGlashan (1997), consistent findings have concluded that 

21%-57% of subjects are able to achieve a good outcome, ranging from mild 

impairment to full recovery. According to Harrison and his colleagues (2001), a 

modal percentage with a good outcome is in the range of 50%. Supporting 

findings also have been reported by Calabrese and Corrigan (2005). Their 

long-term follow-up studies of schizophrenia conducted between 1974 and 2001 

have revealed that over 50% of participants are identified as either fully recovered 
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or significantly improved from mental health problems. Empirical findings from 

numerous long-term researches not only show a high percentage of individuals 

suffering from schizophrenia enjoying a positive prognosis in later life, more 

importantly, these results have shown more diverse and positive outcomes than 

expected by clinicians and challenge the conventional assumption that 

deterioration is inevitable. 

 

Besides, findings from these empirical studies have also illustrated that 

person suffering from schizophrenia are experiencing a similar pattern in the 

course of their illness. Generally, most of them suffered from the poor effects of 

schizophrenia manifested in the early period of the illness, then plateaued and 

finally gained gradual improvements among most of those with the illness 

(Bellack, 2006). Thus, the recovery rate and the pattern in the course of recovery 

concluded from these follow-up studies in schizophrenia has provided compelling 

empirical evidence to support the fact that a positive and optimistic outlook is 

commonly found in the later life of people suffering from schizophrenia. 

The recovery rate 

Contrary to Kraepelin’s assumption of a poor prognosis of schizophrenia, 

recent follow-up studies in schizophrenia have also revealed that persons suffering 

from the illness experienced optimistic prognosis in the outcomes of their 

functioning. Bleuler’s longitudinal follow-up study is one of the earliest studies 

investigating the course and prognosis of schizophrenia which provided 

contradictory empirical findings to Kraepelin’s assumption. In his follow-up study, 

208 individuals who were hospitalised with schizophrenia from 1942 to 1965, 
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with an average of 23 years, in the Burgholzli Hospital in Switzerland participated. 

Results showed that persons with chronic history of schizophrenia enjoyed 

positive and optimistic prognosis in their later life, 53% of research participants 

and an overall 66% of the first-admission group were judged to have recovered or 

significantly improved (Moskowitz & Heim, 2011). In the Laussanne study, 

Ciompi (1980) studied and examined the entire lives of 289 individuals with 

schizophrenia. Although all of these individuals have shared a long history of 

illness, with at least 35 years to more than 50 years, the results showed a very 

positive outcome of which 57% of participants had maintained either mild 

disability or had fully recovered from schizophrenia (Ciompi, 1980; Warner, 

1994). Furthermore, according to Calabrese and Corrigan (2005), their study 

showed that 23% participants of the first-admission group and 20% of all research 

participants were considered to have fully recovered. Clearly, empirical findings 

from the above long-term follow-up studies have revealed that persons suffering 

from schizophrenia enjoy similar and positive recovery rates. As a result, 

researchers concluded that the prognosis of schizophrenia was more hopeful than 

previously expected.  

The resumption of social functioning 

Apart from the improving recovery rate, the resumption of a high level of 

social functioning in the later life of individuals suffering from schizophrenia is 

also widely documented in recent long-term follow-up studies. Most of the latest 

research findings assert that the level of social functioning of individuals with 

schizophrenia, such as self-supported living, social skills and participation of 

social activities, could be improved. A long-term follow-up study of people with 
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schizophrenia conducted by Huber and his colleagues (1975), on 502 individuals 

who were diagnosed with schizophrenia and have been hospitalised for an average 

of 22.4 years in Germany reported that 56% of them were “socially recovered” or 

significantly improved from schizophrenia (Calabrese & Corrigan, 2005). Another 

study conducted by Ogawa and his colleague (1987) in Japan also reported a 

similar result. Results on social outcomes from 21 to 27 years of follow-up study 

of 130 participants with schizophrenia discharged from the Gunma University 

Hospital to the community indicated that 47% were fully or partially 

self-supported and they were able to function well socially in the community. 

Apart from social outcomes, significant improvements have also been reported in 

their psychopathological outcomes. Their findings have revealed a very optimistic 

result of which 77% person with schizophrenia have made a full or partial 

recovery, though some of them suffered from minor psychological difficulties. 

Thus, findings from the long-term follow-up studies over the past few decades 

have revealed that a large proportion of person suffering from the chronic form of 

schizophrenia were able to enjoy significant improvements, in both social and 

psychological outcomes, in the later life of their recovery.  

The resumption of multi-level functioning 

Recent empirical studies of recovery have also reported optimistic outcomes 

of recovery in various dimensions of functioning among those persons with 

schizophrenia. For instance, in the Vermont Longitudinal Research Project, 

Harding and his colleagues (1987) investigated 269 individuals from the Vermont 

State Hospital in the United States with an average of 32 years of hospitalisation. 

Though the participants in their study suffer from a long history of chronic 
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schizophrenia, yet a very optimistic outcome was found. Around 62-65% of 

participants achieved significant improvement or recovered across multiple 

domains including symptom severity, work, social relationship and self-care. For 

those who had been recovered enjoys impressive symptoms reduction or 

remissions. 45% showed no symptoms for two decades and another 23% even lost 

all symptoms of schizophrenia (Deegan, 2003).  

 

Another 15-year follow up longitudinal study conducted by Harrow and 

colleagues (2005) showed consistent and favourable outcomes among various 

dimensions in the prognosis of persons with schizophrenia. Their study followed 

64 persons with schizophrenia in the same cohort for 15 years. By employing 4 

assessments (including the absence of major symptoms, psychosocial functioning, 

the absence of poor social activity level and psychiatric re-hospitalisation), results 

showed that over 40% of participants with schizophrenia experienced one or more 

periods of recovery and were antipsychotic-free. Again, the findings in this study 

provided solid evidence to argue that the recovery of schizophrenia was not 

merely confined to the absence of psychiatric symptoms. Instead, improvements 

in psychological and social functioning were commonly found in various 

long-term studies. 

 

Obviously, data from empirical studies provided compelling evidence in 

suggesting that the concept of recovery should be considered as a comprehensive 

concept rather than a medical term. A multi-dimensional evaluation of recovery 

should be suggested. Research findings from long-term studies of people with 

schizophrenia further expanded the direction and scope of investigation, including 



51 
 

psychological, social and personal growth, instead of merely focusing on the 

medical condition of the individuals suffering from schizophrenia. 

Recovery of schizophrenia around the globe 

Positive results on the prognosis of schizophrenia have been found across the 

globe. The International Study of Schizophrenia would probably be the most 

substantial long-term follow-up study of today (Harrison et al., 2001). The study 

investigated 1,633 participants with 15 to 25 years of illness history of 

schizophrenia across 14 culturally diverse areas. The results of the study were in 

line with the previous long-term follow-up studies. 48.1% of individuals were 

rated as “recovery” (by Bleuler’s criteria: being employed and has resumed formal 

functioning, not being seen as mentally ill by family and has no overt psychotic 

symptoms) and 37.8% were rated recovered using a more straight criterion, 

according to Bleuler’s criteria plus Global Assessment Functioning. 

 

Liberman and Kopelowicz (2002) believed that numerous favourable 

outcomes in the prognosis of schizophrenia from contemporary schizophrenia 

studies were the result of “a continuous, comprehensive, coordinated and 

compassionate treatment and rehabilitation in hospital and community” (p. 250). 

Following the improvement and invention of medical treatment, they even 

suggested an ambitious and optimistic prediction that a 50% of recovery rate for 

persons with schizophrenia should well reach “if all of what we now know is 

efficacious can be made available” (p. 250). The new discoveries among various 

contemporary longitudinal studies not only bring critical challenges and 

interrogations to the traditional Kraepelinian notion on the poor prognosis of 
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schizophrenia but also illuminate new insights in understanding the possibilities of 

recovery. One of the significant findings from the Vermont Longitudinal Research 

Project is that sufficient empirical evidences have been found to support the 

argument that persons with schizophrenia are able to enjoy a good life though 

with psychiatric symptoms present. For those within the middle range outcome, 

most of them are able to obtain good social functioning, such as having a job and 

a good interpersonal relationship with family and friends, though they are still 

suffering from various psychiatric symptoms, such as delusions and hallucinations, 

at the same time (Harding et al, 1987). These empirical findings give strong 

evidence to believe that persons with poor clinical outcomes do not necessarily 

with poor quality of life or vice versa. 

 

Substantial findings from the above follow-up longitudinal studies have 

continuously and critically questioned and challenged the Kraepelinian 

assumption of the deteriorating prognosis of schizophrenia. These new discoveries 

have also revealed that individuals with chronic form of schizophrenia and 

lengthy period of hospitalisation are possible to enjoy a relatively symptom-free 

and well-functioning in different dimensions, such as physical, psychological and 

social functioning, in their later life. In this sense, the concept of recovery has 

undergone tremendous changes from focusing on the improvement of symptoms 

and functioning to the well-being and quality of life of a person. Hope, personal 

growth, sense of self and empowerment are considered to be new areas for 

understanding the meaning of recovery. The increasingly optimistic findings from 

the long-term follow-up studies over the past few decades had not only opened up 

a new possibility in investigating the course and prognosis of schizophrenia, more 
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importantly, they have brought new insights in re-defining the concept of recovery 

and developing a new understanding in the role of social and environmental 

factors during the course of recovery (Calabrese & Corrigan, 2005).  

 

In sum, two important points have been revealed among numerous 

significant findings in contemporary researches on the recovery of schizophrenia. 

First, empirical findings in long-term follow-up studies of schizophrenia have 

provided strong evidence to argue that there are more positive, optimistic and 

varied outcomes than those typically expected by clinicians. Persons suffering 

from schizophrenia are able to enjoy a good life and function well even though 

psychiatric symptoms are present. Furthermore, similar courses and outcomes of 

schizophrenia on recovery have been identified in international studies among 

various developed and developing countries (such as the Switzerland, the United 

States, Germany and Japan). All in all, these empirical findings stress that 

recovery is possible for persons with schizophrenia and the traditional pessimistic 

view on the prognosis of schizophrenia is questionable.  

 

After providing a brief description of the new discoveries in the longitudinal 

follow-up study in the recovery of persons with schizophrenia, in the coming 

section, I would like to go through the current discussions related to the concept 

of recovery in contemporary literature and to attempt to discuss the different 

meanings of recovery. In brief, I would like to sum up and distinguish two main 

perspectives from current discussions and debates in understanding the concept of 

recovery, namely the “scientific perspective” and the “humanistic perspective”. 
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Scientific Perspective of Recovery 

Without reliable measurement, scientific advancement is impossible. The 

scientific perspective of recovery places the focus on empirical investigations of 

the traditional dimensions in clinical and social recovery in schizophrenia 

(Roberts & Wolfson, 2004). Developing an operationalized definition and 

exploring the factors or domains for the concept of is the primary goal of the 

scientific recovery (Liberman & Kopelowicz, 2002; Liberman et al., 2002; 

Lysaker, Roe, & Buck, 2010). According to this perspective, recovery is 

objectively measured and assessed by both symptomatic and functional outcomes, 

such as symptoms, hospitalization, social functioning, community living skills and 

vocational skills (Jacobson, 2001) as well as psychological and social outcomes, 

such as well-being and quality of life. As the purpose of this perspective aims at 

searching for a research agenda grounded in scientific validation of the definition 

of recovery, any one set of criteria for defining recovery is welcome (Liberman & 

Kopelowicz, 2002).  

 

The later development of scientific perspective of recovery employs very 

different conceptualizations on what the term “recovery” should encompass. 

Originally, scientific perspective of recovery is a medical concept, it is merely 

considered and seen as the removal of something undesired, such as the reduction 

of symptoms, and a return to the premorbid level of functioning (Bellack, 2006). 

Such understanding of recovery limits itself as a medical term which merely 

focuses on the improvements of medical or clinical condition of a person, such as 

level of psychiatric symptoms and admission rate. However, as the deluge of 

findings from longitudinal studies has identified that persons suffering from 
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psychotic symptoms are able to enjoy high quality life in the community, the later 

development of the scientific perspective is further expanded to include the 

measurement of other psychological and social dimensions. Self-esteem, 

participation in school or work, family, community and recreational activities, are 

also included in the evaluation of functioning under the umbrella of recovery 

(Liberman & Kopelowicz, 2005).  

 

Although there is a general lack of a universal rule in defining the term 

“recovery” among scientific researches, scientific perspective on recovery is 

commonly considered to be “an outcome, an endpoint or level of functioning that 

one achieved and maintains for some period of time” or “a cross-sectional 

reflection of the functional status and may alternate in the course of illness” 

(Bellack, 2006, p.433). Thus, researchers applying the scientific perspective in 

understanding the meaning of recovery have put much of their effort in 

developing a standardised operational definition of recovery to reflect the course 

and consequences of the illness and measure the level of recovery. In short, short 

and long term outcomes are commonly used in empirical researches for measuring 

the progress and level of recovery. 

Short-term outcome: remission rate 

In empirical research, remission of symptoms is frequently used as an 

indicator to measure the short-term outcomes of persons with schizophrenia. The 

Remission in Schizophrenia Working Group provides a clear conceptualization in 

defining the term remissions as: 
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a state in which patients have experienced improvements in core 

signs and symptoms to the extent that any reaming are of such low 

intensity that they no longer interfere significantly with behavior 

and are below the threshold typically utilized in justifying an 

initial diagnosis of schizophrenia. (Bellack, 2006, p. 433) 

 

The Group produced the criterion for remission for a number of symptoms 

scales used in schizophrenia research, such as the Positive and Negative 

Syndrome Scale (PANSS), with the symptoms remission was operationalized as 

having the most to mild level of symptoms for each of the PANSS items 

(delusions, unusual thought content, hallucinations, conceptual disorganization, 

mannerism and posturing, blunted affect, social withdrawal and lack of 

spontaneity) for at least 6 months. Indeed, the above definition generally 

emphasises on remission and relapses of psychiatric symptoms and provides a 

clear working definition of recovery. However, the working definition of 

remission proposed by the Group has been criticized its sufficient step towards 

recovery (Bellack, 2006). 

 

According to the model of symptom remission suggested by Andresan and 

his colleagues (2005), remission from schizophrenia may involve “the complete 

absence or presence of persistent relatively minor symptoms” (Lysaker et al., 

2010. p.37). Thus, remission reflects improvements in the severity of symptoms to 

the point that they no longer represent significant impediments to functions. 

Torgalsbøen and Rund (2002) suggested the notion of “full remission” would be 

very useful and accurate in characterising the fluctuations in the asymptomatic 

phrase of illness in a given period of time among persons with mental health 

problems. However, the term “remission” is still unable to recognise and address 

the positive changes and accomplishments associate with recovery achieved by 
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persons with mental health problems. Thus, remission is far less enough to be 

declared a “true” recovery in a given period of time according to most scientific 

and consumer definitions.  

Long-term outcome: daily functioning  

Unlike studies on short-term outcomes, studies on long-term outcomes of 

schizophrenia have employed a diverse and complicated set of criteria for 

evaluating and assessing the current level of functioning (Bellack,2006). For 

example, The Vermont Longitudinal Study primarily relied on the Global 

Assessment Scale (GAS) and the Strauss-Carpenter Level of Functioning Scale to 

assess recovery. Based on the level of symptoms and social function of 

participants, participants who are scored 61 or above in the GAS would be 

counted as having good functioning (0-30=poor, 31-60 =fair, 61-100=good 

functioning) (Harding et al, 1987:730) and they should be “mild in symptoms…or 

some difficulties in several areas of functioning, but generally functioning pretty 

well…and most untrained people would not consider him sick” (Bellack, 2006, p. 

433). 

 

The 15 years follow-up study conducted by Harrow and his colleagues (2005) 

has adopted a very precise operational definition of recovery. In their study, 

recovery requires at least 1-year of (1) absence of major psychotic activities and 

negative symptoms, (2) adequate social functioning (including paid job or more) 

and the absence of a very poor social activity level and (3) absence of psychiatric 

hospitalisation. In another long-term follow-up study conducted by Torgalsbøen 

and Rund (2002), they adopted similar dimensions in defining recovery but a 
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longer period of time was set. Recovery is defined as “a reliable diagnosis of 

schizophrenia at an earlier time but not at present, no psychiatric hospitalisations 

for at least five years and present psychosocial functioning within the ‘normal’ 

range (scored above 65 on the Global Assessment of Functioning scale) 

(Torgalsbøen and Rund, 2002, p. 312). Unlike focusing on the remission rate, the 

above studies agreed that from the long-term perspective, researchers have to put 

much of their focus on measuring the level of functioning of persons in order to 

understand and define the level of recovery. Therefore, the absence of major 

psychiatric symptoms, adequate instrumental work functioning and psychosocial 

functioning are significant dimensions of daily functioning in measuring recovery 

and should be commonly adopted in defining the term.  

 

From the above studies, the central idea of scientific perspective of recovery 

obviously relies on the evidence-based approach. Outcomes are seen as the key 

indicators in defining recovery. Traditional dimensions in clinical and social 

recovery, such as symptoms management, medication, hospitalization, 

psychological functioning, subjective well-being, quality of life, social 

functioning, community living skills and vocational skills, are systematically 

employed and transformed in measurable terms. In this sense, the underlying 

principle in the conceptualization of the recovery in the scientific perspective is a 

pursuit of objectivity, measurability and repeatability.  

Humanistic Perspective of Recovery 

Unlike scientific perspective which conceptualises recovery from mental 

illness as an outcome or an end point, humanistic perspective understands the 
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concept from the opposite angle. Humanistic perspective conceptualises recovery 

as a complex process rather than an outcome. It places less concern on outcomes, 

symptom and the disability-free end point or the resumption of social roles. 

Instead, it puts much of the emphasis on understanding the course and changes in 

the perception, value and self-identity of those suffering from mental health 

problems. The humanistic perspective focuses on the subjective narrations and 

accounts of personal reflections and understandings in the course of recovery 

(Robert and Wolfson, 2006). The meaning of recovery is understood in the form 

of subjective and self-evaluated accounts. This kind of conceptualisation in 

understanding the concept of recovery always rests on the “lived experience” and 

narrations of a person (Deegan, 1996). Through narrating and expressing the 

personal history and stories, recovery is understood to be a process with unique 

and subjective experience (Jacobson, 2001). By examining these personal 

accounts and narrations from individuals with mental health problems, studies 

adopting the humanistic perspective believe that it is possible to develop and tease 

out a deeper understanding and dig into the meaning of recovery. 

 

Humanistic perspective is commonly employed in qualitative studies that are 

aimed at investigating the meaning of recovery among persons with mental health 

problem (Davidson et al., 2001; Duff, 2012; Jacobson, 2001; Mancini, Hardiman, 

& Lawson, 2005; Windell & Norman, 2013). The scope and interest of these 

studies are focusing on the lived experience and encounters of a person suffering 

from mental illness. Instead of looking for measurable outcomes, questions such 

as, “What does recovery mean to them?”, “What factors aided their recovery?”, 

“What they perceived as important throughout the process of recovery?”, “What 
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they regained during the process of their recovery?” and “How and what they 

have learnt from their illness experience?” have become the central questions and 

major themes in the personal accounts of recovery stories (Kelly & Gamble, 2005; 

Roberts & Wolfson, 2004). Among these enquiries, three common areas, including 

the personal accounts, essential elements for recovery and the recovery stage 

model, are commonly investigated among these qualitative researches. 

The personal accounts in recovery 

One of the unintended consequences of Kraepelin’s pessimistic views on 

severe mental illness is the removal of hope from the prognosis of people with 

schizophrenia. From the medical perspective, the deterioration of functioning is 

seen to be the inevitable destination of persons suffering from schizophrenia. 

However, the pessimistic evaluation of the prognosis of outcomes brought by the 

medical model is under attack, particularly by consumers, users and survivors 

who advocate the recovery movement in the 1970’s.  

 

The lived experience and personal accounts of individuals suffering from 

severe mental illness have pointed out that recovery is possible despite the 

presence of psychiatric symptoms (Carpenter, 2002; Cavelti et al., 2012). From 

this sense, it is suggested that individuals with schizophrenia are able to live well 

and enjoy a meaningful life in spite of the presence of their symptoms. 

Undisputedly, coping with symptoms would still be the major feature. However, 

recovery, from this point of view, is regarded as more than clinical. By 

re-introducing hope into the lives of people diagnosed with schizophrenia, 

recovery as suggested by consumers, users and survivors refer to an individual 
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process of adaption and development by overcoming the negative personal and 

social consequences of mental illness (Deegan, 1996; Van Dongen, 1998) and 

regaining a meaningful life, positive sense of identity and responsibility for one’s 

own well-being (Andresen et al., 2010; Resnick et al., 2005). 

 

Recovery, as asserted from the consumers, users and survivors’ perspective, 

places fewer emphasises on outcomes such as symptom or disability-free, but 

more emphasises on the process. For them, recovery is meant to be the process of 

resuming the sense of self-control, strength, meaning and purpose in life as well 

as self-comfort (Corrigan & Phelan, 2004; Ralph & Corrigan, 2005). Advocators 

in the movement are intent on shifting the focus of recovery from focusing on 

outcomes to working out personal success, though they could still be suffering 

from the symptoms and negative effects brought by their mental health problem at 

the same time (Carpenter, 2002). 

 

More specifically, the visions promoted by the consumers, users and 

survivors’ movements challenge the mainstream medical perspective which 

assumes that symptom-free condition is the ultimate goal of recovery (Carpenter, 

2002). Advocators argue that clinical and psychiatric disability is only one aspect 

in the process of recovery, in fact, recovery is more than that (Corrigan & Penn, 

1997). From consumers, users and survivors’ point of view, recovery is a dynamic 

and interactive process includes social dimensions (Onken, Craig, Ridgway, Ralph, 

& Cook, 2007). At the social level, it has been suggested that recovery includes an 

elevated public awareness of mental health and a change in the consciousness of 

mental health system and policy, such as to raise the consciousness towards 
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person suffering from schizophrenia as well as their family members, is an 

essential component in conceptualizing recovery. Besides, looking for a change of 

direction in mental health polices and practice that would put more emphasis on 

establishing a friendly environment to persons suffering from severe mental health 

problems should also be included in the recovery agenda (Bellack, 2006; Resnick 

et al., 2005). Thus, by influencing the direction and implementation of mental 

health service and policy, and advocating for the heightening of public awareness 

of mental illness and mental health service at the societal level, consumers, users 

and survivors attempt to expand the goal and meaning of recovery from a personal 

definition to a social one. 

 

By reviewing the core concepts and elements promoted and shared by the 

users, consumers and survivors’ movements, in the following sections, the ideas 

and characteristics about the concept of recovery concluded from the accounts of 

the recovery movement will be described. In sum, six personal accounts are 

summarised. 

Recovery is personal 

Over the past two decades, there has been a shift of focus from the medical 

perspective to the patient-centred perspective in understanding the meaning of 

recovery (Brennaman & Lobo, 2011). The growing number of first-hand written 

literatures, including personal stories and dairies, from consumers, users and 

survivors’ accounts and narrations of their treatment experience and personal 

journey of recovery throughout the 70’s to the 90’s has provided compelling 

evidence in arguing that person suffering from schizophrenia are able to maintain 
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a well-functioning and meaningful life though the presence of psychiatric 

symptoms (William A. Anthony, 1993; Kelly & Gamble, 2005; Turner-Crowson 

& Wallcraft, 2002a). Personal and lived experiences from individuals with severe 

mental illness reveal that the concept of recovery in mental illness is 

multi-dimensional which include the physical, psychological and social, rather 

than merely medical. In this way, personal growth, such as self-understanding, 

exploration, reflection and transformation of their own self are essential elements 

in understanding the process of recovery (Anthony, 1993; Deegan, 1996). Thus, 

the concept of recovery should be widening instead of narrowing down into a cure, 

the removal of symptoms or resumption of functioning. 

 

Although the personal accounts of recovery raised by consumers, users and 

survivors are wide-ranging and cannot be uniformly characterized (Davidson, 

2003; Slade, 2009), most definitions involve some of the core values and elements, 

such as acceptance of illness, having a sense of hope about the future and finding 

a renewed sense of self (Davidson, 2003). Autonomy becomes one of the major 

features in the course of recovery. The emerging concept of recovery promoted by 

the recovery movement over the last few decades had consequently debunked the 

medical approach and had suggested a humanistic perspective in understanding 

and identifying the concept. 

Recovery as personal growth 

One of the major themes in recovery is personal growth. Anthony (1993) has 

developed and credited with one of his most commonly accepted contemporary 

definitions of recovery that many regard as a cornerstone (Ryan, Ramon, & 
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Greacen, 2012). Recovery has been described as:  

 

A deeply personal, unique process of changing one’s attitudes, 

values, feelings, goals, skills, and/or roles. It is a way of living a 

satisfying, hopeful, and contributing life even with limitations 

caused by illness. Recovery involves the development of new 

meaning and purpose in one’s life as one grows beyond the 

catastrophic effects of mental illness (Anthony, 1993. pp. 527). 

 

Anthony’s widely accepted definition of recovery stresses that persons 

suffering from mental health problems are not looking for a return of the 

premorbid state (or not cured), and the process of recovery can proceed in the 

presence of symptoms (Davidson, 2003). Rather, the matter in the recovery 

process is enchanting the growth of the person, such as gaining hope in life, 

finding new meaning in the relationship with others and able to live well in the 

community as well as overcoming the negative effects and consequences brought 

by the illness (Deegan, 1996). Turner (2002) further pointed out that recovery 

encompasses a wide range of personal experiences and qualities. Recovery can be 

ongoing struggles for those who have mental distresses and it involves various 

aspects in the process, such as personal growth, taking responsibilities and risks, 

failing and trying, being able to live independently and with others, and taking up 

a role in the community. Thus, the reduction of psychiatric symptoms by 

medication or treatment is not necessarily a guarantee for developing a better 

quality of life or greater autonomy. In other words, symptoms-free does not mean 

recovery is achieved. Instead, the recovery as suggested by consumers, users and 

survivors is not reducible to symptom reduction alone but an enchantment of 

individual’s potentials (Roberts & Wolfson, 2004; Spitzmueller, 2014). 
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Recovery as developing meaning and purpose of one’s life 

Apart from personal growth, personal accounts of recovery emphasize on the 

development of meaning and purpose of one’s life throughout the process of 

recovery (Carpenter, 2002; Spitzmueller, 2014). Anthony (1993) insisted that “the 

development of new meaning and purpose in one’s life, as one grows beyond the 

catastrophic effects of mental illness” (p. 527) must be involved in the concept of 

recovery. In line with Anthony, Deegan (1996) adopted a similar understanding in 

the conceptualization of recovery and further expanded the concept into the 

development of one’s meaning and purpose of life. She said:  

 

Recovery does not refer to an end product or result. It does not 

mean that one is 'cured' or simply stabilized or maintained in the 

community. Recovery often involves a transformation of the self 

wherein one both accepts one's limitation and discovers a new 

world of possibility... This is the paradox of recovery i.e. that in 

accepting what we cannot do or be, we begin to discover who we 

can be and what we can do. Thus, recovery is a process. It is a way 

of life. It is an attitude and a way of approaching the day's 

challenges. (Anthony, 1996, pp. 13) 

 

As a result, from the consumers, users and survivors’ point of view, the 

meaning of recovery should be able to enrich and develop their life no matter the 

illness and symptoms persist or not. Like those without mental illness, persons 

suffering from schizophrenia are able to enjoy a meaningful and purposeful life 

despite their mental health problems and their role (McEvoy, Schauman, Mansell, 

& Morris, 2012). Thus, what is essential in the process of recovery is the 

development of a strong belief to live a healthy and meaning life though with 

chronic conditions (Roberts & Wolfson, 2004). 
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Recovery as self-awareness and empowerment 

Recovery is a complex process involves a search for a positive sense as well 

as identity (Davidson & Strauss, 1992; Deegan, 1996; Young & Ensing, 1999). 

Like Deegan, Hogan also described recovery as “a process of positive adaptation 

to illness and disability, linked strongly to self-awareness and a sense of 

empowerment” (Hogan, 2003, p.1469). From this point of view, both Deegan and 

Hogan shared and identified agency striving to overcome the illness itself and its’ 

effects to their sense of self. Repper and Perkins (2003) provided similar ideas in 

understanding the term “recovery” and further suggested that it involves 

redefining one’s own identity that includes and beyond the illness. They pointed 

out that recovery not only includes overcoming the challenges and difficulties of 

the illness itself, but also the barriers brought by these negative consequences and 

impacts, such as self-stigma and discrimination (Brohan, Elgie, Sartorius, & 

Thornicroft, 2010; Chan & Mak, 2014) at the workplace (Seeman, 2009; Tsang et 

al., 2007), throughout treatment (Lee, Chiu, Tsang, Chui, & Kleinman, 2006) and 

in the community (Chiu & Chan, 2007; Tsang, Tam, Chan, & Cheung, 2003). In 

this sense, learning the necessary skills to overcome the difficulties and negative 

effects brought by mental health problems would be a major task for those 

suffering from schizophrenia throughout the process of recovery (Corrigan, 2002).  

Recovery as a reconnection of social relationship 

Recovery has  also been identified as a social process involving the 

reconnection of social relationship to others and the community (Tew et al., 2012). 

Recovery is not merely a resumption of symptom-free and disability-free 

conditions, the notion of recovery suggested by consumers, users and survivors 
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places much of their focus on both the personal change and social engagement in 

the community (Carpenter, 2002; Tew et al., 2012). With the influence from the 

user, consumer and survivor movements, factors that lie outside or beyond the 

person’s own effort and control is always found in their recovery narratives (A. 

Topor, Borg, Di Girolamo, & Davidson, 2011). Coleman (1999) placed much of 

his emphasis on the recovery process of self-help and collaborations with other 

professionals rather than on a single person being treated. Although recovery is 

often believed to be a highly personal process, he also argued that the recovery is 

a process of the involvement and interaction between various professionals: 

 

Recovery is not a gift from doctors but the responsibility of us 

all … We must become confident in our own abilities to change 

our lives; we must give up being reliant on others doing 

everything for us. We need to start doing these things for 

ourselves. We must have the confidence to give up being ill so that 

we can start becoming recovered (Coleman, 1999, pp. 7). 

 

Thus, Corrigan (2002) urged for the changing public attitude in the 

community and providing social and material support to persons with mental 

illness would be the primary goal when implementing community mental health 

care services. Without a stigma-free environment, reconnecting the social 

relationship between persons with mental health problem and the community 

would be just futile. In this sense, the reconnection of social relationship for 

persons with schizophrenia requires both the involvement of the public and the 

person to take corresponding action in order to establish a friendly and 

stigma-free community. 
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Social and environmental factors in recovery  

Although the discussion of recovery led by the consumers, users and 

survivors’ movements has always placed the focus of recovery on the personal 

level, the significance of social and environmental factors in the course of 

recovery was further expanded and recognised in their later discussion. Anthony 

and his colleagues (2002) pointed out that the progress of recovery of a person 

with a severe mental health problem is significantly influenced by social or 

environmental factors rather than his or her medical condition. In fact, it is much 

more related to various social factors, such as the identity of patient role, lack of 

skills training, lack of peer support, lack of employment opportunities and the 

side-effects of antipsychotics, rather than personal factors. Following this line of 

thought, Mezzina and his colleagues (2006) further expanded the discussion and 

suggested “social context” as an important factor that could provide resources 

and essentials for recovery. 

 

Recovery is personal as well as social. It is an interactive process that takes 

place in a specific social context of everyday life which provides possibilities for 

persons suffering from schizophrenia to grow and change. In this sense, social 

context and experience in the community setting are significant factors that 

influence the process of recovery. Every single event or daily issues, such as 

employment, stigma of the illness, poverty and housing  could be influential in 

the course of recovery (Borg et al., 2005). Although recovery is always 

understood as a personal process in the lived experience of people with severe 

mental illness, it is important to note that significant others and social structures, 

such as family, friends, school and community, are the intervening factors to the 
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recovery process (Williams & Collins, 2002). Therefore, from this vein of 

thought, the journey of recovery involves the interconnection of social and 

personal elements rather than personal factors alone (Mezzina et al., 2006; A. 

Topor et al., 2011).  

 

Thus, the conclusions drawn from personal accounts from consumers, users 

and survivors have stressed that recovery in mental health should be dealing with 

the negative effects and consequences brought by the illness. Focusing on the 

removal of symptoms or reduction of clinical outcomes would not help persons 

with schizophrenia develop the ability and skills to overcome the negative effects 

and consequences brought by their illness in the daily context. In this sense, 

recovery is about how the individual re-defines the meaning of their illness as 

well as develops a meaningful life, instead of looking for a cure. 

Elements of recovery 

Recovery from mental illness is believed to be a complex process (Anthony, 

1993). Numerous qualitative studies have put much of their research focus on 

investigating various essential elements that are believed to have significant 

influence in the recovery process. In the case of physical illness and disease, 

recovery simply means recovery from the illness or disease itself. The concept of 

recovery in the context of physical illnesses and disease always has a clear 

identification and easy understanding. However, unlike the concept of recovery in 

physical illness and disease, which has a clear identification, the meaning of 

recovery in the context of mental illness confronts a complicated situation.  

Although the humanistic perspective of recovery is hardly defined, literature 
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has attempted to identify the common elements and themes of recovery. Anthony 

(1993) suggested recovery is a process of fighting against and overcoming the 

obstacles and negative effects brought by mental illness. He argued that persons 

with mental illness have to confront and recover from several dimensions of 

hardships caused by their illness throughout the recovery process. These negative 

consequences cover a wide range of experiences, such as the stigma that 

originated from any physical, personal, or social issues in the daily life. Therefore, 

recovery was believed to be a self-empowering process that motivates an 

individual with schizophrenia to overcome the hardship and obstacles. 

 

Ridgway (2001) further investigated the process of recovery and identified 

several recovery themes in understanding the concept. By investigating the 

narratives and accounts of four women who experienced prolonged mental health 

problem, recovery has been summarized as a series of journeys which includes 

several themes and characteristics in each stage, including the reawakening of 

hope after despair, breaking through denial and achieving upstanding and 

acceptance, moving from withdrawal to engagement and active participation in 

life, active coping rather than passive adjustment, no longer viewing oneself as a 

person with mental health problems, reclaiming a positive sense of self and 

moving from alienation to a sense of meaning and purpose (Ridgway, 2001). He 

also suggested that the recovery journey is not necessarily linear. Instead, 

recovery is an unpredictable process that is full of ups-and-downs and 

uncertainties. Besides, throughout the process, the goal of recovery is not 

accomplished alone but involves the support and partnership of others in the 

community, such as family members, friends, social workers, psychiatrists and 
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other professionals. In this sense, recovery is definitely not a personal but also a 

social process. 

 

Following similar view in conceptualising the meaning of recovery, Mueser 

and his colleagues (2002) claimed recovery as a process of “social success and 

personal accomplishment” (p.1273). They argued that recovery is not merely a 

short-term or long-term relief from psychiatric symptoms. Instead, it refers to a 

number of personal and social matters that a person with mental illness has to 

confront and deal with during their unique recovery process. These personal and 

social matters could be a wide range of experience in daily life, from the 

development of self-confidence, of a self-concept beyond the illness, of the 

enjoyment of the world, of a sense of well-being and of hope and optimism. In 

this sense, the lived experience in the daily context of persons with schizophrenia 

can be seen as a battlefield that is full of challenges, harms and risks. Thus, the 

“social success and personal accomplishment” in a recovery echoes the ideas 

advocated by the users, survivors and consumers’ movements that recovery is a 

social and personal matter rather than a medical matter. 

