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AbstrAct
Background: Medication non-adherence rates are 
substantial among people with severe mental illness. 
Although many studies have examined factors associated 
with psychiatric medication adherence, few have focused 
on motivation. The present study applied the principles of 
Self-Determination Theory (SDT) to identify the sources 
of motivation for medication adherence among individuals 
with schizophrenia. 

Method: Semi-structured interviews were conducted 
with 10 participants receiving treatment and support in 
a post-hospitalization rehabilitation center (RC) in Israel. 

Results: The findings highlight the significant role of 
the treatment environment in shaping self-regulation 
processes for taking medication. In contrast to 
participants’ previous hospitalization experiences, the RC 
was experienced as more supportive of their psychological 
needs for autonomy, relatedness and competence. The 
participants reported more autonomous regulation such 
that taking medicine was no longer perceived as forced 
upon them, but rather as a necessary, valuable action on 
their part on the way to recovery.

Conclusion: Even in difficult conditions, people with 
schizophrenia can determine whether their environment 
is supportive or non-supportive of their needs. When 
working with people with schizophrenia, needs support, as 
described by SDT, can increase well-being and internalized 
motivation.
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IntroductIon
Adherence to medical treatment is considered essential 
to alleviating symptoms and enhancing the recovery 
processes of people with schizophrenia (1, 2). However, 
research shows that only about 50% of the medication 
prescribed for schizophrenia treatment is actually taken 
(3, 4). Inconsistent adherence to prescribed medication 
regimens is related to poor psychosocial functioning, 
unnecessary changes in medication, and continual re-
hospitalization (5, 6). Nevertheless, there has been a 
limited success in encouraging adherence to medications 
among people with severe mental illnesses (2, 7).

A growing body of research has indicated that factors 
such as side effects, negative attitudes, faulty insights, 
medical inefficacy, and poor therapeutic relationships are 
associated with non-adherence to medical treatment (2, 
8, 9). Several interventions have been attempted to deal 
with the frequent avoidance of medications among people 
with schizophrenia (10-13). These include support-service 
interventions such as counseling, cognitive-behavioral 
therapy (CBT), and motivational interviewing (MI) (14-
16). A recent systematic literature review (16) suggests 
that whereas technological support such as mobile phone 
text message remainders is more beneficial for patients 
with schizophrenia who are committed to medication 
adherence, therapeutic support services are more appro-
priate in cases of lack of motivation and denial of the need 
to take medication. The most effective support service 
interventions were found to be those using a problem-
solving approach to identify specific needs and barriers to 
taking medications and addressing ambivalence toward 
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medical treatment among patients with schizophrenia. 
However, a better understanding of the complexities of 
adherence and non-adherence to prescribed medication 
is still a crucial need (17-19).

 Qualitative research approaches can lead to a deep, 
multilayered understanding of the subjective experi-
ences of taking (or not taking) long-term medication 
in cases of severe mental illness (19-21). For example, 
Roe and colleagues19) ) conducted a qualitative study of 
seven participants self-reporting a psychiatric diagnosis 
and suggested a model to account for the choice not to 
take the prescribed psychiatric medication. The authors 
discussed the context of recovery and emphasized these 
patients’ perceived lack of shared decision making in 
the doctor-patient relationship and concluded that “the 
decision to stop taking medication appeared to be an 
effort to regain what had been robbed from them by the 
medication–their perspective, preference, choice, right for 
self-determination and sense of self ” (19, p. 44). Similar 
results were found in a qualitative study conducted by 
Tranulis and colleagues (22) on adherence to medical 
treatment by individuals with schizophrenia spectrum 
disorders. They reported that patients considered peri-
ods of non-adherence to be normative in the process of 
becoming adherent to antipsychotic medications.

 Lack of motivation has long been known to be a 
major symptom in schizophrenia (23, 24). Amotivation 
and anhedonia, two disabling symptoms of schizophre-
nia, can significantly impact the potential benefits of 
treatment beyond impairment of everyday functions 
(25-27). Amotivation refers to a reduction in motivated 
or goal-directed behavior, whereas anhedonia refers to 
a reduced capacity to experience pleasure. The negative 
symptoms of amotivation as well as anhedonia impact 
nearly every facet of behavior of people with schizo-
phrenia both in their daily activities, as well as in their 
recovery directed behaviors such as learning new skills, 
functioning independently in the community and con-
sistently being engaged in treatment regimens (26, 28, 
29). However, little is known about the nature and the 
mechanisms underlying these symptoms. 

