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e What is recovery? ({2T)
e Current recovery-oriented services (1€ 704 2N BV AR 7%)
 Importance of provider attitudes
(ARFF IR HEBNEENEEH)
e Relations between well-being and recovery
(EANEREETTHER)

e Going beyond people with lived experience to the

society(iE8 %1 A & H)
e Rights to health and well-being for all
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Rediscovery of Recovery

“Mental health recovery is a journey of healing (/27 = i
#Z)and transformation enabling a person with a
mental health problem to live a meaningful life (782
=¥ ZEH74 ) in a community of his or her choice
(#7E) while striving to achieve his or her full
potential (72 57 7278 £ 5B 5E).”

(SAMHSA, 2003)



Movement towards a Recovery-Oriented

Mental Health System
(EEEETARNIFHIER 24)

 Major themes in recovery research

recovery is possible and has been documented for over 30 years
recovery involves more than symptom reduction

recovery involves resumption of valued roles, well-being, self-
esteem, etc.

recovery is a non-linear (REEfRK PRI AL ) and multi-dimensional

(2% [@]) process
recovery is a highly individualized ({& A 1E) process

recovery is dependent upon a fragmented, distracted and often
unavailable series of services

(Anthony Cohen Farkas & Gagne 2002)




Differences between Clinical and

Personal Recovery

Clinical Recovery (recovery “from”) Personal Recovery (recovery “in”)

Professional-led(2 & A T F &) Consumer-oriented (AR7E1E & A7)

Focus on the disorder(¥J%) Focus on the person (A)
Objectively defined, Subjectively defined,
invariant across individuals unique and deeply personal

e S (EH, 85)
Recovery as an objective outcome Recovery as a subjective process
(%5 3R) (ZE72)
- symptom management - developing meaning and
- restoration of social and purpose in life
occupational functioning - achieving individual potential

- relapse prevention - reclaiming a p05|t|ve sense of self
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10 Guiding Principles of Recovery (samtsa, 2012)
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RECOVERY-ORIENTED SERVICES
(Bc /A ART)




Recovery-oriented services

“All services for those with a mental disorder

should be consumer oriented (ART51F.

12 R)

and focused on promoting recovery (1231 7).
That is, the goal of services must not be limited
to symptom reduction but should strive for
restoration of a meaningful and productive life

(BERNEENEFR).”

(U.S. Department of Health and Human Services, 1999, p. 455)




Recovery-oriented services

e Identify and build upon each individual’s assets (& &),
strengths (18%%), and areas of health and competence (£ 5E

EARE 77)

e Support the person in managing his or her condition

 Help one to regain a meaningful, constructive, sense of
membership in the broader community

(Davidson et al., 2005)




Differences between traditional and
recovery-oriented services (siade, 2009

Professional accountability

(FXET)

Scientific (F1E2)
Control oriented (& Hl2&[a])

Deficit based (58 i ERFE)

Provider-driven
(IRFFRHEEE):
service providers as experts,
=== aUthorities, initiators and directors
~ 1 in service planning and delivery

Personal responsibility

(& A E1E)
Humanistic (A X))

Oriented to choice (EZEEq))

Strength based (E{REZR)

Shared decision making
(H[E2EBR:R):
collaboration and partnership
between service providers and gz

service users "?f ._g:z
&u. s :.Ir:h".



Multi-level Transformation within the
System for Recovery-oriented Practice

AR 75 % 4 am A

1)  Vision and persistent leadership (B = F] 5 EREE)
2) Consumer inclusion and involvement (AR5 15 & AV £ E2)
3) Integrate recovery-oriented ideas into clinical practice

(HBETTARNIE SR A BKEE)

4) Provide the right level of service at the right time
(EE BB R HE SRS

5) On-site staff recovery training and support
(LEAEMETIEINASZIE)

6) Hire recovery-oriented people (FERRE T A ANRIA)

7) Outcome driven learning and continued quality improvement

(AR ZEMREBNIFERE S UE)

(Olmos-Gallo, Starks, Lusczakosk| Huff & Mock 2012)




Eight Practice Standards for

Recovery-oriented Services

(Cohen & Galea, 2011; Davidson et al., 2009)