 

Deegan (2002) provided influential contributions towards the mental health 

recovery movement as well as the definition of the concept of recovery. He 

proposed recovery as a complex and difficult process of personal growth which 

involves the development of personal purpose and meaning in life beyond the 

symptoms, stigmas and disability of mental illness. Recovery process is also 

identified as a journey. In this way, recovery is understood as an on-going process 

that not necessarily has a destination with an end-point. In the process, recovery is 
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transformative in which one’s old self is gradually abandoned and a new sense of 

self emerges. Thus, the transformation of self and personal growth is essential in 

the recovery process. 

 

Elements of recovery have always been the major scope of study in the 

recovery of schizophrenia. Davidson and his colleagues (2005) gave further 

support and elaboration in explaining the complexity of recovery in mental illness. 

In their conceptual analysis of numerous personal accounts from consumers, users 

and survivors, nine positive elements that facilitate recovery have been identified. 

Various personal, psychological, physical and social dimensions, such as 

“renewing hope and commitment, redefining self, incorporating illness, being 

involved in meaningful activities, overcoming stigma, assuming control, 

becoming empowered and exercising citizenship, managing symptoms and being 

support by others” (Davidson et al, 2005, p. 481), have been summarised as 

crucial elements in the course of recovery. Instead of bringing the person with 

mental illness back to the pre-illness state, Davidson and his colleagues (2005) 

insisted that overcoming the negative effects of taking up the role of a mental 

health patient has become the major theme throughout the recovery process. 

These negative effects include: 

 

rejections from family, peers and society, financial difficulties 

(poverty), unemployment, lack of housing, loss of valued social 

roles and identity, loss of sense of self as an effective social agent, 

loss of the sense of purpose and the direction and loss of control 

over their own major life decisions (Davidson et al, 2005, p. 481).  

 

The above negative effects mentioned by Davidson and his colleagues are 
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only some of the difficulties that a person with mental illness has to confront with 

throughout the recovery process. In fact, Davidson highlighted that recovery does 

not simply mean the removal of or relief from psychiatric symptoms. Instead, 

recovery was believed to be a process of overcoming various negative effects of 

being mentally ill, including financial, personal and social difficulties, in order to 

retain or resume certain degree of autonomy and control over their life.  

 

In the study of the literature of person with mental illness conducted by Kelly 

and Gamble (2005), five critical components of recovery were summarised and 

they were believed to be influential among persons recovered from mental illness. 

Spirituality, hope, mentorship, growth and being an individual were identified and 

revealed as major elements that would play a significant part in the recovery 

process. 

 

Comparing with the scientific perspective, findings from numerous 

qualitative studies on investigating the meaning of recovery have obviously 

shown that the humanistic perspective adopted a different philosophy and 

framework in understanding and conceptualising the meaning of recovery. While 

the meaning of recovery adopted by the scientific perspective is clinical and 

disease oriented, the humanistic perspective mainly places the focus of recovery 

on the personal growth and development of potentials. Of course, improvements 

in clinical conditions, such as remission of symptoms and hospitalisation, are also 

evaluated and counted as progress of recovery from the view of humanistic 

perspective. However, progress in the development of personal, psychological and 

social attributes of a person, such as the sense of self, self-confidence, 
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empowerment, autonomy and hope, are regarded much more significant in 

understanding the meaning of recovery among people suffering from mental 

illness. 

Stages of recovery 

Apart from studying the essential elements for recovery, investigating the 

phases or stages in the recovery process has long been another key research area 

in the study of recovery (Liberman & Kopelowicz, 2005). Although the focus of 

prior researches varied and the findings failed to reach a consensus on the exact 

definition of phases or stages of recovery, numerous patterns emerged from 

literature and narrations from people suffering from mental illness has developed 

numerous recovery stages for further investigation. 

 

The rediscovery and reconstruction of a sense of self is one of major aspects 

in understanding the process of recovery. Persons with chronic mental illness are 

always suffering from a weak or less functioning self. (Davidson & Strauss, 1992) 

argued that the process of developing a functional sense of self is a crucial aspect 

of improvement among persons suffering from severe mental illness. By 

conducting a series of interviews over a time span of 2 to 3 years with 66 

participants (25 with schizophrenia) struggling to recover from prolonged 

psychiatric disorders, four aspects have been identified in the process of recovery, 

they are: discovering the possibility of a more agentic sense of self, taking stock 

of one’s strengths and limitations, putting aspects of the self into action and using 

this enhanced sense of self as recourse in recovery (Davidson & Strauss, 1992). 

Findings from their study suggest that the development of a dynamic sense of self 
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is essential in understanding the improvements throughout the process of recovery. 

In addition, the development of sense of self also provides the link of identifying 

the related factors influencing and enhancing recovery among persons with severe 

mental illness. 

 

By employing the grounded theory, Young and Ensing (1999) conducted a 

qualitative research with 18 persons diagnosed with a severe psychiatric disorder 

who were living independently in the community. Their findings suggested that 

the recovery process could be divided into three major stages from which several 

characteristics could be identified in each stage. For instance, in the first stage 

(imitating recovery), people suffering from mental illness first begin to 

acknowledge and accept their illness. They develop the desire and motivation to 

change and have a source of hope. In the second stage, (regaining what was lost 

and moving forward). The person learns to take control, assumes responsibilities 

and undergoes self-redefinition. Besides, they are able to return to a basic level of 

functioning. In the final stage (improving the quality of life), they strive for an 

overall sense of well-being and realise new potentials of higher functioning. 

 

Another two-year longitudinal qualitative study conducted by Spaniol and 

colleagues (2002) with 12 persons diagnosed with schizophrenia and 

schizoaffective disorder identified four stages of recovery. The first stage is 

“overwhelmed by the disability”. At this stage, a person feels confused, out of 

control and powerless to life, lack of self-confidence and social connections. The 

second stage is “struggling with the disability”. Person is characterized by the will 

to change. They begin to look for an explanation of the illness and learn to cope. 
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At the “living with the disability”, confidence of managing the disability, a 

stronger sense of self, sense of control in life, acceptance with disability and a 

meaningful role are developed. The final stage, “living beyond the disability”, is 

conceptualised and identified from descriptions in self-help literature. It is 

described as a satisfying and contributing life without the interference of disability 

and characterised by a sense of meaning and purpose in life. 

 

Based on the personal accounts of the consumer’s experience, Andresen, and 

his colleagues (2006) have conceptualized a model of recovery by thematically 

analysing their accounts, in which four major components were then identified in 

the recovery process, including finding and maintaining hope, the reestablishment 

of a positive identity, finding meaning in life and taking responsibility for one’s 

life. Apart from reporting the key components involving the recovery process, 

Andresen, Oades and Caputi (2003) proposed a five-stage model of recovery after 

reviewing the findings of five qualitative studies in recovery. The model of 

recovery consists of the following five stages: Moratorium, Awareness, 

Preparation, Rebuilding and Growth. The Moratorium stage is characterised by 

negative emotions and thoughts, such as denial, confusion, hopelessness, identity 

confusion and self-protective withdrawal. At the Awareness stage, the person 

regains the hope of a better life and believes recovery is possible. At the 

Preparation stage, the person starts working on recovery, such as learning about 

the knowledge and skill in managing their illness. At the Rebuilding stage, the 

person works to develop a positive identity, goals and values, assuming 

responsibilities for managing their illness and taking control of one’s life. At the 

Growth stage, the person has a positive sense of self and lives a full and 
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meaningful life. 

 

Similar to above model, a six-stage recovery model was developed by Ralph 

(2005). In this model, recovery was viewed as a dynamic process. The 

development of the model is based on a combination of personal accounts, 

community mental health literature and discussions with groups consisting former 

and current service users of mental health service. Recovery is suggested and 

described as a developmental process of a person with mental health problem, 

involving a transformation from a sense of “anguish and despair” to a sense of 

“well-being, empowerment and recovery”. At the beginning of recovery process, 

the person first experiences a turning point or “awakening” that helps the 

development of “insight”. Then, the person starts to move on by “taking action” 

and making a determination to be well. The movement throughout the phases is 

not linear. Instead, it is a reflective progress that could move toward and backward 

before reaching final phase of “well-being and recovery”. 

 

All in all, the central idea of the humanistic perspective of recovery is placed 

on understanding and making-sense with the lived experience of persons with 

severe mental health problems. By analysing the personal accounts of the lived 

experience, stories or narratives, researchers are interested in investigating the 

meaning-making process of those suffering from mental illness as well as 

identifying the essential elements beneficial to recovery and stages of the recovery 

process. Unlike the scientific perspective, the humanistic perspective understands 

the concept of recovery as a dynamic and interrelated condition. The process of 

recovery is viewed in terms of a nonlinear and reciprocal transition located in a 
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unique context rather than a straight-forward and step-by-step progression. More 

importantly, recovery is understood as an ongoing process without a specific 

endpoint, rather than reaching a certain state or level of functioning. 

Chapter Summary 

In this chapter, I have highlighted the current debates and discussions in 

understanding the concept of recovery. One of the significant breakthroughs 

among the debate in conceptualizing the meaning of recovery is the Kraeplinian 

model on the prognosis of recovery has since been critically challenged by current 

long-term follow-up empirical studies. By reviewing the contemporary 

longitudinal follow-up studies of schizophrenia since the middle of 20
th

 century, 

solid empirical findings from these studies have revealed that positive and 

optimistic prognosis and outcomes in the later life of persons suffering from 

schizophrenia is possible. The remission of symptoms, absence of hospitalisation, 

improvements in psychosocial functioning and well-beings are commonly seen 

and well identified amongst persons with schizophrenia in long-term follow-up 

studies around the globe. Numerous contemporary evidence-based researches 

suggested that recovery in schizophrenia is possible and the pessimistic projection 

to the recovery of schizophrenia is problematic.  

 

Apart from the spate of new discoveries of empirical findings in 

schizophrenia, the growing accounts of users, consumers and survivors’ 

“lived-experience” and narrations open up another arena in arguing and 

conceptualizing the meaning of recovery and echo the assumption of positive 

prognosis is possible. The lived experience and personal accounts from users, 
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consumers and survivors has revealed that individuals with schizophrenia are able 

to live and enjoy a meaningful life with the presence of psychiatric symptoms. 

The concept of recovery is not necessarily equal to symptom or disability-free 

condition but is further illuminated and enriched as a unique, on-going, nonlinear 

and dynamic process along with personal change and growth of self. In the sense, 

recovery in mental illness is understood as a more complicated inter-relational 

phenomenon rather than a symptom-free condition or a return of former condition. 

As a result, breaking through the myth of “medical recovery” and moving beyond 

the negative effects and consequences brought by schizophrenia are considerably 

placed at the centre among these personal narratives.  

 

With the growing number of new discoveries from longitudinal studies 

stressing that recovery of schizophrenia is possible, existing studies and 

investigations of the concept of recovery are further divided into scientific and 

humanistic perspective. While the scientific perspective employs an operational 

sense in defining recovery, the meaning of recovery is understood as an “outcome” 

or “an end point” of mental state or functioning. Measurability and objectivity are 

the basis underlying the formulation of recovery. Moreover, it is the professionals 

that have the skills and power to define recovery. Therefore, from this point of 

view, the scientific perspective of recovery attempts to establish an objective 

measurement and system. On the contrary, the humanistic perspective as 

promoted by the users, consumers and survivors’ movements takes a contradictory 

stand and position in understanding the concept of recovery. While the scientific 

perspective conceptualized “recovery” as an operational definition in terms of 

empirical and measurable outcomes that are identified by the professionals, the 
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humanistic perspective challenged the underlying assumptions of the scientific 

perspective and argued that adopting this perspective in the conceptualization of 

the meaning of “recovery” is problematic. Humanistic perspective believes that 

the concept of “recovery” is person-centred as well as dynamic, and it is more of a 

social rather than a clinical concept. In this sense, the focus of understanding the 

concept of recovery from the humanistic perspective is placed on investigating the 

meaning-making process based upon the lived experience and self-evaluated 

accounts in the course of recovery among those suffering from mental illness. The 

investigation of the conceptualization of recovery should rest on the subjective 

experience and self-evaluated accounts of how an individual suffering from 

schizophrenia has learned to overcome and accommodate the negative 

consequences and effects brought by the illness. 

 

In sum, the new discoveries and understandings from the studies of 

schizophrenia over the past few decades have provided diverse and strong 

empirical evidence in re-considering and re-defining the concept of recovery. 

Following this trend, later studies have placed most of their emphases on 

investigating and identifying the essential elements for recovery, stages of the 

recovery process and the meaning-making process of recovery through the 

lived-experience and personal accounts of persons with severe mental health 

problems. 
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Chapter 3 Historical development of mental health services in Hong Kong: A 

critical review 

 

This chapter begins by critically examining the historical development of 

mental health service in Hong Kong from the mid-19
th

 century to present time. 

Looking back, the mental health facilities, services and system of Hong Kong 

have been undergoing tremendous transformations, particularly, in terms of 

rationale and philosophy of implementation and provision of mental health care 

services throughout the recent decades. Five transitional stages, namely the 

pre-initial stage, the initial stage, the formation stage, the expansion stage and the 

transformation stage can be identified through a detailed chronicling of the 

historical development of mental health service in Hong Kong over the years. By 

carefully investigating the transformations and developments of mental health 

system and services, one could establish the following: the characteristics and 

aims of providing mental health services, the role of government and 

non-governmental organizations, the changes of practices and interventions of 

mental health care services, the public attitude towards developing community 

mental health facilities and service as well as the rationale of implementing 

various mental health services in Hong Kong at each stage, of which four 

significant turns, conceptual, spatial, cliental and strategic, can be identified. 

Based on the above transformations and turns, I would like to assert and conclude 

that an evolution from a clinical to social orientation in the principle and 

philosophy of mental health care facilities and services has begun. 

 

The following sections would first review the development of mental health 

facilities and services in Hong Kong, then the characteristics of mental health 
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facilities and services at each stage will be described in detail. Finally, criticisms 

will also be furnished in the conclusion. 

The Pre-initial Period  

The development of mental health facilities and services in Hong Kong can 

be dated back to as early as the mid-19
th

 century, when Hong Kong became a 

British colony in 1842. In the early days, Hong Kong was a small fishing village 

with limited trade and business activities. With a small population and scarce 

natural resources, the financial condition of the Hong Kong government was 

insufficient in providing social services and facilities to the general public. It was 

not surprising to see that mental health facilities and services were in a vacuum 

during this period. Besides, without sufficient treatment, medical care and services 

provided by the government, people with mental illness in Hong Kong were left to 

the care of their family or friends was common. Most of them received no proper 

medical treatment. As a result, most of the mental patients were invisible in the 

community and they were marginalised by the society at that time (Starling & 

Hong Kong Museum of Medical Sciences, 2006). 

The setup of lunatic asylum 

Before the opening of the first temporary lunatic asylum on Hollywood Road 

in 1875 (Lo, 2003; Tang, 1997; Yip, 1998), most mental patients in Hong Kong 

were kept in prison (Tang, 1997) and no facilities were specifically built for 

mental health patients. According to the Colonial Surgeon Dr. Philip Ayres in the 

annual report of 1893, he mentioned that no asylum existed in Hong Kong in 1873 

(Lo, 2003; Starling & Hong Kong Museum of Medical Sciences, 2006). At that 
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time, lunatics of Chinese origins were sent to the “special wards” in Tung Wah 

Hospital where they were confined in dark and dreary cells and those who were 

violent “were chained up…like wild beasts”. For European lunatics, they were 

confined in the cells of the Victoria Gaol who later were sent back to their 

homelands (Starling & Hong Kong Museum of Medical Sciences, 2006). 

Needless to say, the living condition of these facilities was dismal.  

 

It was until 1875 that the first temporary asylum in Hong Kong was set up on 

Hollywood road on Hong Kong Island (Lo, 2003; Starling & Hong Kong Museum 

of Medical Sciences, 2006; Tang, 1997; Yip, 1998). In 1885, a proper Lunatic 

Asylum for Europeans with eight beds was eventually established on Bonham 

Road. It was a lunatic asylum merely for the admission of Europeans while 

Chinese lunatics were strictly disallowed (Lo, 2003). Six years later (1891), the 

Hong Kong government decided to build a Chinese Lunatic Asylum next to the 

European Lunatic Asylum due to the poor condition in the Tung Wah Hospital 

(Starling & Hong Kong Museum of Medical Sciences, 2006). 

 

Because of the consistent overcrowding of the asylum, in 1894, the Hong 

Kong Government set up a new arrangement with the local authorities in Canton 

for accepting transfer of Chinese patients for further treatment in Canton 

Municipal Mental Hospital in Fong Chuen, China (Lo, 2003; Ungvari & Chiu, 

2004; Wong, 2006). Expenses of the patients were paid by the Hong Kong 

Government every year (Starling & Hong Kong Museum of Medical Sciences, 

2006; Yip, 1998).This practice continued well until the 1940’s. Unfortunately, for 

those non-Chinese patients, most of them were repatriated to their home country 
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instead of transferring to Canton.  

The enactment of asylums ordinance 

Apart from the establishment of mental health infrastructures, the enactment 

of mental health ordinance followed. In 1906, the first mental health ordinance, 

the Asylums Ordinance, was enacted in Hong Kong (Cheung, Lam, & Hung, 2010; 

Lo, 2003). This Ordinance contained only 16 sections but covered the most of the 

essentials such as “a definition for a person of unsound mind, the procedure for 

compulsory admission, further detention and certification, appeals by patients and 

official visitors, the protection of persons carrying out the provisions, and 2 

sections concerning prisoners” (Lo, 2003, p.27). 

 

At the pre-initial stage, mental health infrastructures and services in Hong 

Kong were scarce and temporary in nature. Mental patients were confined in 

prison or temporary lunatic asylum without receiving proper medical treatments 

but custodial care. The provision of temporary accommodation was the main 

function of setting up lunatic asylums. Besides, most of these patients were 

eventually expelled from Hong Kong, either to Canton or returned to their home 

country. At this point, acceptable mental health care services and treatments were 

nil. At the policy level, there was no concrete mental health policy in developing 

long term plan for setting up mental health facilities and services, at best only 

limited and temporary arrangements were provided by the government in 

managing the overcrowding of mental patients. Furthermore, most of the 

measures at that time relied on administrative and control rather than a 

rehabilitation purpose. Subsequently, it was a common practice for mental patients 
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to receive no treatments and care whatsoever but only confinement during this 

period of time, which demonstrated clearly that the poor and tragic plight of 

mental patients at this stage was the result of lack of planning. Both the Hong 

Kong government and non-governmental organizations had no intention or 

commitment in providing long-term mental health services and establishing 

medical facilities in the community. Instead, they took a non-intervening approach 

and acted as an outsider in the provision of mental health services. Fair to say, 

long-term planning in mental health policy was absolutely absent. 

 

 

The Initial stage 

The second stage began from early to middle 20
th

 century. At the initial stage, 

basic mental health infrastructures were steadily established and medical 

treatments were provided to mental patients at a minimum level. 

The setup of mental hospital 

The establishment of mental hospital highlighted the birth of centralised 

mental health care infrastructures in Hong Kong. In 1925, Victoria Mental 

Hospital, the first mental hospital in Hong Kong, was built on High Street with 

Table 2 A Brief Summary of the Development of Psychiatric Services in the 

Pre-Initial Period. 

1875 The opening of first temporary lunatic asylum on Hollywood Road. 

1885 A European Lunatic Asylum with eight beds was established on 

Bonham Road. 

1894 The Hong Kong Government set up a new arrangement with the local 

authorities in Canton, China for accepting the transfer of patients for 

further treatment in Canton Municipal Mental Hospital in Fong 

Chuen. 

1906 The Asylums Ordinance was enacted.  
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130 beds (Yip, 1998). By 1938, the mental hospital was quickly overcrowded and 

often had to house over 100 patients (Starling & Hong Kong Museum of Medical 

Sciences, 2006). The admission rate also rose significantly from 308 in 1925 to 

679 in 1940 (Yip, 1998). Since written records about the treatment of patients in 

mental hospital were limited, we know very little about the types of treatment 

during this period. According to Lo (2003) and Yip (1998), they believed that 

treatments at that time were still limited to physical restraint, and the major 

function of the mental hospital was to provide temporary custodial care for 

disturbed patients before transferring them to Canton or repatriated to their home 

country. 

The transfer of mental patients to China 

As the provision of adequate and quality mental health care facilities and 

services remained limited, the arrangement of transferring mental patients to 

China continued but was under attack by Dr.McKenny in 1923. McKenny directly 

pointed out the urgent need of building a new asylum in Lai Chi Kok for the 

increasing number of mental patients rather than carrying on the practice of 

sending patients to China or their home country. Unfortunately, his appeal fell on 

deaf ears and nothing concrete eventually followed (Lo, 2003) 

 

Undoubtedly, in the initial stage, mental health infrastructures and services in 

Hong Kong remained limited and scarce. Overcrowding and shortage of beds in 

mental hospital were common. Although the government began to provide basic 

mental health facilities and services to the general public, without any long-term 

planning in developing mental health facilities and services, measures remained 
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temporary in nature and minimal needs were being met. In addition, mental health 

care services and treatments mostly relied on detention rather than medical 

treatment. Lastly, without the active involvement of government and 

non-government organizations, the development and provision of mental health 

services and facilities in Hong Kong grew at a slow pace at this stage.   

The Formation Stage 

1949 was a watershed year in the development of mental health services in 

Hong Kong. Mental patients could no longer be sent to China for further treatment 

after the establishment of the People’s Republic of China. On the other hand, the 

rapid growth in the population in the late 40’s and early 50’s due to the influx of 

immigrants from China led to an rapid population boom in Hong Kong to around 

2.5 million (Gould, 2006). With an exploding population and social needs, the 

Hong Kong Government determined to assume an active role in providing mental 

health facilities and services to satisfy the needs of the local people. Hence, the 

development of mental health services and facilities in Hong Kong started to take 

off at this formation period. 

The birth of mental health professions in Hong Kong 

Training of local mental health professionals and the establishment of 

non-governmental organizations concerning mental health education took shape in 

Hong Kong since the 1950s. Dr. PM Yap was appointed as the Superintendent of 

the Victoria Mental Hospital in 1948. With this appointment, Dr. Yap started 

designing the development of psychiatric facilities and training of medical and 

nursing staff in Hong Kong. With the presence of Dr. Yap, mental health services 
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in the modern sense began to emerge in Hong Kong (Starling & Hong Kong 

Museum of Medical Sciences, 2006). In 1949, the first handicraft instructor 

(rattan worker) was employed to work in the Mental Hospital at High Street on 

Hong Kong Island. This marked the origins of the provision of occupational 

therapy in mental health service in Hong Kong (Jenks, 1988). 

The birth of mental health non-governmental organizations 

Non-Governmental Organizations played a central role in implementing 

innovative mental health services and promoting educational programs and public 

awareness of mental health in the local community. In 1954, the Mental Health 

Association of Hong Kong, the first non-governmental association in Hong Kong 

which aimed at promoting mental health education to the general public and 

providing mental health care services for mental patients, was established. At the 

very beginning (1952), the Association was merely a study group formed by a 

small group of multidiscipline workers who were interested in mental health. By 

delivering free lectures and showing educational films about mental health in the 

community, the association picked up the role of an active public educator in 

promoting mental health at community level (Lo, 2003; Yip, 1998). Five years 

later (1959), another non-governmental association named New Life Mutual Aid 

Club, which was formed by a group of people with mental illness seeking mutual 

support, was also set up (Yip, 1998). 

The enactment of mental health ordinance and the setup of centralised 

mental health institutions 

Apart from the establishment of mental health professionals and 
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organizations in the 50s’, ordinance related to the management of mental patients 

was enacted. In 1960, the Mental Hospital Ordinance was repealed with the 

enactment of Mental Health Ordinance. It was the first ordinance specifically 

catered to the “certification, detention and treatment to those unsound minded in 

Hong Kong” (Yip, 1998, p.48).At the same time, several major mental health 

institutions for in-patients and outpatients came into law built in the 60’s. In the 

following year (27
th

 March 1961), the Castle Peak Hospital, the first purpose-built 

modern mental hospital in Hong Kong, was opened with 1,120 beds (Starling & 

Hong Kong Museum of Medical Sciences, 2006; Ungvari & Chiu, 2004) while 

the asylum-liked Victoria Mental Hospital was eventually closed at the same time 

(Lo, 2003). In the same year, the first day hospital for mental patients was opened 

(Mak, 1994; Ungvari & Chiu, 2004). According to the Hong Kong Government, 

the purpose of setting up a day hospital was to provide treatment that “conforms 

with the modern view that where possible patients should be treated outside 

psychiatric hospitals ... and are more economical to build and to operate" (Mak, 

1994, p. 30). Two years later (1963), the clinic opened but its psychiatric services 

were limited to a few sessions a week due to staff shortages (Tang, 1997). Modern 

mental health institutions, such as mental hospital, day hospital and outpatient 

clinics, were sequentially established in Hong Kong at the beginning of the 60’s.  

The establishment of community-based mental health facilities 

Apart from the establishment of large-sized psychiatric institutions, 

community-based mental health facilitates and non-governmental organizations 

started to establish in the community at this stage. In 1964, the first halfway house 

was opened and ran by the New Life Mutual Aid Club for three discharged 
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patients from Castle Peak Hospital (Chan, Ungvari, & Leung, 2001; Yip, 1998). 

Although the number of places provided by the halfway house was limited, the 

opening of the halfway house was a significant move in the development of 

community-based residential facilities for mental patients. In the following year 

(1965), the New Life Mutual Aid Club was renamed into New Life Psychiatric 

Rehabilitation Association of which its membership was opened to mental health 

workers as well as to the public. In 1967, Irene House, the first male halfway 

house in a public estate ran by the Mental Health Association of Hong Kong, was 

established with 20 beds. In the following year (1968), another innovative 

community-based facility, New Life Farm, the first industrial rehabilitation farm, 

was established by the New Life Psychiatric Rehabilitation Association at Tuen 

Mun (Yip, 1998). Apart from the setup of mainstream psychiatric facilities, 

various alternative residential and social rehabilitation facilities, such as halfway 

house and rehabilitation farm, were initially established and ran by 

non-governmental organizations in the community. Therefore, it is not surprising 

to see that the development of mental health facilities and services accelerated 

after the active intervention of the Hong Kong Government and other 

non-government associations in the 60’s. 

The regionalization of mental health care facilities and services 

Following the blooming of large sized mental health institutions in the 60’s, 

various mental health facilities and services for persons with mental illness at 

regional level started to expand among different districts in Hong Kong at the 

beginning of the 70’s. In 1971, the first two general hospital psychiatric units, the 

Queen Mary Hospital Unit (University Psychiatric Unit of Hong Kong University) 
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and the Kowloon Hospital Psychiatric Unit, were set up (Tang, 1997). These two 

units were the first psychiatric units that provided psychiatric services in general 

hospitals. Kowloon Hospital Psychiatric Unit was also the first psychiatric unit 

providing comprehensive psychiatric services (such as day hospital, out-patient 

and in-patient sections) within a general hospital setting. In the following year 

(1972), Siu Lam Psychiatric Centre, a treatment and detention centre specifically 

built for mentally ill offenders, opened at Siu Lam. In the same year (1972), the 

first sheltered workshop, the Kowloon Sheltered Workshop, and the first halfway 

house for female patients was opened by the New Life Psychiatric Rehabilitation 

Association (Yip, 1998). 

The active role of the government 

At the formation stage, one could witness the Hong Kong Government 

started to take up an active role in the implementation as well as the planning of 

mental health care services. In 1973, the Disability Allowance, similar to basic 

single individual entitlement in Public Assistance payment, was given to all 

disabled persons by the government (Yip, 1998). In the following year (1974), the 

White Paper, Further Development of Medical and Health Services in Hong Kong, 

was approved by the Hong Kong government. In this paper, the Hong Kong 

Government first recognized the need to extend the provision of psychiatric 

treatment and with a view that more specialist treatment for psychiatric cases 

should be provided in the coming decades (Yip, 1998). According to the plan, 

several new psychiatric wards were to be built in a few general hospitals such as 

Shatin Hospital, Tuen Mun Hospital and East Kowloon Hospital (Hong Kong 

Government, 1974; Yip, 1998). In the same year (1974), the first psychiatric unit 
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opened in a non-governmental general hospital (Christian Hospital). Two years 

later (1976), mental patients were formally recognized as one of the disabled 

groups for rehabilitation services in the Hong Kong Government Green Paper, The 

Further Development of Rehabilitation Services in Hong Kong, which meant they 

were officially recognized as an identifiable disabled group in the social welfare 

system (Yip, 1998).  

 

In sum, several characteristics can be concluded after reviewing the 

development of the mental health facilities and services at this stage. Firstly, the 

Hong Kong government assumed the role of policy planning and shouldered the 

responsibility of providing mental health facilities and services to the general 

public. Various modern psychiatric facilities for both inpatients and out-patients, 

such as mental hospital, clinics and psychiatric units in general hospital, were 

gradually established across the territory. Apart from providing several new 

infrastructures and services, policy planning in mental health development and 

Rehabilitation Programme Plan were eventually initiated by the government. 

Obviously, unlike the non-intervening role in the prior stages, the Hong Kong 

Government paid serious attention and undertook more commitment in providing 

a reasonable level of mental health facilities and services to the local population. 

 

Secondly, beside the rapid expansion of government-ran mental health 

institutions, mental health services and facilities established by non-governmental 

organizations and other professionals underwent another wave of expansion in 

this period. Non-governmental organizations were not only eager to promote 

mental health education to the general public but also enthusiastic in filling up the 
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service gaps of mental health service at community level. They actively took part 

in the provision of community-based and social rehabilitation services for mental 

patients. Various innovative community-based services, such as halfway houses, 

rehabilitation farm and sheltered workshops, were gradually introduced by these 

organizations and opened to those discharged from mental hospitals. Apart from 

the setup of numerous non-governmental organizations and community-based 

services, mental health professionals (psychiatrists, psychiatric nurses and 

occupational therapists) and related training programs were gradually and 

systematically developed. Although community-based and social rehabilitation 

services were progressively expanded in Hong Kong, institutional-based services 

still resided with the mainstream service at this stage. 

 

Furthermore, a clear division of labour between the government and the 

non-governmental organizations in the provision of mental health services had 

been developed. Mental health services provided by the former were mainly 

concentrated on medical settings, such as hospitalisation in mental hospitals, 

outpatient services in day hospital or specialist clinics, while the services provided 

by non-governmental organizations were focused in the social setting. Residential 

and vocational services, including rehabilitation farm, halfway houses and 

sheltered workshops, were quickly developed in the community.  Psychiatric 

hospitalisation was no longer the only option for persons with mental illness, the 

setup of various community-based rehabilitation services provided alternatives 

apart from the mainstream. 
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Table 3 A Brief Summary of the Development of Psychiatric Services in the 

Formation Stage 

1948 Dr. PM Yap, the first qualified psychiatrist in Hong Kong, was 

appointed as the Superintendent of the Victoria Mental Hospital. 

1949 End of transfer of mental patients to China for further treatment. 

1954 Mental Health Association of Hong Kong was established. 

1959 New Life Mutual Aid Club was set up 

1960 Mental Health Ordinance was enacted. 

1961 The Castle Peak Hospital was opened (27
th

 March). 

The Victoria Mental Hospital was closed. 

The first day hospital for mental patients was opened. 

1963 The first psychiatric clinic opened. 

1964 The first halfway house was set up by Life Mutual Aid Club set up in 

the Castle Peak Hospital. 

1967 Irene House was set up by Mental Health Association of Hong Kong. 

1968 New Life Farm was established in Tuen Mun by Mental Health 

Association of Hong Kong. 

1971 Two psychiatric units were set up at Queen Mary Hospital and the 

Kowloon Hospital. 

1972 Siu Lam Psychiatric Centre was opened at Siu Lam. 

Kowloon sheltered workshop opened. 

The first half-way house for female patients was established by the 

New Life Psychiatric Rehabilitation Association. 

1974 The White Paper, Further Development of Medical and Health 

Services in Hong Kong, was published by the government. 

1974 Psychiatric unit was open in Christian Hospital. 

1976 Mental patients were officially recognized as an identifiable disable 

group in the social welfare system. 

 

Finally, diversification of mental health treatments and interventions 

emerged. In the past, mental health care treatments and interventions were 

dominated by traditional treatments and methods, such as medication or medical 

treatments. Medical model was the guiding principle in the implementation of 

most mental health care services and practices. Whereas the establishment of 

rehabilitation farm and sheltered workshops opened up a new horizon in terms of 

ideas and forms when they were first introduced to Hong Kong to serve as an 

alternative treatment for persons with mental illness in the community. Since then, 

the possibility of mental health treatments and interventions were broaden, the 

concept of rehabilitation was gradually recognised and adopted by different 
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professionals and concerning parties in the mental health field. The diversification 

of mental health treatments and interventions revealed the significance and value 

of social needs in the rehabilitation process. Eventually, the status and the needs of 

persons with mental illness were progressively identified by the government at 

this stage. 

The Expansion Stage 

The expansion period marked the golden era of Hong Kong in terms of both 

economic and social progress where the development of mental health services 

was no exception. At this stage, Hong Kong was undergoing a rapid 

transformation of its economic structure from manufacturing to finance and 

services. Within 20 years, Hong Kong transformed itself into a global financial 

and trading centre in East Asia. In response to the social turbulence and the 

exponential growth of social needs in the late 1960’s, the Hong Kong Government 

tried to catch up with the dominant trend of international development in the 

provision of social service (Yip, 1998). Under this circumstance, numerous new 

and daring ideas, concepts and service models in rehabilitation and treatment of 

mental health problems were actively introduced from overseas by the 

government and non-governmental organizations to Hong Kong. The Hong Kong 

Government started to recognize the importance and value of social rehabilitation 

in mental health services as well as to adopt the concept of social rehabilitation in 

policy planning and service provision. In line with the international trend, 

treatments and care services for mental patients were gradually shifted from 

institutional-based to community-based. Apparently, community-based mental 

health services steadily took the centre stage in the service development of the 
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Government in the 1990’s (Cheng, 2011). 

 

Although the development of mental health services progressively improved 

and diversified in Hong Kong at this stage, the changing political situation of 

Hong Kong and stigmatization to persons with mental health problems in the 

community intensified uncertainties. As the return of sovereignty to China was 

approaching, impending political uncertainties made the government conservative 

and inconsistent in the future development and planning of social services. 

Furthermore, with the massive establishment of community-based mental health 

facilities and services and in the wake of several mental health related tragedies in 

the community, waves of reactive oppositions and resistance movements against 

the establishment of community-based rehabilitation facilities organized by local 

residents continuously occurred. All in all, the below section would illustrate that 

the expansion stage was a period that was full of opportunities and challenges in 

the development and implementation of community-based mental health facilities 

and services.  

The specialisation of community mental health care services 

Apart from the rapid expansion of community-based mental health facilities 

and services in the prior stage, at the fourth stage, aftercare and supportive 

services for people with mental illness in the community were progressively 

established during this period. After social rehabilitation was valued and adopted 

by the government as an important element in community-based mental health 

services and policies, social workers picked up and played a more important role 

in the provision of community mental health care service. In 1976, the first social 
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worker was employed by the New Life Psychiatric Association to implement 

aftercare services for discharged residents from halfway houses (Yip, 1998). 

Social workers were recognized as a profession within mental health care service. 

In order to provide continuous care to mental patients discharged from hospital, in 

the following year (1977), Community Psychiatric Nursing Service (CPNs) was 

established. The key mission of CPNs was strengthening the coping capacities of 

mental patients in the community and prevent relapse (Ng, Chan, & MacKenzie, 

2000). 