MotIvAtIonAl FrAMework selF-deterMInAtIon 
theory
The current study used an integrative model to explore 
motivation for medication adherence among people with 
schizophrenia. It innovates by aiming to capture the interplay 
between the individual’s subjective needs and the treatment 
environment, as conceptualized in a Self-Determination 

Theory (SDT) (30). SDT is a central theory in the area of 
intrinsic behavioral regulation which has been applied 
extensively to explore motivation in education (31), work 
organizations (32, 33), sports (34), and health care (35-37). 
SDT posits that there are three basic psychological needs – 
the need for autonomy, the need for relatedness, and the need 
for competence – which, when satisfied, enhance intrinsic 
motivation and lead to the autonomous internalization of 
behaviors that were initially extrinsic in origin (30). 

The need for autonomy refers to the need to feel a sense 
of volition and “choicefulness” regarding one’s activities 
and goals that emerges when one’s actions and goals are 
experienced as emanating from one’s authentic self (30). 
The need for relatedness refers to the need to feel closely 
related to and accepted by other people (37). The need for 
competence is the need to be effective in one’s interactions 
with the environment, and to feel that one is capable of 
mastering challenges (37).

SDT defines several key types of perceived motiva-
tion (sources or reasons for intentional action) that can 
be placed along a continuum of autonomy. Based on the 
degree of self-determination that is present, these motives 
are generally classified as autonomous or controlled (30). 
Controlled motivation consists of external regulation and 
introjected regulation, and thus reflects motives that are 
less self-determined in nature. Autonomous motivation is 
comprised of identified and intrinsic motives and is more 
self-determined. 

 Autonomous motivation refers to motivation that is 
perceived as being the most intrinsic and self-determined. 
By contrast, the least autonomous motivation is termed 
external. External behavior is controlled by external 
contingencies involving the threat of punishment or the 
offering of a material reward rather than volition (30, 38). 
These behaviors persist only when the contingencies are 
present, and are associated with poor adjustment and 
ill-being. Introjection is controlled by the desire to avoid 
feeling guilty, ashamed, or unworthy, and to strive for 
highly positive evaluations (by oneself and by others). 
Identified motivation is considered relatively autonomous 
because the person has accepted the value of the activity 
as his or her own. An identified motivation is the result 
of identifying the importance of a behavior in view of 
one’s personal values and goals. This form of motivation 
is accompanied by an experience of choice rather than 
pressure and by proactive coping and well-being (30). 
The most autonomous motivation is termed intrinsic. 
Purely intrinsic motives involve engagement in an activity 
for its own sake. Intrinsic motives are characterized by 
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enthusiasm, spontaneity, excitement, intense concentra-
tion, and joy. 

Research findings are consistent in suggesting that the 
more autonomous the motivation – or the locus of regula-
tion of action – the higher the quality of engagement and 
well-being (30). Research that has applied SDT in medical 
settings has revealed that when medical professionals are 
attuned to their patients’ basic psychological needs they 
can enhance their patients’ motivation for medical treat-
ment and thus the patients’ self-regulation for medical 
care (36). However, it remains unclear whether medical 
professionals can support the psychological needs of people 
with psychiatric illness, especially in acute states, without 
compromising their medical treatment. For example, the 
provision of choice in taking medication and allowing 
people with psychiatric illness to refuse medication is 
highly controversial (39). The need for autonomy tends 
to be overridden in cases of acute crises when patients are 
forced to take medication despite their refusal.

Previous research in the SDT framework has reported 
associations linking medication adherence, autonomy 
support and autonomous self-regulation in relation to 
health care behaviors in cases of asthma (40), diabetes 
(41, 42) and HIV (43). Williams, Freedman and Deci 
(44), for example, reported a significant association 
between sense of competence and adherence to diabetic 
medications. Individuals who perceived their environ-
ment as autonomy supportive expressed higher levels 
of autonomous motivation, which was in turn related 
to their sense of competence and medical treatment 
adherence. Studies have also demonstrated (45, 46) that 
health care providers serve as a major source for fostering 
autonomous motivation in their patients by conveying 
an understanding of their autonomous decisions with 
regard to treatment. 

