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Abstract

Background: The use community psychiatric rehabilitation (CPR) service could facilitate community tenure, autonomy,
and recovery among persons with psychiatric disabilities. Nevertheless, based on existing scientific evidence, the
conformance rate with the treatment recommendations was modest and the existing services are underutilized in
Taiwan.

Aims: This study examined the correlates of CPR service utilization based on the Behavioral Model of Health Service
Utilization. Especially, the effects of enabling factors were explored.

Methods: Five hundred and ninety-two participants from 32 community psychiatric rehabilitation centers in Taiwan
completed the questionnaire. There were three groups of independent variables: predisposing, enabling, and need
factors. Multiple regression analysis with a hierarchical method of entry was performed.

Results: The hypothesized model was significant. Eight independent variables in the model explained 29.3% of the
variances in the service utilization. Three enabling factors were significant after controlling for the effects of other
factors. The most important correlate was professional relationships followed by family support and welfare subsidy.
Conclusions: The findings support that factors associated with CPR service utilization need to be examined separately
from general mental health service. CPR program design and service delivery should consider the three most important
enabling factors and the extent of service utilization could be enhanced.
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Background The literature has shown that psychiatric rehabilitation

L L. . L could bring multiple positive results on outcomes such
Deinstitutionalization policy starting in the 1950s has ¢ recidivism, time spent in the community, employment

brought persons with severe mental illness (PSMI, here- and productivity, skill development, and client satisfac-

inafter called consumers) back into the community. They tion (Spaniol et al., 1994). The use of CPR services is
regain their right to live a normal and meaningful life as

other people do (Anthony et al., 2002; Mechanic, 1989).
To assist consumers to overcome disabilities, commu-
nity psychiatric rehabilitation (CPR) programs have
flourished since the 1970s and 1980s. The components
of CPR frequently cover some elements of residential,
social skills, case management, vocational services, rec-
reational activities, self-development courses, family
counseling and support, educational training, advocacy,
etc. The goal of CPR is to enable consumers to restore
their ability and function for independent living, sociali-
zation, and effective life management. The objective is
that they can live a satlsfylpg life in th.e Commumty W.lth Li-yu Song, Graduate Institute of Social Work, National Chengchi
the least amount of ongoing professional intervention University, No. 64, Sec. 2, Zhinan Road, Wenshan District, Taipei
(Anthony et al., 2002; Corrigan et al., 2008; Hughes 11605.

& Weinstein, 2000; Killaspy, 2014; Rdssler, 2006). Email: liyusong@nccu.edu.tw

associated with longer community tenure and greater
autonomy (Killaspy, 2014), and has a positive impact on
consumer recovery (Song, 2017; Killaspy, 2014).

Given the importance of rehabilitation service, it is
expected by policy makers and professionals that the con-
sumers should use these services. Nevertheless, the capac-
ity of CPR may not be sufficient to meet the normative
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needs defined by the professionals (Spaniol et al., 1994).
One the other hand, CPR is not necessarily valued and uti-
lized by consumers and caregivers. Thus, the existent
resources are often underutilized. Rdossler (2006) men-
tioned that existing scientific evidence on the conformance
rate with the treatment recommendations was modest and
generally below 50%.

In Taiwan, since 1980s the mental health policy has
focused on increasing both the hospital beds for acute and
long-term psychiatric treatment and the capacity for com-
munity rehabilitation to meet the estimated service needs.
The Ministry of Health launched the CPR policy and ser-
vices in the 1985. The defined CPR services by our gov-
ernment include half-way house, sheltered workshop,
community rehabilitation center, and home care (Song,
1998). Up to date, the hospital beds have met the estimated
goal; nevertheless, the rehabilitation capacity is still below
the estimated needs. For example, according to the statis-
tics of the Ministry of Health and Welfare (2018), there
were an estimated 63,727 consumers (about 70% of the
PSMI population) living with their families, and yet all the
rehabilitation facilities could serve only 9,449 consumers.
As regards underutilization, from 2016 to 2019, the rate of
CPR service utilization ranged from 67.77% to 72.76% of
the existing service capacity (Ministry of Health and
Welfare, 2020). This revealed that some consumers with
rehabilitation needs have not used the service. The ques-
tion asked is: what factors are associated with CPR service
utilization? This study explores the important correlates of
this type of utilization. The knowledge will shed light on
case recruiting and facilitate service delivery.