The birth of aftercare service  

The promotion and specialisation of community mental health care services 

highlighted the birth of aftercare service. In Feb 1978, Community Work and 

Aftercare Unit (CWAU) at Castle Peak Hospital was setup. It was the first 

aftercare service of its kind aimed at providing continuous services and support to 

mental patients who had no relatives and families in the community 

(Rehabilitation Division, Education and Manpower Branch, Government 

Secretariat, 1983). Through the support of its network of medical and social 

follow-up service, the unit helped discharge patients to look after themselves and 

to achieve an acceptable level of skills for living in the community. The team was 

a multi-disciplinary unit with various professional staff, including psychiatrists, 

psychiatric nurses, psychologists, medical social workers and occupational 

therapists. Regular visits to the home and workplace of service users were made 

by the CWAU team in order to monitor and support the progress of their recovery. 

A hotline telephone service was also maintained to ensure immediate help and 

support in time of crisis (Rehabilitation Division, Health and Welfare Branch, 
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Government Secretariat, 1987). 

The setup of Kwai Chung Hospital and the response to the Un Chau 

Estate tragedy 

The setup of large-sized mental health institutions continued in the expansion 

stage. In 1981, the Kwai Chung Hospital, the second modern mental hospital in 

Hong Kong, opened 20 years after the establishment of the Castle Peak Hospital. 

It provided 1336 beds for all types of psychiatric in-patients. Psychiatric wards for 

children, adolescents, geriatrics and neurotics were also established in the hospital. 

In the same year, the New Life Psychiatric Rehabilitation Association employed 

the first social worker in a psychiatric halfway house (Yip, 1998).  

 

While mental health facilities and services in Hong Kong were smoothly 

developed and established by the government, a strong demand for improvement 

in psychiatric service was aroused in the public after the Un Chau Estate tragedy. 

On 3 June 1982, a “former mental patient” stabbed his mother and sister at home, 

three strangers on the staircase and a number of children in a kindergarten in Un 

Chau estate, Sham Shiu Po (Hong Kong, 1983a). The terrifying incident 

immediately provoked an outcry from the public demanding improvements in 

psychiatric care delivery (Lo, 2003; Starling & Hong Kong Museum of Medical 

Sciences, 2006; Yip, 1998). In response to the increasing public need and 

awareness after the incident, a working group called The Working Group on 

Ex-mental Patients with a history of Criminal Violence or Assessed Disposition to 

Violence was established by the government to look into preventive measures. 

The working group published a report in 1983 which suggested that several 

preventive measures, including community psychiatric nursing services, hotline 
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services, a registry of mental patients with a history of violence (priority 

follow-up), halfway houses and public education, should be set up in the future 

(Rehabilitation Division, Education and Manpower Branch, Government 

Secretariat, 1983).  

The setup of community psychiatric nursing service 

Community mental health care services were purposively established for 

providing intensive services to patients discharged from mental hospitals. In 1982 

April, the community psychiatric nursing service (CPNS), which aimed at 

facilitating patients’ return to the community, was implemented in Kwai Chung 

Hospital and later introduced to other medical settings (Cheng & Mak, 2007; 

Rehabilitation Division, Health and Welfare Branch, Government Secretariat, 

1987; Yip, 1998). Basically, it was a reaching-out service aimed at reducing “the 

risk of relapses by rendering appropriate aftercare treatment, educating family 

members, and helping patients to readjust themselves to the community” (2003, 

Lo, p.27). The staffing of service was started up with 7 community psychiatric 

nurses and later expanded to 34 in 1987 (Rehabilitation Division, Health and 

Welfare Branch, Government Secretariat, 1987). The establishment of community 

psychiatric nursing service helped to improve the clinical linkage between the 

medical staff in hospital and discharged mental patients in the community (Pang, 

Yip, Cheung, & Yeung, 1997). 

The setup of central registry of the disabled and 24-hour hotline service 

In 1983, the Central Registry of the Disabled was established. The Registry 

became the source of information on the local prevalence of disabilities. Up to 
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September 1985, 6,300 persons with mental health problem were registered 

(Commissioner for Rehabilitation’s Office, 1985). In the following year, a 24-hour 

hotline service was set up in the Castle Peak Hospital as a pilot scheme. It was a 

brand new service and was operated by its psychiatric staff which aimed at 

providing advice to the public on urgent psychiatric problems. Statistics reported 

that 50% of callers were patient’s relatives and 25% were patients themselves (Lo, 

2003). The service was later recognized by the government as a regular service for 

mental patients, their families and the general public.  

The standardisation of halfway houses 

Before the standardisation of halfway houses, no rules and regulations in the 

spacing and staffing were formulated for setting up a halfway house. In 1985, a 

policy for standardising halfway house was established by the government which 

led to the standardisation of the residential community-based service in Hong 

Kong. The new regulation, among other things, stipulated the spacing and staffing 

of a standard halfway house which it mandated a halfway house of 40 persons 

must have an area of about 540 square metres. In addition, it should be staffed by 

“one social worker as the officer-in-charge with the assistance of a group of 

untrained welfare workers, two psychiatric enrolled nurses, one cook and one 

ancillary staff member” (Yip, 1998, p. 51).  

The implementation of Public Mental Health Education 

While the government put much of its effort on expanding community-based 

mental health facilities around Hong Kong, the fear of the violence by mental 

patients and oppositions to the establishment of residential-based mental health 
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facilities were aroused. In mid-1984, the proposed establishment of three halfway 

houses located at serval public estates in Shatin triggered the first wave of strong 

opposition organized by local residents from these estates (Rehabilitation Division, 

Education and Manpower Branch, Government Secretariat, 1984; Yip, 1998). In 

response to the public panic, the government initiated a massive educational 

campaign on mental health in the community. In 1985, the Committee on Public 

Education in Rehabilitation (COMPERE) was set up which aimed at organizing 

and coordinating a series of intensive public education programmes on mental 

health and mental illness around Hong Kong. Lectures and TV programmes with 

the purpose of assisting “the integration of the ex-mentally ill into the community 

and the smooth implementation of rehabilitation facilities” were delivered in the 

community (Rehabilitation Division, Health and Welfare Branch, Government 

Secretariat, 1987, p. 63). However, the effectiveness of these educational 

campaigns launched by the government were questionable as another wave of 

strong opposition organized by local residents against the establishment of 

community-based mental health facilities for ex-mental patient shortly re-emerged 

in the 90’s. 

Innovations in the provision of community mental health care services 

Apart from launching a series of preventive measures in the community, new 

models and concepts of rehabilitation in mental health services from overseas 

were steadily introduced by various local non-governmental organizations to 

Hong Kong. In 1984, the Richmond Fellowship of Hong Kong introduced the 

model and concept of a “therapeutic community” in running the first co-ed 

halfway house in Hong Kong (Yip, 1998). In the following year (1985), with 
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financial support from the Community Chest of Hong Kong, the first day activity 

centre, Baptist Oi Kwan Social Service Lai Kwan Day Centre, was set up at Wan 

Chai on Hong Kong Island. It was a new supportive facility which aimed at 

providing day care and training services to those discharged from halfway houses. 

This innovative service evolved into a government supported form of community 

rehabilitation service in 1988 (Mak, 1994; Rehabilitation Division, Health and 

Welfare Branch, Government Secretariat, 1987). In 1986, with a grant funded by 

the Hong Kong Jockey Club, the Hong Kong Family Welfare Service started a 

Mental Health Group Work Services providing therapeutic group training to 

individuals aged between 18 and 45 who manifested symptoms of mental illness 

but was not under acute crisis with severe stress. In the same year, the Social 

Welfare Department accepted the need for a “community residence” service for 

those discharged from institutions but homeless with little family support or 

rejected by family. In response to this purpose, Robert Block, a hostel (supported 

housing) funded by a non-government fund, was set up by the New Life 

Psychiatric Rehabilitation Association with a capacity of 24 places at Kennedy 

Road (Commissioner for Rehabilitation’s Office, 1986; Rehabilitation Division, 

Health and Welfare Branch, Government Secretariat, 1987).   

The amendment of mental health ordinance and the setup of family 

resource centre 

In 1989, the Mental Health (Amendment) Ordinance was enacted. The 

amendment to the Ordinance outlined several new procedures for “admission into 

mental hospital, including the introduction of a guardianship scheme for mentally 

disordered persons aged 18 or above, the provision of conditional discharge of 

patients with power of recall, and the establishment of a Mental Health Review 
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Tribunal to replace the Hospital Order Appeal Tribunal (Rehabilitation Division, 

Health and Welfare Branch, Government Secretariat, 1991; Yip, 1998). In the 

same year, the first family resource centre was launched by the Baptist Oi Kwan 

Social Service as a pioneering project. It was a community mental health facility 

that specifically established for family members of mental patients. Various 

services ranging from hotline inquiries, interview services, educational activities, 

loan of audio-visual materials, self-help groups and newsletters were provided 

(Chan, 1996; Yip, 1998). Besides, the Christian Oi Hip Fellowship, a self-help 

group initiated by a group of ex-mentally ill Christians, was set up in providing 

community-based supportive services to ex-mentally ill in 1989. 

The setup of long care stay home and the specialisation of halfway 

houses for psychiatric patients 

Community mental health care service was further developed and 

strengthened in the 90’s. In 1990, the first aftercare service for dischargees from 

psychiatric halfway houses by using an informal networking approach was 

launched by the Richmond Fellowship of Hong Kong (Yip, 1998). In the 

following year (1991), the first long stay care home (LCSH) for chronic but stable 

mental patients was setup by the New Life Psychiatric Rehabilitation Association 

in Tuen Mun for providing a total of 200 beds (Chan, 1996; Rehabilitation 

Division, Health and Welfare Branch, Government Secretariat, 1991; Yip, 1998). 

The LCSH provided nursing, rehabilitative and domestic care in a home-like 

environment. By providing different types of training and rehabilitation 

programmes, residents were expected to achieve a certain degree of independence 

in the long care stay house (Chan, 1996). In the same year, based on a dispersal 

model endorsed by the former Rehabilitation Development Coordinating 
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Committee in 1987, the first purpose-built halfway house for psychiatric patients 

with an assessed disposition of violence was commenced by the Richmond 

Fellowship of Hong Kong (Rehabilitation Division, Health and Welfare Branch, 

Government Secretariat, 1996; Yip, 1998).   

 

In addition, the Hong Kong College of Psychiatrists, which aimed at 

providing postgraduate education, training and examinations in the psychiatric 

community, was established in 1990 (Ungvari & Chiu, 2004). 

The standardisation of aftercare service  

Since the provision of aftercare service for dischargees of halfway house had 

long been lacked of financial support from the government, the provision of 

aftercare services was limited. Most of the services were carried out by one or two 

aftercare workers in a few voluntary agencies. The situation remained until the 

recognition and endorsement from the Rehabilitation Development Co-ordinating 

Committee in 1991 which the government agreed to fund aftercare service for 

dischargees from halfway houses and also to set the ratio of social worker to 

dischargees at 1 to 50 (Mak, 1992; Rehabilitation Division, Health and Welfare 

Branch, Government Secretariat, 1996).  

 

In 1992, the Hong Kong Association of Relatives for Mental Health was set 

up by a group of families and care givers from the self-help group of the Baptist 

Oi Kwan Social Service (Chan, 1996). In the same year, a Green Paper on Equal 

Opportunities and Full Participation: A Better Tomorrow for All was published. 

The Paper identified several major areas for further improvement and 
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development in the future, five suggestions were outlined in the paper, including 

improvement in the liaison with social welfare sector, development of 

psychogeriatric and community psychiatry, introduction of a clinical information 

system, reduction of rotation frequency of members in the multi-disciplinary team 

and, finally, advocating for shortening the waiting time for first appointments to 

see psychiatrists and clinical psychologists (Hong Kong Government, 1992). 

Public panic towards mental patients and the launch of mental health 

month 

Although multiple public educational campaigns on mental health and 

anti-discrimination of ex-mental patients had been launched by the government 

and non-government organizations since the mid 80’s, unfortunately, public 

attitude towards people with mental illness remained negative, and discrimination 

persisted in the 90’s. About ten years after the tragedy at Un Chau Estate, another 

strong wave of community opposition to the establishment of community mental 

health facility organized by local residents of a private estate broke out in 1992 

(McMillen & Man, 1994; Yip, 1998). Residents of Laguna City, a private estate, 

launched a prolonged protest against the construction of a day activity centre for 

ex-mental patients in the estate. Residents of Laguna City established an 

association in October 1992 and launched the first wave of protest in 1993. On 26 

February 1993, 800 Laguna City residents demonstrated at the Legislative 

Council Building to protest against the establishment of a day activity centre (Cai 

& Ho, 1993). Three months later (2
nd

 May), over 1000 residents from the estate 

marched to the Central Government Offices to protest at government’s secrecy 

over plans for facilities for ex-mental patients (Cai & Ho, 1993). The involvement 

of different parties in the matter complicated the situation further. Members of the 
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Social Worker Union and the Movements Against Discrimination organized a 

campaign to defend the right and needs of mental patients where criticized the 

residents as prejudiced and ignorant (Yu, 2003). On the opposing side, political 

parties joined the local residents in protecting the interests of the latter rendered 

the situation. On 16 January 1994, Selina Chow Liang Shuk-yee, a legislator from 

the Liberal Party, joined Laguna City residents in a march to the Government 

House (McMillen & Man, 1994). The politicisation of the struggle did not help to 

resolve the issue but intensified the conflicts between various stakeholders. In 

February 1994, the centre opened and operated but failed to stop the residents 

from protesting. A group of residents tried all means to make patients who visited 

the centre feel unwelcomed in their neighbourhood. They regularly photographed, 

videotaped and followed visitors when they entered the centre. In addition, extra 

security guards were hired and posited at the entrance of the estate for restricting 

anyone who did not have a resident’s identity card from entering their premises 

(Yip, 1998; Yu, 2003). 

 

In response to numerous public outcries and discrimination towards people 

with mental illness living in the community, in 1995, the "Mental Health Month" 

was first initiated by the government annually. By collaborating with various 

bodies, departments, NGOs and the media, various educational and promotional 

activities aimed at raising public awareness of mental health and promoting public 

acceptance of people with mental health problem in the community were launched 

(Cheng, 2011). 
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The setup of self-help groups and community psychogeriatric teams 

Various unique community mental health organisations and measures were 

further developed. In 1996, Amity Mutual Support Society, which is the first 

self-help group formed by ex-mentally ill patients in Hong Kong, was set up. In 

the same year, the amendments to Mental Health Ordinance (Cap. 136) were 

enacted by the Legislative Council to provide necessary legal safeguards for 

persons with mental disorder as well as their caregivers. There were two core 

philosophies behind the amendments. The first one was to enable the “mentally 

incapable person” (MIP) in obtaining the treatment and supervision they need and 

the second one was to protect MIP from undue control under the Mental Health 

Ordinance (Cheung, 2000). In 1998, Community Psychogeriatric Teams were set 

up by the Hospital Authority; nine of these were established for all eight clusters 

in Hong Kong. Besides, the provision of in-patients, out-patients and some 

day-patients services to psychogeriatric patients, they also delivered outreaching 

services to the patients and their care givers in the community (Rehabilitation 

Division, Health and Welfare Bureau, 1999).  

 

At the expansion stage, the concept of community care and social 

rehabilitation were valued and accepted by the government in the provision of 

mental health services. In line with the vision of integrating mental patients into 

the community, social rehabilitation became an essential component in the 

implementation of mental health services. Numerous new services which aimed at 

enhancing the independent living skills of mental patients, such as vocational 

training, community living skill training and recreational activities for mental 

patients were provided by non-governmental organizations in the community. As 
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community care and social rehabilitation were incorporated into the 

implementation of new services, it sped up the progress of diversification of 

community-based mental health facilities and services in Hong Kong. Needless to 

say, mental health services at this stage gradually and significantly moved away 

from institutions to community care approach (Ip, 2002). 

 

Apart from the introduction of new concepts in the implementation of mental 

health services, the division of labour between government and non-governmental 

organizations in providing mental health facilities and services was further 

strengthened (Yip, 1998). The Hong Kong government continuously maintained 

its active role in providing and expanding institutional facilities, such as mental 

hospitals, psychiatric clinics and psychiatric wards in general hospitals and other 

in-patient services were extensively built. On the other hand, non-governmental 

organizations took up the establishment and provision of community-based mental 

health facilities and services. Halfway houses, supported hostels, long care stay 

homes, day activity centres, social clubs, family resources centres, sheltered 

workshops and aftercare service for dischargees from halfway houses were 

quickly developed and ran by non-government organizations in the community. 

Clearly, the government re-posited itself in the working relationship with 

non-governmental organizations where much of her efforts and resources were 

concentrated in the provision of medical rehabilitation services in institutions and 

encouraged non-governmental organizations to emphasize on providing social 

rehabilitation services at the residential, vocational and recreational level in the 

community. This mode of labour division between government and 

non-governmental organizations was further strengthened and continued in the 
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fifth stage.  

 

Although the concept of community-based service and community care were 

valued and promoted by the government, unfortunately, at the community level, 

the concept of integration and recovery was unwelcomed by the public. Waves of 

public panic and stigmatization towards mental patients in the community were 

intensified by the occurrence of the Un Chau Estate incident in the mid-1980s. 

Public attitudes towards mental patients turned negative and protests against the 

establishment of community mental health facilities and services occurred. Leung 

(1995) mentioned the findings of a survey on the protesting residents from Laguna 

City revealed “their (residents’) ignorance about disability and their extremely 

heavy sense of prejudice against people with disability”. Numerous protests 

organized by local residents from public and private estates were targeted to turn 

down the setup of psychiatric rehabilitation facilities within their community 

continuously unabated. The consequences of the tragedy at Un Chau Estate 

showed that the fear of tragedy reoccurrence and the stigmatization of mental 

patients in the public were long lasting and they could not be solely countered by 

massive educational campaign held by the government and other agencies. Yip 

(1998) even bleakly concluded the community resistances at the expansion stage 

that “the more the government advocated for mental patients in establishing 

rehabilitation service, the stronger was the opposition force from the residents” ( p. 

53). Undoubtedly, at this stage, campaigns aimed at fighting against stigma, 

discrimination and segregation of mental patients in the community through 

public education became one of the major tasks held up by the government in the 

implementation of community-based mental health facilities and services. In 
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reality, however, endless incidents challenged and questioned the implementation 

of the cherished “community-based” or “community care” approach in social 

service was in jeopardy (Leung, 1995). Without commitment and adequate 

financial support from the government as well as the acceptance of the community, 

the implementation of community care, social integration and rehabilitation of 

mental health in the community was in a void (Chan, 1996). 

 

Furthermore, civic control of mental patients in community settings steadily 

became the first priority and guiding principle of the provision of 

community-based mental health services after the spread of public panic and 

stigmatization towards mental patients in the community (Yip, 1998). The strong 

stigmatization movement against the establishment of community-based mental 

health facilities aroused by the tragedy in Un Chau Estate limited the 

manifestation of social rehabilitation and integration of mental patients in the 

community. In order to protect mental patients from public stigmatization, 

community mental health services were retreated to, and further confined to 

large-sized and institutional facilities and services. As a result, the progress of 

developing community-based services and outreach services was below par. 

Besides, various measures were also developed to ensure civic control of the 

potential dangerousness of people with mental illness. Conditional Discharge, 

Priority Follow-up system (PFU) and Sub-target Labels for those who had a 

strong disposition to violence were setup. The establishment of these new 

practices showed that most effort and resources of mental health services were 

gradually shifted to prevent the unpredictable dangerousness of people with 

mental illness rather than to facilitate social integration and rehabilitation in the 
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community. Consequently, these initiatives considerably strengthened the civic 

control of people with mental illness in community by institutionalizing risk 

assessment and stratification in the public mental health service in Hong Kong in 

terms of managerialism (Chui, Mui, Cheng, & Cheung, 2012).   

 

At the fourth stage, the modern trend of mental health delivery model moved 

away slowly and steadily from hospital-based to clinics-based and finally to 

community-based (Starling & Hong Kong Museum of Medical Sciences, 2006). 

In the past, the tendency of developing mental health services was to establish 

large-sized and institutional facility and services. After the publish of the first 

White Paper entitled Integrating the Disabled into the Community: A United 

Effort in 1977 by the government, the ultimate goal of the rehabilitation services 

was not confined to providing services in the medical setting but promoting 

integration and inclusion of mental patients within the community. In the 1990’s, 

the Government Review of Rehabilitation Plan put much more emphasis on the 

importance of Community Based Rehabilitation which aimed at “maximizing the 

utilization of available resources within the community, and the transfer of the 

knowledge about disabilities, rehabilitation skills and their prevention to disabled 

people, their families and members of the community”(Pang et al., 1997, p. 213). 

At the expansion stage, traditional institutional-based medical rehabilitation 

services were inadequate to fulfil the goal of social rehabilitation. Numerous 

community-based social rehabilitation services, such as social clubs, day activity 

centres and community psychiatric teams, were set up in the community in 

response to this changing trend. By providing substantial medical care education 

and training to caregivers in the community, the concept of social integration, 
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rehabilitation and community-based approach were recognized by the government 

and eventually adopted as an alternative practice in mental health care service 

provided by concerning parties (Wong, 1996). 

 

Finally, at policy level, there were several straight criticisms towards the 

development of mental health service in Hong Kong, but yet the most striking one 

stemmed from the discontinuity of policy. Cheng (1997) commented the welfare 

policies in the 90’s were largely planned with a short time horizon, with ad-hoc 

announcements to deal with pressing needs. Cheng’s comment was not an 

exception in the development of mental health service. Although the government 

was able to bring about some minor improvements in mental health service, as the 

government was not able to present the rational-comprehensive welfare planning 

in nature and scope, unfortunately, it failed to strengthen the further development 

of mental health services in Hong Kong's ever-evolving social context. It was true 

that there were significant improvements, expansion and diversification in the 

development of community-based mental health facilities and services between 

the mid-70’s and the new millennium and beyond, however, the absence of a 

structural planning with clear directions in mental health policy finally obstructed 

the long-term innovations in both the institutional-based and community-based 

service in Hong Kong. 
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Table 4 A Brief Summary of the Development of Psychiatric Services in the 

Expansion Stage 

1978 Community Work and Aftercare Unit (CWAU) was set up at Castle 

Peak Hospital. 

1981 Kwai Chung Hospital opened. 

The first social worker was employed in New Life Psychiatric 

Rehabilitation Association. 

1982 The Un Chau Estate incident.  

Community psychiatric nursing service (CPNS) was implemented in 

Kwai Chung Hospital. 

1983 The Central Registry of the Disabled was established. 

1984 24-hour hotline service was set up for mental patients, their families 

and the general public. 

The standard halfway house policy was implemented by the 

government. 

Opposition to the setup of halfway house in several public estates in 

Shatin emerged. 

1986 Robert Block was set up by the New Life Psychiatric Rehabilitation 

Association 

1989 The Mental Health (Amendment) Ordinance was enacted. 

The first family resource centre was set up by Baptist Oi Kwan Social 

Service. 

Oi Hip was setup.  

1990 The first aftercare service for dischargees from psychiatric halfway 

house was launched by Richmond Fellowship of Hong Kong. 

The Hong Kong College of Psychiatrists was established.  

1991 The first long stay care home (LCSH) was set up by the New Life 

Psychiatric Rehabilitation Association in Tuen Mun. 

The government agreed to fund aftercare service for dischargees from 

halfway houses and also standardized the ratio of social worker to 

discharge. 

1992 The Hong Kong Association of Relatives for Mental Health was set 

up. 

The Green Paper Equal Opportunities and Full Participation: A Better 

Tomorrow for All was published by the government. 

Strong opposition to the establishment of a community mental health 

facility by local residents of Laguna City. 

1996 Amity Mutual Support Society was set up. 

The amendments to Mental Health Ordinance (Cap. 136) were 

enacted. 

1998 Community Psychogeriatric Teams were set up by the Hospital 

Authority 
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The Transformation Stage  

The development of mental health facilities and services was ushered into a 

new era at the transformation stage. Unlike the prior stages, the orientation of 

mental health services in the fifth stage has shifted from providing treatment and 

rehabilitation services to promoting early identification and detection of persons 

with mental health problems. Various major directions in developing the new 

areas of mental health services were adopted by the government. Several major 

areas, such as prevention and early identification of suspected cases, 

community-based medical, social and rehabilitation services, residential services, 

day care and community support services, vocational training, job marching  

services, development of self-help groups and networks and public education, 

were identified by the government for further development (Cheng, 2011). 

Furthermore, recovery became the dominate philosophy and principle of service 

intervention where families and caregivers were also placed at its core in 

intervention among various community-based mental health services.  

The setup of community mental health link 

The active engagement of the government in the implementation and 

provision of community mental health care facilities and services continued .In 

2000, Community Mental Health Link (CMHL) was launched by 

non-governmental organizations under the subvention of the Social Welfare 

Department. CMHL was attached to halfway houses (HWHs) or training and 

activity centres (TACs) (Cheng, 2011). It was a brand new community-based 

rehabilitation service aimed at providing additional care and convenient support to 

ex-mentally ill persons and their families or caregivers in the community in form 
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of interest groups, educational groups, personal counselling, social, recreational 

and educational activities, visits, public education activities and referral services. 

The district-based services include supporting services (e.g. meals, laundry and 

shower), outreaching visits, consultations, counselling service, networking, social, 

recreational, educational programmes service users and their families or 

caregivers as well as public educational programmes. 

The setup of early detection of psychosis service and the support of 

self-help organizations 

The importance of developing informal social networks and self-help groups 

among the vulnerable groups was acknowledged by the government (Leung, 

1995). In strengthening the role of self-help organizations as a bridge between the 

Government and the disabled community so as to foster stronger linkages between 

self-help organizations and other sectors to build social capital, Social Welfare 

Department’s financial support scheme for self-help organizations was introduced 

in 2001. The financial support was granted to self-help organizations on a project 

basis for a term of two years. Funding support of an annual sum of 7.16 million 

was allocated to 56 self-help organizations in 2005-2008 (Social Welfare 

Department, 2007, pp. 2006-07). In the same year, in response to the objective of 

early identification and prevention, the Early Assessment Service for Young 

People with Psychosis (EASY) Programme was set up. The purpose of the EASY 

programme was to facilitate early identification and intervention of psychotic 

cases which was staffed by a multi-disciplinary medical team at district service 

centres that provided referral, assessment and treatment services for young people 

aged between 15 and 24 (Cheng, 2011; Hong Kong Hospital Authority, 2011). By 

employing the case management approach, the programme provided a wide-range 
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of services aimed at facilitating early detection of the mental health problems in 

the public and supporting the needs of targeted patients through comprehensive 

interventions. In order to provide personalised services to service users in remote 

regions, the service was restructured and divided inti four units in 2001 (Wong et 

al., 2011).  

 

In 2003, the Hong Kong Family Link Mental Health Advocacy Association 

was set up. It was the first self-help group initiated and formed by a group of 

enthusiastic family members of mental patients which aimed at providing mutual 

support to  families in need and organizing public education about mental health 

problems to the general public (“Hong Kong Family Link Mental Health 

Advocacy Association,” n.d.). 

The setup of community mental health care services and job-training 

program 

The Social Welfare Department further introduced a number of new 

rehabilitation initiatives to address the special needs of people with mental health 

problems in 2005. One of the new initiatives was the Community Mental Health 

Care Services (ComCare) (Hong Kong (China) 2005). The service, which 

consisted mainly of outreaching visits and other kinds of assistance for two years, 

aimed to provide continuous support and additional care to people newly 

discharged from psychiatric wards, hospitals or halfway houses. The major task of 

the service was to help users tackle their adjustment problems in the community 

and facilitate social re-integration. Vocational and employment services were also 

provided to residents living at halfway houses in order to enhance and maintain 

their social functioning. In the same year, Sunnyway, an on-the-job training 
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programme targeted for people with mental illnesses, was launched in October. 

The service is targeted to enhance the self-reliance of young people with early 

signs of mental illness by providing job referrals and matching services. Besides, 

this service also provides job-related counselling, guidance, employment training, 

a job attachment, job trial and post-placement service to its users (Hong Kong 

(China), 2005). 

The setup of community mental health intervention programme 

In 2007, another community-based mental health programme, Community 

Mental Health Intervention Programme (ComHip), was initiated and launched 

(Hong Kong (China), 2007). By strengthening the collaboration between the 

Social Welfare Department, the Hospital Authority and non-governmental 

organizations, the new service tried to better use the recourses of concerning 

parties. The objective of ComHiP was to provide specialized social work 

interventions, knowledge and practices which aimed at supporting persons in the 

community with suspected mental health problems or their caregivers to cope 

with the difficulties caused by their poor mental health conditions. This 

programme targeted on persons aged 15 or above with suspected mental health 

problems living in the community who were not active cases receiving any 

psychiatric services. The programme provided a wide range of community-based 

services, such as home visits and outreaching services, counselling and 

consultations, support and developmental groups, educational programmes, 

referral to the clinical psychologists clinical assessment or treatment, referral and 

networking to community resources regarding users’ needs, were provided (Hong 

Kong (China), 2007). 
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The setup of integrated community centre for mental wellness (ICCMW) 

and case management programme 

The implementation of community-based mental health services was further 

strengthened by the government recently. With increasing needs and concerns 

about the support of people with mental health problems in community as well as 

intense lobbying by the Hong Kong College of Psychiatrists, other concerning 

parties and stakeholders, the government consequently committed substantial 

resources to develop a recovery-oriented multidisciplinary case management 

model with the primary focus on people with severe mental illness (Chui et al., 

2012). In 2009, the Hospital Authority launched a pilot case management 

programme (Chui et al., 2012). The programme aimed at providing continuous 

and customized support for people with severe mental conditions discharged from 

hospital. In the same year, a new district-based community mental health service, 

Integrated Community Centre for Mental Wellness (ICCMW), was initiated as a 

pilot project in Tin Shui Wai (Chui et al., 2012).  

 

Given the success of the integrated service delivery model of the ICCMW in 

2009, ICCMWs were established across the districts in October 2010. In order to 

launch the project, new recourses were injected and existing community mental 

health support services were revamped by the government (Hong Kong (China), 

2010). In order to build up the one-stop and integrated service model, the ICCMW 

provided community-based support and social rehabilitation services aiming at 

identifying those in need of mental health services, supporting mental patients and 

those with suspected mental health problems in the community as well as their 

families and caregivers, and promoting mental health well-being and education to 



119 
 

the general public(Chui et al., 2012). Numerous services ranged from early 

prevention to risk management, such as drop-in services, outreaching visits, 

casework counselling, networking services, day training, outreaching occupational 

therapy training, therapeutic and supportive group work services, public education 

programs on mental health, referral to the Community Psychiatric Service of the 

Hospital Authority for clinical assessment or psychiatric treatment, were provided 

by ICCMW (Hospital Authority and Social Welfare Department, 2016). 

The implementation of personalized care programme 

In April 2010, The Hospital Authority launched the Personalized Care 

Programme (PCP), a patient-centric and recovery-oriented service, in three 

districts (Kwai Tsing, Kwun Tong and Yuen Long) for persons with severe mental 

illness (SMI). In this programme, a patient with SMI was followed up by a one 

case manager. By establishing a close working relationship with the patient, the 

case manager was responsible for developing an individualized service plan (ISP) 

regarding the patient’s needs and risk profile. Apart from needs identification, 

assessments including patient’s strength and the personal recovery goals will be 

covered (Chui et al., 2012). To facilitate the recovery of patients, the work of case 

manager covered a wide-range of areas, such as maintaining close contact with 

the patient throughout the recovery process, coordinating and arranging for the 

delivery of appropriate services or treatment to the patient, evaluating the progress 

of recovery and making instant responses and arrangements for the patient when 

they had a sign of relapse. In addition, the case manager acted as the middle-man 

and worked closely with various service providers, particularly the Integrated 

Community Centre for Mental Wellness (ICCMW). The success of this 
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programme eventually led to an expansion to 12 districts in 2012 (Chui et al., 

2012) which was eventually extended to all districts between 2014-15. Since then, 

around 17,000 people with severe mental illness residing in the community 

benefited from this personalised case manager service approach (leco, 2013).   

 

In 2013, The Hospital Authority finally extended the ICCMW programme to 

a total of 15 districts (including Eastern, Wan Chai, Central and Western, Southern, 

Islands, Kowloon City, Kwun Tong, Wong Tai Sin, Sham Shui Po, Kwai Tsing, 

Sai Kung, North, Shatin, Tuen Mun and Yuen Long) to benefit more patients. 

 

The rapid development of community-based mental health service in Hong 

Kong throughout the fifth stage has two implications. First, the input and positions 

of social work professionals in mental health care service has become increasingly 

important. In the early days, mental health service setting was dominated by 

medical professionals, such as psychiatrists, psychiatric nurses and occupational 

therapists, social work professionals were served as an assisting position in the 

service. However, following the rapid expansion of community-based mental 

health services since the 1980’s, social workers were gradually taking up 

important positions in the provision of mental health services. The employment of 

social workers as the officer-in-charge in halfway house highlighted the dawn of 

social work professionals in providing residential services, while the 

implementation of case management programme further suggested that social 

workers played the central role in the recovery process of those suffering from 

mental health problems. In addition, the promotion of the concept of social 

rehabilitation and social integration in mental health service by the government 
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further strengthened the role of social work professionals. Mental health care 

service was not confined to medical treatment and medication but social 

treatments. The implementation of community-based and early detection mental 

health care services required concerning organizations to provide case work, 

supportive work, outreach visit and counselling service to users, the increase of 

social work elements in mental health care service recognised the uniqueness and 

significance of social work. In this sense, the provision of community-based 

mental health service opened up a new arena for the development of social work 

professionals in the mental health care service.  

 

Second, the rationale of mental health service and delivery model has shifted 

from professional-oriented to patient-oriented. With the implementation of the 

Personalized Care Programme (PCP) and recognition of the multidisciplinary 

team work model and the recovery model, the concept of patient-centred 

philosophy was commonly adopted in various community-based mental health 

services. In addition, service providers of community-based mental health service 

were required to equip relevant expertise in their staffing to meet the recovery 

needs of patients (Chiu & Wong, 2012). Social elements were officially 

recognised as major components in the provision of community mental health 

care service. In view of this, the provision of mental health care services was 

gradually evolved from a medical to a social basis. Hence, the input of social 

work element and the role of social work professionals were further strengthened 

in the field of mental health services. 
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At policy level, the development of mental health service came across a 

bottleneck at the fifth stage. As mentioned before, the welfare policy in mental 

health services was planned with short term horizons and without continuity at the 

fourth stage. Unfortunately, this trend and situation continued in the fifth stage. 

Although numerous community-based mental health programmes that aimed at 

providing community supports, early identification and detection of person with 

mental health problems, such as CMHL, EASY, ComCare and ComHip, were 

setup since 2000 under the umbrella of social integration and rehabilitation; 

however, most of them were ran on a short-term basis in response to rapid social 

events rather than being carefully planned with long-term objectives. In addition, 

without sustainable and continuous financial investment from the government, 

most of the new programmes organized by non-governmental organizations were 

quickly terminated. Without a comprehensive, long-term mental health policy to 

guide the development of community-based mental health services, stakeholders 

and concerning parties were not able to work together in a co-ordinated manner 

with the government (Cheng, 2011).  

Table 5 A Brief Summary of the Development of Psychiatric Services in the 

Transformation Stage. 

2000 Community Mental Health Link (CMHL) was launched. 

2001 Early Assessment Service for Young People with Psychosis (EASY) 

Programme was set up. 

2003 Hong Kong Family Link Mental Health Advocacy Association was 

set up. 

2005 The Community Mental Health Care (ComCare) Services was set up. 

Sunnyway, an on-the-job training programme, was launched. 