1. Primacy of participation (SEHNEE)

e participation of people in recovery and their significant others
in all aspects and phases of service delivery

2. Promoting access and engagement ({2 B S EH)
e promote access to swift and easy to receive, barrier-free
services

 engage the person, not the diagnosis or disability




Eight Practice Standards for

Recovery-oriented Services

(Cohen & Galea, 2011; Davidson et al., 2009)

3. Ensuring continuity of care (&R IRTEAVE S 14)

e treatment, rehabilitation and support should not be offered

through serial episodes of disconnected care by different
practitioners

e designed as a holistic system of care that ensures continuity of
services by constant healing relationships

4. Employing strength-based assessment

(FRFERE A B2 RVFEE)

 help people in recovery to identify their strengths and
capabilities beyond their symptoms, deficits, or impairment
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Eight Practice Standards for
Recovery-oriented Services

(Cohen & Galea, 2011; Davidson et al., 2009)

5. Offer individualized recovery planning
(3R HEANERETTETE)

* recovery plans need to be person-centered and developed in
full collaboration with people in recovery

6. Functioning as a recovery guide
(TFRETHIES)

e support people in recovery with tools that they can use during
their whole recovery process




Eight Practice Standards for
Recovery-oriented Services

(Cohen & Galea, 2011; Davidson et al., 2009)

7. Conducting community mapping, development, and inclusion
(FEMLERFE - ssEAMELHM)
e community resources and capacities are mapped out to

identify possible places where people in recovery will be
welcome and valued (e.g., peer community navigators)

8. Identifying and addressing barriers to recovery

(WP A E IR £ 18 oI PE )
* equip people in recovery with the knowledge and skills
needed to locate the barriers to recovery, both in the mental
health care system and within the community




“Don’t let procedure get in the way of humanity”

(Rethink, 2010)




STRENGTH-BASED APPROACH
(EREAERZAEI)
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Differences between Deficit-based and
Strength-based Approach

Focus on the weaknesses, Focus on the multiple capacities,

problems, dysfunctions, and resiliencies, talents, coping

pathologies of individuals abilities, and inherent worth of
individuals

what is “wrong” with people What remains “right” with people

Allow individuals to see their Allow individuals to view

deficiencies and limitations opportunities, capacities, and

hopes for growth and change

e — .
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Implications of Strength-based Approach on
Service Delivery

“The failure of an individual to display competencies or
strengths is not necessarily attributed to deficits within the
person, but may rather, be due to the failure of service
system or broader community (HRIEZ AL HIFT B HITAK) to
adequately elicit information in this area or to create the
opportunities and support ( BIZE 1% Z % #5) needed for
these strengths to be displayed (E #7518 28)”

(Davidson et al., 2009, pp. 105-106)




Implementing Strength-based Assessment

* Acknowledge that people in recovery are the experts on their
own recovery (EC @B CMEITEXR)

* Involve in-depth discussion of personal strengths
MEPNEE TSR ED)
— ask people what has worked for them in the past and
incorporate these ideas in the recovery plan

e Consider the strengths and resources within people in
recovery’s family, social network, service system, and

community (BERXEE - fLEH4%E - IRFERFNLEFRY

1§%§l'$[|:,-§5)§) (Davidson et al., 2009)




Implementing strength-based assessment

* Interpret perceived deficits and limitations within a “strength
and resilience” framework ({82 /0B 3 JTRVAEZSR)
(Davidson et al., 2009)

e Aware of the language used (B2 =)

— employ empowering and person-first language
— avoid the eliciting of pity or sympathy

— never use stigmatizing and objectifying language
(e.g., “case”, “schizophrenic”)




PERSON-CENTERED CARE PLANNING (PCCP)
UABARREANETTETE]




Person-centered Care Planning

 Collaborative process between clients and service providers (AR

3R AR HE 2B IELRZ) in the development and
implementation of individualized service plans (1& A1E
A7 5T El) that:

— are congruent with clients’ needs, preferences, experiences and
background

— build on clients’ strengths rather than weaknesses in the process

— enable clients in achieving their unique, personal goals along the journey
of recovery