In this study, the investigator adopted the Behavioral
Model of Health Service Utilization (Andersen, 1995,
2013) as the theoretical framework. The model is the most
frequently employed framework for identifying factors
associated with health service use (Fleury et al., 2012;
Roberts, 2018). This model classifies predictors of service
utilization into the following categories: predisposing,
enabling, and needs-related factors. Predisposing factors
are individual characteristics that exist before the illness
and include demographic factors, social structure, and
health belief. Enabling factors refer to various features that
influence care delivery and attitudes toward care. They
also encompass variables such as income, social support,
and availability of care. Finally, needs-related factors
include physical and mental health assessment by patients
and professionals. For example, illness, symptom severity,
perceived needs, and impairment (Andersen, 1995; Fleury
etal., 2012).

The Behavioral Model has been applied in mental
health service utilization as well. Roberts (2018) reviewed
52 studies on factors associated with any contact of formal
mental health services (including private, public, general-
ist, and specialist) for common mental disorders among
the adult population. This review found that need factors

(i.e. evaluate health status, duration or chronicity of symp-
tom, disability or functioning, comorbid mental disorders,
and panic symptoms) were most consistently associated
with service utilization. There was inconsistent evidence
in terms of the association with predisposing factors, that
is, specifically demographic factors. However, there was
evidence linking an increased likelihood of service use by
females, Caucasian ethnicity, higher education levels, and
being unmarried. Moreover, there was little evidence to
support the association with enabling factors and service
utilization. Inconsistent evidence was found for the corre-
lations between unemployment or having health insurance
and the use of services. The results also showed that there
was a lack of research from low- and middle-income coun-
tries (Roberts, 2018). Thus, this study focused on the
Taiwanese population to fill this gap.

The studies reviewed by Roberts (2018) referred to
broad range of different mental health services. Up to date,
there is a lack of study specifically focusing on the factors
associated with CPR service utilization. Given the impor-
tance of CPR service for consumer community life, this
study addresses this gap. Moreover, the investigator exam-
ined the effects of more enabling factors by including
informal and formal social support variables. Another spe-
cial feature of this study is that the investigator explored
the association between CPR service use and a psychologi-
cal variable, that is, resilience, as von Lengerke et al.
(2013) pointed out that psychological factors (in addition
to social factors) might contribute to inequitable access.
Finally, previous studies have focused on examining the
correlates of a dichotomous dependent variable (use vs.
nonuse). Whereas the dependent variable (DV) in this
study was the extent (volume) of service use, which would
capture a larger portion of variances and enhance the accu-
racy of correlation estimation. Figure 1 depicts the model
tested.

Methods

A cross-sectional survey was conducted to collect data
from consumers in community psychiatric rehabilitation
centers. This study has been approved by the Institutional
Review Board of the National Chengchi University in
Taiwan for quality and research ethics.

Participants

Participants were recruited from community psychiatric
rehabilitation centers in Taiwan. Criteria for the selection
of participants were as follows: (1) consumers must have a
severe mental illness (SMI) other than substance abuse,
personality disorder, or dementia due to any cause; (2)
consumers must have been hospitalized at least once since
the onset of mental illness to further ensure they did have
an SMI, and (3) consumers must have used the services at
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Figure |. Theoretical framework of rehabilitation service
utilization.

the center for at least 3 months. In Taiwan, the users of the
rehabilitation services must be referred by the City or
County Bureau of Health and must have a diagnosis of
mental illness made by a psychiatrist.

The community rehabilitation center in Taiwan is a
facility that is similar to day treatment in the United States.
The center provides case management services, social and
recreation activities, occupational therapy, vocational
training, and sheltered workshops. There are two types of
community rehabilitation centers: a small nonprofit organ-
ization or an association and a center in a hospital. The
former tends to be smaller in terms of service capacity,
more flexible and autonomous in operation, and less med-
ically-oriented. This study focused on the former as a con-
trol of the contextual factor. Based on the information
provided by the Ministry of Health and Welfare, there
were 70 rehabilitation centers in Taiwan in 2015, and 44 of
them were run by a small nonprofit organization or an
association.