2007 Community Mental Health Intervention Programme (ComHip) was 

initiated and launched. 

2009 Hospital Authority launched a pilot Personalized Care Programme 

(CPC) case management programme. 

The first Integrated Community Centre for Mental Wellness 

(ICCMW) was established in Tin Shui Wai. 

2012 The success of Integrated Community Centre for Mental Wellness 

(ICCMW) eventually led to its expansion to 12 districts. 
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Chapter Summary 

In this chapter, I have briefly reviewed and outlined the history, formation, 

development and characteristics of mental health facilities and services at each 

stage in Hong Kong from the colonial era to present time. Over the years, the 

development of mental health facilities and services in Hong Kong has gone 

through a total of five stages and each one was closely related to its own unique 

political and social context. By giving a detailed historical revision and 

description of the development of mental health facilities and services in Hong 

Kong, I would argue that the philosophy and principle of the provision of mental 

health care facilities and services has evolved from clinical to become 

recovery-based. In sum, there are four turns at the conceptual, spatial, cliental and 

strategic levels, which can be concluded in the course of the development of 

mental health service in Hong Kong.  

 

First, the emerging conceptual turn means that the model of mental health 

treatment and interventions in Hong Kong has undergone a significant shift from 

the medical model to a “social model”. As we can see, before the modernization 

and institutionalization of mental health services, particularly from the first to the 

third stage, treatment of mental health problems is dominated by the notions of 

medical model. Psychiatric drugs and hospitalization were the two mainstream 

measures that have commonly been adopted for curing mental illness. Alternatives 

were not available for mental patients throughout this period. However, the 

philosophy in treatment of mental illness has undergone tremendous changes from 

the third to the fifth stage. Starting from the third stage, the concept of social 

rehabilitation and community care has gradually been recognized and 
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acknowledged by non-governmental organizations. The establishment of 

community-based mental health facilities and services, such as halfway houses 

and rehabilitation farm, have shown that non-governmental organizations in Hong 

Kong awaken to the importance of “social” measures and were eager to adopt 

these measures in mental health care services. This conceptual turn in the 

provision of mental health treatment has further been strengthened and continued 

in the fourth stage as the Hong Kong government attempts to catch up with the 

international trend of social rehabilitation and integration of people with mental 

illness in the community. Social rehabilitation has officially been incorporated 

into most of the community-based services. Vocational training, job matching, 

social and interpersonal skills training in and counselling service has also been 

adopted as regular components in most mental health care services in order to 

enhance the social attributes of service users. With the intense promotion of the 

concept of social rehabilitation by the government, alternative measures 

specialised in dealing with mental health problem has gradually been developed. 

Obviously, in line with the thought of social rehabilitation, the current concept of 

treatment in mental health service in Hong Kong is no longer confined to medical 

model. Various social dimensions, such as vocational, social and psychological 

rehabilitation, have been adopted as major components in most of the mental 

health care services. As a result, the rationale of the current mental health service 

in Hong Kong is guided by the concept of medical model and social model. Thus, 

medical treatment and social rehabilitation are equal in importance in the practice 

of mental health service.  

Beside the conceptual turn in the provision of mental health treatment, the 

spatial turn in mental health service is another major transformation throughout 
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the past few decades. The setup of mental health services and facilities in Hong 

Kong have once solely been confined to institutional settings. Institutional 

facilities, such as mental hospitals, clinics or psychiatric wards, have been 

purposely established for providing specialized mental health treatments to the 

people with mental illness. While most of the people with mental illness have 

been hospitalized, very often most of them were isolated and marginalised from 

their community. Their social networks had been cut off by the mental health care 

system which those in turn had been systematically marginalised by the very 

health care system supposed to help them. However, the spatial segregation 

between people with mental illness and community has come to a change. This 

spatial turn in the provision of mental health service not only question the 

assumption underlying the institutionalization of mental health treatment, it also 

suggested that community could be an alternative setting which is resourceful for 

and beneficial to people with mental illness other than traditional institutions. 

Therefore, under the notion of mass implementation of community mental health 

care services, various new community-based facilities and services for people 

with mental health illness, such as halfway houses, supported hostels, sheltered 

workshops, social clubs, day activity centres, community psychiatric nurses and 

Integrated Community Centre for Mental Wellness, have gradually sprung up in 

the territory from the 80’s in order to actualize the idea of community care. New 

concepts related to community-based mental health, such as “therapeutic 

community”, have also been introduced by non-governmental organizations in 

Hong Kong which undoubtedly echoed the spatial turn at the third stage. Since 

then, the community picks up and plays the central role in providing space and 

resources to people with mental illness during the course of their recovery. As a 
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result, the spatial turn in mental health treatment and service not only redefines 

community as an encouraging and beneficial setting for the recovery of mental 

patients. Further to this, it also tremendously restructures the delivery model of 

mental health service in Hong Kong from a closed system to an open one.  

 

The emergence of a cliental turn was the third major transformation apart 

from the conceptual and spatial turn in the development of mental health service 

and system in Hong Kong. In the past, the planning of mental health service had 

been patient-oriented. Families and caregivers of mental illness sufferers had been 

neglected and denied by the mental health service system by which they had been 

classified as outsiders and did not have any role in the service. Consequently, their 

voices were always not heard and their needs could not be properly addressed 

though they played an assisting role throughout the recovery process. The 

marginalisation of families and caregivers changed in the 1990’s when the 

government began to acknowledge the importance of developing informal social 

networks and self-help groups for caregivers of people with mental illness. In the 

White Paper on Social Work and the 1992 Rehabilitation Green Paper, the 

supporting role of families and caregivers were eventually given and recognized 

by the government. Following the massive implementation of social rehabilitation 

and community mental health care service, families and caregivers gradually 

received consistent supports from community mental health service. With 

increasing financial support and resources from the government, supportive 

services and facilities, such as training of self-help groups and setting up of 

resource centres for families and care givers of people with mental illness had 

been established and developed in the fourth stage. The cliental turn indicated that 
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policy makers identified the importance and contributions of families and 

caregivers in providing better support and care to people with mental illness in the 

community. Thus, at the service level, the determination in implementing 

community mental health care services at the fifth stage deliberately included 

families and caregivers as target service users. The expansion on the definition of 

service users eventually encouraged families and caregivers to take part in the 

collaboration with other professionals throughout the recovery process. As a result, 

users of community mental health services are no longer confined to those with 

mental illness themselves but has since further expanded to their families and care 

givers under the cliental turn. 

 

At last, by revising the recent development of mental health facilities and 

services in Hong Kong, a strategic turn of mental health service can also be 

identified. In the early days, the rationale for establishing mental health services 

and facilities was merely to provide temporary accommodation, medical 

treatments and rehabilitation to people suffering from mental illness. Mental 

health services and facilities, such as mental hospitals, clinics, rehabilitation farms, 

halfway houses and sheltered workshops, had purposely been established by the 

government and non-governmental organizations in order to provide medical 

treatment and proper caring for people with mental health illness. Other than 

providing treatments and rehabilitation, policy makers did not acknowledge that 

the importance of prevention and early identification as the major tasks for setting 

up mental health care service. What had been believed to be important in this 

period was to provide sufficient medical treatments and rehabilitation to service 

users. Thus, the focus of establishing mental health services and facilities was 
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placed on the providing treatments and rehabilitation service to people suffering 

from mental illness instead of promoting prevention and early identification of 

mental illness in the community.  

 

However, the situation shifted for the better when several tragic incidents and 

anti-community mental health care services movements sparked off in the 80’s. In 

response to the increasing public panic and awareness towards people with mental 

illness living in the community, the government launched a series of intensive 

public educational programmes on mental health and mental illness around Hong 

Kong since the mid-1980. Publications and educational events, such as TV 

programs, public lectures and talks, had been arranged and organized by the 

government and non-governmental organizations in order to promote the 

importance of mental well-being as well as to fight against the stigmatization of 

people with mental illness living in the community. Since then, prevention and 

education of mental illness have been identified as one of the major tasks of 

implementing mental health services. Besides, as the concept of recovery has 

emerged and adopted in the mental health service, early identification of people 

with mental illness in the community has taken up a significant place in the 

implementation of community mental health care service. Screening out and 

identifying suspected cases with mental illness and those in need of mental health 

service in the community has become the daily duty of most community-based 

mental health services, such as the services provided by the Integrated 

Community Centre for Mental Wellness (ICCMW). Thus, it is clear that the 

rationale and direction of implementing mental health services have shifted from 

providing medical treatment and rehabilitation to promoting prevention and early 
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identification of mental illness. Consequently, mental health services are actively 

engaged in the daily life of the general public and becoming much more 

accessible at the community level.  
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Table 6 The Characteristics of the Development of Mental Health Service in Hong Kong 
 The Pre-initial Stage 

 

The Initial Stage The Formation Stage The Expansion Stage The Transformation 

Stage 

Government 

involvement  

Passive, weak, 

arbitrary 

Passive, weak, 

arbitrary 

Active, strong, 

rationalized   

Active, strong, 

rationalized 

Active, strong, 

rationalized 

Non-government 

organizations 

involvement  

Passive, weak, 

scattered and 

disorganized 

Passive, weak, 

scattered and 

disorganized 

Active, weak, 

scattered and 

disorganized  

Active, strong, 

scattered but 

organized  

Active, strong, 

centralized and 

organized  

Professional 

involvement  

Absent Present and 

generalized   

Established and 

specialized  

Established , 

specialized and 

strengthened  

Further strengthened 

and refined  

User involvement Persons with mental 

health problems  

Persons with mental 

health problems  

Persons with and 

recovered from mental 

health problems  

Persons with and 

recovered from mental 

health problems, 

general public, 

families or care givers 

Persons with and 

recovered from mental 

health problems, 

family member, care 

givers and general 

public 

Public Involvement Passive, week, 

arbitrary, disorganized 

Passive, week, 

arbitrary, disorganized 

Passive, week, 

arbitrary, disorganized 

Passive, week, 

arbitrary, disorganized 

Active, strong, 

rationalized, organized 

Philosophy of 

intervention 

Medical, 

professional-oriented  

Medical, 

professional-oriented  

Medical, 

professional-oriented  

Medical and 

Psychosocial, 

professional-oriented 

Medical and 

Psychosocial, semi 

patient-oriented 

Place of intervention Closed, centralized, 

institutionalized  

Closed, centralized, 

institutionalized 

Closed, centralized, 

institutionalized 

Semi-open, 

decentralized, 

Institutionalized and 

community-based 

Semi-open, 

decentralized, 

Institutionalized and 

community-based 

Policy and planning None None None Established but short 

term  

Established but short 

term  
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Chapter 4 Research Methodology 

As mentioned in the previous chapter, with increasing interest in 

understanding the concept of recovery after the uprising of the survivor and 

consumer movement in the developed world since the 1970’s, a number of 

qualitative studies began to put their research foci on analysing the personal 

accounts and narratives of recovery stories among persons suffering from severe 

mental health problems (Ben-David et al., 2014; Boydell, Gladstone, & Crawford, 

2002; Larsen, 2007; R. M. K. Ng et al., 2008; Turner-Crowson & Wallcraft, 2002a; 

Windell & Norman, 2013; Young & Ensing, 1999). Unlike researchers in prior 

decades who were merely interested in measuring the outcomes and effects of 

various mental health care treatments and interventions, researchers in the 1980’s 

were more keen on discovering and understanding the concept of recovery from 

the users’ perspective. They were eager to explore and grasp the underlying 

meaning-making process of recovery among those suffering from schizophrenia 

through investigating the latter’s unique experiences and personal histories. 

Therefore, in this vein, the focus of research has been shifted from outcomes and 

effects of an intervention to the discovery of emerging themes, and identifying 

elements that contribute to the recovery process among individuals with 

schizophrenia. 

 

For instance, (Davidson & Strauss, 1992) employed a narrative perspective 

in investigating the rediscovery and reconstruction of competent and enduring the 

sense of self in recovery among persons suffering from schizophrenia. Similarly, 

by obtaining narratives from individuals suffering from severe mental health 
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problems, Deegan (1996, 2002) investigated the personal experiences among 

individuals and re-examine the thoughts and reflections on the concept of 

recovery from the users’ perspective. In another qualitative study conducted by 

Smith (2000), several major themes throughout the recovery process, such as the 

meaning of recovery, turning points towards recovery, critical factors involved in 

recovery, barriers to recovery, and strategies for recovery, have been identified 

from 10 extended interviews. Later, in a study focusing on the first-person 

accounts of recovery from persons suffering from mental health problems, 

Ridgway (2001) recognised the common themes and patterns of recovery and 

suggests his findings are linked up to resiliency theories. Similar to Ridgway, 

Jenkins (2005) placed his research focus on investigating the subjective 

experience of the improvement process and recovery from the perspective of 

those diagnosed with schizophrenia, and concluded that improvement and 

recovery are definitively a subjective process. Unlike previous studies solely 

placing the focus on the personal narratives of recovery process, (Topor et al., 

2011; Topor et al., 2006) further argued the fact that recovery unfolds within a 

social and interpersonal context. They further suggested social factors should be 

considered as crucial elements in the investigation of the meaning-making process 

of recovery.  

Apart from investigating the personal meaning of recovery and other 

emerging themes throughout the recovery process, qualitative research method is 

also commonly employed in identifying specific stages of the recovery journey. 

Young and Ensing (1999) interviewed 18 persons diagnosed with severe mental 

health problems who lived independently in the community, and developed a 

model of recovery with three major stages. By employing a technique of 
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dimensional analysis of recovery narratives among persons suffering from severe 

mental illness, Jacobson (2001) examined and suggested that the uniqueness of 

the recovery process is made up of four components: recognizing the problem, 

transforming the self, reconciling with the system and reaching out to others. In 

another qualitative study conducted by Andresen, Oades, and Caputi (2003), the 

process of recovery was particularly investigated and thus identified as five stages 

according to recovery specific themes. Later, in a study based on the personal 

accounts of current mental health service users and mental health literature, Ralph 

(2005) further divides a recovery model into six dynamic stages with a specific 

theme at each stage.  

Judging from the trend above, employing qualitative research methodology 

in the investigation of subjective experience among persons suffering from 

schizophrenia has become a popular research method in the field of mental health 

research, particularly among studies aim at understanding the subjective 

experience, personal meaning and in-depth process of recovery from users’ 

perspective. Furthermore, qualitative research method enables researchers to 

employ flexible strategies to figure out an explanation in relation to their research 

inquires. Since the objective of this study aims at exploring and investigating how 

individuals with schizophrenia in Hong Kong experience the process of recovery 

in the community context, thus, qualitative research method will be employed.  

Sampling and Subjects 

Purposive sampling 
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The process of selecting research targets is sampling (Babbie, 2013). In this 

study, purposive sampling was chosen as the sampling method. There are two 

reasons for adopting purposive sampling. First of all, there is a lack of a public 

database that list out all individuals with schizophrenia living in the community, 

and it is impossible for us to generate such a list on our own. According to the 

privacy ordinance, personal information of our research targets is carefully kept in 

the hands of the government, related NGOs or self-help groups which were not 

allowed to be given to researchers. As a result, without the referrals from the 

agencies, it is impossible for researchers to reach and contact any potential 

research targets through personal means or connections. Due to the lack of a full 

database of the research population as well as concerns of privacy and protection 

of personal information, under this circumstance, it is unreasonable and 

unmanageable to choose probability sampling as the sampling method for this 

study. 

 

Second, purposive sampling affords researchers to have the flexibility of 

deliberately selecting particular samples that reflect the features of or groups 

within the sampled population. As mentioned above, the research objective of this 

study is to explore and investigate the meaning-making process of recovery and 

understand the concept of recovery among those who are suffering from 

schizophrenia in the community setting. In order to locate eligible research targets 

and to invite them to join the study in accordance to the criterion of research 

purposes, it is necessary to obtain a sample that the researcher can learn the most. 

Obtaining a sample on the basis of knowledge of a population and the purpose of 

the study would be the key assumptions behind purposive (judgmental) sampling 
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method. Chein suggests the basic assumption of purposive (judgmental) sampling 

is:  

 

With with good judgment and an appropriate strategy one can 

handpick the cases to be included in the sample and thus develop 

samples that are satisfactory in relation to one's needs. A common 

strategy of purposive sampling is to pick cases that are judged to 

be typical of the population, in which one is interested, assuming 

that errors of judgment in the selection will tend to counterbalance 

each other” (Chein, 1981, P. 427). 

 

Thus, the strength of purposive (judgmental) sampling is that “through 

human instrumentation increases the range of data exposed and maximises the 

researcher's ability to identify emerging themes that take adequate account of 

contextual conditions and cultural norms” (Erlandson, 1993, p. 82). Patton and 

Patton (2002) also note that the logic and power of purposive sampling “lies in 

selecting information-rich cases for study in depth. Information-rich cases are 

those from which one can learn a great deal about issues of central importance to 

the purpose of the research” (p. 230). 

 

In this sense, unlike the logic and operation of purposive sampling which 

purely aims at looking for a randomized and unbiased sample that is able to 

represent the whole population, purposive (judgmental) sampling enables us to 

locate and screen out specific research targets in our research population that 

specifically meet our research criterion and respond to the research question. 

Green and Thorogood (2009) even suggest that purposive (judgmental) sampling 

is a method “explicitly selecting interviewees who are likely to generate 

appropriate and useful data” (p. 118) For instance, while the data collection 
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process of this study relies on in-depth interviewing, research targets are required 

to express and talk about their history and experiences of suffering from 

schizophrenia and the meaning making process of the concept recovery freely and 

in details. Therefore, it is reasonable to recruit persons who are comfortable with 

communicating with strangers as well as proficient in Cantonese. In reality, the 

fact is that not many from this group are expressive and vocal due to the effects of 

negative symptoms and other personal reasons, as Whyte (1982) points out: 

“Informants are not of equal value to the research. There are some individuals 

who, no matter how skilled the interviewer, do not notice what is going on around 

them or perhaps have difficulty in expressing themselves” (p. 114). As a result, 

employing purposive (judgmental) sampling as the sampling method in this study 

is believed to be a reasonable strategy, since researcher is allowed to deliberately 

select proper participants who fulfil the above research purpose and inclusion 

criterion according to each individual’s personal situation and ability, and to 

screen out those who are not comfortable to use language to express themselves.  

 

In qualitative inquiry, it is very often that a case will be chosen simply 

because of the accessibility (Lewis, 2003). This study’s situation is no less 

different. In the recruitment period, although invitation letters with a brief 

research proposal and endorsement of my supervisor had been written to the 

centre-in-charge of various local mental health agencies to ask for permissions 

and help for conducting interviews with their users with a diagnosis of 

schizophrenia, the response rate was low. Only one agency accepted my request 

and allowed me to conduct interviews with their users in their centre and 

eventually 14 participants were willing to join the present study under the centre’s 
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guidance. Undoubtedly, it is clear to see that unfettered access into any mental 

health agency to conduct interviews with their users is unrealistic, and recruitment 

of research participants is impossible without the willingness of service users. In 

this sense, accessibility of research participants becomes the practical and critical 

factor in determining the number of recruitments when researchers employ 

qualitative research methodology. Needless to say, under this circumstance, 

seeking randomised sample is impossible. 

 

Besides, it is essential to note that the reason for adopting purposive 

sampling instead of other sampling methods in this study is closely related to 

nature of the investigation. The research objective of this study focuses on the 

investigation of the subjective experience and the meaning making process of the 

concept recovery among persons suffering from schizophrenia in the local 

community. In this sense, the major task of this study will be maximizing the 

heterogeneity and uniqueness of each case in a particular context (Erlandson, 

1993) instead of generalising the findings of this study into a sense that represent 

the whole population of all Chinese people diagnosed with schizophrenia in Hong 

Kong. Therefore, selecting the appropriate research strategies that could facilitate 

the involvement of research targets would be much more important than 

generating a large amount of sample size. As such, generating a large sample size 

and to the overall population is not the main concern in this study. Instead, 

looking for research targets that could generate resourceful data related to the 

research questions would always be top priority throughout the data collection 

process. Pope and Mays (2006) further pointed out that statistical 

representativeness is not normally sought in qualitative research and 
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generalisation in a statistical sense is not the goal of this research methodology. As 

the nature of sampling method adopted in this study does not aim at generating a 

large number of samples, seeking for a randomised probability sampling is 

unnecessary and meaningless. Thus, based on the above reasons and 

considerations, adopting purposive (judgmental) sampling for selecting specific 

research targets that fulfil our research propose would be reasonable and just.  

 

With respect to the sample size, it would depend on the richness of data 

provided by our informants rather than their number. Patton and Patton (2002) 

have suggested that the major objective of employing purposive sampling is to 

include information-rich cases for an in-depth interview. Setting an exact number 

of samples is always not necessarily planned before the study. Although some 

scholars have suggested that “eight respondents will be perfectly sufficient" 

(McCracken, 1988, p.17) for most of the qualitative projects and Creswell (1998, 

p.122) even proposed that "10 subjects in a study represents a reasonable size”. In 

reality, these numbers of sample size were not convincing since each study had its’ 

unique research objective and limitation in recruiting informants. Strictly adhering 

to these rules would be meaningless when the decision-making process is out of 

context. The process of carrying out qualitative research always depends on a 

range of factors, such as accessibility and the quality of informants, there is no 

single way of doing qualitative research (Sanpe & Spencer, 2003). 

 

Looking for a universal standard or golden rule of perfect sampling in 

conducting a qualitative research is always an untouchable dream. In fact, 

numerous factors are influencing and determining the number of informants in a 
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qualitative study. It is important for researchers to note that what is crucial in 

determining the sample size in their research is not the number of informants, but 

the possibility of locating suitable informants that could fulfil the research 

purpose and to yield sufficiently detailed, relevant and comprehensive information 

referring to the research question (Lewis, 2003; Ritchie, Lewis, & El am, 2003). 

In other words, recruiting informants who are concrete enough to generate quality 

data in understanding the meaning making process and concept of recovery 

among those suffering schizophrenia in the community setting would be the prime 

criteria for determining the number of sample size. Besides, other factors such as 

the depth and duration required for each interview (Britten, 2006) and the 

feasibility of manpower would also be considered (Britten, 2006; Ritchie et al., 

2003). 

 

Although there is no hard and fast rule for determining the sample size of 

conducting qualitative research, several principles are worthy for researchers to 

recognise and follow when they come across the issue. Erlandson (1993) suggests 

that “Purposive sampling requires a procedure that is governed by emerging 

insights about what is relevant to the study based on the focus determined by the 

problem and purposively seeks both the typical and divergent data to maximise 

the range of information obtained about the context” (p. 148). Similarly, Ritchie et 

al. (2003) remind us that the sample size in qualitative research often relies on the 

richness of data. Thus, it is obvious to see that sample size in purposive sampling 

is mainly determined by the richness and thickness of information rather than the 

number of samples. In this sense, at the operational level, data collection process 

is terminated when further interviews do not yield more new insights. This is to 
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say, in qualitative research, the sampling process is terminated when researchers 

believe that the saturation level of data is reached. 

Recruitment of participants 

As the purpose of this study is focused on investigating the meaning-making 

process of recovery as well as the understanding of the subjective experience 

among Chinese people with schizophrenia in the local community setting, current 

and ex-users from any type of community mental health service or program in 

Hong Kong are eligible participants of this study.  

 

Non-Governmental Organizations (NGOs) ran by charities and self-help 

groups organized by mental health users are two major sectors providing mental 

health service in the local community. In Hong Kong, there are several NGOs and 

self-help groups working with the government in providing mental health services. 

Among them, there are a total of eleven organizations providing community 

mental health services to local residents who are suffering various mental health 

problems in different districts around Hong Kong. They are: 

 

1. Rehabilitation services from Baptist Oi Kwan Social Service (浸信會愛羣社

會服務處精神健康綜合服務)  

2. Caritas Hong Kong (香港明愛) 

3. Christian Family Service Centre  (基督教家庭服務中心) 

4. Fu Hong Society (扶康會) 

5. The Mental Health Association of Hong Kong (香港心理衞生會) 
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6. New Life Psychiatric Rehabilitation Association (新生精神康復) 

7. Richmond Fellowship of Hong Kong (利民會) 

8. The Society of Rehabilitation and Crime Prevention, Hong Kong (香港善導

會) 

9. Stewards Limited (香港神託會) 

10. Hong Kong Sheng Kung Hui Welfare Council (香港聖公會福利協會) 

11. Tung Wah Group of Hospitals (東華三院) 

 

Besides NGOs, self-help groups aimed at providing community mental 

health services are also a source of potential participants to join present study. For 

mental health self-help groups, there are three organizations in the community 

providing supportive services to persons suffering from mental health problems as 

well as their family members. They are also engaging in raising the awareness of 

mental health and promoting public education in the society. These three 

organizations are: 

 

1. Amity Mutual Support Society (恆康互助社)  

2. Concord Mutual-Aid Club Alliance(康和互助社聯會) 

3. Patients’ Right Advocates (香港精神病復康者聯盟) 

 

Invitation letters with the endorsement of my supervisor were sent to the 

centre-in-charges of the above NGOs and agencies for inviting them to engage 

and to participate in this research study. In order to give each centre-in-charge a 

clear understanding about the purpose, procedure and duration of the study, a brief 
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description of the research objective, purpose and procedure were fully described 

and explained in the invitation letter. Furthermore, the research proposal of this 

study, entailing research objectives, methodology (including sampling selection, 

measurement and data analysis method), samples of measurement, interview 

guide, a sample of consent form, was also enclosed with the invitation letter for 

further explanation. Contact person and methods such as email, phone number 

and address were also provided at the end of the invitation letter for further 

connection and enquiry. 

 

Invitation letters were being sent to the centre-in-charges of the above NGOs 

and agencies at the end of September 2013. After finishing the communicative 

works with NGOs, which lasted about two to three months, finally, two agencies 

showed positive responses and interests to this study with replies in November 

2013. One was a NGO and the other a self-help group. The NGO finally gave me 

a helping hand and endorsed me to conduct interviews with their service users and 

members at their centre. However, the self-help group eventually turned down the 

invitation due to the lack of manpower for handling administrative arrangements. 

As a result, all the informants who participated in this research study were from 

the same NGO. 

 

In this study, all research targets were referrals of a local NGO.  Staff in the 

organization helped to screen out and confirm potential research participants who 

fulfilled the inclusion criterion of the study. Then, with the help of the staff, I 

contacted the potential research participants and scheduled the date and time of 

interviews afterwards. Eventually, with the support from the staff, a total of 14 
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subjects were recruited from the NGO according to the inclusion criterion of the 

study.  

Subject of Study 

As the research objective of this study focuses on studying the 

meaning-making process of recovery and the subjective experience of person 

suffering schizophrenia among local Chinese who are living in the community, 

given the above research objective, the subject of study are confined and referred 

to individuals who are diagnosed as schizophrenia according to the definition of 

Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition. Therefore, 

a medical screening process will be adopted in the sampling process. Beside the 

above criteria, participants are required to meet the following inclusion criterion 

in order to be eligible research subjects:  

 

Inclusion criteria 1: Diagnosis. People diagnosed with schizophrenia will be 

selected as research subjects. While there is a lack of large-scale epidemiological 

study to calculate the present number of persons who are suffering schizophrenia 

in Hong Kong, it is still possible to estimate the number from worldwide evidence. 

Estimates of the number of people suffering from severe mental health problem 

range from 1-3% (Hong Kong Hospital Authority, 2011). With a population of 

7.09 million, estimation from worldwide data would indicate that there would be 

about 70,000 to 210,000 people are suffering from various severe mental health 

problems. Data from the Hospital Authority of Hong Kong reported that there are 

around 40,000 people in Hong Kong diagnosed as schizophrenic, and the 

authority predicts around 50% of them would be managed exclusively in the 
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community setting in the coming years. 

 

Inclusion criteria 2: Ethnicity. Chinese were chosen to be the research targets in 

the study due to the fact that Chinese are the preponderate race over the other 

ethnic groups in Hong Kong, which accounts for 93.6% (or 6.62 million) of the 

total population of the city (Hong Kong Government, 2011). As the search 

population of this study are Chinese, participants who are from other ethnic 

groups are excluded.  

 

Inclusion criteria 3: Age of research targets. Aged 15 years old or above with legal 

residency in Hong Kong. Participants who are under age 15 would not be included 

in this study. In Hong Kong, the age of in-take cases for community mental health 

care services is set at aged 15 or above. Thus, research targets who are aged or 

above 15 would be eligible to meet the age criteria.   

 

Inclusion criteria 4: Language. People familiar with spoken and written Cantonese 

(not Putonghua and other Southern dialects in China) will be selected.  

Participants who are local Chinese but not able to use Cantonese as their common 

language are excluded from this study. Cantonese is the most commonly used 

language in Hong Kong. In 2011, statistics showed that 89.5% of the population 

aged 5 and over are using Cantonese at home. Another 6.3% claimed that they 

could speak Cantonese as another language/dialect (Hong Kong Government, 

2011). As individual interviews would be adopted as the key data collection 

method of this study, Cantonese would also be used as the common language in 

the interview. Thus, able to use Cantonese proficiently to express ideas and 
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communicate with the researcher would be an essential requirement of subject 

recruitment. Based on the above reason, research targets would be purposively 

confined to those who are able to use Cantonese as the common language.   

Inclusion criteria 5: Setting. As the study aims at investigating the recovery 

process and subjective experience of the person with schizophrenia who are living 

in the community setting, research targets are confined to those who were 

discharged from hospital or living in community setting, such as Supported Hostel, 

Halfway House, Long Stay Care Home, with their family or living independently. 

According to the statistics from the Hospital Authority in 2013, it was estimated 

that there were about 17,000 people with mental illness in Hong Kong living in 

the community and receiving services under the case management program (Hong 

Kong Government, 2013). Therefore, in this study, research targets who fulfilled 

the above residential criteria, such as discharged from psychiatric hospital or 

simply living in any kind of community setting, are welcomed. 

 

Subjects of this study were recruited from a local non-profit making NGO 

providing various community-based mental health services to local residents with 

severe and persistent mental health problems in Hong Kong. This NGO was 

established in the 80’s and specialises in promoting community mental health care 

services. The aim of this NGO is to promote professional and outstanding 

community-based mental health care services to their service users and residents 

in the local community. This NGO serves the population of two districts, the 

Kowloon East District and the Eastern District, in Hong Kong. These two districts 

contain nearly one-third (28.4%) of the total population of Hong Kong (Hong 

Kong Government, 2011). 
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During the data collection period, services provided by this NGO covered 

from a wide range of area from residential, educational, vocational and supportive 

programs, such as Integrated Vocational Rehabilitation Services, Residential 

Training Services, Community Mental Health Support Services, Family 

Caregivers Support Service, Special Projects and China Social Service 

Development Projects. Needless to say, the NGO has picked up a good deal of 

expertise in providing specialised, unique and comprehensive mental health care 

services to mental patients who are living in the community settings. 

Method of data collection 

In-depth-Interview 

Individual in-depth interviews were employed in the present study. In-depth 

interview is a commonly used qualitative research method in social sciences and 

has always been considered as one of the most powerful methods of data 

collection in conducting qualitative research (Britten, 2006; Legard, Keegan, & 

Ward, 2003). In-depth interview is also described as a “face to face encounter” 

between researcher and informants as if a “daily conversation” but with a research 

purpose (Berg & Lune, 2012). Usually, in-depth interviews are the processes that 

allow researchers to explore and investigate the underlying perspectives and 

accounts of informants on specific topics or issues through face-to-face interaction, 

which is conversation in the case of an in-depth interview.  

 

The key feature of in-depth interviews is the depth and focus of individuals 

on a particular issue or topic. In-depth interviews provide a very good opportunity 

for the researcher to conduct a detailed investigation of each informant’s personal 
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perspective, accounts and reflections of certain question and for in-depth 

understanding of the personal context within which the research phenomenon is 

located. Therefore, in-depth interviews could be the only way to obtain data that 

“is important to set the perspectives heard within the context of personal history 

or experience; where delicate or complex issues need to be explored at a detailed 

level, or where it is important to relate different issues to individual personal 

circumstances” (Lewis, 2003, p. 58).  

 

In this study, individual interviews took place inside the interviewing room 

of a sheltered workshop and a halfway house ran by an NGO, and they were 

mostly carried out during the morning and afternoon breaks, in order not to 

disturb the normal work training of the research participants. Those interviews 

conducted in the halfway house were mostly at night (usually started from 19:00) 

and after dinner since most of the participants worked in the day time so as to 

preclude the need for the research targets to take leave from work thus affecting 

their income. 

 

The general framework of theme and semi-structured questionnaire were set 

before the interview began, however, questions, ideas, opinions and other 

expressions from interviewees were allowed to be brought out and discussed at 

any time throughout the course of the interview. Scholars suggested that questions 

in qualitative interviews should be “open-ended, neutral, sensitive and clear to the 

interviewee” (Pope & Mays, 2006, p.15). In order to facilitate our interviewees to 

enjoy a free expression and speech, and ensure they shared the same opportunity 

to express their thoughts in the interviews, the interviewing questions were 
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designed to be open-ended and non-directive so that interviewees could elaborate 

on the areas that they felt were important in describing the meaning of recovery. 

Throughout the course of an interview, interviewees were strongly encouraged to 

respond every interviewing question as well as to express their own experience 

about and understanding of their mental health problem. Besides, they were also 

encouraged to raise questions and doubts at any time during the interview in order 

to clarify their doubts and uncertainties. 

 

While most of the persons suffering from schizophrenia were on regular 

psychiatric medication, they were unavoidably suffering from various degrees of 

side effects including drowsiness and very short attention span. Concerning the 

unique physical condition of the participants, the length of each interview could 

not be too long in order not to over-tax them. Therefore, individual interviews 

conducted in this study were broken down into several shorter interviews in 

different phases. The average interview lasted between 45 to 90 minutes and the 

narration length of most interviews lasted for an hour. Besides, participants were 

advised and allowed to end or withdraw from the interview immediately when 

they felt unwell or uncomfortable.  

 

All interviews in this study were audio recorded in real time with the consent 

of research participants. Britten (2006, p.18) mentions that there are several ways 

of recording in qualitative interviews, such as notes written at the time, notes 

written afterwards and audio recording. While using note taking at the time of 

interview would interfere the course of the interview or distract the interviewee, 

and subsequent note taking would miss out some details of the conversation, 
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real-time audio recording was the preferred option of those three. There were 

three sufficient reasons for choosing real-time audio recording as the recording 

method. First, it guarantees the accuracy of data and minimises the risk of missing 

data. Second, using a recorder in the course of interview allows researcher to be 

attentive to and focused on the conversation between research targets Patton and 

Patton (2002). Finally, it also encourages a free expression and discussion 

between researcher and research target throughout the interview (Laine, 1997). 

 

Dialogues were transcribed in verbatim Cantonese immediately after 

interviews which was the language used in the interviews. Green and Thorogood 

(2009) mentioned that it is “important to reproduce reliably the precise words 

used by the interviewee, including slang words, stutters, hesitations and 

interruptions” (p.117). By re-reading the transcripts, previous interviews could be 

carefully reviewed and re-examined before going to the next interview and to 

follow up topics for further exploration and clarification. Charmaz (1991, p.391) 

pointed out that studying the transcription of each interview intensively allows 

researcher to refine, develop and change questions.  

 

As noted, the interviews of this study were conducted in Cantonese and 

audio recorded, which were then transcribed in the form of spoken Cantonese 

afterwards. Spoken Cantonese is the common language of Hong Kong people in 

daily usage. However, it is always treated as a dialect in southern China and 

different from formal written Chinese. Although there are variations between 

spoken Cantonese and formal written Chinese, in keeping with expression of 

emotions of the participants, interviews were transcribed in the form of spoken 
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Cantonese in the exact wordings used by research participants instead of formal 

written Chinese.  