Several studies have applied SDT in the field of men-
tal illness (45-47). The findings suggest that healthcare 
environments that satisfy the basic psychological needs 
of individuals with psychiatric disorders can increase 
treatment motivation and engagement. Breitborde and 
colleagues (45) investigated the associations between need 
satisfaction and well-being among individuals with first-
phase psychosis. Their result revealed that relatedness was 
the basic psychological need most commonly associated 
with well-being. Although this finding is consistent with 
other studies underscoring the importance of relatedness 
for the well-being of individuals with psychoses, further 
investigation of SDT among individuals with chronic 
mental illnesses is needed. 

objectIves
The purpose of the current study was to identify the 
sources of motivation for maintaining medication 
adherence among people with schizophrenia in a post-
hospitalization rehabilitation center (RC).

Method
In the present study, we used qualitative research meth-
ods to obtain detailed information for a comprehensive 
understanding of motivations for adhering to medical 
treatment among people with schizophrenia. Using semi-
structured interviews, the present study was designed to 
examine how persons with diagnoses of schizophrenia who 
live in a rehabilitation center (RC) perceive their medical 
treatment and their motivations for medication adherence.

PArtIcIPAnts And sIte
The participants in this study were residents in a reha-
bilitation center (RC) located in a mental health center 
in Israel that provides treatment and support for post-
hospitalized individuals with chronic mental illnesses. 
The vision of the RC is that of recovery based on a person-
centered orientation and a multidisciplinary approach 
to the biopsychosocial treatment of people with mental 
illnesses. To provide a recovery-oriented environment, 
the RC staff designs a personal care program for each 
resident that aims to enhance the resident’s capacity for 
self-management and resilience, and to develop skills for 
better functioning in work, leisure, medical treatment, 
and family and community relations. In addition, the RC 
provides physical health interventions and monitors the 
residents’ medical treatment. 

The sample (Table 1) was composed of 10 individu-
als (5 males and 5 females), aged 31-55, whose medi-
cal files indicated a diagnosis of schizophrenia. All the 
participants had been hospitalized at least three times 
before coming to the RC. Their length of stay in the RC 
at the time of the interviews ranged from 5 months to 
3 years. The participants were recruited according to 
criterion sampling (48). The inclusion criteria were: 
(1) individuals who showed interest in participating 
in the study voluntarily; (2) individuals who had been 
diagnosed with schizophrenia and hospitalized at least 
once before coming to the RC; and (3) individuals who 
were able to communicate within the interview setting, 
Hebrew speakers who were not cognitively impaired, and 
who were able to talk about their experiences, feelings 
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and thoughts regarding their motivation to adhere to 
medical treatment. 

dAtA collectIon
Both authors have previous professional experience in 
educational counseling and a research interest in motiva-
tion and mental health, but neither had prior familiarity 
with this particular setting (RC). We presented the pur-
pose of the study to the RC residents in a group session. 
Individuals who expressed interest in participating and 
met the inclusion criteria were provided with a detailed 
description of the study. We emphasized that participa-
tion was voluntary and withdrawal from the study was 
possible without penalty at any time. We also promised 
participants’ confidentiality and anonymity by removing 
any identifiable information from the interviews and the 
final manuscript. The study was approved by the ethics 
committee of the academic institute and the RC authori-
ties. Both the participants and their direct guardians 
signed an informed consent form before participating.

A semi-structured face-to-face interview was con-
ducted with each participant. The questions were designed 
to learn about the participants’ adherence to medication 
instructions and gauge their feelings and thoughts about 
their medical treatment. This interview design allowed the 
participants to talk about their motivations, experiences, 
and perceptions without any direct reference to the SDT 
conceptual framework. The questions were: “Tell me about 
your medication,” “How do you feel about your medical 
treatment?” and “What makes you take your medication?” 
They were also asked about their perceptions of the RC 
environment and its relation to their motivations for 
medical treatment: “How do you feel in the RC?”; “Tell 
me about the people who are involved in your medical 
treatment”; “How do you feel when the staff asks you 
to take your medications?” Interviews were conducted 
within the RC. Each took 30 minutes to one hour.

dAtA AnAlysIs
In line with the theory-driven approach (49, 50), the data 
analysis was conducted in both inductive “bottom-up” and 
deductive “top-down” steps. Our aim was to preserve the 
richness of the meanings from the open analysis and apply 
an existing theoretical conceptual framework to enhance 
our interpretation of the data. Thus, the analysis was also 
guided by a more structured process (51) using SDT as a 
specific theoretical framework to analyze and organize the 
data on the basis of its theoretical principles and constructs 
as they apply to the specific research context.