The investigator sent a formal invitation letter to each
center. Afterward, follow-up calls were made by research
assistants. The director of each center then asked the work-
ers and consumers opinions concerning their willingness
to participate. Of 44 centers, 32 agreed to collaborate with
the investigators. Of the 1,143 consumers among the 32
centers, 732 (64.04%) expressed a willingness to partici-
pate. Self-administered questionnaires were mailed to the

centers with follow-up calls to answer any questions. The
staff at the centers handed out the questionnaires and
guided the data collection. The questionnaire was anony-
mous to ensure privacy. A total of 632 questionnaires with
signed informed consent (86.34% of 732, 55.3% of 1143)
were returned. The majority of the participants completed
the questionnaire by themselves, with few completing it
with the help of the workers. Forty questionnaires were
excluded due to missing data or response patterns (select-
ing the same answer across the items), leaving 592 usable
questionnaires. Each subject was given a voucher (worth
US $6.30) to a convenience store as payment.

Measures

The investigator designed a questionnaire to measure the
variables in the theoretical framework and other variables
to depict the characteristics of participants, including a
history of employment (ever employed), history of hospi-
talization (number and length of hospitalization over
past 2years), and on medication over the past 6 months
(yes/no), etc. (Table 1). The questionnaire was pretested
on 10 consumers and minor modifications were made.

Dependent variable. The extent of rehabilitation service
utilization was measured by asking the participants: cur-
rently how often you used the services provided by this
center? Eight items were included: independent living and
self-care training, interpersonal and social skills training,
daily life arrangement and community life rehabilitation,
physical activities, symptom management training, occu-
pational therapy, sheltered workshops, and vocational
training. The types of services were designed by the inves-
tigator and reviewed by the directors of two rehabilitation
centers. Each item was measured on a four-point scale: no
(0), seldom (1), sometimes (2), and often (3). The internal
consistency in this study (alpha=.84) was satisfactory. The
summation score of the eight items was used in the
analyses.

Predisposing factors. Five sociodemographic variables (sex,
education, marital status, age, and living status) were
included as the predisposing factors (Table 1).

Enabling factors. ‘Resilience’ was measured by the Brief
Resilience Scale (BRS) (Smith et al., 2008). The scale is a
reliable means of assessing resilience as the ability to
bounce back or recover from stress. It has six items with
five response categories ranging from strongly disagree
(1) to strongly agree (5). The BRS was tested on four sam-
ples, consisting of undergraduate students, cardiac recha-
bilitation patients, and women who either had fibromyalgia
or were healthy controls (Smith et al., 2008). The data
resulted in good internal consistency, with Cronbach’s
alphas ranging from .80 to .91. The construct validity and
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Table I. Descriptive statistics of the variables in this study (N=592).

Statistics variables Mean (SD) or N (%) Statistics variables Mean (SD) or N (%)
Dependent variable Need factors
Extent of rehabilitation 17.31 (4.72) Diagnosis
service? Schizophrenia 442 (74.7)
Affective disorder® 108 (18.2)
Predisposing factors Other 42 (7.1)
Age (years) 41.15 (9.87) Length of illness (years) 17.60 (8.99)
Sex Symptoms 16.33 (4.12)
Male 297 (50.6)
Female 290 (49.4) # of hospitalizations since onset 401 (4.74)
Marital status Other medical disease
Not married 446 (75.7) Yes 211 (37.6)
Married or cohabitated 44 (7.5) No 350 (62.4)
Divorced 75 (12.7)
Separated 13 (2.2) Other variables
Widower Il (1.9) Intimate partner
Yes 115 (20.2)
Education No 455 (79.8)
Elementary school 25 (4.2)
Junior high 115 (19.5) Ever employed
Yes 392 (66.2)
High school 303 (51.3) No 200 (33.8)
College or above 148 (25.0) Region
North 169 (28.5)
Live with Central 185 (31.3)
Family members or relatives 421 (71.1)
Halfway house 124 (20.0) South 137 (23.1)
Alone 47 (7.9) East 101 (17.1)
Religion
No 138 (23.4)
Enabling factors Buddhism 165 (27.9)
Resilience 18.51 (3.60) Taoism 70 (11.8)
Social support 19.58 (6.96) Folk belief 45 (7.6)
Family support 9.03 (4.27) |-Kuan Tao 23 (3.9)
Intimate partner support Protestant 93 (15.7)
Very inadequate 10 (9.0)
Inadequate 13 (11.7) Catholic 18 (3.0)
Fair 40 (36.0) Muslim 1 (0.2)
Adequate 31 (27.9) Other 38 (6.4)
Very adequate 17 (15.3) Length of hospitalization past 1.77 (4.23)
2years (by months)
Professional support On medication the past 6 months
Very inadequate 16 (2.7)
Inadequate 43 (7.3) Yes 573 (97.1)
Fair 189 (32.0) No 17 (2.9)
Adequate 223 (37.8)
Very adequate 119 (20.2)
Professional relationship 74.39 (12.25)
Welfare subsidy 1.96 (1.30)