The interview guide 

An interview guide is a set of questions or issues that are to be investigated 

and explored in the course of the interview. Patton and Patton (2002) suggested 

that “an interview guide allows the researcher the freedom to “explore, probe, and 

ask questions that will elucidate and illuminate that particular subject” (p. 238). 

The interview guide contains an outline of topics to be discovered with a set of 

questions. Therefore, it is not surprising to see that an interview guide acts as the 

conceptual map to a research question and also an indicator of identifying the 

progress of interview Gorden (1987).  

 

In this study, a semi-structured interview guide was devised to serve two 

main purposes. First, the guide provides a clear direction about what is going to be 

asked during interviewing. (Seidman, 2013) reminded us that the purpose of an 

in-depth interview “is not designed to test hypotheses, gather answers to questions, 

or corroborate opinions. Rather, it is designed to ask participants to reconstruct 

their experience and to explore their meaning” (p. 94). Trying to draw a boundary 

for interrogating a research topic would be the main purpose of setting up an 

interview guide. Besides, the interview guide also acts as a reminder of asking 

questions that give interviewees a chance to explore, recollect and reflect their 

own experiences precisely and carefully. In this way, the interview guide assists 

the researcher to build up a mind map during interviewing and to discover a 

deeper understanding of the meaning of recovery with informants through 
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reflections. Therefore, in the course of interview, unlike an interview using a 

structured interview guide, conducting a semi-structured interview is not 

necessary for the researcher to stringently follow the exact sequence of questions 

or to ask the question in the exact wordings as listed in the questionnaire, but a 

flexibility of interaction between researcher and interviewee is allowed according 

to the interview atmosphere and situation. 

 

Based on the above research methodological principles as well as research 

objectives, in present study, a semi-structured questionnaire was designed to elicit 

in-depth accounts of the subjective experience of persons suffering from 

schizophrenia and the meaning of recovery in community setting. At the 

beginning of a semi-structured interview, the researcher sets the questions and 

topics of the study at first. Then, responses from interviewee determine the type 

and importance of information to be produced (Green & Thorogood, 2009). In this 

way, the design of semi-structured questionnaire provides the openness to change 

the sequence and forms of questions in order to respond and follow-up on the 

answers given by the informant and researcher. It also allows the researcher to 

have more freedom and flexibility to consider what and when to ask a question 

throughout the course of an interview. Therefore, semi-structured interview 

provides not only autonomy to researcher but also flexibility to carry out 

follow-up questions (Berg & Lune, 2012). Through the instant response and 

interaction between research and informant, explanation, interpretation and 

meaning are able to be generated by a “conversation-liked” investigation. 

 

Patton and Patton (2002) suggest that well-designed qualitative interview 
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questions should be open-ended, neutral, sensitive and clear. They suggest that if 

the researcher is confident about the nature and purpose of each question, then the 

participant will be able to respond appropriately. They also proposes six types of 

questions can be asked: 

 

● Behaviour or experience. 

● Opinion or values. 

● Feelings or emotions,  

● Knowledge. 

● Sensory. 

● Demographic or background details. 

 

It is often best to start with questions that can be answered easily at the 

beginning of the interview, such as background information and demographic data, 

and then move on to more difficult and sensitive topics as the interview 

relationship develops. In order to obtain data according to the research goal, in 

this study, the questionnaire was divided into several major sections covering 

socio-demographic data, the history of research participant’s mental health 

problems, the understandings and perceptions behind research targets’ concept on 

the meaning of recovery and factors that had helped them recovered from their 

mental health problems. The sections in the questionnaire were grouped into four 

areas as below in sequence: 

 

(1) General and socio-demographic data about the research targets, including sex, 

age, educational level, marital status, housing, occupational status, occupation, 
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monthly income, numbers of hospitalization recorded, lengths of 

hospitalization, time of onset and recovery. 

 

(2) The history of one’s mental health problem, including onset, the course of 

being hospitalized, treatment and discharge from hospital to community. 

 

(3) The understandings and perceptions of research participants’ concept on the 

meaning of recovery, including what is recovery, when recovery began, who 

decided and identified they were recovered. 

 

(4) Factors that helping research targets recovered from schizophrenia, including 

questions like “What helps you recovered from schizophrenia?”, “Who helps 

you recovered from schizophrenia?”, “Anything that you believe it is possible 

to help you recovered from schizophrenia?”. 

 

Taken into the consideration of the nature of in-depth interview, I employed 

the suggested questions flexibly in the interview guide depending on the 

interaction between the participants and me and the atmosphere. In the course of 

the interview, I did not stringently follow the sequence of suggested questions as 

listed on the interview guide. Instead, I chose to ask the suggested questions in 

exact wordings depending on the flow of the interview as well as the response of 

participants. In this way, I took the interview guide as a reminder that allowed me 

to stimulate participants’ reflection and recollection of their experiences to let 

them enjoy as much freedom as possible in expressing and talking about their 

ideas and views.  Lastly, opinions and suggestions about the questionnaire and 
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procedure of this study were also collected from participants at the end of the 

individual interviews.  

Setting of the interviews  

The setting of an interview always has a significant impact on the types of 

data generated (Green & Thorogood, 2009). Finding a suitable place that could 

give interviewees a sense of privacy and security during individual interviews 

would greatly help them immerse in a relaxing atmosphere conducive to 

unobstructed expression of their ideas and experiences. Usually, it is preferable to 

conduct an interview in a private space where interviewees enjoy the “feeling of 

theirs” (Green & Thorogood, 2009). However, on many occasions, except at the 

home of interviewees, venues that afforded both privacy and security is always 

impossible to find.   

 

In order to reach a balance between feasibility and privacy of choosing a 

favourable setting for interviews, in this study, with the help of staff from the 

NGO, the interviewing room at the sheltered workshop or halfway house was 

chosen. There were several reasons in choosing the interviewing room at the 

agency in justifying it as a favourable and practical option. 

 

First of all, the interviewing room at the NGO that provides a sense of 

privacy and security to the informants. As the sheltered workshop and halfway 

house ran by the NGO were the working and living place for most of our 

interviewees, interviewees were familiar with its location, environment, 

atmosphere and staff. Conducting interviews where interviewees are familiar with 
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would enable them to feel staying at “their place”. The “feeling of their place” 

creates a comfortable and secure atmosphere that would encourage them to 

express their ideas and to talk about their experience in a normal way. In this way, 

a sense of security could be enhanced while potential risks of the interview could 

be minimized. Second, the location of the interviewing room was convenient to 

interviewees without disrupting their normal working schedule. As most of our 

interviewees are working or living in the sheltered workshop or halfway house, it 

is very convenient for them to conduct an interview at the place where they go 

every day after work. Third, staffs at the agency were able to provide instant and 

vital assistance in helping the interviews going smoothly, such as handling 

participants’ emotional problems or acute crises, which was readily available 

whenever help was required in the course of interview. Based on the above 

reasons and considerations, the interviewing room at the NGO was chosen to be 

the venue of this study. 

Person-centred perspective 

One of the objectives of this study attempts to investigate how people with 

schizophrenia make sense with their subjective experience in the recovery process. 

To achieve this goal, person-centred perspective was employed. Person-centred 

perspective sees people with mental health problems as an active and a 

meaning-making agent rather than a passive individual (Joseph & Murphy, 2013; 

Stanghellini, Bolton, & Fulford, 2013).The significance of self-understanding of 

and responsiveness to one’s subjective experience of mental health problems form 

the foundation of the person-centred perspective. For the person-centred 

perspective, each individual plays a central role in the course, manifestations and 
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outcomes of their recovery process and has their unique strengths and resources as 

well as needs and challenges. By employing this perspective, it helps researchers 

enhance the understanding of the unique personal value and beliefs among each 

individual’s experience of schizophrenia are shaped. In addition, participants have 

an equal say to express how mental health issues are understood.  

Procedure 

Data collection process in this study was divided into three phases, they were: 

(1) The early phase-Preliminary meeting, (2) The mine phase-Individual 

interviews and (3) The end phase-Follow-up individual interviews. 

The Early Phase 

 

At the early phase, which was usually one week before a formal individual 

interview began, a preliminary introductory group meeting for all research targets 

was arranged by the staff at the interviewing room at the agency. The preliminary 

meeting lasted from about one to one and a half hour. In each small group meeting, 

there were about three to four interviewees recruited by the staff at the sheltered 

workshop joining the meeting.  

 

Holding preliminary meeting before the start of interviews served several 

purposes. First of all, it was a valuable chance for the researcher to assess if 

potential research targets referred by NGO were suitable to join the study. As 

mentioned before, not every participant contributed equal value to the research. In 

this study, data collection mainly relies on in-depth interviews. Thus, participants 

who were vocal and expressive with proficient communicative skills were 
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preferable. In this sense, I took the preliminary meeting as a valuable chance to 

contact my potential participants face-to-face and evaluate if they would be able 

to yield appropriate and rich data. If one did not meet the requirement, then s/he 

would be screened out immediately from this study. 

 

Second, the preliminary meeting was a convenient setting for the researcher 

to deliver and explain the objective and purpose of the study face to face to each 

research participant. Although a brief proposal of this research study was sent to 

the centre in-charge of the NGO at the beginning of the study, in fact, the 

preliminary meeting was the first contact between participants and researcher that 

allowed the researcher to elaborate the objective, flow and operation of the 

coming interviews in person. At the same time, research participants also have the 

opportunities to raise questions and express their concerns related to the study. So, 

the preliminary meeting allowed researcher and participants to have a platform 

that could gain a better understanding about each other and also express their 

concerns and doubts about the coming study.  

 

Finally, it was a valuable chance for the researcher to give a self-introduction 

to all research targets and to help the researcher build up rapport and trust with 

interviewees. After the preliminary meeting, all referrals were recognised as 

suitable research participants for further individual interviews and the main phase 

was going to begin. 

The Main Phase 

The main phase lasted for about six months from the early December 2013 to 
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mid-June 2014. 14 individual interviews were conducted during the main phase. A 

set of core questions which aimed at eliciting detailed accounts and descriptions 

of the meaning-making process of recovery and the subjective experiences among 

local Chinese diagnosed with schizophrenia living in the community was prepared 

before an individual interview began. Throughout the course of the interview, the 

researcher tried to investigate and explore the aspects of the lives of participants 

that promised to enhance and open up our understanding of the meaning-making 

process of recovery in the subsequent analysis. As the meaning of recovery was 

the main theme of this study, interviewees were asked directly about their ideas 

and understandings about the meaning of recovery at the beginning of the 

interview. Then, the interview went in different directions depending on the 

individuals and the situation. For instance, interviewees could be asked how they 

started to improve or/and how things had changed since they started to improve. 

During the interviews, interviewees were invited to give further explanations and 

elaborations of their personal experience in the course of recovery, so that they 

were given ample opportunities to freely express their feelings and thoughts.  

The End Phase 

At the end phase, follow-up interviews were conducted. The procedure of 

follow-up interviews followed the same arrangements as those in the main phase. 

The key purpose of conducting follow-up interviews was to give both researcher 

and interviewees an opportunity to add more details or supplements to their 

narratives, as well as to clarify their preceding thoughts, or to further elaborate 

their earlier doubts brought out in previous interviews. Therefore, clarifications 

and reflections were the main tasks throughout the course of individual interviews 
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in the end phase. 

 

In order to give every participant the same opportunity to express their ideas 

and describe their experience of recovery, researchers attempted to let participants 

enjoy equal time to talk about their stories. Therefore, each interview lasted for 

about 60 to 90 minutes. By the end of the study, 14 participants were interviewed. 

A total of 24 interviews were conducted and 1565 minutes of verbatim were 

transcribed. The average length of interview was 65 minutes. The shortest and the 

longest interview lasted for 53 and 89 minutes respectively.  

Ethical Considerations 

In Hong Kong, persons with schizophrenia have long been stigmatised by the 

general public and the society, ethical issues in mental health research has become 

one of the major concerns that the researcher needs to pay serious attention 

throughout their study. Ethics refers to the moral principles that guide and regulate 

action that derived from philosophical theories (Thompson & Chambers, 2012). In 

Table 7 Interview records of participants 

Interviewee 

 

Number of 

Interviews 

Main Phase 

Time (mins) 

End Phase 

Time (mins) 

Total Interview 

Time (mins) 

Ava 2 86 61 138 

Bella 2 75 65 140 

Charlie 2 74 68 142 

Daniel 2 62 65 127 

Edward 2 57 60 117 

Frank 2 72 39 111 

Gloria 2 67 59 126 

Harry 2 53 66 119 

Ivy 2 55 69 124 

Jessica  2 80 65 145 

Kenny 1 89 N.A. 89 

Lola 1 62 N.A. 62 

Max 1 57 N.A. 57 

Nancy 1 68 N.A. 68 
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an attempt to resolve the difficulties of moral issues in practice, professional codes 

build upon the four ethical principles are developed (Beauchamp & Childress, 

2001): 

 

(1) Respect for autonomy: respecting an individual’s right to make decisions and 

enabling them to make reasoned informed choices. 

(2) Beneficence: seeking to achieve the best balance between risk and benefit 

that achieves the greatest benefits for the individual. 

(3) Non-maleficence: avoiding harms. 

(4) Justice: addressing issues fairly for individuals in the same or similar 

situation 

 

Based on the above moral principles, certain ethical considerations in 

relation to these areas, including informed consent, confidentiality and privacy, 

avoiding harm and over-involvement, were carefully examined before the 

implementation of this study. Thus, the researcher took every action and tried all 

the means to protect the rights, and avoided any undesirable consequences and 

harms to research targets throughout and after this study. 

 

Respecting to the autonomy of informants is the central principle of informal 

consent. Informal consent is achieved only when the nature, purpose and 

consequence of the research study are understood by our informants (Thompson 

& Chambers, 2012). In this sense, the awareness of research aims, methods, rights, 

procedure, potential risks and benefits would be much more important than the 

signature on the consent form. Therefore, in order to ensure research participants’ 
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rights were protected, various actions were taken before the individual interviews.  

 

Before the individual interviews began, a script was spoken out by the 

researcher to ensure all research participants clearly understood the purpose of the 

research study. Questions were welcomed in the course of an interview. Research 

participants were also advised that participating in the study was voluntary and 

that all information provided in the study were confidential. Finally, all research 

participants were invited to sign a written consent form agreeing that the data they 

provided would be merely used for academic purpose.  

 

Apart from the above protective procedures, researcher had also put 

additional attention to the emotional and behavioural changes of participants 

throughout and after the interview. (Lewis, 2003) reminds us that consent from 

participants should not be considered as absolute. Instead, the reactions of 

participants were needed to be assessed and negotiated particularly during the data 

collection process.  In the present study, researcher paid much attention to the 

changes of emotion and use of language of participants throughout the course of 

an interview. Researcher tried to keep an eye on the tone of speech and gestures of 

informant, and be sensitive to the emotional and behavioural changes of 

informants while sharing their experience and stories. By keeping an eye on the 

emotion and behaviour of participants, researcher was able to reaffirm and ensure 

their wish to continue in the study. These preventive mechanisms helped the 

researcher to monitor and prevent any unintended harms.  

 

In mental health research, recalling, recollecting, reflecting and sharing 
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particular illness experience and memories could bring unpleasant, undesirable 

and emotional harms to participants. Additional caution and preventive measures 

were required. In order to protect research participants from suffering these harms, 

several “exits” were set up by researcher in order to give participants chance to 

pause, quit and terminate the interview. Before interviewing, participants were 

reminded by researcher that they had the right to withdraw from or terminate the 

interview at any time they want in the course of the study without penalty or loss. 

Besides, they also had the right to refuse to answer questions they did not feel like 

to response, or to discuss those topics they found uncomfortable during the 

interview. Lastly, research participants were advised that they were free to decide 

not to provide any information, or to discuss any topic regarded as personal or 

unpleasant. By employing the above operational measures, researcher tried to let 

research participants understand their rights during the interview, minimize the 

power imbalance between researcher and participants as well as the potential of 

unintentional harms caused by recalling the illness history and memories during 

the interview. 

 

In present study, several administrative measures were also employed in 

order to protect the confidentiality and privacy of research participants. First of all, 

the access to research data and material, such as the personal information of 

research participants and audio recording of each interview, was limited to 

researcher of this study and no other parties were allowed. For data and 

information in written format, such as personal information, transcripts, research 

notes and other related documents, they were carefully kept in a locked drawer 

inside the office of researcher. For those in electronic formats, such as audio 
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recording and files, they were encrypted and stored in the hard drive of 

researcher’s  personal computer with log-in password and would not be uploaded 

to severs or online cloud storage. The purpose of employing the above security 

measures for storing research data and material was to reduce the potential risk of 

leakage of personal information to third-parties. Besides, in order to keep the real 

identity of research participants sealed yet recognisable to the researcher, the 

names of participants were kept anonymous and replaced by pseudonyms or 

nicknames. In addition, in order to limit the potentials and possibilities of 

unintendedly exposing the identity of informants, questions related to the personal 

background and daily life of research participants would not be asked, names and 

places in the final text will also be pseudonyms. Finally, data and files will be 

destroyed immediately after the completion of the study.  

 

Finally, the ethical procedures of this study had been approved by the Hong 

Kong Baptist University, Committee on the Use of Human & Animal Subjects in 

Teaching and Research (HASC) 

Data analysis  

The Sample Characteristics 

The qualitative data reported in this study were drawn from fourteen 

participants. All participants diagnosed with schizophrenia and living in the 

community were interviewed and shared their subjective experiences and history 

of the recovery process. The profile showed that participants had various social 

background, position and social situation. 
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A total of seven males and seven females were interviewed. All of the 

participants were over the age of 30 and their age between 35 and 65. The mean 

age of males was 48.3 years and females were 47.4. For education, twelve 

informants completed secondary school and the other two completed primary 

school. Eight informants were unmarried and four were divorced. Six informants 

were currently living in halfway house and eight were living in either public 

housings or private apartments. Lastly, four were living with their family and ten 

were living alone. 

 

In this study, all participants were employed during the data collection period. 

Twelve were having part-time job and two were having full-time employment. 

Among them, ten were working in sheltered workshop and four were working in 

the open market. The monthly income of informants who were working in the 

sheltered workshop was 1,000 to 2,000 Hong Kong Dollars per month while those 

who were working in the open market earned a higher monthly income ranged 

from 3,000 to 9,000 Hong Kong Dollars. 

In terms of clinical characteristics, all participants had admission record in 

the hospital. Five of them reported that they had been hospitalised for once, two 

for twice, one for thrice, one for seven to eight times, one for over ten times, one 

for many times and three simply forgot the number of admissions. Apart from the 

record of hospital admission, significant variations were also found in the duration 

of hospitalisation among participants. Except two participants who forgot the 

duration of their illness, others were able to report the details clearly. Two had 

been onset for one year, one for four years, one for thirteen years, four for about 

twenty years, one for about 25 years, two for thirty-four years and one for about 
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forty years. During the period of data collection, all informants were on 

psychiatric medication and were receiving regular psychiatric follow-up 

treatment.  

Chapter Summary 

In this chapter, I have explained that the reasons for employing qualitative 

research method as the research methodology of the present study. As the research 

objective of current study focuses on the investigation of the subjective 

experience and the meaning-making process behind the concept of recovery 

among person suffering from schizophrenia in the community setting, data of 

current study have to rely on the self-descriptions, explanations and reflections 

from informants. Based on this unique nature and purpose of investigation, I have 

argued that in-depth interviewing in a semi-structured form is a better strategy in 

capturing the uniqueness of informants’ subjective experience throughout the 

course of their recovery.  

 

Unlike quantitative research, generalising the findings of local Chinese 

diagnosed with schizophrenia in the community setting to the whole population is 

not the major concern of present study. Instead, by discovering and understanding 

the subjective experiences of people suffering from schizophrenia, the key 

objective of present study is to investigate and identify the meaning of recovery in 

order to reflect the possibilities of establishing new practice in mental health care. 

Therefore, based on this unique research inquiry, I need to select a specific sample 

that could provide sufficient, appropriate and rich data for further investigation 

and analysis. Thus, purposive sampling is employed in this study in accordance 
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with the research objective. 

 

In the next chapter, the major findings of informants’ subjective experience 

and concept of recovery in schizophrenia will be presented. 
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Table 8 The Socio-demographic Characteristics and Psychiatric History of Participants. 
Participant Sex Age Educational 

Attainment 

Marital 

Status 

Living 

with 

family 

Residential  

Type 

Employmen

t Status 

Full /Part- 

time 

Monthly 

Income 

No. of Hospital 

Admission  

Duration 

of illness 

On 

Medication 

Ava F 38 Secondary Never 

Married 

No Halfway 

House 

Sheltered 

Workshop 

Part-time About 

$1,000 

Forgot About 20 Yes 

Bella F 40 Secondary Never 

Married 

No Public 

Housing 

Sheltered 

Workshop 

Part-time About 

$1,000 
>10 >20 Yes 

Carlie M 53 
Primary 

Never 

Married 

No Public 

Housing 

Sheltered 

Workshop 

Part-time About 

$1,000 
1 About 20 Yes 

Daniel M 38 
Secondary 

Never 

Married 

No Halfway 

House 

Sheltered 

Workshop 

Part-time $1,100 

1,200 

3 About 20 Yes 

Edward M 44 
Secondary 

Never 

Married 

Yes Private 

Apartment 

Sheltered 

Workshop 

Part-time About 

$1,000 
Forgot >20 Yes 

Frank M 30 Form 5 

(Cert Level) 

Never 

Married 

Yes Public 

Housing 

Sheltered 

Workshop 

Part-time About 

$1,000 
2 13 Yes 

Gloria F 53 
Primary Divorced 

Yes Public 

Housing 

Sheltered 

Workshop 

Part-time About 

$1,000 
Many 25 Yes 

Harry M 65 Form 5  

(Cert Level) 
Divorced 

Yes Public 

Housing 

Sheltered 

Workshop 

Part-time About 

$1,000 
2 40 Yes 

Ivy F 53 
Secondary 

Never 

Married 

No Halfway 

House 

Sheltered 

Workshop 

Part-time About 

$1,000 
7-8 34 Yes 

Jessica F 43 Form 5 

(Cert Level) 

Never 

Married 

No Public 

Housing 

Sheltered 

Workshop 

Part-time About 

$1,000 
Forgot About 20 Yes 

Kenny M 55 
Form 1 

Never 

Married 

No Public 

Housing 

Open 

Market 

Full-time $7,000 1 35 Yes 

Lola F 53 Form 5 

(Cert Level) 

Never 

Married 

No Halfway 

House 

Open 

Market 

Part-time $3,000 1 1 Yes 

Max M 53 Form 5  

(Cert Level) 
Divorced 

No Halfway 

House 

Open 

Market 

Full-time $9,000 1 1 Yes 

Nancy F 52 Form 5  

(Cert Level) 
Divorced 

No Halfway 

House 

Open 

Market 

Part-time $3-4,000 1 4 Yes 
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Chapter 5: Recovery: Strategies and Practices 

This chapter aims to analyse and discuss the strategies and practices that 

participants employed to cope with their mental health problems and their effects 

in an everyday context.  

 

The journey to recovery is described as an unique and subjective process that 

takes place in the context of a person’s everyday life (Biringer, Davidson, Sundfør, 

Lier, & Borg, 2016; Marit Borg & Davidson, 2008). It is a comprehensive process 

that involves individual, social and material factors. Prior studies on those with 

severe mental health issues have shown that various interplaying elements, such 

as medication (Gray, White, Schulz, & Abderhalden, 2010), social support 

(Corrigan & Phelan, 2004), employment (Charzynska, Kucharska, & Mortimer, 

2015; Krupa, 2004), meaningful activities (Hendryx, Green, & Perrin, 2009) and 

self-help strategies (P. E. Deegan, 2005; Meehan, Stedman, & Wallace, 2011) are 

crucial in the recovery process. 

 

Among all the attributive elements, self-help strategies and practices have 

been proposed as the most important ones. Self-help strategies and practices are 

actions that taken by participants and mental health patients in general to 

overcome their difficulties and hardships caused by their mental health problems. 

What is considered helpful in the general mental health patients population and 

what participants did to help themselves would be the major factors for motivating 

people with mental health problems to achieve a better recovery.  
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The following sections will explore what participants had experienced as 

helpful and what they did to help themselves in the daily struggles of dealing with 

mental health issues. Besides, strategies and practices employed by participants in 

overcoming the obstacles and difficulties caused by mental health problems will 

also be discussed.  

Medical Practice 

Most of the participants in this study reported that regular medical follow-up 

consultations and adherence to antipsychotic medication were two major practices 

that helped them to recover from their mental health problems. Undoubtedly, most 

of the participants agreed that medical intervention is essential and necessary in 

the course of recovery, particularly in helping a stable mental health condition and 

symptoms. Personal narratives have illustrated their decision making process of 

how, and why participants employed these medical practices as coping strategy in 

improving their own recovery. 

Attending regular medical consultation 

Medical follow-up consultations provide a regular platform for patients and 

psychiatrists to discuss and monitor the effectiveness of antipsychotic medications 

prescribed and the progress of treatment in the recovery process. In Hong Kong, 

people with severe mental health problems discharged from mental wards or 

hospitals have to attend regular follow-up medical consultations at mental 

hospitals or psychiatric clinics within certain period of time. Usually, they would 

attend a follow-up medical consultation session by appointment every three to six 

months, or a shorter waiting period of around one or two months depending on the 
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stability and condition of some cases. 

 

In this study, narratives from participants have illustrated that people with 

mental health problems living in the community are eager to attend regular 

medical consultation in order to maintain the recovery progress. Consultation 

session is formal setting for participants to negotiate the medical issues with their 

psychiatrists. In most cases, psychiatrists will invite the participants to talk about 

their feelings and effects of taking medications at the beginning of the 

consultation. In response to the psychiatrists’ concerns, participants will take the 

chance to speak up and raise their concerns, doubts and worries that related to a 

variety of recovery issues. Requests for changing the dosage of medication, the 

arrangement and the type of treatment are common issues made by participants in 

the conversation. After taking participants’ concerns into consideration, 

psychiatrists come to a decision shortly. Although psychiatrist is the one who has 

to power to make the final decision on medical treatments. Narratives have proven 

that participants actively engaged in decision-making process. They voiced out 

their needs, addressed their concerns and made efforts on expressing their ideas to 

their psychiatrist. In this study, findings demonstrated that the negotiation of 

dosage of medication, types of medication as well as types of treatment were 

identified by participants as three major medical issues participants were 

interested to negotiate with their psychiatrists in the consultation process. 

Negotiating for the dosage of medication 

Negotiating for the dosage of medication was one of the key issues that 

participants and psychiatrists would came across during the follow-up 
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consultation session. Usually, making a request for changing the dosage of 

medication involve two major concerns. One of the concerns is the adverse effects 

of medications. Past studies have identified that adverse effects are common 

among those who are taking antipsychotics. Around 50 to 70% of them experience 

various disturbing adverse effects, such as fatigue, memory impairment and dry 

mouth (Arana, 2000), which probably affecting their daily functioning. Another 

major concern is the effectiveness of medications. In most cases, participants with 

higher adherence lever are those receiving positive. They are sensitive to the 

effects of taking medications and active in communicating with their psychiatrist 

on such issue. Because of the above concerns, they become two major issues that 

participants and psychiatrists would examine, discuss and negotiate during the 

consultation session. 

Participants’ initiation  

In this study, the negotiation of the dosage of medication was mostly initiated 

by participants. Participants reported that they were curious about the 

effectiveness of medication, and consequently become one of the reasons for them 

to negotiate the dosage of medication with psychiatrist. Daniel revealed one of his 

experiences in changing the dosage of his antipsychotic medication. He was 

curious about the dosage and effectiveness of the medication he was taking. In a 

follow-up medical consultation session, Daniel eventually initiated a discussion 

with his psychiatrist on the dosage of medication. He recalled: 

 

I was curious about the dosage of my antipsychotic. My 

psychiatrist helped me to figure out the best dosage of 

antipsychotic for my current condition. After changing the dosage, 

it brought positive effects to my recovery. 
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In the above illustration, Daniel did not mention how his psychiatrist reached 

the final decision on medical arrangement as well as the rationale of prescribing 

antipsychotics. However, he agreed that changing the dosage eventually improved 

his mental health condition. 

 

Another reason of requesting for a reduction of medication was participant’s 

belief of full recovery from mental health problems. For participants with stable 

mental state and few relapse records, some of them believed that they were fully 

recovered from their mental health problems, and consequently requested for a 

reduction of medication. In Jessica’s case, she had been suffering from 

schizophrenia for about two decades. With prolonged medical treatments and 

community mental health care services, Jessica was confident that her mental state 

was stable and good enough to claim her fully recovered from schizophrenia. In a 

follow-up consultation session, Jessica asked her psychiatrist to reduce the dosage 

of medication. She expressed:  

 

I have asked Dr. Tang (Psychiatrist) to reduce the dosage of 

medication and postpone my follow-up consultation. He replied it 

would be fine to extend my coming follow-up consultation to 

around12 and 14 weeks apart, but it was not a good idea to reduce 

the dosage of medication…I respect his decision. 

 

The process of negotiation involved for two issues in this conversation. First, 

Jessica requested for a reduction of medication, and second she asked for an 

extension of her coming follow-up consultation. In response to Jessica’s requests, 

after taking various concerns into consideration, the psychiatrist refused to reduce 

the dosage of Jessica’s medication but agreed to extend her coming medical 
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consultation. Obviously, the outcome was not the same as Jessica expected, 

however, Jessica compromised with her psychiatrist’s decision on the dosage of 

medication and satisfied with the new arrangement of the new schedule of 

follow-up consultation. 

Psychiatrist’s initiation 

In some cases, the negotiation of the dosage of medication can also be 

initiated by the psychiatrists. Narratives from various participants have 

demonstrated that the stability of participants’ mental state was always identified 

by psychiatrist as the major concern in the decision-making process of reducing 

the dosage of medication. Psychiatrist was willing to reduce the dosage of 

medication if they consider the mental state of participants was stable. The 

narrative from Charlie serves as a good example. He said: 

 

During a follow-up medical consultation, the psychiatrist told me 

that my mental state was stable. Since then, he decided to reduce 

the dosage of my antipsychotic medications. 

 

Negotiating for medication switch 

Apart from changing the dosage of antipsychotics, requesting for medication 

switch is other key issues in the conversation between participants and 

psychiatrists. Narratives have demonstrated that participants were eager to share 

and discuss their worries and concerns with their psychiatrist on the effectiveness 

of certain type of medical treatment and antipsychotic during the follow-up 

consultations, particularly issues related to the effects of taking certain types of 

medication and their adverse effects.  
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Nancy reported the adverse side effects she experienced after taking certain 

type of antipsychotic to her psychiatrist is a follow-up medical consultation. 

Nancy told her psychiatrist that she suffered from bad mood after taking 

antipsychotics and she would like to look for a better substitute for reducing these 

adverse effects. In a follow-up consultation session, Nancy raised her worries and 

concerns on adverse effects to the psychiatrist and requested for a mediation 

switch. She recalled and described the process: 

 

(The psychiatrist) let me try a number of antipsychotics at the 

beginning of my treatment. We figured out two of them were 

useless and I slumped to a very bad mood because of the adverse 

side-effects. Later, we tried another type of antipsychotic. It now 

keeps my emotion calm and stable and I am no longer emotionally 

volatile. 

 

In this sense, participant agreed that follow-up consultations with 

psychiatrists allow patients to build up a habit and routine for monitoring the 

effectiveness and consequences of adhering medication under the supervision and 

assessment of professionals. They are also the ideal occasions to discuss and 

negotiate the medication dosage, and to report on their mental state with their 

psychiatrists.  

Negotiating for rearrangement of treatment 

Apart from requesting for the reduction of medication and medication switch, 

requesting for rearrangement of treatments was another medical issue commonly 

mentioned by participants during the follow-up medical consultation. Usually, the 

negotiation for rearrangement of treatment includes rearranging the schedule or 
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changing the frequencies of follow-up consultations. 

 

In one occasion, Jessica mentioned how she negotiated with her psychiatrist 

on changing the dosage of medication and the schedule of her treatment. Jessica 

had been suffering from schizophrenia and living in the community for a decade. 

During a fellow-up consultation, she asked for a reduction of medication and 

medical treatment because she believed that she had been fully recovered from 

schizophrenia. Although her request for changing medication dosage was denied 

by the psychiatrist, her request for rearranging a new schedule of treatment was 

accepted. She recalled and stated: 

 

I believed that I’m totally recovered from schizophrenia, but 

Dr.Tang disagreed with me and refused to prescribe fewer drugs to 

me… Dr.Tang was nice to me and I asked him to reduce the 

number of follow-up consultations and the dosage of antipsychotic. 

He said a 14-weeks gap in between would be suitable for me. 

However, he disagreed to prescribe less antipsychotics to me and 

refused to change the medication dosage at last. 

 

Similar to Jessica, another participant, Gloria, shared her experience of 

negotiating for treatment. During a consultation session, Gloria reported to her 

psychiatrist about her worries on the effectiveness and adverse side effects of 

certain type of antipsychotics she was taking. At the end, they finally came up 

with an agreement on rearranging the schedule of follow-up consultations as well 

as the changing of medication dosage. She reported: 

 

I once went to have an injection in a psychiatric clinic every three 

months but I had shaking hands. Lately, the schedule of injection 

was rearranged into once every two months…we (Gloria and the 

psychiatrist) also discussed the dosage of medication. Right now, I 
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take the prescription three times a day. If it works for me, my 

psychiatrist said it is possible to reduce the dosage of medication 

in the future. 

 

Existing empirical studies on people with severe mental health problems 

have proposed that a good therapeutic alliance is highly associated with positive 

recovery outcomes (Howgego, Yellowlees, Owen, Meldrum, & Dark, 2003; 

McCabe & Priebe, 2004). It has also been suggested that the active involvement 

of people with severe mental illness in the decision making process of treatment 

and choice of medication is essential for building up strong ties between clients 

and psychiatrists (Taylor, Paton, & Kapur, 2015). Although evidence from some 

qualitative studies of patients have raised doubts about the commitment of 

psychiatrists for a patient-centred treatment involving shared decision (Seale, 

Chaplin, Lelliott, & Quirk, 2006), narratives reported by participants in this study 

have highlighted that person with mental health problems hold positive 

perceptions on attending regular medical follow-up consultations. 

 

Besides, findings in this study have also suggested that attending regular 

medical follow-up consultation is an effective practice to bring beneficial results 

to the mental health patients’ recovery. In the participants’ case, they would take 

attending regular medical follow-up consultation as an opportunity to share and 

discuss their worries and concerns, such as drugs and treatments, with 

psychiatrists and other professionals. Although the decision making process on 

dosage, types of medication and treatment had always been dominated by 

psychiatrists, improvements in mental health condition and a reduction in adverse 

effects have been widely reported. 
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Lastly, by reporting and describing the own mental health conditions to the 

psychiatrist in a regular medical follow-up consultation, participants were able to 

develop the insights and sensitivities of their mental health problems. Participants 

built up the self-motivation and awareness in monitoring their mental health 

conditions. At the same time, they developed the habit of expressing and 

discussing their concerns and worries to professionals and others. In the process, 

participants were actively engaged in mastering their treatments and practices. 

From this point of view, they became the master, also the partner of other 

professions, of their recovery. 