(Tondora, Miller, & Davidson, 2012)




1)
2)
3)

4)

5)

Basic Components of PCCP

Primary direction in the planning process coming from the individual
(J//(?E;DA__ I 3 L)

Involvement of significant others and reliance on personal
relationships as the primary source of support (AFREE%)

Focus on capacities and assets ((EE 8t JJME &) rather than on
limitations and deficits

Emphasis on promoting access to integrated community settings (£
ARV fL [&@IRIR) rather than settings designed for people with
disabilities

Acceptance of uncertainty, setbacks, and disagreements

(S AEEME ~ #ITF 77 ) as natural elements in the

path to self-determination

(Borg, Karlsson, Tondora, & Davidson, 2009; O’Brien, & Lovett, 1992)




Implementing PCCP

Discussion of goals (55 & A B 1Z

 Engage people in recovery in discussing and identifying the
things that are important to them and what they want out of
the life

— clinical treatment goals

— personal goal for employment, education, and social life

e Discuss with people in recovery about the ways to pursue their
goals

 Ensure that their goals are used as the basis for the person-
centered care plan




Implementing PCCP

Development of care plan (5l ERF 5T El)

Diverse, flexible range of resources are available so that people
in recovery can choose support that will best assist their
recovery (Davidson et al., 2009)

Shared decision-making on individual treatment and services

Lay down the plan with specific procedures and clear timelines




Implementing PCCP

Regular review (& 218 57)

e Review the care plan on regular basis as the goals and needs
of people in recovery vary over time

e Evaluate whether people in recovery are following and
improving progressively with the plan

e Update the procedures and plan if needed




WELLNESS RECOVERY ACTION PLANNING (WRAP)
BiovEETEIETEl




WRAP (Copeland 2002)

e Most widely disseminated consumer- led |IIness self-
management (ARFFFERAZEEN B RIEREIE)

recovery program

(1) identification of personalized wellness tools from which one
can draw upon in daily life

(2) creating a “daily maintenance activities” list that helps one to
stay emotionally and physically healthy

(3) recognition of “triggers” to prevent crisis

(4) addressing the “early warning signs”

(5) development of their own action plan when things are not
going well

(6) crisis plan
(7) post-crisis plan




Evidence of WRAP in the USA

e Effective in enhancing

self-advocacy (§ ?‘Z'fgﬁ) (Cook, Floyd, Copeland, Hudson, Hamilton, Macfarlane, Jonikas, Grey, &
Razzano, 2009; Jonikas, Grey, Copeland, Razzano, Hamilton, Floyd, Hudson, & Cook, 2011)

hope (?FE ) Cook et al., 2009; Cook, Copeland, Corey, Buffington, Jonikas, Curtis, Grey, & Nichols,
2010; Starnino, Mariscal, Holter, Davidson, Cook, Fukui, & Rapp, 2010; Fukui, Starnino, Susana, Davidson,
Cook, Rapp, & Gowdy, 2011)

recovery (?gﬁ) (Cook et al., 2009; Starnino et al., 2010) and physical health (Cook et al., 2009)
(BES2FR)

reducing psychiatric symptoms (J3 ESAEAR) (Fukui et al., 2011)

no significant change in social support (Cook et al., 2009)

significant increase in the awareness of early warning signs, symptom triggers, use
of wellness tools, having a plan for crisis, symptom management, social support
system, and increased responsibility to ones’ own wellness (Cook et al., 2010)

e First RCT showed

Improvement in hope (?ﬁ ) (Cook, Copeland, Jonikas, Hamilton, Razzano, Grey, Floyd, Hudson,
Macfarland, Carter, & Boyd, 2012a), recovery (18 7TG) (Cook et al., 2012b), quality of life (455
B 2) (Cook et al., 2012a), reductlon in symptoms (/JTZE“‘rHK) (Cook et al,, 2012a; Cook,
gy " -. B b "i,a_ ;




PEER SUPPORT SERVICES (PSS)
AREE SZ1E AR %5




Peer Support Services

 Peer support workers (ABZEEZIE T E8)

— people who have personal experience of mental health problems are
employed as service providers in the mental health system
(Gates & Akabas, 2007)