2Each item was measured on a four-point scale: no (0), seldom (1), sometimes (2), and often (3).
®In this study, affective disorder covered the following diagnosis: depression, mania, and bipolar disorder.

test-retest reliability are also sound, 0.69 for 1 month, and ‘Social support’ was measured using the adapted
0.62 for 3months. In this study, the Cronbach’s alpha of  Interpersonal Support Evaluation List (ISL, Cohen et al.,
BRS was acceptable (.60) given the six-item scale.! 1985) by Biegel et al. (1994), which is a 16-item scale
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including four response categories and range from abso-
lutely true (0) to absolutely wrong (3). A lower score indi-
cates greater support. The internal consistency was good
(0.83-0.85). In this study, Cronbach’s alpha was .75.

‘Family support’ was measured by six items about the
extent of instrumental or tangible support (e.g. aiding on
work, lending money, etc.) and emotional support (e.g.
doing things together and chatting) provided by family
members and relatives during the past 6 months (Song
et al., 20006). Each item has the following response catego-
ries: never (0), seldom (1), sometimes (2), and often (3).
The internal consistency was satisfactory (alpha=.81) in
this study.

‘Intimate partner support’ was measured by one item.
The participants were asked to rate whether their partner
had provided them adequate support during the past
6 months when they needed help. The response categories
included: very inadequate (1), inadequate (2), almost ade-
quate (3), adequate (4), and very adequate (5). The same
question was asked to measure professional support.

The Recovery Promoting Relationship Scale (RPRS)
(Russinova et al., 2006) was used to measure professional
relationships. The 24-item instrument provides scores on
the level of a given practitioner's core interpersonal skills
and skills to utilize recovery-promoting strategies as mani-
fested in a specific provider-client relationship. The par-
ticipants were asked to rate each item based on the main
professional who they work with. If they did not have a
main professional, then they rated the items based on all
the professionals they interacted with at the psychiatric
rehabilitation program. The scale has demonstrated a high
level of internal consistency (0.98), good test-retest relia-
bility (0.72), acceptable concurrent criterion, and known
group validity. It is a four-point scale with response cate-
gories ranging from strongly disagree (1) to strongly agree
(4). The internal consistency in this study was 0.97.

‘Welfare subsidy’ was measured by asking whether they
had received any of the following five types of benefits
over the past 6 months: medical subsidy, income subsidy,
work-related welfare, insurance subsidy, and educational
subsidy. The number of benefits the participants used or
received was treated as the score for this variable.

Need factors. Five illness variables were used to measure
need factors: Diagnosis (schizophrenia, affective disorder
[depression, mania, and bipolar disorder]|, and other),
length of illness, symptom, hospitalization since onset
(times), and other diseases (yes/no).

‘Symptoms’ were evaluated by the Mental Health
Inventory (MHI-5) (Berwick et al., 1991), which is a six-
point Likert scale with five items assessing the extent of
symptoms (anxiety, depression, and behavioral/emotional
control) and positive affect during the past month. The
response category ranges from never (1) to always (6). As
a screening test, MHI-5 was as good as the MHI-18 and

the General Health Questionnaire (GHQ-30), and better
than the Somatic Symptom Inventory (SSI-28), for detect-
ing most significant DIS disorders, including major
depression, affective disorders, and anxiety disorders. The
summation score was used in the analysis. In this study,
the Cronbach’s alpha of MHI-5 was .56, which was accept-
able given a five-item scale.’

Data analysis

In addition to the descriptive analysis, the following analy-
ses were performed:

Bivariate analyses between each independent variable
(IV) and extent of psychiatric rehabilitation utilization
(DV) were conducted according to the measurement of
each, including ¢-test, ANOVA, and Pearson’s correlation.