Requesting for hospitalisation 

While attending regular medical consultation has been understood as an 

effective practice to monitor the mental health condition and improve the recovery 

progress, hospitalisation had also been identified by participants as an essential 

practice for managing their mental health problems, particularly when they were 

in crisis. Unlike attending regular medical follow-up consultations, which is a 

scheduled arrangement, requesting for hospitalisation is generally considered to 

be a sudden and unexpected action without planning. Making a request for 

voluntary hospitalisation had been highly dependent on participants’ 

understanding or insights of their own mental health conditions. In other words, 

requesting for voluntary hospitalisation can be understood as an action that 

requires a strong sense of self-awareness and reflection on one’s own mental 

health conditions and resources. It required a strong sense of willingness to 

manage and control one’s own recovery progress. Thus, from this point of view, 

requesting for hospitalisation is a medical practice that involves the autonomy and 
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determination. 

 

In this study, two critical circumstances had been identified by participants as 

the possible condition that a request for hospitalisation would be made, including 

attending regular medical fellow-up consultation or in crisis. 

Requesting for hospitalisation during a follow-up consultation 

Participants in the recovery process were sensitive to their mental health 

conditions. They were eager to seek immediate support from professionals either 

in a follow-up consultation or in a crisis when they felt unwell and unstable. Thus, 

requesting hospitalisation during a follow-up consultation had been recognised by 

participants as a practice for preventing relapses and maintaining their mental 

health in the recovery process.  

 

The narrative provided by Harry illustrated how a person with mental health 

problem made a request for voluntary hospitalisation by himself during a 

follow-up consultation. Harry felt bad with his mental state. During a regular 

follow-up consultation, he reported his poor mental state to the psychiatrist. After 

a brief discussion, Harry believed that having a voluntary hospitalisation would be 

the best option for managing his unstable mental health condition. At last, Harry 

requested for a voluntary hospitalisation. He described: 

 

I felt unwell about my mental state. At last, I asked my psychiatrist 

to send me to the hospital…I recognised the poor condition myself. 

I told my psychiatrist that I felt unwell and asked him to send me 

to the hospital. At last, I was being hospitalised for 14 days. 
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Requesting for hospitalisation in crisis 

Apart from requesting for hospitalisation in a follow-up consultation, 

participants would also make a request for hospitalisation when they are in crisis. 

The request for hospitalisation can be made by participants themselves or others, 

such as family members. Daniel provided a scenario to demonstrate how a 

self-request for hospitalisation is made by a person with mental health problems in 

a family conflict.  

 

Daniel had been suffering from schizophrenia for decades. One day, he had a 

stormy quarrel with his brother-in-law due to a minor issue at home. He gradually 

lost his temper and control. At that moment, Daniel was ready and wanted to start 

a fight with his brother-in-law. Fortunately, he eventually recognised the 

fluctuation of his emotions was influenced by his mental health problem and 

managed to call for an ambulance by him. Daniel recalled: 

 

One day, I had a stormy quarrel with my brother-in-law at home. 

At that time, I was extremely angry. I lose control and eventually 

broke the television set…At last, I called an ambulance myself and 

requested hospitalisation…In the hospital, I calmed myself down 

and received medical treatment…I was upset when I was staying 

at home, so I wanted to stay in the hospital. It was a way for me to 

escape from my home and prevent from relapse. 

 

From the above narrative, Daniel had shown how he learnt to identify the 

early warning signals and prevent a psychiatric relapse by making an emergency 

call immediately himself.  

 

In another scenario, a request for hospitalisation can also be made by the 
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family members of the participants. In Gloria’s case, she was being admitted to a 

hospital by her husband’s phone call. Gloria had been suffering from 

schizophrenia and living with her family for decades. Unfortunately, her poor drug 

compliance record made her suffer from poor and unstable mental health 

condition. One day, Gloria was on the brink of relapse and her husband finally 

called 999. At last, Gloria was admitted to the hospital. She recalled this episode 

and remarked: 

 

Before moving to the new apartment, my husband helped me to 

call for an ambulance for hospitalisation…he worried about me 

and finally made a call to 999. 

 

The above cases have confirmed that requesting hospitalisation is a 

preventive practice for managing and maintaining participant’s own mental health 

condition, particularity when they are in crisis.  

Adhering to antipsychotic medications 

Another medical practice that commonly employed by participants in their 

recovery process has been the adherence to antipsychotic medications. Adherence 

to antipsychotic medication refers to taking each dosage of antipsychotics 

precisely on time and as prescribed. Studies has been proposed that a positive 

attitude towards medications is the key factor for adherence and recovery (Cabeza, 

Amador, López, & González de Chávez, 2000; Mizrahi, Bagby, Zipursky, & 

Kapur, 2005). A better general insight into the illness (Kako et al., 2014) and 

medication satisfaction are important aspect in adherence (Gault, Gallagher, & 

Chambers, 2013). In this study, narratives from participants have corroborated 
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their positive attitude towards adhering to prescribed antipsychotic medications 

and such attitude can be seen particularly in the discourses on the perception of 

adherence to medication.  

 

Participants reported that adherence to antipsychotic medications had been 

an effective practice in maintaining and improving their mental health condition. 

Most of the people with mental health problems are suffering from different levels 

of psychiatric symptoms and its negative effects. Adherence to antipsychotic 

medications, by its assumption, holds the key for controlling symptoms and 

minimising the negative effects. In this study, most of the participants benefited 

from various positive effects, such as a reduction in bizarre thoughts, 

improvement in quality of sleep, emotions and moods, after taking antipsychotic 

medications. These positive effects helped and facilitated the participants to 

develop the capacity to lead an ordinary life in the community and the belief in 

recovery. 

 

In this study, three positive effects have been identified in the narratives from 

the participants. These effects were related to reduction of symptoms and 

improvements in moods and emotions, including reducing bizarre thoughts, 

improving the quality of sleep and stabilising emotions.   

Reducing bizarre thoughts 

One of the major effects of adherence to antipsychotic medications reported 

by people with mental health problems has been the reduction of bizarre thoughts. 

Narratives from the participants illustrate how such practice helped them to 



182 
 

reduce the suffering from bizarre thoughts and improve their quality of life.  

 

Charlie had been suffering from bizarre thoughts, insomnia and emotional 

problems at the same time. He could not sleep at night and easily got annoyed. 

After taking antipsychotic medications, he enjoyed better sleep and temperament. 

These improvements in his mental health condition led him to believe that 

adhering to antipsychotic medications could help him improve his mental health 

condition and enjoy a better recovery. He stated: 

 

I gradually feel comfortable after taking antipsychotic medication. 

It helps me stop thinking, improves sleeping and stabilise my 

emotions after taking antipsychotic medication…Before taking 

antipsychotic medication, I was always suffering from bizarre 

thoughts and easily got annoyed. I got a job after taking 

antipsychotic medication. I enjoy a stable life. This is the reason 

why I keep on taking antipsychotic medication.  

 

Improving the quality of sleep 

Apart from reducing bizarre thoughts, improvement in the quality of sleep 

had also been revealed. With the help of medications, the quality of sleep of 

participants, particularly for those who frequently suffered from sleeping problem, 

had gradually improved. Narratives from Kenny and Lola provide two examples 

to show the positive effects of adherence to medications.  

 

Kenny had been suffering from sleeping problem for a long time. His mental 

health condition as well as daily functioning was disturbed and annoyed by the 

poor sleep. Kenny outlined the changes in the quality of sleep after taking 

antipsychotics, he described: 
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I suffered from poor sleep and got tired easily…Poor sleep with 

bizarre thoughts too…I woke up several times at night and could 

not sleep before being hospitalised. My quality of sleep was 

greatly improved after taking antipsychotic medication. I was 

deeply annoyed by my insomnia before. 

 

Lola had also been suffering from insomnia and she provided 

another similar experience, she stated: 

 

I suffered from insomnia before I was hospitalised. I woke up 

several times at night and could not sleep well. My quality of sleep 

was significantly improved and I slept very well since taking 

medications. 

 

The above narratives reported by Kenny and Lola have illustrated the 

benefits and positive effects brought by taking antipsychotic medication. In this 

example, Kenny and Lola experienced a significant improvement in the quality of 

sleep which eventually solved their sleeping problem. 

Stabilising Emotions 

Lastly, stabilising emotions is another positive effect brought by taking 

antipsychotic medication. Fluctuation of emotions has been commonly reported 

by people with mental health problems. It is a major obstacle to the progress of 

recovery, particularly to their mental health condition and daily functioning. In 

this study, participants suffered from the emotion fluctuations had reported that 

taking antipsychotic medications helped them to relax and stabilise their 

emotions. 

 

Narratives from Ava and Frank demonstrated how medications kept their 
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own emotions and moods stable in daily life. Both participants suffered from “bad” 

moods and nervousness caused by their mental health problems, and eventually 

enjoyed better and stable mood upon on a medications regime. They described the 

difference that medications had made to their lives:  

 

My mental health conditions would be bad without psychiatrist’s 

prescription. I feel relaxed after taking medication. (Ava) 

In the past, I easily became nervous. After taking medications, I 

feel relaxed and not that nervous anymore’. (Frank) 

 

Apart from the improvement in emotions management, less emotional 

volatility had also been reported in the narratives of participants. Nancy explained 

her understanding on how antipsychotic medications improved the stability of her 

emotions. She stated: 

 

I was down because of the adverse side-effects. At last, we (Nancy 

and her psychiatrist) found a better drug. I felt calm and peaceful 

after taking medication, and my emotion became calm and not as 

fluctuating anymore. 

 

By adhering to medications, participants enjoyed various positive effects and 

benefits, such as a reduction in bizarre thoughts, improvement in the quality of 

sleep and stabilised emotions. These improvements led participants to believe that 

adhering to antipsychotic medication was an effective measure to bolster and 

maintain their mental well-being and quality of life, which in turn provided 

opportunities and strengths for participants to overcome the hardships and impacts 

caused by psychiatric symptoms in the recovery process. 
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It is suggested that participants were playing a proactive role in the recovery 

process. The above cases proofed that participants were willing to engage in the 

decision-making process through adhering to antipsychotic medications. They 

have gradually learnt and developed the sensitivity and knowledge of identifying 

the pros and cons of taking antipsychotic medications through their own or others’ 

experience. The effects and consequences of taking or discontinuing medications 

were well-known to them through the recovery process. From this perspective, 

participants were the master in charge of their own recovery process, where they 

would look for all means and practices to master and enhance their mental 

well-beings.  

 

In addition, narratives from participants described the process of how trust in 

the efficacy of the taking antipsychotic medications was being built. In this study, 

findings show that most of the participants had experienced the benefits and 

positive effects of adhering to medications, particularly a reduction in both 

psychiatric symptoms and relapse. Through numerous observations and 

self-reflections, participants acknowledged and understood these positive effects 

were the results of adhering to antipsychotic medication, and they were 

determined to adopt adherence to antipsychotic medications as a practice to 

maintain their mental health in a stable condition and improving their daily 

functioning. Thus, participants’ strong beliefs in the effectiveness of adhering to 

medication provided a basis in understanding why they were willing to take rather 

than discontinue their medications.  
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Personal Practices 

Using antipsychotic medications is an effective practice to reduce psychotic 

symptoms and relapse rate among people with schizophrenia (Taylor et al., 2015). 

However, antipsychotic alone could not help participants to “eradicate” their 

psychiatric symptoms. A number of studies have described how symptoms change 

after people with schizophrenia took antipsychotic medications. They reported 

antipsychotics produce a “state of indifference, while others report it is an 

“disanointing agent” or “emotional restriction” (Mizrahi et al., 2005). In the other 

words, antipsychotic medications are effective in reducing the frequency of 

symptoms but are weak in reducing the feelings of people with mental health 

problems towards their symptoms. Therefore, when psychiatric symptoms are 

inevitably part of the daily experience of people with mental health problems, 

they have to develop and acquire alternative practices to cope with these 

difficulties beyond medical treatment. 

 

In this study, numerous forms of personal practices had been proposed by 

participants, including taking rest, asking for help, making a mental reminder, 

avoiding triggers, getting a psychological shelter and ignoring hallucinations. 

Taking rest 

Taking rest was one of the strategies commonly employed by participants as 

a personal practice in coping with their psychiatric symptoms and its effects. In 

this study, participants reported that taking rest was a direct and effective strategy 

for them to cope with their psychiatric symptoms at any time and place. Taking rest 

could be in different forms such as closing one’s eyes, washing one’s face or 



187 
 

simply going to sleep. The decision making process of choosing which form of 

rest was dependent on the surrounding environment and setting. By taking rest, 

participants believe they could stabilise their emotions and minimise the negative 

effects caused by psychiatric symptoms. In this way, participants gradually figured 

out their unique strategy for coping with their symptoms. 

 

In the following example, Ava reported how she copes with the psychiatric 

symptoms when working in the sheltered workshop and further described the 

action she took. She described:  

 

I would close my eye immediately. Take a rest and relax 

myself…Sometimes if it (closing her eye) doesn’t work, and then I 

have to lie down and relax. 

 

Compared with taking rest inside a sheltered workshop, it was much more 

difficult for participants to take a rest in public. In the sheltered workshop, 

participants were free to take rest at locations of their choosing. However, it was 

not the case in the public area. Participants found it hard to get a place to have a 

rest. What they could do was either looking for a seat nearby or return home or 

sheltered workshop immediately. Another example provided by Harry illustrates 

the way a person with mental health problem copes with his mental health 

problem in a public area.  

 

Harry reported one of his experiences of overcoming the psychiatric 

symptoms when hanging around in a public area. He felt unwell when he is 

hanging around in the park near to his home. He did not go back home but looked 
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for a seat inside the park that he believed to be a favourable spot for him to have a 

rest for a while, he said: 

 

I would hide myself when I had the feeling of relapse on the street. 

I would hide, or keep walking until I’m alright…or to find a place 

to sit down…to take a seat inside the park next to the pier. 

 

Asking for help 

Coping with the negative effects and consequences brought by psychiatric 

symptoms, such as loss of motivation and unstable emotions, requires extra helps 

and supports from others. In fact, narratives from participants have revealed that 

asking for help from others had been a common strategy for participants to 

overcome their hardships and difficulties experienced in everyday life, 

particularly for those working in the sheltered workshop. In the sheltered 

workshop, participants would ask for assistance from their supervisors or social 

workers when they were feeling not well. Ava described the action she took when 

she was feeling unwell and the response of her supervisor in the sheltered 

workshop. 

 

When I am scared (psychiatric symptoms), I will let my supervisor 

know that I am not feeling well. In most cases, my supervisors 

will let me leave and take a rest somewhere nearby…… I will let 

them know I am not feeling well, I am feeling scared. Then, they 

will let me go out and take a rest.  

 

Asking for help from supervisors or social workers seemed to be a common 

practice for participants working in the sheltered workshop and living in the 

halfway house. There were various reasons for participants to ask for help from the 
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others. Apart from coping with psychiatric symptoms, other daily or emotional 

issues, such as emotional hardship, applying for public housing, looking for jobs 

and handling social relationships, could be the participants’ reasons of asking for 

help.  

 

In the example of Gloria, she reported a similar experience of asking for help 

from a social worker and friends in the neighbourhood. Gloria had been suffering 

from audio hallucination for a decade after divorce. She was living with her family 

in a public housing estate. Because of the hallucinations, she felt annoyed, 

depressed and upset for a period of time but she did not know how and what she 

could have done to overcome them. At the end, Gloria found out the way to deal 

with the voice, she said: 

 

At the beginning, I stayed and watched TV at home for a whole 

day on my own. I needed not to talk with anybody when I was 

alone. I hated to chat with anyone. As time went by, I began to talk 

with others and shared my thoughts with them. I felt better at last. 

From that time, I met some new friends who understand me and 

like to share with me. 

 

She continued: 

 

My life has been full of bitterness. They (Gloria’s neighbour) told 

me that I should find someone to talk and should not be 

narrow-minded…They cheered me up too. Later, my social 

worker said it would be better for me to find someone to talk to 

and she encouraged me to find a way out for myself. 

 

From the above cases, it is proposed that persons suffering from mental 

health problems need additional support from others for coping with various 
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issues related to their psychological, emotional and interpersonal problems. In this 

study, participants would ask for a helping hand from the supervisors, social 

workers in the sheltered workshop and friends in the community. In this light, the 

recovery is seen as a complicated process involving the medical as well as social 

interventions. 

Taking control over the symptoms 

Narratives from participants suggest that participants were protagonists 

actively involved in maintaining mental health, controlling symptoms and 

preventing relapse. Apart from taking antipsychotics and seeking for medical 

consultations, participants employed various actions and means in their everyday 

life to take control over the recovery progress. Taking control over psychiatric 

symptoms was one of the coping strategies that frequently reported by participants 

in the recovery process. Numerous strategies and actions were taken and 

developed by participants, including making a mental reminder, avoiding triggers, 

getting a psychological shelter and ignoring hallucinations.  

Making a Mental Reminder 

Making a mental reminder was one of the common ways for participants to 

take control over their symptoms and its effects. As mentioned above, people with 

schizophrenia suffer from various negative effects caused by their mental health 

problem, particularly the psychiatric symptoms and other adverse side effects. The 

purpose of making a mental reminder is to minimize and overcome the impacts of 

mental health problems and their negative effects.  
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In this study, mental reminder took shape in different forms. It could be a cue 

word or a sentence from a significant other, the experience of themselves or others, 

or an object with symbolic meaning which let participant had the strength and will 

to control and overcome the effects of their symptoms. It can be said that 

participants was able to develop and employ different types of mental reminder 

for coping the negative effects and consequences brought by their mental health 

problems.  

 

Memorising others’ behaviours  

The behaviours of other persons with mental health problem are always the 

best mental reminders. Ava described her experience and the way of controlling 

her psychiatric symptoms by reminding herself the abnormal behaviours of a 

resident at her halfway house. In this example, Ava used the abnormal behaviours 

of a resident as a mental reminder whenever having a panic attack, she described 

and stated: 

 

One of our residents left the halfway house and moved out to 

another hostel recently. She suffers from obsessive-compulsive 

disorder (OCD), therefore, she could not stop washing her 

hands…Her abnormal behaviour reminds me that I should not be 

aware of what I have done. Right now, I’m very sure I do not want 

to follow her path and I want to change. (Ava) 

 

Using self-instruction techniques  

Apart from using others’ behaviours as a mental reminder, participants would 

also use their own thoughts to make a reminder for themselves. Unlike 

memorising others’ experience, Kenny employed a different kind of mental 
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reminder for coping with his psychiatric symptoms. He simply reminded himself 

to take the control over his emotions and master the symptoms instead of being 

control by them. Kenny believed that he was able to cope the symptoms himself 

by making a mental reminder, he described: 

 

I just ignore their words (the voice). I remind myself that I will be 

alright. I will try to control my emotion when the voice says I am 

mad. I will keep my emotion under my control and keep myself 

not to get mad. 

 

The narratives of Ava and Kenny have illustrated how people with mental 

health problems are able to make use of mental reminder for coping their 

symptoms and its negative effects. In this way, such practice provides an 

alternative to overcome the negatives effects that otherwise could not handle by 

taking medications. 

Using an personal object  

A mental reminder can be both tangible and intangible. In this study, apart 

from others’ experience or participants’ own thoughts, participants also proposed 

that a personal item or belonging can also be a mental reminder. 

 

The narrative of Ava precisely elaborated how to use an object to cope with 

one’s own psychiatric symptoms. In Ava’s example, a cap was used as a reminder 

to keep her free from anxiety disturbances. Participants believed that a personal 

object could keep their emotions calm by giving them a sense of security and 

protection. 
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This strategy was effective particularly when Ava was experiencing a mental 

breakdown in public. She said: 

 

Whenever I’m scared in public, I will wear a cap. I will not be 

scared after wearing a cap…At the very beginning, I was fine. 

However, I felt that I was going to relapse while walking on the 

street. Then I put on my cap and calm myself down. 

 

Narratives reported by participants indicate that they are able to make use of 

different resources and materials to develop various types of mental reminders 

according to their own situations and needs. In this study, in fact, participants 

demonstrated the flexibility of inventing tailor-made mental reminders for 

stabilising their emotions as well as coping with their negative consequences. 

Undoubtedly, participants have also showed their creativity and uniqueness to 

cope with the difficulties and hardship related to their mental health problems. 

Most of the participants were willing to adhere to antipsychotic medication as 

well as employing these coping strategies at the same time. 

Avoiding triggers 

Triggers in everyday life can cause psychiatric relapse. Trigger can arrive in 

every imaginable shape and form. It can be a crowd on the street or a neighbour 

next door. Knowing and avoiding the presence of triggers in daily encounters is an 

effective strategy for maintaining mental health and preventing psychiatric relapse. 

Unsurprisingly, findings in this study have indicated that most of the participants 

had developed unique strategies and techniques to identify and avoid triggers in 

their recovery process, and had built up a strong sense of awareness to screen and 

shun the triggers in their daily experience.  
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Avoiding crowds 

The emotion of persons with mental health problems can be affected by the 

surrounding environment. In this study, participants would distance themselves 

from a crowd in order to keep their emotion stable. Ava illustrated how a person 

with mental health problems kept herself away from the crowds and city centre. 

She felt intense anxiety when staying in the crowd or at the city centre. She 

acknowledged her weakness and avoids visiting the city centre, thus kept herself 

away the crowds. She said: 

 

I know myself very well, in fact, I seldom go the Causeway 

Bay…I think the result will be the same, no matter who I go 

with…Yes, I think so. There are too much things there (Causeway 

Bay)…Yes, too much things. Causeway Bay is so busy and 

crowded. It’s surrounded by tall buildings…I will be scared. When 

I see so many people and buildings, I get scared. (Ava) 

 

Avoiding stresses and conflicts 

Apart from avoiding the crowds, participants would also try to keep 

themselves away from stresses and conflicts. Stresses and conflicts are commonly 

found in the daily life of people with mental health problem, and it can bring risks 

and harms to their mental health. Thus, participants in the recovery process would 

prevent putting themselves under stresses or in conflict.  

 

Max was living in a sheltered workshop and working in the open job market. 

Stresses from work and conflicts with colleagues or roommates seemed to be 

integral part of his daily life. In order to cope with the stresses and conflicts, he 

would try to keep himself at a safe distance from stress and avoid putting himself 
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in precarious situation. Therefore, he chose to leave the halfway house or his 

workplace for a while and avoid escalating conflicts with others. He explained: 

 

I will walk away and leave (the halfway house) for a while… I just 

want to calm myself down. I do not want to stay at home or 

halfway house cause I want to avoid any unpleasant event. So, I 

would walk away and cool myself down…I would go to the public 

toilets and wash my face. (Max) 

 

The above narratives have shown that participants were sensitive to their 

mental health conditions, and conscious to the potential risks and dangers in the 

recovery process. They would minimise the risks by avoiding the presence of 

triggers. In this way, participants were actively engaged in the decision making 

process of finding the best way for preventing triggers. The active involvement of 

relapse prevention suggests that participants were keen on looking for alternatives 

to keep their mental state stable. By identifying and avoiding these triggers, 

participants successfully adopted non-medical practices to cope with their 

psychiatric symptoms. 

Getting a Psychological Shelter 

In this study, getting a psychological shelter was also proposed by 

participants as an effective coping strategy for maintaining their mental health. 

Findings have revealed that participants identified various safe places as 

psychological shelters when going to relapse in public. In most cases, participants 

would look for a specific physical space that could make them feel 

psychologically secure and safe when unwell. These places could be their home, 

halfway house, sheltered workshop, or just a seat in a park or in a mall. However, 
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participants did not provide a clear explanation in accounting the requirements of 

choosing these shelters.  

Sheltered workshop as a shelter 

One of the common psychological shelters proposed by participants was the 

sheltered workshop. In this study, 10 out of 14 participants were working in the 

sheltered workshop in their recovery process. They were familiar with its 

environment, setting and people. Narratives from Ava have illustrated the effects 

of getting a psychological shelter when the emotions became unstable. She 

described: 

 

Staying inside the sheltered workshop let me feel comfortable and 

relaxed. I can take a rest inside…I would go back to the sheltered 

workshop or halfway house when I am scared. 

 

Home as a shelter 

Another psychological shelter mentioned by participants was their home 

(sometimes their home can be the halfway house they live). Harry reported that he 

would choose to go home immediately when he was at the blink of relapse. He 

described: 

 

I kept walking even I felt something wrong with my mood. 

However, I will try my best to keep myself clam and go back 

home as quick as I can. When I get home, I will change my clothes, 

then go to bed immediately. 

 

Unsurprisingly, participants identified various physical spaces as their 
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psychological shelters for stabilising their emotions and preventing onset. By 

getting a psychological shelter, participants were able to enter a safe harbour to 

overcome the hardships brought by psychiatric symptoms and minimise the risks 

of onset. Besides, these strategies and practices have also provided solid empirical 

data to support the assertion that non-medical practices and approaches are indeed 

effective and beneficial to the recovery of people with mental health problems, 

particularly for issues beyond medical interventions. 

Defocusing hallucinations 

In this study, findings have indicated that participants suffered from various 

forms of hallucinations, such as the presence of visions and voices, even though 

they were on antipsychotic medications. In other words, the presence of 

psychiatric symptoms continues and posed a latent threat to their mental health, 

particularly the stability of emotions and moods, in the recovery process.  

 

One of the tactics to cope with these hallucinations was to simply defocus 

them. In this study, a hallucination-free recovery was non-existent. Participants 

reported that they were not able to eradicate the presence of hallucinations which 

were part of their everyday life, even though they adhered to antipsychotic 

medications. Thus, participants had to live with their hallucinations and find a 

way to co-exist with them. Ignoring the hallucinations, as one can reasonably 

presume, became the weapon of choice for the participants. Kenny shared and 

expressed his experience of ignoring his auditory hallucination, he described:  
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Ignore them (the voice and see the vision). Just pretend you hear 

nothing and ignore them. It is better for you to ignore them…This 

is the voice from a ghost. I keep silent because the ghost will hurt 

me when I response to her voice. I pretend to hear nothing. I 

ignore the voice and pretend to hear nothing. Just like an itch to 

your skin. The best way is ignore it. 

 

Kenny believed that ignoring the voice was an efficient way to protect him 

and stop the ghost from hurting him. If not, the voice would become much 

stronger, uncontrollable and annoying. 

 

In another case, Ivy provided another occasion of how persons with 

schizophrenia cope with the voice. Ivy had been suffering from auditory 

hallucination for a few decades. She labelled the voice as an “evil voice” because 

it instigated her to commit suicide. After decades of “harassment”, Ivy eventually 

developed a strategy to cope with the “evil voice”, she stated: 

 

I am able to cope with it (the voice). For instance, I deal with the 

voice by focusing my mind on drawing comics or writing songs. 

When I keep my mind concentrated, then the evil voice would go 

away. 

 

Ignoring the hallucination was a common practice for participants to cope 

with the voices and visions in this research. While most of the participants agrees 

that adherence to antipsychotic medications played a major role in controlling the 

presence of psychiatric symptoms in the course of their recovery, ignoring the 

hallucination had also been suggested to be an alternative and essential practice 

for participants to cope with the presence of hallucinations. 
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One of the reasons in explaining how participants creatively came up with 

the above coping strategy is that taking medication itself is not a sole guarantee of 

symptom removal. In reality, the frequent presence of psychiatric symptoms had 

become part of participants’ daily encounter. Hence, participants can be taken as 

looking for certain kind of tactic or practice which is effective to cope with these 

inevitable but suffering experiences.  

Learning about mental health problems  

Some of the participants believed that seeking information and gaining 

insight about their mental health conditions was helpful and beneficial in coping 

with the difficulties and hardship. By gaining knowledge of their own mental 

health problems, most participants developed the coping strategies to prevent 

relapses, maintain their mental health and overcome its negative effects.  

 

The narratives from Kenny highlight how one cope with schizophrenia by 

acquiring related knowledge. He had been suffering from schizophrenia for 

decades. After his first discharge from the hospital, he was determined to recover. 

Thus, he began to seek methods and knowledge about how to recover by reading 

books. Eventually, he developed his own strategies based on his knowledge to 

cope with his mental health problem and figured out the way to maintain and 

manage his condition. He described: 

 

At that time, I read a lot of books on health and medicine…I 

looked for methods, drugs and psychiatrists that could help my 

recovery and learnt how to manage and control my mental health 

condition. I studied and learnt methods of recovery from the 

books…later, my condition gradually improved. 
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Max mentioned the way he learnt about his mental health problems and 

recovery methods from reading. He stated:  

 

I looked for some books, especially those on psychology and 

treatments in mental health problems…it first helped me to 

mitigate, then finally be rid of the symptoms. 

 

The above narratives have revealed that the information participants gathered 

is useful in maintaining and managing mental wellness. Participants learn the 

skills and knowledge to cope with their difficulties.  

Social Practice 

In this study, participants reported that an active and resourceful social life 

provided a beneficial setting for promoting recovery. Specific activities and 

creative coping strategies had helped participants to overcome the mental health 

problems and its negative effects, particularly in stress relief, temporarily leaving 

their own issues behind and gaining inner peace. One can arrive that employing 

medical treatments and adhering to antipsychotic medications alone are vital but 

insufficient to reduce symptoms severity. Instead, it is suggested that improving 

illness management, raising subjective life satisfaction, promoting independent 

living and enhance functioning (Fung, Tsang, & Corrigan, 2008) are crucial but 

not sufficient by themselves to promote recovery. 

Work 

Work was mentioned by several participants as a social practice for 

improving their recovery. In this study, all participants were working in the 
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sheltered workshop or the open job market. Participants mentioned that working 

provided them the autonomy to sustain and enjoy their everyday life. Several 

participants proposed that work had helped them to build up a regular lifestyle and 

a more meaningful life. 

 

The narrative provided by Charlie illustrates the importance of work in 

helping rebuild a regular and healthy lifestyle. Charlie was living in a public estate 

after leaving the halfway house. He was working in the sheltered workshop for 

about eight hours a day during the weekdays. Working in the sheltered workshop 

afforded him the actual means to rebuild a healthy and regular lifestyle. He 

described:  

 

I am living alone right now, the most important thing is that I am 

able to take care with myself and enjoy a good health…I work in 

weekdays and rest in the weekend after discharged from the Castle 

Peak Hospital (a mental hospital). I go to bed and wake up early 

every day, no nightlife anymore…I go to bed at about seven in the 

evening and wake up at four in the morning…After wake up, I go 

to have tea in a Chinese restaurant until six something or seven 

o’clock. Then, I go back home and take a shower, and ready for 

my work.  

 

Some participants believed that employment helped them to develop 

meaningful independence and to have enjoyment in the community. Kenny 

mentioned working let him felt the enjoyment in the community. He stated: 

 

I am a cleaner in the tram company. I feel good about my job. I 

work on my own in the tram without gossips. 

 

Another participant, Nancy, reflected on the benefits of working. Nancy was 
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a part-time cleaning lady in a university and she enjoyed her job very much. After 

her discharged from the hospital, Nancy believed that having a job provided her 

the chance to work with others and it was an enjoyment in her daily life. She 

described: 

 

I enjoy my job very much. I do not know why I have the feeling 

that it is the best job in my life. I think it is because I have 

developed a good relationship with my colleagues…and my team 

leader is nice. I enjoy working with my colleagues and I like my 

job very much. In the past (before participant’s onset of mental 

health problem), I did not enjoy and could not stand my job 

because it was too stressful. 

 

Work was not perceived as an enjoyment in daily life, it was also a mean to 

help participants build up their identity and regain their value in the society. For 

Max, employment provided him the financial support for his daily expenditure, it 

offered him the chance to stand on his own and earn his living, so that he needed 

not to depend on the financial support from the government or the others. Max 

reflected on the days when he was unemployed and described: 

 

My emotion was very down when I was unemployed. I had 

financial difficulties during this period…I believe employment is 

important to those recovering from mental health problems. It 

gives them a chance to make one’s way of life. 

 

Participating in leisure activities 

Most of the participants reported that participating in leisure activities helped 

them maintain stable mental health and improved their self-image. In the recovery 

process, the stability of mental health condition is undoubtedly one of the 
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concerns among the participants, and narratives related to strategies and practices 

for improving their mental state were frequently recorded. In this study, however, 

these narratives have revealed that participants were also eager to develop their 

self-confidence and improve their self-image during their participation in leisure 

activities. Through careful analysis, two major leisure activities have been 

identified: doing artworks and playing sports. 

Doing artworks 

Some of the participants proposed that doing artworks is a helpful practice 

for coping with their mental health problems. It is suggested that doing artworks is 

enjoyment as well as a “cure” in the daily life. Charlie mentioned drawing as a 

mean for helping him calm his mentions and distract him from his psychiatric 

symptoms. He believed that drawing helped him survive and kept his mental 

focus to the current moment, he stated: 

 

‘Drawing helps calm my feelings and emotions even though the 

psychiatric symptoms are still there. I recognise drawing helps me 

to keep my mental focus concentrated and I believe it is beneficial 

to my recovery……I recognise the benefits of drawing after I have 

finished my second piece. It seems that the hallucination is not 

that annoying and my emotion is much better than before. Then I 

tell myself that hallucination is not real, and I carry on my drawing 

and ignore other stuff’. (Charlie) 

 

Another participant, Ivy, spent her leisure time on drawing cartoons and 

composing music. She believed that doing artworks was more than a mean for her 

to pursue happiness and enjoyment. Instead, it was a way for her to achieve 

self-fulfilment and satisfaction in daily life. She stated: 
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I feel confident and happy when drawing cartoons…I feel fulfilled 

with the picture I have drawn and feel satisfied with the song I 

have composed. I believe it is a kind of satisfaction and 

encouragement to me. 

 

Participating in sports  

Apart from doing artworks, participating in sports was another leisure 

activity mentioned by participants in their recovery process. Taking leisure walks 

in the community, swimming, playing basketball and badminton were sports used 

and described by participants as a helpful mean for their recovery.  

Taking leisure walks 

Several participants mentioned that taking a leisure walk near their 

residences could help them maintain a better mental well-being. In this study, 

taking a leisure walk was deliberately used as an alternative to relieve the inner 

stress and tensions. Charlie mentioned that taking a leisure walk outside the 

halfway house helped him clam and liberate him from his negative feelings when 

sad. He described: 

 

I would go out and take a walk outside the halfway house when I 

am feeling down…I feel free and relax in the open area, but to the 

crowded spaces. 

 

Taking a leisure walk is also used by participants as a practice to keep up 

with their daily tasks and routines in the community. Harry mentioned his daily 

routine and schedule of visiting the supermarket and the park in the community no 

matter sunny or rainy days. 
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I visit the ParknShop (a supermarket) and store in the shopping 

mall when I have my day off from the sheltered workshop…I 

would also take a leisure walk in the park and have a rest there. 

Fairwood (A fast food restaurant) is also an option for taking rest 

in the weekends and rainy days…I usually go to the market at 

about 4 p.m. and prepare my dinner. 

 

Playing sports 

Several participants who played sports described how they used physical 

exercise in order to keep their focus away from symptoms and everyday troubles. 

Kenny mentioned his recovery experience after he was discharged from the 

mental hospital. He deliberately used exercise as the mean to keep his mental 

focus concentrated. He stated: 

 

At that time, I went to play badminton and swim whenever I was 

free. I tried to keep my focus away from symptoms and everyday 

troubles……and I went travelling too. 

 

Ivy provided a similar reflection on how she kept her mental focus and not 

annoyed by the psychiatric symptoms. She stated: 

Reading, watching television, writing poems, composing music, 

doing exercises and hanging around in the park help me keep my 

mental focus away from symptoms and everyday troubles. 

Participating in social activities and events 

The findings suggest that participants were actively engaged in a variety of 

social activities and events with their family, neighbours, friends and the church 

throughout the recovery process. Social interactions with others formed an 

essential social experience for those with mental health living in the community. It 
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helped participants maintain or enhance their conditions, build healthy social 

relationships and encourage social contact. 