— work within clinical and rehabilitative settings (e.g., hospitals and
community mental health centers) as part of the services team within
the regular organizational structure

e Use their own knowledge and lived experience to support
other persons in recovery, so as to complement professional

services (Bradstreet, 2006)

 Having peer support services alone does NOT make a service
system recovery-oriented




Roles of Peer Support Workers

e Share lived experiences and recovery stories (7 = 48 5K A £
5w AN18 Ju i ZE) to instill hope and role modeling

=

» Demonstrate empathic listening (EEEIZ1E 75 A THIE )

 Enable peers to make independent choices and work on the
objectives of their recovery plan ({TE LB IIVEIE R EIIE
ToaET 2l B 1R)

* Provide socio-emotional support, frequently coupled with
instrumental support (L3215 4 2 18)

(Solomon, 2004)




Personal Stories €0

 Reclaim one’s identity (E BB & A & 17)
 Reconstruct one’s experience (2 2 & A £ 5%)
e Instill hope ((E#FH E)

* Set role models (FZ17151x)

. Promote self-care and responsibility

({EEBRIBEMET)

e Connect people (ZEE A A)




Story Telling fLZLAY 55

e In written form (E2FT)

Recovery

B EEEEE

 Through pamtmgs (,\\%
Bobby Baker’s diary drawings of her journey through mental

illness (http://www.youtube.com/watch?v=ZQjHeXCXpug)



http://www.theguardian.com/society/interactive/2009/mar/18/bobby-baker-wellcome-collection
http://www.theguardian.com/society/interactive/2009/mar/18/bobby-baker-wellcome-collection
http://www.youtube.com/watch?v=ZQjHeXCXpug

Benefits of PSS for Service Recipients

AREE ST IR AR FE AV M &=

Personal aspect ({& A 75 H):

1. Reduce self-stigma (JBl”)* B F)572) (Ochocka, Nelson, Janzen,
and Trainor, 2006)

2. Increase sense of hope (I2J01Z EE) (Davidson et al., 2006)

3. Enhance self-esteem and empowerment (158 B & X[
3%1%) (Corrigan, 2006)

4. Improve quality of life (12 &2 G & ) (Davidson et al., 1999)




Benefits of PSS for Service Recipients

AREE SZIE RIS RV =

Social aspect (f132 77 H):

1. Enhance interpersonal skills (3& 58 A BRAZEBE /) (Forchuk,
Martin, Chan, & Jensen, 2005)

2. Improve social functioning (f& &L 32 LIEE) (Kurtz, 1990)

3. Promote social integration ({E L= B4 (Ochocka et al, 2006)

— enlarge social networks

— reduce social isolation

. CO]‘l Jmttw)@

T shabilsky




Clinical aspect (R K75 H):
1.

Benefits of PSS for Service Recipients

AREE SZIE RIS RV =

Stabilize participation in treatment 2 &, BB IZAI S
(Sells et al., 2006)

— build trust and engage people in recovery in the process
of active participation (Repper & Carter, 2011)

Symptom reduction JB EEE AR (Davidson et al., 1999)

Lower rates of re-hospitalization J&{E B FE B ZR (Forchuk et. al,
2005)




Benefits of PSS for Peer Support Workers
AiEZ E RIS =

e Develop new knowledge and skills (F 2% TRV RN = AN T2 BE )
« Enhance confidence and self-esteem (2B EMEE )
 Foster empowerment ({& & 7% 1)

Y —

* Promote own recovery (12 =& AEIT)

(Salzer & Shear, 2002)




IMPORTANCE OF PROVIDER ATTITUDES
RIS HERENERZ G




Mindset and Attitudes of Providers
Al 75 1= L & A9/ BE B2 RE

* For a system to be successfully transformed to be
recovery-oriented, changing the services are not
enough

e Providers must have a recovery-oriented mindset (1€
ToAZNEN B 4E) and treat each person in recovery
with respect and dignity (MAB &M & B ¥ 15F) that
s/he is entitled to as a human being, just like
everyone else




Provider Stigma and Recovery

AR5 IR B EIT A LTS

Participants:

374 people in recovery of mental illness (50.1%
male) with a mean age of 43.47 years old (SD =
12.76)

 The majority (42.8%, n = 160) was diagnosed with
mood disorders, followed by substance abuse
(33.2%, n = 124) and psychotic disorders (24.1%, n =
90)

* They had a mean duration of mental illness of 7.19
years (SD =7.76)

Method:




Discrimination experienced by People in

Recovery {8 70 A - I R By 25 B

The greatest source of stigma was from healthcare professionals

Have you been discriminated by Disagree | No comment Agree

the following individuals? Mean (SD) = - =
A7 B BB R A+ AR | RERR | RR
Teachers #Ef (n=235) 3.13 (1.24) 37.0% 22.6% 40.4%
Colleagues [EZ (n=295) 3.17 (1.34) = 40.3% 12.2% 47.5%
Employers E=E (n=294) 3.20 (1.33) 38.8% 12.6% 48.6%
Police 22 (n=296) 3.28(1.38) | 35.5% 14.2% 50.3%
Healthcare professionals 59 (1.44) 26.5% 8.9% 64.6%
HEEE AE(n=336) ' : ' ' :

Note: The scale was rated on a 5-point scale from 1 (strongly disagree) to 5 (strongly agree), with the
additional option of not applicable.




Professional Stigma and its relationship with Self-
stigma, Personal Recovery and Clinical Recovery

Self-stigrh

SE AR
29**
Professional Ly Personal
Stigma Recovery
= A 510555 B ST
-.32%%*

Clinical
Recovery

B R ER 18

Notes: ** p < 0.01, n = 345

g -\
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Recovery Orientation of Mental Health Services and its
relationship with Self-stigma, Personal Recovery and
Clinical Recovery

Self-stigrh

B#5

Recovery
orientation of
services

Personal
Recovery

@ AETT

Clinical
Recovery

B R ER 18

Notes: * p < 0.05, ** p <0.01, n = 345




RECOVERY AND WELL-BEING
BrHEz ANERE




Well-Being

Mental health is defined as “not just the absence of mental
disorder”, but “a state of well-being in which individual
realizes his or her own abilities, can cope with normal stresses
of life, can work productively and fruitfully, and is able to
make a contribution to his or her community ” (WHO, 2001).

BHREEER T FESLABHR, A TEAMER
RERE  BERMBIECMEY - AERE— M E R
7 - BEAREN BRI TIE - INAEE RHE B0
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Dimensions of Well-Being

e Emotional well-being (15 %& (& 5E)

— Positive feelings of happiness and contentment
(IE@BIBEE - BKERmEIR - mE)

e Psychological well-being (/[ 321 FE)

— Actualizing one’s potential and contributory to society
(FEXUBEBEIERE - BERMLE)
* Social well-being ({321 FE)

— Feeling connected with meaningful social networks
(AZEEEEARRNARM B AEEER)




HIGH MENTAL HEALTH

\I\,(all.-tJME!ir‘gg is; Flourishing &
n ot t h e Mental lliness ourishing

Moderat Moderat
absence of e et el
Mental lliness LOW

MENTAL

HIGH
ILLNESS

mental illness  menm
(LEREEAZ Mental lndss
REBIE ?Eliil_ﬁ)

Languishing

(mn

LOW MENTAL HEALTH

Nwo continua model © <




22 World Health .
)Y Organization WeII-Belng

“Mental health and well-being (158§ B A2 FR)
are fundamental to our collective and individual ability
as humans to think, emote, interact with each other,
earn a living and enjoy life.