Multiple regression analysis was used for testing if the
IVs in the hypothesized model were significantly associ-
ated with and the DV. Also, the relative importance among
the significant factors was determined by comparing the
standardized regression coefficients (Beta). Based on the
conceptual framework of the Behavioral Model and the
analytical practice in the relevant literature, the hierarchi-
cal method of entry was used, with predisposing factors
entered first, followed by enabling factors, and then the
need factors. Dummy variables were created for the IVs
with a nominal or ordinal level of measurement. The par-
ticipants with missing data on any of the variables in the
theoretical framework were excluded from the analyses
(listwise deletion).

Results

Sample characteristics

Table 1 shows the detailed statistics for all the variables in
this study. The predominant diagnosis was schizophrenia
(74.7%), followed by affective disorder (18.2%). The
average age of onset was 23.47 years. Comparing with the
potential range of scores (0—24), the mean (17.31) of the
extent of rehabilitation service use indicates that most par-
ticipants tended to utilize a medium-high level of the ser-
vices. Table 2 depicts the mean rank of each item.

Bivariate analyses

Among the predisposing factors, the association between
sex, education, marital status, age, and living status with
the DV was not significant (p >.05), respectively.
Concerning the associations between the enabling
factors and the DV, higher resilience scores were posi-
tively associated with a greater extent of service use
(r=.156, p=.000). General social support and intimate
partner support was not significant (p > .05). Family sup-
port (r=.374, p=.000), professional support (F'=7.730,
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Table 2. Extent of rehabilitation service utilization.

Item Mean SD
Independent living and self-care training 2.30 0.79
Interpersonal and social skills training 222 0.79
Daily life arrangement and community 2.16 1.83
life rehabilitation

Physical activities 2.12 0.85
Symptom management training 2.36 0.79
Occupational therapy 2.29 0.93
Sheltered workshops 2.00 0.97
Vocational training 1.86 0.98

Note. Each item was measured on a four-point scale: no (0), seldom (1),
sometimes (2), and often (3).

p=.000,12=.050), and professional relationship (r=.401,
p=.000) were significant. Greater family support and pro-
fessional relationship each was positively correlated with
the DV. The post hoc comparisons showed that those who
rated professional support as adequate utilized more ser-
vices than those who rated them inadequate. Those who
rated that they received very adequate professional sup-
port utilized more service than their counterparts, except
those who rated it as adequate. Welfare subsidy (r=.175,
p=.000) had a significant and positive correlation with
CPR service use.

Concerning the effect of need factors, the association
between diagnosis and the DV was not significant. Length
of illness was not significant. Symptom (r=-.156,
p=.000), number of hospitalizations since onset (r=.094,
p=.022), and other disease (r=2.114, p=.035) each was
significantly associated with the DV. The severity of symp-
toms over the past month was associated with lower ser-
vice use. Nevertheless, the number of hospitalizations
since onset, indicating chronicity of mental illness, was
positively associated with rehabilitation service use. Those
who had other medical disease were more likely to use ser-
vice (1=2.114, p=.035).

Multiple regression analysis

In the multiple regression analyses, the investigator
included only the eight variables with significant bivariate
correlation with DV to avoid dropping cases with missing
data. Dummy variables were created for categorical and
ordinal variables to be used in the analysis (Table 3). The
category ‘very adequate’ was used as the reference group
for the ‘professional support’ variable. The selection of the
reference group was based on the results of one-way
ANOVA.

The initial analysis revealed three outliers (standard-
ized residual < —3.0 or =3.0). After the deletion, 551
cases were retained for analysis. No serious multicolline-
arity existed among the I'Vs with the tolerance coefficients
ranging from 0.50 to 0.97. In the first block, five enabling

factors were entered into the equation (Table 3). The vari-
ance explained was 28.7% (R?) (p=.000). In the second
block, three need factors were entered into the equation
and caused an increase of R? by 0.6%, which was not sig-
nificant (p >.05). The eight IVs explained 29.3% of the
variances in the DV. After taking other IVs into account,
the significant Vs were family support, professional rela-
tionship, and welfare subsidy. Based on the Beta, profes-
sional relationship (Beta=.33) was the strongest correlate,
followed by family support (Beta=.23) and welfare
subsidy (Beta=.17). Resilience, professional support,
symptoms, hospitalization since onset, and other disease
were not significant after considering other variables in
the equation.