 

In this study, participants spent most of their time in the halfway house or the 

sheltered workshop. They had very few chances to develop their own social 

networks. For Ava, a daily chit-chat with her parents in a fast food restaurant 

before work in the morning helped her keep regular contact with her family. 

Although the chit chat was short, it was a valuable opportunity for Ava to meet 

and see her parents. The daily routine provided her the occasion to be with and 

communicate with her family. She described: 

 

Before I go to work in the sheltered workshop, I would spent some 

time with my parents…we meet up and chat at a fast food 

restaurant in the shopping mall next to the sheltered workshop 

every morning. I feel very happy when I am with them. If they are 

busy and cannot meet up, then we will talk over the phone. 

 

Another participant, Nancy, mentioned the way she maintained her bond with 

family when living in the halfway house. For Nancy, social life inside the halfway 

house was limited and boring, where she had nothing to do except reading 

newspapers or watching television. The atmosphere in the halfway house hindered 

her motivation to engage the social life there. Thus, she prefers to visit her mother 

and brothers instead of staying inside the halfway house. She stated: 

 

On my day off, I visit my mother or go bowling with my brothers. 

I have nothing to do if I stay inside the halfway house…I keep in 

touch with my family. Sometimes, my brother will travel with me 

to China when he is on holiday. 
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Apart from family members, neighbours and friends are heavily involved in 

the social life of people with mental health problems, particularly for those living 

independently in the community. Compared with those living in the halfway 

house, participants living independently in the community enjoyed more freedom 

and autonomy to develop different relationships and networks with the 

surrounding people. Social interactions with neighbours and friends were 

frequently mentioned in the narratives of their social experiences. 

 

For Charlie, participating in social activities with neighbours in the 

community provided him the chance to re-build a healthy relationship with others. 

Besides, through engaging in these activities in the community, Charlie enjoyed 

and satisfied with his life.  

 

I feel much more cheerful and not that stubborn than before…I 

play basketball, chesses, and poker with my neighbours in the park. 

I also talk about horse racing with them…I would also play 

basketball with my neighbours in the court near to my home. I 

would ask them to let me join their hoop shoots. 

 

Similar reflections can also be found from the narratives of Max. Like 

Charlie, Max enjoyed playing in sports regularly with his old friends. He believed 

that engaging in different social activities and events is essential mean for him to 

re-connect his friends. Moreover, Max proposed that interacting with his friends 

led him gradually developed the sense of confidence and togetherness, and he felt 

respected and accepted. Max believed that building up a positive relationship is 

crucial for facilitating his recovery. He said: 

 



208 
 

I play football and bowling regularly with my old friends. Most of 

them know that I have mental health problems. Luckily, they do 

not have bias and label me as a mental patient […] I feel confident 

when with them…I have family gathering every week. 

 

Joining religious groups was also identified by some participants as a vital 

social activity in their recovery process. Participants reported that participating in 

religious rituals and activities, such as gatherings, assemblies and fellowship 

meetings organised by the church or temple, provided a psychological support 

network for them to live in the community. Jessica was living independently in the 

public housing. Although she had nine brothers and sisters, she stated that 

supports from her “brothers and sisters” in the church gave her strengths and also 

the feeling of togetherness in a family. 

 

The support of brothers and sisters in the church is important to 

me. Our brothers and sisters in the fellowship always remind me 

that sharing the happiness and sadness with each other gives me 

the strength […] they know I have mental health problems but 

they treat me like a real sister in the family. 

 

Chapter Summary 

In this chapter, I have outlined the various strategies and practices employed 

by the participants in promoting recovery. In summary, three types of practices, 

medical, personal and social dimensions have been identified in the everyday life 

context of participants. The effects of employing these strategies and practices 

have also been highlighted and discussed. From the findings in this study, it can 

be proposed that participants would develop and employ a tailor-made 

combination of strategies and practices to overcome the difficulties and hardships 
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caused by their mental health rather than focus on one or two types of practices.  

 

The aim of this chapter focuses on discussing what and how these strategies 

and practices are employed by participants in the everyday life context. By 

exploring the narratives and experiences of participants, it helps to expand the 

imagination and understanding of the creative and tailor-made strategies and 

practices employed by people with mental health problems for promoting 

recovery. The analysis of strategies and practices has indicated participants were 

active and creative agents engaging in the recovery process. Apart from 

employing the typical medical practices, personal and social practices such as 

taking a rest, asking for help, taking control over symptoms, avoiding triggers, 

learning about mental health problems, employment, participating in leisure and 

social activities, are strategically employed by participants as well based on their 

social situations and the resources at their disposal. 
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Chapter 6 Emerging Themes in Recovery 

In this chapter, I would like to explore and examine the major recovery 

themes in the local context. The process and formulation of these themes will be 

investigated by examining the personal accounts and subjective experiences of 

participants in the Hong Kong community setting. The concept of recovery will be 

understood as a process of personal development and transformation that will 

forge a path towards restoring a meaningful and positive sense of self at one’s 

personal and social condition. 

 

As mentioned in Chapter 3, the concept of recovery has undergone radical 

changes in the past few decades. Contemporary narratives from first-hand 

accounts, diaries and articles from consumers, users and survivors of severe 

mental health problems have strongly stressed that recovery in mental health 

should not be narrowed down into a cure, a complete removal or remission of 

symptoms or improvement in functioning. Instead, they have attempted to 

open-up new possibilities in understanding the meaning of recovery as the 

achievement of a deeper self-understanding, exploration and transformation of 

their own self (Anthony, 1993; Kelly & Gamble, 2005). In this sense, numerous 

advocates addressing the personal accounts on the meaning of recovery have 

identified several core values and elements associated with the concept. For 

instance, recovery has been described as a deeply personal or unique process 

(Anthony, 1993). It’s about the ongoing transformation and development of self, 

adapting and overcoming the negative effects and disabilities brought by the 

mental health problems, developing a strong sense of empowerment and 

self-awareness as well as redefining one’s identity and role (Anthony, 1993; 
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Deegan, 1996; Hogan, 2003; Repper & Perkins, 2003).  

 

The concept of recovery as a process has emerged from the recovery 

movement motivated by consumers, users and survivors in the 1970’s. One of the 

major notions raised by the movement is that people with mental health problem 

and their supporters believe that recovery is possible despite the presence of 

psychiatric symptoms (Anthony, 1993; Borg & Davidson, 2008; Deegan, 1996). 

Recovery refers not only to the relief from symptoms but also to the social success 

and personal achievement in areas one believes to be important (Mueser et al., 

2002). What is critical in the recovery process is the personal meaning that an 

individual attaches to the concept itself. Derived from personal narratives and 

accounts, advocates emphasize recovery as an individual process of adaptation 

and development to overcome the negative personal and social consequences 

brought by their illness and to regain a self-determined and meaningful life in the 

community (Bellack & Drapalski, 2012; Cavelti et al., 2012; Moran & 

Russo-Netzer, 2016; Turner-Crowson & Wallcraft, 2002b). It is a process of 

learning how to live with and manage for ongoing condition (Larry Davidson et 

al., 2005). Deegan (1996) has highlighted the idea that recovery is a journey or the 

gradual transformation of old self into new self, rather than an end destination. In 

line with Deegan, (Anthony, 1993) also perceives recovery as a 

self-transformative process in one’s skills, attitude, values and roles. Besides, the 

recovery process varies from one person to another, and does not follow any 

predictable sequences. It is a nonlinear process with heterogeneous trajectories 

and complex characteristics (Moran & Russo-Netzer, 2016). In addition, recovery 

is no longer seen as an individual process but a dynamic interplay between the 
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individual and its environment (Kogstad, Ekeland, & Hummelvoll, 2011). 

Overcoming social stigma, rebuilding connections and relationships with others 

and developing a meaningful life in the community are critical issues that people 

suffering from severe mental illness experience in their daily lives. 

 

From the above point of viewpoints, recovery is understood as a flexible 

concept that could incorporate both an ongoing process and an end point. Findings 

from the narratives of participants have also revealed that the conceptualization of 

recovery is a dynamic process full of negotiations and changes. Although some of 

the reflections and narratives form participants are contradictory in various 

occasions, these contradictions illustrate the fact that recovery is an interactive 

process involving the incorporation of individual, material and social issues in the 

lived experience among of those suffering from mental health problems (Marit 

Borg & Davidson, 2008). Based on the above core values and principles from the 

personal narratives and accounts of consumers, users and survivors in the prior 

studies and findings, it is evident that a humanistic perspective on recovery would 

place more emphases on its process rather than the results or outcomes, yet the 

outcomes of improvements are not necessarily excluded. 

 

Recovery has always been valued as a unique, individual and holistic process 

(Van Lith, Fenner, & Schofield, 2010). By reviewing and depicting the personal 

narratives and the subjective experiences of participants in details, in this chapter, 

I would like to present and describe the findings obtained from the in-depth 

interviews on the personal accounts of recovery from persons with schizophrenia 

living in the community. The findings of this study have revealed that though 
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participants were located at different social situations with unequal resources and 

personal attributes, they have undergone and experienced similar process in the 

course of their recovery. From this point of view, in this study, I would like to take 

the position and angle from the humanistic perspective and employ a similar 

strategy in examining and investigating the meaning of recovery from the 

narratives and subjective experience of person with schizophrenia when 

conceptualizing their meaning of recovery.  

Emerging Themes in the Recovery Process 

Narratives of participants have demonstrated and shared various major 

common themes and core values on the perception and meaning of recovery. 

These recovery themes and core values, thought commonly shared by different 

participants, in fact, are complex, individualized and multi-faceted. Among these 

themes, they are mostly related to various aspects in the process of personal 

transformation and social adaptation that enables participants to maintain their 

functioning and well-being in numerous specific social situations and contexts. 

 

As mentioned before, schizophrenia is a chronic condition which needs 

lengthy periods for recovery. Most of the people with schizophrenia are stuck in 

their chronic disability and are relegated to sustained misery for years and even 

decades. One can observe that recovery is an ongoing process that involves 

changes in various life domains, including the physical, psychological and social. 

Developing a Social Role 
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Recent studies suggest that developing a social role is one of the major 

themes throughout the recovery journey among those with mental health problems 

(Anthony, 1993; Davidson et al., 2005; Drake & Whitley, 2014; Mezzina et al., 

2006). With the massive implementation of community mental health services, 

they are no longer staying inside mental hospitals but living in the community. 

While they are part of the community, participating in social life and taking up a 

social role has inevitably become their dominant task in this context. 

 

In this study, narratives and stories from participants have revealed that 

participants are taking up a variety of positive roles in their community. Much of 

what participants have described in their narratives about the roles that they were 

engaging in various interpersonal relationships and in the community at large is 

crucial for their recovery. These extent of these interrelationships and social 

interactions that participants are engaging with supportive others and doing things 

that they feel meaningful and enjoyable eventually promote promising recovery. 

In this sense, having a social role and rebuilding the social ties with others in the 

community help participant take up a meaningful social identity in their everyday 

life setting.  

 

Various positive roles were mentioned by participants in their narratives. 

Findings have manifested that taking up a role in the family and other social 

groups helped participant built up an identity and pursued a meaningful life in a 

specific social setting, in the family, the church or the labour market, for instance. 

In this recovery theme, three types of social roles have been identified by 
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participants: being a responsible son or daughter, a good Christian and a 

productive worker in the labour market.  

Being a responsible son or daughter 

Taking up a role in the family was mentioned by several participants as a 

significant social role in promoting recovery. For them, being a responsible son or 

daughter helped participants rebuild the broken connection with other family 

members, and provided them an opportunity to take up the responsibilities of 

being a member of the family.  

 

The story of Charlie was a typical example of taking up the role of son. 

Charlie had been suffering from schizophrenia for decades and he was living in 

the halfway house. In order to combat with his mental health problems, Charlie 

worked hard in the sheltered workshop, quitted all the bad habits (i.e. smoking, 

gambling and visiting prostitutes), avoided making troubles with others, lived a 

regular and healthy lifestyle and kept in touch with his family. Charlie explained 

re-connecting the relationship between him and his father was the major 

motivation of his recovery. It was also the reason why he devoted much of his 

efforts on improving himself. To achieve this goal, Charlie tried his best to be a 

“responsible person” and he believed that it was the only with rebuild the 

relationship with his father, he explained: 

 

I have been taking on medications for more than a decade. In these 

days, my father has paid a lot of effort on taking care of me, but I 

have not shown my gratitude to him. When I think of this, I think 

it is not about taking medications, it is about how to wake myself 

up and be a normal person. Behave well in the society and do not 

let my father worry about me. Being a responsible person is the 
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only way to let my father feel secure. 

 

Another participant, Bella, mentioned a similar story. Bella was a 

middle-aged woman living independently in the public housing estate. For her, 

taking up the role of daughter and rebuilding the relationship with her father were 

two major issues in promoting her recovery. As her father was getting old and 

weak, Bella believed that her father was not able to take care of himself and 

needed someone to take care with. Because of this reason, Bella determined to 

take up the role of daughter and caregiver again. She visited her father every day 

and helped to do the housework for him. She described: 

 

I want to help my father enjoy his life, so, I would like to visit his 

and cook for him…My father is old and he is over 60 now. I think 

this is the right time for him to enjoy the rest of his life. So, I want 

to visit and try to prepare meals for him. 

 

Taking up a role in the family has been reported by participants as a key for 

them to reconnect to their family and rebuild the broken ties with other family 

members.  

Being a good Christian 

 

Religion and spirituality have been widely discussed and proposed by 

literature that they have played an active role in promoting recovery among 

people with mental health problems (Fallot, 2007; Ho et al., 2016). For 

participants with religious affiliations, religion and spirituality represented the 

connections and social interactions with other believers, and set apart from those 

who do not. For participants who took up a religious role in their everyday life, 
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such as a Christian, most of them believed and viewed religion as a crucial 

component for building up social relationship in the community life. In addition, 

some participants even realised that taking up a religious role could help the to 

develop the capacity to influence other as well as themselves.  

 

The narratives from Jessica revealed how a person living without meaning 

gradually regained her hope in life. Jessica is a Christian. She had three suicide 

attempts but she survives. Jessica believed that God had saved her life and her 

survival served for a higher mission. She took up the role of being a “good 

Christian” and believed that she had the responsibility to serve God. Since then, 

Jessica tried her best to achieve this goal. She began to visit the church on Sunday 

and preach in the community regularly. Jessica believed that a Christian should try 

their best to deliver the message of God to the members in her community. In 

addition, to be a good Christian, Jessica tried to live in a Christian way of life and 

follow God’s guidance in everyday life. She stated: 

 

I am trying my best to play a role of a “good Christian”. It is 

because when I declare I am a Christian, people around me will 

observe and make judgements on my behaviours and 

conversations…If they found out my conduct and behaviours 

contrary to the doctrine of Christianity, nobody would follow you 

and the church. 

 

Some may suggest that persons with mental health problems are regarded as 

passive recipients in social relationships from which they could benefit from 

being cared for, touched, loved and accepted, particularly from the perspectives of 

professionals (Ho et al., 2016). In this study, from the perspective of participants, 

contrary findings emerged that participants viewed themselves as active agents in 
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the community when playing a religious role. Instead, as a Christian in the 

community, participants were actively engaging in the interpersonal relationships 

as well as social contacts with others in the community and participating in 

various religious activities.  

Being an productive worker 

Resuming the role of a worker in the job market has been mentioned by 

participants as a facilitating element in the recovery process. Employment can be 

crucial, though its’ impact is highly subjective and related to the job nature, 

though remained overall positive to most of the participants in this study. In both 

the sheltered workshop and the open market, paid work in the labour market 

seems to be particularly crucial for people with mental health problem to establish 

a social role in community. The importance of taking up a role of as a worker in 

the job market can be embodied by the narrative of Max.  

 

Max suffered from schizophrenia and was admitted to the mental hospital. 

After discharged, he lost his job and was unemployed for a long period of time. 

Max felt himself like a loser in the society and gradually lost his confidence and 

esteem as well. Losing the social role in the society made Max felt depressed and 

sad until he got a full-time job in a printing factory. He believed that being 

employed in the factory was the turning point of his recovery, particularly it 

helped him develop his self- image and confidence again. He described: 

 

I used to look down on myself, but it began to change after I got a 

job […] After discharged from the hospital, I had nothing to do 

and I spent all my time staying inside the halfway house. I felt 

myself like a loser and had no contribution to the society at all […] 
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I believe that having a job is helpful to my recovery as well as 

others suffering from mental health problems. 

 

It is clear that having a role in the work force is a token of recognition of 

one’s identity in a global financial centre like Hong Kong. Having a paid work not 

only satisfied a person’s material needs, it also provides the sense of 

accomplishment, which is the recognition of one’s ability to earn a living and the 

stamp of approval in one’s ability and efforts by the society. Therefore, 

performing the role of a labour has been identified by participants as a key major 

social role for connecting and interacting with others and the society.  

Achieving an acceptance of mental health problems 

Prior to recovery, it is common for people to deny their own mental health 

problems or avoid contemplating them. In recovery, mental health patients learn to 

understand and accept their mental health problems and their negative impacts. In 

this study, participants have pinpointed that achieving an understanding and 

acceptance of mental health problems as one the major themes in their recovery 

process. 

 

Having mental health problems was always perceived by participants as a 

discouraging life experience. In order to accept their mental health problems, 

participants have developed and employed different tactics throughout the 

recovery process.  

 

By employing these strategies, participants were able to re-introduce new 

insights as well as alternate perspectives in defining the cause and meaning of 
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their mental health problems. One of the major issues addressed by them was their 

perceptions on the cause of mental health problems. Participants pointed out that 

everyone have the same possibility of having mental health problems, no matter 

with their biological characteristics, social status and backgrounds. In this sense, 

mental health problems were believed to be a public rather than a personal issue, 

and everyone in the society could be affected by it. From this perspective, 

participants were easier to accept their meatal health problems. By normalising 

the cause of mental health problems, participants questioned and challenged the 

mainstream’s negative views of mental health problems, and developed different 

framework in understanding their mental health problems. 

 

In general, two major strategies were employed by participants for accepting 

their mental health problems in the recovery process, they are: normalizing and 

reframing the meaning of mental health problems. 

Normalising the meaning of mental health problems 

Normalising mental health problem have been mentioned by several 

participants as their tactic for accepting their mental health problems. The key 

argument of normalising mental health problems stressed that the chance and risks 

of having mental health problems were equal, where no one can be immune. 

Following this line of thought, the cause of mental health problems is the result of 

probability. For instance, Max believed that mental health problems us a public 

issues. Everyone in our society shares the same risk of having mental health 

problems. This way of thought helped Max accepts his mental health problem. He 

explained:  



221 
 

I think that our society is too stressful. Everyone in our society has 

the same chance of suffering from mental health problems which 

they are not aware of. Mental health problems are not only for me 

but all of us. 

Like Max, Lola mentioned the way she accepted her mental health problems. 

She believed that having mental health problems is a common phenomenon in the 

society. Many people were suffering from the same problem as her. When Lola 

believed that she is not the only one suffering, she felt much easier to accept her 

mental health problems: 

 

It is much easier for me to accept my mental health problem. In 

Hong Kong, plenty of others are suffering from mental stresses 

and I am not the only one. It is much easier for me to accept 

having it. 

Reframing the meaning of mental health problems 

Apart from normalising mental health problems, reframing the meaning of 

mental health problems was employed by participants as another tactic for 

accepting their mental health problems. In this study, reframing means 

participants introduced and invented new meanings in understanding mental 

health problems, instead of adopting a medical term. 

 

Narratives from Kenny have illustrated how a person with mental health 

problem reframes the meaning of mental problem into a psychological problem. 

In the narrative, Kenny employed the tactic of normalisation at first. After that, he 

reframed his mental health problems as a psychological problem and named it as a 

‘problem of mind and psychology’. Kenny believed that his mental health 

problems were ‘psychological problems’ rather than a mental disorders or 
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illnesses. By reframing the meaning of his mental health problem, Kenny believed 

that he was suffering from psychological problems and he accepted that he has 

something wrong with his mind. When the meaning of mental health problem was 

understood as a psychological term, Kenny felt easier for him to accept his mental 

health problems. He described: 

 

I am a human being, you are a human being, and we are all human 

beings. We have the equal chance of having mental health 

problems, who will not? Mental health problems are problems of 

your mind and psychology. Thus, what you have to heal is the 

mind instead of the brain. 

 

Developing Positive Sense of Self  

Studies on people recover from prolonged mental health problems have 

suggested that developing a positive sense of self provides people with mental 

health problems the strength for improving the recovery process (Davidson & 

Strauss, 1992). People with mental health problems have always been suffering 

from a reduction in a series of psychological attributes, including self-esteem, 

self-efficacy, recovery belief and empowerment (Brohan et al., 2010). These 

negative impacts on the sense of self turn out to be the major barriers against 

recovery throughout the process. 

The process of rediscover and reconstruct a positive sense of self has been 

mentioned by several participants. Findings in this study have indicated that 

developing a positive sense of self is one of the crucial factors in the recovery 

process which helps participants to enhance the skills, and the confidence to build 

up the a positive attitude in order to cope with the chronic impacts and effects 
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brought by their mental health problems. From the narratives and stories of 

participants, it is suggested that various influential sources of strength are 

promoting the development of sense of self as well as the others positive 

outcomes and improvements throughout their experiences.  

In general, the sources of strength in promoting a positives sense of self are 

diverse. In this study, the sources of strength referred to the beliefs, attitudes and 

mettle developed by the participants for supporting their everyday life and 

overcoming daily difficulties. They included achieving accomplishments from 

work, enhanced ability to tackle daily problems, interacting with supportive others 

and finding the faith in religion.  

Achieving accomplishments from work  

 

Achieving accomplishments from work has been identified by several 

participants as a source for rebuilding their positive sense of self. In Daniel’s case, 

he mentioned the experience of rediscovering his self-confidence through 

achieving accomplishments from his job performance in the sheltered workshop. 

In the sheltered workshop, Daniel was promoted as the team leader because of his 

talent in mathematics. His monthly salary was also increased later by his 

supervisor. The promotion in work and increase of salary encouraged Daniel to 

believe that he has the ability to perform excellent work in the sheltered workshop. 

In addition, Daniel’s talent in mathematics was valued by his supervisor, which 

led him to recognise his strengths, ability and confidence. Satisfactions from work 

helped Daniel rebuilt his confidence and improved his self-image. The 
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achievement in work became the source of confidence and strengths to fight 

against the mental health problems. Daniel described his experience: 

 

My supervisor in the sheltered workshop appointed me to the role 

of team leader in the production line. He trusts my ability and 

performance. I feel confident at work in the sheltered workshop 

[…] my supervisor told me that I am good at mathematics and he 

would like to pay me 1,200 dollars for my job every month. 

Another female supervisor would like to raise my monthly salary 

to 2,100 and asked me to work for her. My working experience in 

the sheltered workshop reminds me that I have the ability to 

achieve excellence at work as well as the confidence to recover 

from my mental health problems. 

 

Enhancing the ability to tackle daily problems  

Enhancing the ability to solve daily problems has also been proposed by 

participants as another major source of promoting a positive self. Like everyone 

else living in the community, people with mental health problem have to tackle a 

variety of daily troubles and events, ranging from getting a job to coping with 

stress. Developing the ability and resources to overcome these difficulties can be 

understood as a significant step for people with mental health problems to 

facilitate recovery.  

 

The narratives from Ivy illustrated how a person with mental health problems 

developed the confidence to tackle her everyday troubles and problems. For Ivy, 

she has been suffering from audio hallucinations for decades. Because of the 

annoying voice, Ivy once attempted suicide and survived. Throughout the years, 

she gradually developed the confidence to tackle the difficulties as well as the 

belief to break through the barriers in her everyday life. With the confidence and 
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belief to live, Ivy motivated her life to move forward though it has been full of 

obstacles. She tried every means and resources to solve her problems instead of 

giving up her life. She stated: 

 

I am able to handle and overcome the difficulties in my real life. 

Just like I will look for a job if I am unemployed […] I would not 

give up my life easily because of minor issues. In the past, the 

voice irritated me and eventually I attempted suicide. For now, I 

have been awakened. I would participant in meaningful activities, 

like composing songs, writing journals or poems and drawing 

cartoon. 

 

The narratives from Daniel illustrated another similar story. Daniel believed 

that having a positive attitudes and belief to overcome the difficulties in daily life 

helped him to rebuild his confidence and constructed a positive sense of self. In 

order to tackle the daily difficulties and troubles, Daniel identified asking for help 

from others as one of the effective ways. In this past, Daniel lacked of confidence 

to ask for help from the others and he tried to handle all the difficulties in the daily 

life by himself. However, he gradually learnt that it was unrealistic for him to all 

the difficulties and troubles on his own. Instead, he tried to find somebody and 

asked for their help when it was needed. He said: 

 

In the past, I lacked self-confidence…….but now I am confident 

because I know how to find a way out and do not put myself into a 

corner. You have to figure out a way to solve the problem. If you 

cannot solve the problem by yourself, simply find someone to 

help……Like me, I did not know how to apply for an apartment in 

the public housing, so I find a social worker to help. 

 

Apart from enhancing the ability and skills of problem solving, participants 

have also mentioned the importance of positive thinking. Participants stated that 
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positive thinking was helpful to turn a discouraging experience into a constructive 

one, which could be a supportive element for participants to break through 

emotional barriers.  

 

Jessica mentioned the experience of how she turned her stresses into 

motivations. For Jessica, she believed that stresses were inevitable in life, no 

matter in the past or at present. Instead of thinking negative, Jessica chose to view 

the meaning of stresses from another angle and treated them as a motivation in her 

daily life. 

 

When I was young, I lacked self-confidence. Right now, I have 

recovered from my mental health problems and I am 

self-confident. Life is stressful no matter back in the school days 

in the past or right now. Although my job is stressful, I still believe 

stresses can be positive to me because it motivates me to carry on 

my life. 

 

Developing an active attitude  

In this study, developing an active attitude has been proposed by participants 

as a major source of rebuilding their positive sense of self. For people with mental 

health problems, the effects and consequences of prolonged sufferings, struggles 

and challenges were always the barrier for them to develop a positive sense of self. 

Throughout the recovery process, participants attempted to develop an active 

attitude to strengthen their sense of self. In the narratives, Jessica realised that low 

self-esteem and lack of motivation were two major barriers in her recovery. In the 

past, Jessica was passive and dependant. She did not have much energy to engage 

into her life, and she gradually gave up her autonomy. Jessica felt that there was 
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something wrong in her life and she understood that being too passive would not 

change her life in the future. Later on, Jessica tried to take back the control of her 

life and to be more proactive. In the process, Jessica stated that she underwent 

certain type of self-transformation and growth, she reflected:  

 

Right now I have learnt how to fight for what I want and avoid 

being passive. In the past, I was too passive. All the things were 

arranged by others ……I believe I have rebuilt my self-confidence, 

and I am full of confidence now. 

Interacting with supportive people 

Participants have revealed that interacting with supportive people in 

everyday life can be a source of positive sense of self. Social life and interactions 

with supportive people have proposed to be a key facilitator in constructing a 

positive sense of self. Max suggested that meeting his friends in social gathering 

gradually made him feel more confident to establish social relationship with other. 

Moreover, through interacting with friends, Max felt was accepted and embraced 

by his friends. He stated:  

 

It is better to let the public understand that not all people with 

mental health problems are violent. Just like the ordinary people, 

we are peaceful and nice. I am confident in interacting with others 

and will not label myself as a person with mental health problem. 

Though my friends know I have mental health problems, they 

accept and embrace me. 

 

Finding the faith in religion 
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The final source of constructing a positive sense of self is finding the faith in 

religion. Religion beliefs and affiliations are supportive to recovery, particularly in 

constructing a positive self. In this study, most of the participants have been 

suffering from prolonged mental health problems and struggling from various 

difficulties and hardship caused by their mental health problems in everyday life. 

For them, life was uneasy and discoursing. Every moment and tiny little thing 

could be the beginning of a battle. In order to cope with these troubles, the faith in 

the higher power was a way to help participants construct a positive sense to cope. 

It provided the belief, courage and motivation to overcoming these hardships and 

difficulties in the daily encounters. 

 

In Lola’s narratives, she suggested a major source of her self-confidence 

came from the faith in god. Without that faith, she was not able to re-build her 

self-confidence by her own. Thus, Lola believed the faith in god was essential in 

re-building her confidence. She stated: 

 

The source of confidence is not merely from my heart but also 

from God. Depending on myself is not enough to build up my 

confidence. I am a Christian. I believe that God will help and take 

care of me no matter my mental health problem will be. He will 

protect and save me […] It does not mean I do not believe in 

myself, instead, it just means I believe in both God and myself. 

 

Developing New Meaning and Purpose of One’s Life  

The life experience of people with mental health problem is full of hardship 

and bitterness. Life challenges and struggles, such as negative effects of 

psychiatric symptoms, adverse effects of medications, broken ties and relationship, 
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loss of social roles, identity crisis and financial difficulties, are inevitable in the 

everyday life. As a result, overcoming a meaningless and hopeless life has always 

been the major battle in the recovery process. 

 

Developing and looking for a meaning and purpose in one’s life can been 

seen as the way to overcome the challenges and struggles brought by mental 

health problems. In this study, participants gradually reclaimed their strength and 

capacity as well as confidence to cope with the barriers and obstacles caused by 

their mental health problem. In the process, many of them believed that they were 

making an important and valid contribution to themselves, others and their 

community. In return, these contributions in life took on a new meaning and 

participants eventually found out and developed a sense of purpose to move their 

life forward. In this study, three sub-themes, namely faith in religion and 

spirituality, belief in work and the will to live an ordinary life, have also been 

identified under the main theme. 

Meaning of the life derived from religion and spirituality  

Several participants have made a reference to religion or spirituality as the 

source of developing a new meaning or purpose in their life. Looking to a higher 

power gave participants the strength, motivation, courage, meaning and purpose 

to move their life forward. Participants believed that the faith in religion and 

spirituality has opened up a chance for them to explore the possibilities of life 

beyond the suffering and hardships caused by their mental health problems. 

Through practising and living in a religious way of life, participants developed 

and extended the meaning and purpose of their life to a new horizon. In order to 
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achieve these missions and goals, participants tried their very hard to followed the 

religious precepts and disciplines. The narratives from Jessica below depicted how 

a person with mental health problem regained her sense of purpose and developed 

a life mission through rebuilding her faith in God. 

 

Jessica mentioned the changes after her last suicide attempt. Before regaining 

the meaning and purpose of her life, Jessica did not know the reason of her 

existence in this world. Life was empty and purposeless for her. After her third 

suicide attempt, Jessica recognised and understood the reason of her survival and 

existence was God’s plan. She believed that God wanted her to live for and with a 

purpose in the future. Thus, just like God had saved her life, Jessica contributed 

her life in spreading out God’s message to the public and helping the others and 

needs in the community as she truly believed that it was the reason of her 

existence and her life mission. In addition, it was also a way for Jessica to please 

God. She described: 

 

God has saved my life several times. I believe there must be a 

good purpose or reason behind why he does not let me return to 

his side. The answer is, I think, God wants me to know helping the 

others is the way to please him. So, I recognise the purpose of my 

existence in this world is not about eating, sleeping and working, 

instead, preaching the gospel would be the mission in my life. 

 

The will to live an ordinary life  

In this study, some participants have proposed that developing the will to live 

an ordinary life as their life purpose and a goal in the recovery process. Recovery 

is a life-long process, and it is embedded in everyday life. To have a regular and 
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healthy life becomes the source of motivation for many to carry on their life. In 

this sense, people with mental health problems do not make the progress of 

recovery in one leap, but to fight their life-long war by winning day to day battles 

to score incremental victories. Therefore, a small success, or accomplishment, in 

everyday life can be a triumph for people with mental health problems.  

 

Daniel’s narratives illustrated how the will to live an ordinary life motivates a 

person with mental health problem to regain his purpose in life. Daniel has been 

suffering from schizophrenia for decades and lost his role in his family. In order to 

resume his role, he kept trying hard to play the role of a responsible son. Daniel 

believed that taking up the role of a responsible son was the major purpose of his 

life. In order to achieve his goal and let his father recognise him as a good son, 

Daniel was determined to live an ordinary life as those without mental health 

problems. He believed that it was the only way to facilitate the progress of his 

recovery. Therefore, throughout the process, Daniel quitted all the bad habits and 

rebuilt up a regular and healthy lifestyle. The will to live an ordinary life was 

perceived by Daniel as a way for making his life meaningful and recovery from 

his mental health problems. He stated: 

 

Recovery is not merely depend on taking antipsychotics, you have 

to wake yourself up and think about what you are doing…and also 

have to know how to be a normal person. Never let my father 

worry about me […] I’ll try to let my father and other social 

workers know I’m doing well, such as being able to save some 

money every month, quit gambling and visiting prostitutes. I want 

to live a regular and healthy way of life. 
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Determination to change  

Determination to change has emerged as another recovery theme in this study. 

As participants gradually hardened their resolve to break through their mental 

health problems and its negative effects, they attempted to gain more control and 

mastery for overcoming the everyday troubles and challenges. Most of the 

participants have highlighted the process of regaining the determination to make 

changes was essential in the process of finding one’s mission and purpose in life. 

Their narratives suggested that regain the determination to change was not a linear 

process but involved a complexities and varieties. 

 

Ava described her determination to change as a process of awakening. In the 

process, she put her focus on the motivation to make behavioural changes to 

higher priority. Ava pointed out that the recognition of collecting rubbish and 

storing them at home as “abnormal behaviour” was the starting point of her 

awakening. At the beginning, Ava lacked of insights on her behaviours as well as 

her mental health problems. The situation began to change after Ava was admitted 

to mental hospital. With the help from social workers and other professional, Ava 

began to understand her behaviours had something wrong. She decided to make 

some changes on her behaviours. Ava did not clearly know the association 

between the progress of her recovery and the changes of her behaviours. However, 

the determination to stop the eccentric behaviour was understood as her 

awakening, in which facilitated her recovery. Ava stated: 

 

I used to collect and store rubbish at home but now I have changed 

[…] and I would see collecting rubbish as a kind of abnormal 

behaviour. Before I was hospitalised, I collected and stored tonnes 
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of paper and rubbish in my home. My brothers and sisters once 

told me stop collecting and storing rubbish at home but I refused. 

Later on, they asked for help from social workers and other 

medical professionals. From then, I was admitted to the mental 

hospital and figured out that collecting and storing rubbish at 

home was wrong. I gradually understand it is a kind of abnormal 

behaviour and give up collecting and storing rubbish. I believe 

that this is a process of awakening from my mental health 

problems. 

 

Unlike Ava, the meaning of determination to change referred to a different 

meaning. For Charlie, it meant the will to recover from his mental health 

problems beyond to taking antipsychotics. Charlie agreed that adhering to 

antipsychotics was essential for facilitating the progress of recovery, however, he 

stressed that it was not enough. Instead, he proposed that the foundation to 

proceed with the recovery process relied on one’s determination to overcome their 

mental health problem. Charlie understood recovery was a complex process 

involving the use of medical, personal and social interventions. Among these 

interventions, Charlie believed that a major part of recovery depended on one’s 

efforts and determination to overcome their mental health problems instead of 

depending on the use of medical treatments and interventions. He further 

suggested that without the determination to recovery from one’s mental health 

problems, taking antipsychotics would not lead to recovery. Thus, Charlie put 

much of his efforts on strengthening his determination to fight against his metnal 

health problems. He described: 

 

Antipsychotics help me to improve my mental health, but it does 

not lead to a critical change. I think medical treatments account for 

about 10-20% of my recovery. At the end, recovery depends on 

the determination of myself to overcome the difficulties and 

hardships in my life instead of depending on antipsychotics…such 
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as having a regular lifestyle […] it is all depends on your 

determination. 