On this basis, the promotion, protection and restoration of mental
health can be regarded as a vital concern of individuals, communities

and societies (B ~ fL@F*L ZHIFEE ) throughout the world.”
(WHO, 2014)




Recovery and Well-Being

Participants

e 64 people in recovery of mental illness (53.1% male)
with a mean age of 31.61 years old (SD = 11.28)

e They were all diagnosed with schizophrenia
spectrum disorders with a mean duration of 2.45

years (SD = 1.77)
Methods:

e Semi-structured interview, role functioning
assessment, and questionnaire




Clinical, Functional and Personal
Recovery on Well-being

Block 1: Clinical Recovery (B R EE1E)
- Positive symptoms of psychosis
- Negative symptoms of psychosis *

Well-being

Block 2: Functional Recovery (Iﬂﬁﬁ)ﬁ?g)
- Social and occupational functioning

EWANE 35S

Block 3: Personal Recovery (Al AfE7T) *
- Recovery orientation of the
personal narrative

Adjusted R?: 12%

Note: * p <0.05, n =64




BEYOND INDIVIDUAL LEVEL APPROACHES
ElEARR




Melbourne Charter (2008)

“Mental health and well-being are determined
by multiple and interacting social,
environmental, psychological and biological

factors (AZEHEEEFENTE  IR1E « OIERA

IBKIZXFIRAE), just as health and illness in
general are determined .”




Ecological Model
of Well-Being
(E/u\/ ﬁiﬂnﬂﬂ)

Identify protective
and risk factors for
cultivating positive
well-being in the
community

Community-based
approaches

(?j: nm

Ex‘osysiem

The individual
Sex
Age
Health
etc. -
Neighborhood
play area o

e

Social welfare service®

X Chronosystem Time
X Patterning of environmental " (sociohistorical 1
events and transitions over the = conditions and time
life course; sociohistorical ~ since life events)
conditions
= ol o w-‘f/
Bronfenbrenner (1979)




Population-based, Community-level Approaches

UAOZRERERNTEEEET

* Intersectoral efforts (15 %R 13 IS 1E) (i.e., education,
housing, mental health services, employment and industry,
transport, arts, sports, urban planning and justice)

* Principles of public participation, engagement, and
empowerment (2 25 B ] 75 )

o Action in everyday contexts (H®EIZIEDITA) (ie.,
schools, workplaces, sports clubs, community-based activities,
government services, and the natural environment beyond the

mental health system)

Z ol NG




RECLAIMING OUR RIGHTS TO HEALTH
ERHMNEREE




The Right to Health {FE# (wHo, 2014)

Availability (O] 15 14)
— functioning public health and health care facilities, goods,
services and programs in sufficient quantity

Accessibility ({5 F3 &)

— non-discrimination, physical accessibility, economic
accessibility (affordability), information accessibility

Acceptability (7a~=t4)

— respectful of medical ethics and culturally appropriate,
sensitive to diversity

e Quality (B =)
scientifically and medically appropriae -

Z ol NG
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“In relation to health, a rights-based approach means
integrating human rights norms and principles (1 A\ &
FREEANAERRE A ) in the design, implementation,
monitoring, and evaluation of health-related policies

and programmes (EA{& FRHREIRV R AT E).”
(WHO, 2014)




Rights-based Approach to Health
(WHO, 2014)

* Principles of equality and freedom from
discrimination ((F EMAXIZHERBEH)

— human dignity

— attention to the needs and rights of vulnerable groups,

— health systems are made accessible to all

« Empowering stakeholders (B350 & 7T #) in the
participation of decision-making processes and
access to accountability mechanisms




Mental Health and Social Action

* Not just focus on individual-level, disease-focused
models
(AREEFREAER - ERHSENEI)
 Equally emphasize oppressive social forces that
thwart wellness and growth for everyone

(EixEAREENAES =B ERENNE)

* Promotion of social justice and human rights
(BT B ABRIAR) EVERY

— Facilitate self-advocacy of individuals and families -

— Remove systemic barriers that perpetuate injustice ”RE

B """-"".‘.x ! SR ?w




| Recovery |/
NEXT EXIT A ‘

Conclusion

 Recovery is a deeply personal and unique process

— Every individual holds the key to their own transformation and
meaningful change process

* The role as a service provider is to create a supportive
environment to nurture recovery

— Understand with a strength-based perspective, develop service
plans with a person-centered approach, and deliver services with a
personal recovery-orientation

— Listen to and respect what people in recovery have to say

* We are all human beings and are entitled to the same
Ievel of respect and dlgnlty and the rlght to weII bemg

G




“Wellness cannot thrive in conditions of
inequality and injustice.”

(Prilleltensky & Prilleltensky, 2003)
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