Discussion

The strongest predictors: Enabling factors

The results showed that among the three types of factors of
CPR service utilization, enabling factors were the strong-
est ones. The findings are quite different from the previous
studies on general mental health service utilization. The
review of previous studies showed that need factors were
most consistently associated with formal mental health
services utilization (Roberts, 2018). Such services are
mainly for psychiatric therapy aiming at reducing symp-
toms. Whereas CPR services focus on skill training and
resource development (Anthony et al., 2002). There are
fundamental differences in the nature of services between
the two. Babitsch et al. (2012) maintained that the context
of the studies reviewed and the characteristics of the study
populations seemed to have a strong impact on the exist-
ence, strength, and direction of these associations. The
findings of this study indicates that factors that impact on
the utilization of CPR service need to be separately exam-
ined from the other mental health service.

Three essential enabling factors: professional
relationship, family support, and welfare
subsidy

Psychiatric rehabilitation is a long-term effort. To regu-
larly participate in the service, it takes strong motivation,
resources, and resolution. During the process of rehabilita-
tion, the participants might encounter both negative and
positive experiences and emotions. In the treatment for
addictive behaviors, the meta-analysis of outcome evalua-
tion studies has concluded that professional relationship is
one of the key factors that can facilitate client change; this
variable alone could explain 30% of variances on client
changes (Miller & Rollnick, 2002). Norcross (2010) also
found that the consumers experience of the professional
relationship is the best predictor of outcome. The nature of
the professional relationship that consumers valued is that
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Table 3. Regression analysis on extent of rehabilitation service utilization (Valid N=551).

(A Model | Model 2
B Beta B Beta
Constant 3.64 5.40
Enabling
Resilience .07 .06 .03 .03
Family support 25 245 25 23k
Professional support
Very inadequate (1) -1.83 -.07 -1.78 -.06
Inadequate (1) -.37 -.02 -.37 -.02
Fair () -4l -.04 -.38 -.04
Adequate (1) =11 -.0l -.14 -.02
Professional relationship .12 33 .12 33K
Welfare subsidy .60 N7k .60 N7
Need
Symptoms -.070 -.06
# of hospitalizations since onset .05 .05
Other disease (I) 22 .02
R%=.287%%* R%=.293%%*

F=27.293 (df=8542)

F=20.339 (df=11,539)
R? change =.006
F change=1.566

*p=.01.*p=.05. **p=.00I.

professionals can convey hope, share power, are available
when needed, are open regarding the diversity in helpful
strategies, and were willing to stretch the boundaries of
what is considered the ‘professional’ role. In this study, the
professional relationship was measured by the Recovery
Promoting Relationship Scale (RPRS) (Russinova et al.,
2006). Practitioner’s level of interpersonal skills and the
skills to utilize recovery-promoting strategies as manifested
in a specific provider-client relationship could contribute
greatly to the extent of CPR service utilization (Russinova
et al., 2006). Thus, CPR workers must be equipped with
such skills and abilities. In this study, further analysis
showed that there were significant differences (F=1.52,
p=.038) on the RPRS scores among the 32 community
rehabilitation centers, which revealed contextual differ-
ences on this matter. Professional relationship could be
enhanced through collective efforts by agencies. This is
especially critical as the elements included in the scale are
align with recovery-oriented services (Slade, 2009).

In Taiwan, since 2018 recovery has been set as the goal
in the official document of evaluation criteria for psychiat-
ric rehabilitation agencies (Ministry of Health and Welfare,
2021). To achieve this goal, the Ministry of Health and
Welfare in Taiwan may need to increase resources specifi-
cally for the training in recovery concept, core interper-
sonal skills, and recovery-promoting competency for the
CPR workers. Additionally, the RPRS could be used as an
indicator of recovery competency for the periodic agency
evaluation. Thus, CPR workers can perform self-check

on their recovery competency periodically. These actions
might help further facilitate better utilization of CRP ser-
vices based on the findings of this study.