 

A similar assertion on the significance of determination to change has been 

echoed in Kenny’s experiences of recovery. Kenny suggested that having a strong 

will to overcome one’s mental health problem was the key for recovery. Like 

Charlie, Kenny believed that taking antipsychotics alone was essential but not 

sufficient to promote recovery. Without determination, it was impossible for him 

to recovery from his mental health problems. Obviously, from Kenny’s narratives, 

he was proposing a person-centred recovery, which relied heavily on one’s 

determination and strength in facilitating the progress recovery, rather than a 

clinical recovery. 

 

I was staying in the mental hospital for six weeks. I swore and told 

myself that I would never stay in the mental hospital anymore…at 

that time, I found out that I have something wrong with myself 

and I was suffering from my mental health problems […] I began 

to face the truth. I told myself that I would not stay in mental 

hospital and began to take antipsychotics. I believe that I am able 

to overcome my mental health problems by taking antipsychotics 

and developing one’s determination. Solely depending on 

antipsychotic medications without determination is not enough for 

recovering from mental health problem, you have to be 

determined. 

 

The assertion of a person-centred recovery has also been identified in the 

Frank’s narratives. Like most of the people with mental health problems, Frank 

was suffering from the side effects of taking medications. Tiredness and lack of 

motivation to work were two major obstacles of his recovery process in the past 

few years. The situation began to change when Frank realised self-help was the 

only way to recover from his mental health problems. Although it took a long 
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period of time to develop the determination to change, Frank eventually mad it 

and he described the process:  

 

I believe self-help is important in the process of recovery. Helping 

myself and being more positive […] A few years ago, I was 

suffering from the adverse side effects of the antipsychotics. I felt 

tired easily and lacked motivation to work. I was lethargic…in the 

sheltered workshop […] my motivation to work is low. Em, how 

to say, I think it is the belief of self-help makes me to be more 

energetic and has motivated me to change even though it was a 

very long process. 

 

Taking responsibility of one’s wellness  

Taking responsibility of one’s wellness has been suggested by participants as 

one of the major recovery themes. Recovery involves a restoration of a sense of 

personal responsibility for one’s own wellness (Ridgway, 2001; Turner-Crowson 

& Wallcraft, 2002b). While taking responsibility of one’s wellness is a complex 

and multi-faceted concept, it can be understood as “focusing on the individual’s 

specific needs, recognises that the locus of control for a healthy lifestyle lies 

within each individual, and provides strategies that assist an individual in gaining 

control over his or her life” (Sterling, Esenwein, Tucker, Fricks, & Druss, 2009, p. 

131). To maintain one’s wellness, it requires continuous, constant and deliberate 

effort to stay healthy and manage one’s own well-being. These measures and 

methods include a number of different lifestyles and mind-set elements, such as 

developing a strong sense of personal responsibility, physical fitness, good 

nutrition and a positive outlook and taking actions to achieve the goals. In this 

sense, taking responsibility of one’s wellness covers a wide range of actions and 
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practices in the daily life among various physical, psychological and social 

interventions. 

 

Throughout the recovery process, it is essential for persons suffering from 

schizophrenia to learn that they are the one to take the primary responsibility for 

their recovery progress and have the potential to overcome all the difficulties, 

hardships, negative consequences and impacts brought on by their mental health 

problems. In this study, narratives from participants have revealed that they 

employed numerous practices to take the responsibilities of their own physical 

and psychological wellness throughout the recovery process.  

Maintaining physical wellness 

In this study, participants have highlighted a variety of issues in the process 

of maintaining their physical wellness throughout their recovery experience. One 

of the major aspects of recovery was the ability of maintaining one’s physical 

wellness. People suffering from mental health problems may neglect their 

personal health and hygiene. They may lose weight, forget to eat or cannot sleep. 

Mastering the daily functioning, particularly physical wellness formed part of 

their recovery goal. In general, participants suggested two major issues related to 

maintain their physical wellness, including the awareness of health and hygiene 

and developing a healthy lifestyle.  

Awareness of personal health and hygiene  

 

One of the issues in maintaining physical wellness in the recovery process is 

the raising awareness of daily hygiene and personal health care. Poor hygiene and 
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personal health is common among people with severe mental health problems. In 

this study, several participants mentioned that the improvement of personal 

hygiene was a significant step in their recovery experience. In reality, some of the 

people with mental health problems may not be aware of the consequences caused 

by the deterioration and negligence of their personal health and hygiene. 

Therefore, participants stated that raising the self-awareness of personal health 

care and hygiene was an essential step for facilitating recovery. 

 

Narratives from Ava have shared her experience in raising the awareness of 

personal health and hygiene. Ava once collected and stored paper and rubbish in 

her house. She spat at home, messed up her room and did not take care with her 

own personal care. Later, she was admitted to the psychiatric ward. After 

discharge, Ava began to be aware of her negligence of personal health and hygiene, 

and decided to change. She began to learn the personal health care skill and take 

care with herself. Ava described: 

 

I was living with my family before I was admitted to the 

psychiatric ward. At that time my personal health and hygiene 

were very poor. I messed up my room and spat at home. I was 

skinny and had skin ulcers […] I gradually realised I did wrong 

and regained the skills of self-care when I was in the ward. I do 

not know how to describe what I had done at that time but I am 

very sure I did something wrong. 
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Developing a healthy lifestyle 

Another major issue in maintaining the physical wellness is having a healthy 

lifestyle. In this study, several participants have proposed various ways and habits 

to keep a healthy lifestyle, such as developing a regular eating habit and lifestyle. 

 

Frank mentioned that developing a regular eating habit was the key for him 

to rebuild a healthy lifestyle throughout the recovery process. In the past, Frank 

did not eat at regular intervals nor paid attention to what and when to eat before he 

was employed in the sheltered workshop. However, eating inconsistently and 

skipping meals frequently made Frank fatigued and lack of motivation to work. 

Frank recognised the problem of his poor eating habit and tried to overcome it. To 

do so, Frank tried to eat regularly and gradually developed a regular eating habit. 

Frank believed that a regular eating habit helped him gain sufficient physical 

strength and energy for his daily work in the sheltered workshop. He described: 

 

I have my breakfast, lunch and dinner at regular time. In the past, I 

had my meals irregularly, even at late night. When I began to work 

at this sheltered workshop two years ago, I gradually developed a 

fixed meal schedule. I felt more energetic and motivated to work 

after eating regularly. 

 

Keeping to a more regular daily schedule has also been suggested by several 

participants as an effective practice for maintaining their physical wellness. For 

people with mental health problems, a relatively regular daily schedule helps them 

keep their tasks and work on time. It also reminds participants to spend their time 

on having meals, work, leisure and rest. In this study, several participants stated a 

variety of benefits on their mental health after developing a more regular lifestyle. 
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Developing a regular daily schedule brought numerous benefits to the 

recovery of mental health problem. For Charlie, he believed that having a regular 

living style helped him maintain and improve his physical health. He stated: 

 

I enjoy my life very much. My life is stable. I quit all nightlife and 

sleep early every day. I go to bed after watching the evening news 

bulletin and wake up at four in the morning […] I feel good. Both 

of my physical and mental well-being are very good. Compared to 

the days in the hospital, I am much more cheerful. 

 

Maintaining psychological wellness 

Several participants have proposed that being happy is one of the major ways 

to maintain their psychological wellness. It is no doubt that people with mental 

health problems often suffer from numerous difficulties and hardship in their daily 

life, being happy or pursuing happiness has provided participants the key to 

balance and maintain their psychological well-being. Participants have revealed 

that they attempted to maintain their psychological wellness by being happy and 

giving up suicidal thought. 

Being happy  

Kenny has been suffering from schizophrenia for decades. He found that the 

judgements and comments from the others was the major source of his stress. 

Kenny understood that he was unable to stop others passing comments and 

judgments on him, and focusing on these comments would not help him enjoy a 

better life either. In order to enjoy and carry on his life, Kenny decided to shift his 
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attention away from these comments and judgments and look for the happiness in 

his life. Kenny believed that he was able to make himself happy. He stated: 

 

My mind has been changed and I feel very happy now. I do not 

care about others’ comments and their judgements on me. I follow 

my mind and live the life I wish. Their comments and judgements 

are none of my business. I keep myself happy. 

 

Defocusing suicidal thoughts 

Apart from being happy, defocusing suicidal thoughts have been proposed by 

several participants as a crucial element in maintaining their psychological 

wellness. Recurrence of suicidal thoughts is one of the major threats to 

psychological wellness. It risks both their psychological well-being as well as the 

lives. Findings in this study have reported that several participants have attempted 

suicide more than once, and recurrence of suicidal thoughts was an obstacle for 

them recovering from mental health problems.  

 

The narratives from Jessica highlighted the significance of defocusing 

suicidal thoughts in maintaining a better psychological well-being throughout the 

recovery process. Jessica has been suffering from schizophrenia for about two 

decades. Throughout the years, she was not able to get rid of suicidal thoughts, 

and eventually she had three suicide attempts. Jessica started breaking her suicidal 

thinking habit once she understood the value of her life. To achieve this goal, 

Jessica found out that defocusing her suicidal thoughts was a critical step to break 

her thinking habit and an indicator of her recovery. She stated: 
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I would say I have recovered from my mental health problem after 

the year 2000. I have not attempted suicide since that year and I 

will not give up my life anymore. 

 

Chapter Summary 

In this chapter, I have proposed the major themes that emerged throughout 

the recovery process among people with mental health problems in the local 

setting. In summary, five common themes, namely developing a social role, 

achieving of acceptance of mental health problems, developing a positive sense of 

self, developing new meanings and purpose of one’s life and taking responsibility 

of one’s wellness, have been identified in the narratives of participants. By 

investigating their subjective experiences, these themes highlight the 

meaning-making process of recovery from a person-centred perspective. 

Conclusively, this study has provided a convincing and persuasive explanation on 

the importance of meaning of recovery among people with mental health problem.  

 

This chapter aims at analysing and discussing the meaning of recovery from 

a person-centered perspective. It is suggested that recovery is a highly subjective 

and complicated concept which involves multiple dimensions, including physical, 

medical, psychological and social dimensions. Throughout the process, 

participants have established a social role as an anchor for rebuilding the social 

ties and connections with others and the community. Some of these roles provide 

new meanings and purposes for participants. Moreover, they are also engaging in 

the development of a positive self. Through it required to reconstruct and rebuild a 

high level of self-esteem by learning to make decisions and choices, taking risks 

in order to experience growth, establishing relationships with different parties and 
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professionals, developing successful coping strategies and problem solving skills 

as well as building up a lifestyle that supports wellness. Their active involvement 

in self-monitoring their own state of mind and try out different means to cope with 

the negative effects and consequences associated with mental health problems, 

such practice is another major issue that persons with schizophrenia must acquire 

in their process of recovery. 

 

Furthermore, findings in this study have proven that participants have taken 

the responsibility of managing their wellness. A high degree of self-awareness on 

their own physical and psychological health has been identified. Participants 

attempted different practices and measures, including identifying the sources of 

stress, learning about how to develop and maintain a healthy lifestyle.  
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Chapter 7 Conclusion 

The objective of this study is to investigate the meaning of recovery and its 

meaning-making process among people with mental health problems in the daily 

context from a person-centred perspective. By employing a qualitative approach, 

this study aims to explore the strategies and practices deployed by those with 

schizophrenia in order to overcome daily difficulties and challenges caused by 

their mental health problems. In the process, a variety of helpful coping strategies 

and practices, in form of medical, personal and social interventions, have been 

identified.  

 

In sum, strong evidence in this study have proven that recovery of persons 

with mental health problems is grounded in a complex social context, which 

involves a series of self-observations, considerations, examinations and 

evaluations. Findings have challenged and refuted the idea that recovery must take 

place within the boundaries of traditional mental health care services merely 

depended on the interventions and support of mental health professionals. On the 

contrary, the subjective experiences of the participants have demonstrated the 

significance of personal and social interventions for promoting their recovery in 

the community setting. 

 

In this chapter, I would like to conclude the major and unique findings of this 

study, then discuss their implications for the practice of community mental health 

care services and its future development in Hong Kong. At last, the limitations of 

this study and direction for future research will be suggested. 
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A Quest for In-depth Understanding of Coping Strategies and Recovery of 

Person with Mental Health Problems 

 

One of the main objectives of this study is to investigate the strategies and 

practices deployed by people with mental health problems in promoting recovery. 

In order to investigate the meaning of recovery from a person-centred perspective, 

a qualitative approach has been adopted. By examining the narratives and 

personal accounts of the recovery experiences of person with mental health 

problems, several significant findings have been unearthed. 

 

Regarding to the strategies and practices deployed by people with mental 

health problem in overcoming the daily challenges and struggles, findings in this 

study have suggested the following explanations and insights.  

Personal and social elements are significant for recovery  

Findings in this study have suggested overall, in fact, most of the process of 

recovery and achievements happened from participants’ experiences outside 

medical practice and treatment, treatment relationship and setting. From the 

participants’ perspective, recovery requires personal determination as well as 

transformation in meaning towards mental health problem. It is largely embedded 

in various social connections, settings, and interpersonal relationships in everyday 

life. Thus we can assume that a supportive social environment and experiences are 

the basis for promoting recovery, in the absence of helpful people and social 

setting, the promotion of recovery is doubtful. 
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Autonomy and choice are important components in recovery 

Second, autonomy is a key component in promoting recovery. It is evident 

that success in recovery mostly relies on the active involvement and engagement 

of participants. To cope with the life challenges and struggles caused by their 

mental health problems, findings have demonstrated that participants are actively 

engaged in the decision making process of deploying medical practice and 

interventions. Obviously, the deployment of medical practices and interventions 

are not merely a daily routine or task. Instead, it is an active and conscious 

reflection, monitoring and evaluation of their effectiveness, risks and 

consequences of taking these actions. Deploying medical practice and intervention, 

such as adhering to antipsychotic medications, attending regular follow-up 

consultations and requesting for hospitalisation, are not commands but choices to 

be made. The decision making process takes references from subjective 

experience, knowledge, and understandings of the consequences and impacts of 

taking certain actions. The positive effects of antipsychotics, planning of 

treatments and knowledge of mental health can be some of the major reasons in 

the consideration of deploying medical practices and interventions. From this 

point of view, learning and experiencing the positive effects of medical 

interventions and practices would be the key to promote such management 

throughout the recovery process. 

Personal strengths and talents help open up new possibilities  

Another major discovery in this study is that people with mental health 

problems are active and creative agents possessing personal strengths and talents 

for facilitating recovery. Findings have demonstrated that participants possess the 
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strengths, talents and capacities to improve their quality of life and functioning in 

the recovery process. By making use of their creativity and potentials, participants 

have deployed a variety of personal strategies and practices to overcome 

numerous daily hardships and obstacles throughout their everyday life, 

particularly when they are confronting with the negative effects caused by their 

mental health problems (such as psychiatric symptoms). In addition, participants 

have revealed that they are equipped with strong beliefs and motivations to pursue 

a better life grounded with their strengths. With determination and maximisation 

of their strengths, they are able to develop a positive sense of self in order to 

transform their negative experience into motivations for facilitating recovery. In 

the process, a variety of problem solving skills and the determination to change 

are also developed which lead participants to the path to recovery. 

Supportive environment and relationship take an indispensable role in 

recovery 

A supportive environment and relationship are found to be critical resources 

for promoting recovery in the community setting. In this study, the findings have 

illustrated that rebuilding the social ties with others or groups in the community 

are beneficial for facilitating recovery. Within helpful relationships and social 

networks, people with mental health problems are able to reconstruct their self, 

re-discover their strengths, acquire the knowledge of their mental health problems 

and learn the skills to maintain and manage their wellness and functioning. Living 

in a supportive environment and relationship provide the fertile ground for people 

with mental health problem to pick up a social role and engage in a meaningful 

life. In this sense, supportive social relationship and environment are the bedrock 

as well as the resources to draw from for promoting recovery.  
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Collaborative relationship between psychiatrists and participants is 

essential 

Developing a collaborative partnership between the psychiatrist and patient 

is beneficial to promote the recovery of people with mental health problems. The 

domination of mental health professionals in the patient-psychiatrist relationship 

has always been criticized, whereas the voice and involvement of patients are 

perceived as useless and meaning, and have been always excluded from the 

decision making process of medical treatment and choice of medications. In this 

study, however, findings have suggested that the balance of power between patient 

and psychiatrist in a therapeutic relationship is needed to be developed. The 

establishment of a collaborative relationship does not merely lie in the hands of 

professionals, but with both of them. From this study, it is evidenced that a good 

therapeutic relationship between patient and psychiatrist is a major source for 

establishing and maintaining a regular follow-up consultation habit throughout the 

recovery process. Psychiatrists serve as partners who provide the professional and 

technical knowledge, while patients depend on their personal experience can 

provide advice and opinions for a better treatment. Thus, in such a therapeutic 

relationship, psychiatrists and participants are equal partners. Without the efforts 

and engagement of both sides, the therapeutic relationship will not be established.  

Coping strategies and practices for recovery are individualised 

Coping strategies and practices for recovery are highly individualised and 

unique. In this study, strategies and practices can be categorised into three major 

types, which are medical, personal and social. The decision making process of 

deploying these strategies and practices are dependent upon one’s social situation 

as well as resources at one’s disposal (both material and social). Since the 
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strengths, goal and resources in each individual are as diverse and disparate as 

imaginable, participants have to decide what, when and how to invent their own 

strategies and practices to overcome their daily difficulties and challenges based 

on their needs, priorities and will. In this sense, coping strategies and practices for 

recovery must be individualised. Based on the above reasons, it is unreasonable 

and impossible to search for a golden rule in promoting recovery of person with 

mental health problem.  

Empowerment as the foundation of recovery  

The findings in the study proposed that empowerment is the core value in the 

recovery process. Empowerment here refers to the level of choice, influences and 

control that one can exercise over events in their lives. From participants’ 

perspective, they have established various attributes for the removal of the barriers 

in their daily struggles and challenges. The coping strategies and practices 

deployed by participants have illustrated how a person with mental health 

problems acquires the knowledge and skills to cope or live with their psychiatric 

symptoms and maintain one’s wellbeing. In addition, they have developed a 

positive sense of self to transform their hardships into motivation as well as 

determination to recovery. Some of them have also learnt how to access and make 

use of the resources from other groups or the community for improving their 

quality of life. As the central idea of empowerment rests on the process of 

regaining power, it is evident that empowerment play an important role to 

investigate the recovery process.  

Recommendations for further of Development Community Mental Health 

Care Services 
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Since much of the findings in this study supports the proposition that 

recovery process involves a combination of medical, personal and social practices, 

a comprehensive community intervention service covering medical and 

psychosocial measures will be considered as an effective approach for promoting 

recovery to those with mental health problems in the community. In addition, the 

person-centered perspective has demonstrated the emerging recovery themes 

encompass five areas, including developing a social role, achieving an acceptance 

of mental health problems, developing new meaning and purpose in life, 

determination to change and taking responsibility of one’s wellness. Insights 

drawn from these unique themes help to open up new horizons for the future 

direction as well as the development of a practice model in community mental 

health care services. 

 

In order to facilitate recovery, a recovery-oriented community mental health 

care service can promote recovery through the following practices and programs. 

Promoting personalised mental health care services and programs 

Recovery from mental health problems is a unique journey without a 

universal rule, the development of personalised, or person-oriented, community 

mental health care services seems to be an important emphasis in facilitating 

people’s recovery. Since the recovery experience heavily rests upon one’s personal 

history, social position, resources, beliefs and will, assessing, identifying and 

understanding the individualised needs of the service users should be placed at the 

central in the provision of personalised service. In order to fulfil the complexity of 

the service, a multi-disciplinary team, or trans-discipline collaboration amongst 
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various professionals, would be the direction for developing this new service 

model. 

Encouraging the participations of service users in service planning 

The engagement of service user in the development and planning of recovery 

programs is the foundation of promoting collaboration between service users and 

providers. Undoubtedly, people with mental health problems are active and 

creative agents in the recovery process. They are the experts who understand and 

know their own problems and needs the most. Opinions and feedbacks from them 

are valuable input for the development and implementation of community mental 

health programs. In order to design and provide service sense, the engagement of 

service users in the discussion of program or service planning would be 

considered to be beneficial   and design services that could fit their needs in the 

process of recovery. They can be active agents in participating service and 

program development. 

Promoting the value of autonomy in service interventions and practices 

Autonomy places at the centre throughout the recovery process. Facilitating 

the autonomy of service users would be the major practice in the provision of 

community mental health care services and interventions. Autonomy involves the 

independence, freedom and will to take action and make decisions. It has been 

proven that promoting the autonomy of services users would be beneficial in 

facilitating the progress of recovery. In order to reach this goal, helping service 

users to enhance their knowledge, determination and skills to overcome the 

barriers caused by their mental health problems would be essential. In this sense, 
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practices and intervention aim at promoting one’s autonomy and sense of self 

should be involved and further develop in the practices and programs of 

community mental health services. 

Establishing social support groups and networks 

Social relationships and interaction with supportive people have proven to be 

beneficial in promoting recovery. By building up social relationships and 

networks with others, people with mental health problems are able to take up a 

role for engaging in social life. To a certain extent, taking up a social role implies 

the development of a new meaning and purpose in life. It provides the goal and 

mission to people with mental health problems to move their life forward. Thus, 

the establishment of social support groups and networks should be one of the 

essential components in the provision of community mental health care program. 

Promoting mental health education 

Sufficient mental health knowledge helps those with schizophrenia accept 

and gain the insights into their mental health problems. Acceptance is an 

important step to recovery. Without the knowledge of mental health problems, it is 

impossible to recognise the origins as well as the solution of the problem. In this 

sense, acquiring the knowledge of mental health problems is beneficial in the way 

it helps people with mental health problems build up a positive attitude in 

understanding their problems and provide relevant knowledge and skills to cope 

with them. Therefore, knowledge about psychiatric symptoms, adverse 

side-effects of antipsychotics, coping, social and independent living skills, 

community organizations and services are all promoting recovery. In addition, 
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public education is able to raise the awareness of general public for prevention 

and identification of mental health problems at the early stage. In this sense, one 

of the main tasks and direction of the provision of community mental health care 

services should be placed on the promotion of mental health education. 

The Significant of the Study 

The findings of this study have filled up some of the research gaps in 

understanding the conceptualisation of recovery in the local context. The concept 

of recovery has undergone critical debate and discussions in the western societies 

since the emergence of the recovery movement, mostly within the western social 

context. Findings from this study serve to clarify the meaning of recovery in a 

local Chinese context. It helps to expand the current discussion and analysis of the 

issues related to recovery beyond social contexts of western societies.  

 

This study reveals the coping strategies and practices deployed by people 

with mental health problems. Current study provides the opportunity to identify 

types of coping strategies and practices deployed by local Hong Kong people. 

Findings in this current study also suggested that strategies and practices for 

promoting recovery can be categorised into three major types, which are the 

medical, personal and social. To a certain extent, this study has established an 

analytical framework in understanding these strategies and practices. 

 

Lastly, the study clarifies the decision making process and its context of 

deploying various coping strategies and practice. Although the examination of the 

decision making process is not the major objective of this study, throughout the 



253 
 

investigation, narratives from participants have provided information on how they 

develop strategies on coping. The findings have revealed that the recovery process 

involves a series of personal to social evaluations. Clarifying the hidden logic and 

context among these decision making processes tend to open up the new 

possibilities in understanding the mechanism of recovery.  

Limitations of the study 

There are several limitations in this study that should be carefully noted. First 

of all, the research samples are limited by its source. In this study, all the research 

participants are recruited from a non-governmental organization specialised in 

providing community mental health care services, potential participants from 

private psychiatric services in the community are completely excluded. Originally, 

the research targets of this study includes all those having mental health problems 

and living in the community, eligible participants from both public or private 

mental health care sector should be included. However, as mental health problems 

is highly stigmatised in Hong Kong, it is difficult to reach people with 

schizophrenia, particularly those receiving private medical consultation and 

services Thus, the exclusion of participants from private mental health sector 

implies the findings of this study may not be applicable to those who are receiving 

private practices. Because of this constraint, the findings in this study explain 

solely the subjective experiences and personal accounts on the meaning of 

recovery among those from the public sector, but not able to cover those in the 

private sector. As a result, the differentiations between various recovery process 

and practices among public and private mental health care interventions and 

practices are underrepresented and cannot be clearly identified. 
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Another constraint in this study is the small sample size. Although various 

recruitment strategies were used, and people with mental health problems from 

non-governmental organizations were invited to participate in this study, the 

response rate was low with just a total 14 eligible participants were recruited. The 

small sample size has prevented us from conducting an in-depth exploration of 

relationship between different variables, such as sex, age, marital status, 

educational background, income, duration of illness and number of admissions 

among them. For instance, all of our participants (100%) are aged over 30 and 

most of them (71%) are working in the sheltered workshop. With limited samples, 

it is impossible for researcher to investigate the characteristics of the strategies 

and recovery themes according to these variables. Because of this sampling 

constraint, research participants in this study have been considered to be a 

homogenous group. In-group comparisons between participants are inapplicable. 

 

Apart from the above constraints, the social desirability bias may limit the 

breadth of data collected and depth of the analysis. In Hong Kong, people with 

mental health problems, particularly those with schizophrenia, are suffering from 

the stigma and isolation in the society. Their subjective experiences of recovery in 

the community setting are not necessarily positive. In this study, most of the 

participants mentioned various negative experiences in their everyday life 

throughout the recovery process. Participants experienced discrimination, 

prejudices, isolation, abandonment and even violence (both verbally and 

physically) are common in their daily encounters among different social settings, 

including their home, school, workplace and neighbourhood. These daily troubles 

and challenges are part of participants’ everyday life in their recovery process. 
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Continuous sufferings and negative experiences in the daily encounters may 

discourage participants to disclose their feelings, beliefs, judgments and 

reflections to the others, particularly issues related to their perception on the 

meaning of recovery and the process. Moreover, under this circumstance, 

participants may probably give socially acceptable answers to researcher when 

they were asked during the interview. Because of the above reasons and the 

unique nature of this study, social desirability bias in the data collection process 

are unavoidable and have to be accepted. 

Directions for future research 

Investigation of the subjective experience among people receiving 

private mental health care services 

As mentioned before, in this study, research participants are limited to those 

receiving mental health care services in the public sector. Investigations of the 

personal accounts in understanding the meaning of recovery and the process 

among those receiving private health care services are neglected. In Hong Kong, 

there is a significant difference between the provision of public and private mental 

health care services and practices. These variations are believed to be determining 

factors in shaping the subjective experience throughout the recovery process. For 

instance, the provision of public mental health care services involves the 

collaboration of different bodies and professionals, such as psychiatrists, 

occupational therapists, clinical psychologists, social workers and counsellors. 

Users are able to enjoy comprehensive practices and cares, including medical, 

psychological and social interventions, from public mental health care services. 

However, it would not be the same case of those seeking for mental health 

services in the private sector. Usually, private practices are specialised in dealing 
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with specific aspect of mental health problem. Collaboration or linking with 

different professional is rare in private practice. As a result, comprehensive 

interventions or approaches are uncommon in the provision of private mental 

health care services. In this sense, users receiving private psychiatric services may 

probably be experiencing a very different path of recovery and such experience 

may provide more insights in understanding the meaning of recovery and its 

process. Therefore, the investigation of the subjective experience among people 

receiving private mental health care services can broaden and enhance our 

understanding of the meaning of recovery from another perspective. 

Investigation of the recovery experience of those without receiving 

medical practices and interventions  

 

Recovery has been demonstrated as a unique and complex process without a 

golden rule, deploying medical practices and interventions have been proposed to 

be a critical component in the recovery process. In this study, most of the 

participants understand the importance and benefits of deploying medical 

interventions and practices. They believe and agree that these practices and 

intervention are supportive in promoting recovery throughout the process. Besides, 

participants also reveal that deploying medical practices and interventions 

involves the active reflection of one’s responsibilities as well as assessment of 

recovery progress throughout their decision making process. In other words, 

deploying medical practices and interventions happen in certain condition and 

context. The question is, if recovery is full of possibilities and diversities without 

an universal rule, is it possible for persons with schizophrenia recover from their 

mental health problems without deploying medical interventions and practices? 

Under what circumstances can it be possible? By investigating the recovery 
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experience of those without receiving medical practices and interventions, it may 

open up a new dimension in understanding how one can recovery from mental 

health problems without using medical approaches and expand the imaginations 

and the meanings of recovery in the current discussion. 

Investigation of the role of community in the recovery process 

Community takes up an influential role in the recovery process. Finding in 

this study have proven that community has significance impacts on the progress of 

recovery among people have mental health problems. For people with mental 

health problems, community is a double bind. On one hand, it provides abundant 

resources, such as community provides housing and residential facilities, medical 

and health care services, entertainments and recreation facilities, employment, 

educational opportunities and social networks, for supporting the basic needs of 

their daily living as well as offering resources for recovery. Comparing to 

institutional care, community is undoubtedly the fertile ground for people with 

mental health problems. It offers the openness and resources which enhance 

recovery. Contradictory, findings in this study also demonstrate that community is 

full of risks and dangers. Unpleasant experiences, such as discrimination, 

prejudices, isolation, abandonment and violence, are commonly found in the 

community life. In this sense, as the role of community is highly contextualised in 

the social environment, it can be arbitrary in the recovery process. In order to 

enhance our understandings of the role as well as the pros and cons of community, 

it is necessary to include the investigation of the role of community in future 

studies. 
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Investigation of caregivers and other supportive people’s perception on 

recovery 

This study is an investigation of the subjective experience among people 

with mental health problems in their recovery process. Caregivers and supportive 

others’ perception on recovery are ignored. In order to enhance our understanding 

of the meaning of recovery, further investigation of caregivers and supportive 

others’ perception on recovery should be included in future study. As 

demonstrated in the earlier chapters, findings have revealed that caregivers and 

supportive others play an influential role in promoting recovery. Recovery is a 

social, rather than a purely individual, process. It involves the participation of 

numerous bodies and people, such as friends, neighbours and social workers. 

Following this line of thought, caregivers and supportive others’ participation and 

their perception on recovery would have significant impacts in process. Besides, 

recovery is a subjective concept based on one’s social context, life experiences 

and other social determinants. The meaning of recovery perceived by caregivers 

and supportive others may different from those with mental health problems. 

These differences and similarities in understanding the meaning of recovery 

determine one’s beliefs, attitudes, behaviours and actions. Therefore, the 

investigation of caregivers and supportive others’ perceptions on recovery would 

enhance our understandings of the meaning of recovery. 

 

 

 

  



259 
 

Appendix I 

 
Interview Guild 

 

訪問大綱 

 
 
第一部份 (有關復元歷程中的問題，先了解個案的過去和病歷。) 

1. 可否簡單記述一下你由病發到復元的歷程是怎樣的？ 

1.1 病發 

1.2 診斷 (有沒有否認？) 

1.3 治療 

1.4 復元 

 
2. 在復元的歷程中，有那幾件重要的事件至令對你印象難忘？ (慢慢再追

問細節) 

2.1 可否仔細談一下你對以上每一件的來龍去脈？ 

2.2 當時在你身邊的人對這件事又有何反應？ 

2.3 在以上提及的每件的重要事件，你當時有何時法？ 

2.4 在這件重要事件中，你又當當有何感受？ 

 
3. 你覺得這些重要事件分別對你的復元歷程有甚麼影響？ 

3.1 你覺得這些事件對你產生甚麼正面影響？ 

3.2 你覺得這些事件對你產生甚麼負面影響？ 

 
4. 經歷了這些重要事件，有沒有改變你對復元的看法？ 

 
第二部份 

1. 你在那個時候開始覺得自己已經康復？這個過程是怎樣的？ 

 
2. 是誰認為你已經康復的？ 

 
3. 康復後，你有甚麼感覺？ 

 
4. 你認為康復是甚麼意思？ 

a. 在你的經驗之中，精神病的康復跟其他疾病的康復有甚麼不同？ 

b. 你覺得怎樣才算是康復？ 

 
5. 可否詳細談一下你的康復經驗是怎樣的？ 

 
6. 你覺得康復的過程中上有那些困難？最大的困難又是甚麼？ 

 
7. 你覺得那些東西幫助你康復？ 
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第三部份 (這部份的問題主要探索個案對復元概念的理解) 

1. 你覺得復元應該包括甚麼要素？當中那些你覺得最重要？ 

 
2. 你覺得在復元的過程當中，那些人最能夠幫助你復元？ 

2.1 他們如何幫助你復元？ 

 
3. 你覺得在復元的過程當中，那些事最能夠幫助你復元？ 

3.1 這些事如何幫助你復元？ 

 
4. 在復元的過程中，那些人打擊你的復元？ 

 
5. 在復元的過程中，那些事打擊你的復元？ 

 
6. 除了以上提及的人和事之外，你認為還有那些要素可以幫助你復元？ 又

有那些要素會打擊你復元？ 

6.1  你又認為當中那個要素最能夠幫助你復元呢？ 

6.2  你又認為當中那個要素最會打擊你復元？ 

 
7. 你可否形容一下復元是怎樣的一回事？ 

7.1 有沒有終結的？ 

7.2 或是一個過程？它是個怎樣的過程？ 

 
你認為這些元素應該包括在復元的概念裡面嗎？ 可否解釋一下你的看法。 
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Appendix II 

 

Consent Form 

 

接受訪問同意書 

 
本人正在撰寫一篇有關精神病康復者在復康歷程中所遇到的難題和幫助的論

文，期望從中尋找出香港精神病復康服務在將來發展的可能性。在此，我們

非常幸運得到閣下答應參與是次深入訪談。 

 
在開始訪問之前，煩請閣下先注意以下事項： 

1. 是次訪談屬自願性質，閣下並不會因為抗絕參與或中途退出而受到處

罰。 

2. 閣下提供的資料僅作學術研究之用，不會用作其用途。 

3. 為了確保研究質素，減少記錄上的錯誤，訪問過程中我們會以錄音機記

錄訪談中所有對話。 

4. 訪談內容只涉及閣下在復康過程中的各種經驗，而不涉其他話題，閣下

無須提供是次研究題目以外的資料。訪問歷時約為 1.5 至 2 小時。 

5. 如閣下不欲回答訪問當中的問題，可以拒絕作答，亦可隨時中止訪問。 

6. 閣下提供的資料絕對保密，除本人可以翻閱資料外，資料不會向外/第三

者披露或公開。 

7. 閣下提供的資料將於是次研究結束後立即銷毀。 

8. 閣下完成訪問後可獲得 20 元麥當勞現金券一張，但中途退出者將不會獲

得。 

9. 如閣下對本問卷或是次訪問有任何疑問，可致電 3411-5110 或電郵至

petrusng@hkbu.edu.hk，向本人的論文指導老師吳日嵐教授查詢或跟

進。 

10. 如閣下認為在訪問過程中得不到上述安排，或認為在參與訪問過程中個

人權益被侵犯，閣下可以去信香港九龍塘香港浸會大學研究院實驗監管

委員會(HASC)收或電郵至 hasc@hkbu.edu.hk 提出跟進。 

 
在此，我們衷心多謝閣下撥冗參與是次深入訪談，亦十分感激閣下為是次研

究提出寶貴意見。我們相信閣下提供的意見和參與，定當能惠澤社群和學術

研究。 

 

如閣下已經確認以上事項，並同意參與是次深入訪談，煩請閣下於下列受訪

人簽署一欄上簽名，一式兩份。 

 

    

 訪問員簽署  受訪人簽署 

    

 日期  日期 

 

  

mailto:hasc@hkbu.edu.hk
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