First, we read the interviews and identified common 
themes emerging from the data. These were then grouped 
in an open coding process to create a list of categories and 
subcategories. In the second analytic step, we highlighted 
all the passages that appeared at first glance to represent 
the key concepts of SDT (52). Next, we coded all the high-
lighted passages using predetermined codes suggested 
by the theoretical conceptualization of SDT. The initial 
coding scheme included categories reflecting the types of 
motives (intrinsic, identified, introjected, and extrinsic) 
and psychological need support (autonomy, relatedness, 
and competence support). We examined the extent to 
which these theory-driven constructs corresponded to the 
data-derived themes and how the emergent themes related 
to each other. This methodological approach enabled us to 
maintain the analysis open enough to capture all possible 
themes, thus increasing the trustworthiness of our analysis. 

The findings reflect the integrative product of this two-
fold analytic process. We identified psychological needs 
such as autonomy and competence as conceptualized in 
SDT, but their meaning in shaping motivations emerged 
through the open coding that revealed the way partici-
pants assigned meaning to their medical treatment in 
the context of the transition from hospitalization to the 
recovery-oriented environment. For example, the com-
parison that participants made between their motivations 
in the hospital and their current motivations for medical 
treatment in the RC emerged through the open analysis. 
At the same time, applying the SDT framework as an 
additional analytic step enhanced our understanding of the 
origins of these motivations in terms of self-autonomous 
regulation processes and psychological need satisfaction.

results
Participants’ perceptions of their need satisfaction and 
their motivations for medical treatment were framed 
within the context of their current lives in the RC. 
However, the findings from the open analysis also showed 
that participants’ perceptions of their motivations to 
adhere to medical treatment were linked to their expe-
riences in the hospital where they were often forced to 
take their medication as psychiatric patients. Thus, the 
participants’ statements often highlighted the differences 
between their motivations for medical treatment in the 
past during hospitalization and their current motivations 
as residents of the RC. The participants’ autonomous 
motivational regulation that led to adherence to medical 
treatment in the RC appeared to stem from their grow-



31

Tamara Buzukashvili and idiT kaTz

ing sense of autonomy, relatedness, and competence in 
maintaining their own medical treatment regimes.

A growIng sense oF AutonoMy
All the participants indicated changes in their motivation 
to comply with medical treatment when they moved from 
the hospital to the RC. Their memories of being hospital-
ized revealed that they either took their medication out 
of extrinsic regulation – fear of punishment – or avoided 
medication in all possible ways. However, their current 
RC experiences of being autonomously motivated were 
expressed by statements showing that they acknowledged 
the benefits of taking medication regularly and taking 
responsibility for their own medical welfare. 

Participants described their experiences during hospi-
talization as continual “power games” between themselves 
and the medical staff where the medical staff tried to 
administer medications, and the participants refused: 

“I pretended to swallow it, and then I threw it away 
…One day they caught me and after that time, they 
never let me do it again.” (Noam)

“So, she (the nurse) told me: shut up and swallow…
so what could I do? I swallowed.” (Galit) 
The medical staff usually “wins” such battles. The partici-

pants ultimately do take their medication, but out of fear, 
blame, or shame. In retrospect, the participants suggested 
that this dynamic brought on emotional distress and most 
likely did not help them develop capabilities to take their 
medication independently. By contrast, their descriptions of 
the RC were more positive. They highlighted its supportive 
attitude toward their need for autonomy. These experiences 
were based on the perception that the medical staff seriously 
considered the participants’ attitudes toward medications, 
provided important information, and treated their ability to 
self-manage as one of the main goals of recovery. Although 
they did not have the opportunity to choose whether to take 
their medication, the rationale that was provided to them 
in the RC, as well as the acknowledgment of the possible 
negative consequences and side effects of the medication 
contributed to their sense of autonomy. For example, some 
participants noted that in the RC, they took part in a “sup-
port group” in which they were provided with a rationale 
for their medical treatment as well as relevant information 
regarding the benefits and side effects. 

“The support group helped me understand the medi-
cation I am taking.” (Avi)

“In the medicine support group, they told us why 
we need these medications…what they are good for.” 
(Marina) 

Participants perceived the opportunity to be actively 
involved and to take some control over their medical treat-
ment as an important achievement in their lives and their 
recovery process. In the RC, participants were respon-
sible for taking their medications themselves. Instead 
of being forced or passively taking their medication 
they were given the opportunity to be actively engaged 
and acquire a sense of control over the management 
of their medical treatment. This included monitoring 
their medical regimes, sharing their thoughts and fears 
regarding specific medications with the staff and asking 
for information about side effects.