Family support was the second most important ena-
bling factor of CPR service utilization. The literature in
psychiatric service has consistently revealed the value of
family support to consumers personal recovery (Chou &
Chronister, 2012; Corrigan & Phelan, 2004; Mancini et al.,
2005; Pernice-Duca, 2010). This study further demon-
strates the necessity of family support to CPR service uti-
lization. In Taiwan, most consumers in the community are
living with their families. Familism is a major characteris-
tic of Chinese culture (Yang, 2001; Yang & Peng, 2005).
Family members are bounded by responsibility and nur-
tured by unfailing family affection and support. Becoming
family members are determined by yuan (4%, meant to be),
and the relationship is forever (Yang, 2001; Yang & Ho,
1988). Family members are supposed to care for each
other and every individual should bring glory to the family
name. Thus, in Taiwan, family caregivers provide continu-
ous support, and yet some might be loaded with stigma and
sorrow as well. The internalization of stigma is key in the
development of negative attitudes toward mental health
treatment (Brown et al., 2010; Wu et al., 2017). Under this
cultural situation, family member perception, knowledge,
and acknowledge of CPR value became essential to miti-
gate internalized stigma. Such knowledge should be
delivered in the psychosocial education program as early
as possible. CPR workers need to develop a trusting



International Journal of Social Psychiatry 00(0)

relationship with the family to communicate the value of
rehabilitation and make family members aware the pro-
gress the consumers made to enhance family support for
CPR. However, a heavy work-load might deter CPR work-
ers to address family issues. According to the law and
regulations for the community psychiatric agencies, with
service users under 50, no social worker is required; with
service users between 50 and 100, a part-time social
worker is required; with service users over 100, at least a
full-time social worker is required (Laws & Regulations
Database of the Republic of China, 2021). In addition, the
social worker’s job obligation is primarily to work with the
consumers. The policy makers could consider to allocate a
specialist in each CRP center to work with family caregiv-
ers. Moreover, it is essential to equip CPR workers with
knowledge and skills in family treatment.

The significance of welfare subsidy supports that
financial situation was an important correlate of mental
health service utilization (Roberts, 2018). Most consum-
ers are facing economic difficulties in Taiwan. According
to the survey on disabled people in 2016, 31.81% of their
income came from government subsidies (Ministry of
Health and Welfare, 2016). Welfare subsidy provided
financial aids that reduced family caregiver burden and
consumers would participate in more services. The data in
this study showed that the most used welfare benefit was
medical subsidy (73.1%), followed by income subsidy
(57.6%), insurance subsidy (34.5%), educational subsidy
(15.5%), and work-related welfare (15.0%). The investi-
gator also asked the participants if they needed the wel-
fare subsidy or service. By comparing the need and actual
use, the percentage of unmet need for each type was as
follows: work-related welfare (n=352, 59.5%), insurance
subsidy (n=319, 53.9%), educational subsidy (=291,
49.2%), income subsidy (n=228, 38.5%), and medical
subsidy (n=154, 26.0%). The Ministry of Health and
Welfare in Taiwan may need to allocate more welfare
resources for consumers to mitigate the gap, especially in
work-related and insurance domains.

Strengths and limitations of this study

The sample size of this study was relatively large, which
made the findings more stable. The factors included
based on the Behavioral Model of Health Service
Utilization was comprehensive, especially the enabling
factors. Despite these strengths, this study was not
exempt from limitations. This study was based on the
data from a cross-sectional survey; therefore, the rela-
tionships between the IVs and the DV refer to correlation
instead of causality. The study results were based on a
nonprobability sample; therefore, the generalizability of
the results could not be ensured. Additionally, although
the IVs in this study could explained a significant amount
of the variance in the DV (R*=.293), future study is
needed to explore additional correlates to increase the
explained variance.

Conclusions

The findings support that the correlates of CPR service
utilization need to be examined separately from general
mental health service. CPR program design and service
delivery should consider the three strongest enabling
factors: professional relationship, family support, and
welfare subsidy. For the Chinese population, family
support is an indispensable resource for the long-term
rehabilitation effort. Chinese are relationally oriented;
therefore professional relationships could be used as an
essential facilitator in CRP. Welfare subsidy would pro-
vide consumers basic financial support. With these three
core factors, comprised of micro, meso, and macro sys-
tems of ecology, the extent of service utilization could
be enhanced.
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Notes

1. Based on Nunnally’s formula (1978), to achieve r= .8, the
number of items needs to be increased to 16 for a six-item
resilience scale.

2. Based on Nunnally’s formula (1978), to achieve r=.8, the
number of items needs to be increased to 16 for the MHI-5
scale. His formula is as follows: K=r, (1—r,)/r, (1-7y).
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