Participants stated that accepting medical treatment was 
an important part of their current lives and their recovery 
process. They felt more engaged in their medical treatment 
and took more responsibility for managing it during the day.

“I take my medication with my morning coffee. It is 
my responsibility – no one else’s.” (Yael)

“Here (in the RC) I am learning how to take care of 
myself, I know how to take my medication. When I was 
at home, I didn’t remember, and in the hospital, I was 
afraid… I feel that here (RC), I can really take care of 
my health.” (Marina)
Participants knew from their previous experiences that 

not taking their medication regularly could have serious 
consequences on their mental health. They believed that 
taking the medication administered in the RC protected 
them from more serious mental deterioration and sub-
sequent hospitalizations. 

“I take my medication because it is good for my health 
… I feel better after taking it …it really helps me.” (Nir)

“But look, I must take it; otherwise I will have seizures, 
and if I don’t take my psychiatric medication, I will have 
to be hospitalized again.” (Efrat)

A growIng sense oF relAtedness
Another key theme was participants’ growing sense of 
relatedness at the RC compared to their relational experi-
ences when hospitalized and its important role in their 
motivation to adhere to medical directives. The partici-
pants often described the medical staff in the hospital 
as inattentive and impersonal: 

 “The doctor used to walk into the room, saying, ‘Give 
him this and more of that,’ and went away …I wanted 
him to talk to me.” (Marina)

“In the hospital, they told us nothing about the medi-
cations.” (Avi)

“I used to ask them [the medical staff] about the 
medications, but they never answered…the doctor came 
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over to me and said: you have to take this and that…
and went away.” (Galit)
Some participants said these interactions evoked strong 

negative emotions and prompted mistrust of the medical 
staff. They talked about the immediate consequences of the 
staff ’s behavior on their own feelings of detachedness and 
their lack of motivation to take the prescribed medication. 

“I did not trust her (the doctor) … I had the feeling 
they were hiding information …so I decided to stop 
taking the medicine.” (Galit)
In contrast, participants described how medication in 

the RC was provided to them in a kind, personal manner, 
which supported their need for relatedness: 

“The doctor asked me, ‘why are you resisting the 
medication? Is it because of the color of the pill?’ I told 
him it is the side effects …but promised to take the 
medication anyway.”(Marina)
The personal manner in which the doctor related to this 

participant convinced her to promise him that she would 
keep taking her medication. He asked her a question that 
reflected his interest in her, which made her willing to 
take the medication. The experience of being cared for 
by the medical staff appeared in the communication 
style as well. The participants indicated that they felt 
safe and open to share their doubts and dilemmas about 
medication with the staff: 

“Here (in the RC), you can tell the staff freely what you 
feel, and if you need help, you will always get it.” (Alex)

A growIng sense oF coMPetence
Participants indicated that their motivation for adher-
ence to their medical regime in the RC was strengthened 
by their growing sense of competency to manage their 
medical treatment. They stated that in the hospital they 
were given no opportunities to be responsible for their 
medication. The medical care was imposed on them by 
the staff, who took all responsibility in terms of times 
and continuity. By contrast, the participants described 
how the medical staff at the RC gradually shifted the 
responsibility for their medical treatment to them:

“A year ago, they let me use a ‘pill organizer.’ I was 
so happy they brought it up … Now I remember when 
I have to take my medication and I am happy to be 
independent.” (Marina)
Some participants who had problems of adherence 

stated that they felt more trusted. They also said they 
wanted to show they deserved this trust and could handle it: 

“At the beginning I needed the staff to ask me whether 
I had taken my medication because some mornings I 

forgot. They just had to ‘ask’ – not to ‘tell’ me or ‘order’ 
me to do so. Just help me remember.” (Alex)

“They (RC staff) trust me. They know that I will take 
my medication like I am supposed to do.” (Yael) 
In the RC, participants’ growing sense of competence 

was often linked to their positive experiences of related-
ness and autonomy, personal regulation and their growing 
adherence with their medical regimen. The participants’ 
sense of competence was crucial in enabling them to 
manage their medical treatment unaided. 

dIscussIon
The findings presented above are consistent with previ-
ous research that has found autonomous regulation to be 
positively associated with active, responsible adherence to 
medical regimens (35). The current findings suggest that 
people with severe psychiatric illnesses can benefit from 
the presence of medical staff who support their psychologi-
cal needs to develop positive emotions and autonomous 
self-regulation (53). When the medical staff is perceived 
as supportive of the needs of the participants, when they 
provide information on the need for medications and 
side effects, when they do not use external reinforcement 
such as reward and punishment, and when they give the 
participants feel a sense of control over their lives, the par-
ticipants’ motivation for adherence is more autonomously 
rooted. When they are more autonomous, the participants 
take their medicine more regularly and reliably, need fewer 
external reminders or support, and experience positive 
emotions as to their medical treatment.

These findings highlight the crucial role of the treat-
ment environment in shaping self-regulation processes 
for taking medication. In contrast to the RC environment, 
the participants described the hospital’s environment and 
medical staff in most cases as inattentive. This experience 
is similar to descriptions in the literature (54, 55) and 
may be due to the fact that some mental health hospitals 
still use medical models that focus on pathology (56, 57) 
rather than on people’s resources and capacity to actively 
contribute to their own well-being. This type of orienta-
tion can lead to increased inclination on the part of the 
medical staff to deprive patients of their psychological 
needs in order to achieve the medical goals (54). 

The findings also suggest that needs support as con-
ceptualized in SDT increases well-being and internalized 
motivation, and should be considered as a workable option 
when treating people coping with schizophrenia. The par-
ticipants exhibited sensitivity and responsiveness to envi-
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ronmental changes such as the behavior of the medical staff, 
even when the participants were in crisis and most likely 
were unable to actively engage with the environment. SDT’s 
emphasis on the environmental characteristics that deprive 
or foster adaptive motivation makes this theory particu-
larly appropriate and useful for assessing and improving 
motivation in mental health settings. Applications of SDT 
in the field have been investigated in various settings such 
as education, work organization, sports and health care. 
Possibly not all applications from other fields are suitable or 
directly applicable to people with mental illnesses. Further 
research is needed to explore applications of the theory 
to the special needs of this population. Some principles 
such as improving doctor-patient relations, providing a 
rationale, and nurturing an improved sense of control 
emerged in this study as valuable practices when deal-
ing with people experiencing schizophrenia. Previous 
research (23, 57-59) has emphasized the importance of the 
doctor-patient relationship context for multiple facets of 
well-being. Schneider et al. (59) reported that people with 
schizophrenia felt that good relations with the medical staff 
helped them accept the fact that they were ill and live with 
their illness. The participants here talked about their need 
for dignity and respect and their need to be heard (the 
need for relatedness). They insisted on their need to know 
more about their condition and medication, and feel more 
in control of their life (the need for autonomy) and their 
need to have a sense of ability to manage their medication 
even in acute situations (the need for competence). The 
findings emphasized the importance of motivation as a 
“critical treatment target,” alongside “traditional” cognitive 
targets such as attention and memory (60).

The findings here are consistent with the governing 
principles of the recovery approach in mental health. In 
contrast to traditional paternalistic approaches that adopt 
a coercive, punitive, or awarding approach to induce or 
change medical behavior, the recovery approach tends to 
be nonjudgmental and focuses on the individual’s subjec-
tive needs and experiences (61). Similarly, SDT assumes 
that self-regulation is shaped by the perceptions of basic 
psychological need satisfaction. Thus understanding the 
ways that self-regulation processes are operationalized 
by treatment environments may significantly contribute 
to the recovery process by directing recovery-oriented 
attitudes toward medical treatment.

lIMItAtIons
A few limitations concerning the research design should 
be noted, such as its single, specific setting. The issue of 

motivation as it relates to adherence to medical treat-
ment should be expanded to assess the importance of this 
question in people with other mental health conditions 
and in diverse mental health settings. This study took 
place in an RC that framed the meaning the participants 
constructed of their current and past experiences. Their 
memories of their hospitalization might have colored or 
biased the participants’ interpretations of these experiences. 
Thus, future work should assess needs support during the 
hospitalization period prior to RC treatment and among 
persons coping with schizophrenia who are living in the 
community. We are aware that people in an RC are likely 
to be functioning at a higher level than those in the hospi-
tal, and that it is easier to talk about needs support when 
people are cooperative. Nevertheless, the findings reveal 
that even in difficult conditions people with schizophrenia 
can determine whether their environment is supporting 
or depriving of their needs, and that this is associated with 
their motivation and well-being.
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