lliness Management and

Recovery: A Training Workshop
AT EEREE: HIITES

r, Ph.D.
ychiatric

ISR IMR K B 24 B2



Topics for Workshop
H LR

e What is recovery? RLiE (&7 )ﬂf—f’ﬁ!j

e Different definitions of recovery ’?‘qfﬁﬁffj\ [ﬁj“ﬂ__ﬁ%

e Recovery and the rise of the consumer
movement {7 W REMIAT Y H BIERUHE

e Basic values and themes of recovery &7 pyEl#%
(Bt PRI |

e Recovery-oriented practices RUEfEE ™ pUiRH5

e Evidence-based practices %{%’Eﬁ'ﬁ

TR
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Topics for Workshop (cont.)

+ 7B (#8)
.

e SAMHSA’s Evidence-Based Practices projectX BFEf fE5L
WP AR U B R

e Overview of rllness Management and Recovery (IMR)

research and development of the toolkit FE%T;’?J@FJ*FT:'EF‘:@EQ

EoR355 (IMR) Efmﬁﬁﬁﬁﬁﬁfmﬁ:’%

Contents of IMR Ejﬁﬁ’;ﬂ‘]”ﬁ'

Engagement and orientation to IMR %j’ﬁlMRﬁBi’;ﬂélfJﬁ%Tﬁ

Setting recovery goals FEERLEE 1E

IMR modules and their contents IMR YUBFE = 22 %

Teaching techniques for IMR clinicians (motivational,
educational, cognitive-behavioral) ﬁﬁi’;ﬁﬂfﬁ?{pﬁgj#}iﬁ
(% 2 Biggfo, ) P, R K39)
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Topics for Workshop (cont.)

~ EE (%,E;)

Developing home assignments EE’%L[HI%‘J
Involving significant others Eiflfg 7 * IR
Tracking progress towards goals L ﬂrﬁlggpﬁxj
Organizational structure for providing IMR
Supervision and consultation ﬁ&fé

IMR scale IMRE!%

Measuring other outcomes &I £ IS
Research on IMR program fH%r5-H
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Roots of Recovery
(&7 pUELRE
S

e Challenging pessimistic prognosis of
schizophrenia and SMI P ESEEH ) HPEEI~
S i O R

e Long-term outcome studies of schizophrenia =
B R 53 GG

e Rise of the consumer movement ¥ 3EE

e Objections to traditional hierarchical treatment

approaches ™ SRV * 53 o IFER LS

e Alternative conceptuallzatlons of recovery =I413]

PO [RIE o R

IDESEIMR K ENEE B



Prognosis of Schizophrenia and
Other SMis

Hhi5 1 2 PR

(SMD) Rt e iz

[Js

Schizophrenia = “Dementia Praecox” or premature
dementia K3 FFE-RLA R PR

Kraepelinian belief that schlzophrenla has a downward
course over the lifetime F EVRE T ) BRLH - 3 “B«Lﬁ[jﬁﬂ‘

Notion that people with schizophrenia (and other SI\/IlS)

never recover e R T RS E OB R R i
RUE

Pessimistic prognosis often communicated to clients and
family members S5 H SR 4ERE , 3B f’V RERG RV A B
Little hope for improvement or quality of lif Tf"ff?mf ,’E’?
FlJ‘Isr? 3;2”5‘J{F”}
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Challenges to Traditional Negative
Prognosis of SMI
AR (RS e R P RN

e Functional recovery sometime occurs in SMIl over short-
term KR - | PR SRR TR I O

e Advances in pharmacological and psychosocial treatment
of SMI - SHEHREI IR POl sy W f I Sy

e Research shows that significant proportion with —_—
schizophrenia recover over the long-term CEE A E (AR
DR B RLE, <P R ErRLE PRSI

e Even when symptomatic recovery does not occur,
significant functional recovery often does Elrjiﬁlﬁt;lkjﬁ%,@
BT LA TR R PR

e \Widespread recognition that SMIs do not invariably have a
downhill course, and that significant improvements often

occur IR [FBE AR RUH BT RIpEH, < RLE]
EEE pels ?ﬁ [ f JFJ {ﬁ
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Long-Term Follow-up Studies (Over 20 or More
Years) of the Longitudinal Course of Schizophrenia

FHLEMGRB20E) RN RIEREBIVIR
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The Rise of the Consumer
Movement EEEEF)RIEE

e Leaders: Judi Chamberlain, Patricia Deagan, Dan Fisher !;J']ﬁ:@{

Contradictory evidence negative long-term prognosis of
schizophrenia Al EpFE1H 7T FIEZREGH N A~ pPUGER
Objections to traditional hierarchical nature of mental health
treatment, including:

— Use of coercive treatment 5 ﬁbi%ﬁ%&f"ﬁfﬁ“]\ﬁlglgui [&Wﬁﬁmj

- Lack of shared decision- maklng EhZEaE DR b &s?ﬂﬂﬁ?ﬁ

- In%tentlon to individual preferences and needs 7 %gwu BRI IR

I

Conﬁ:ern over basic human rights of people with SMI  ZE3E 1 5
e S S e

Demand for respect and involvement |n treatment decision-
making: “Nothing about us without us” ?EJ %jf%f%s”%’é*

RS ﬁl%ﬁp Jiﬁkﬁf FIZS J%Ejiji ?B%#/Elli&
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New Definitions of Recovery

RENTES

e Medical definition (traditional): no symptoms or
signs of disability  [EGRERS &S 12F I EKp-

e Personal definition: what recovery means to the
individual ff * pust: B~ pPUREER

e Functional definition: recovery or improved
functioning in areas such as social relationships,
work, and self-care, despite symptoms :ﬂJl'é‘tiL_'%:
o BUREUNRY, T F T R T (IS
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Personal Definition of Recovery

ERENEANER
«

“Recovery involves the development
of new meaning and purpose in
one’s life as one grows beyond the
catastrophic effects of mental
illness.” (Anthony, 1993)
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Another Definition of Recovery

EENHEMESR
-

e “Recovery is a process, a way of life, an
attitude, and a way of approaching the
day’s challenges. It is not a perfectly
linear process. At times our course Is
erratic and we falter, slide back, regroup,
and start again. . .
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e ...The need is to reestablish a new and
valued sense of integrity and purpose
within and beyond the limits of the
disability; the inspiration is to live, work,
and love in a community in which one

makes a significant contribution.” Patricia
Deegan, 1988
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Definition of Recovery from President’ s

New Freedom Commission (2003)

SRS 0 FTF IS I BPREIIER (20035)
-

e “Recovery is the process in
which people are able to live,
work, learn, and participate fully
in their communities.”
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Still another way of looking at recovery. . .

RIS R T R
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How | am Seen By Others After Being
Diagnosed With Mental lliness

B2l R BN DA - BIAE EEE TR

~

lliness




Recovery: Putting myself back in the
center of my life (illustration based on P. Deegan)

183 B CEFHBERREFN DO ERER P. Deegankifiit)




Blending Personal and Functional
Definitions of Recovery: Noordsy et al.

B &5 0 I s pURL

e Hope mﬂ;ﬂ
— Spirituality
-~ Hopefulness
e Taking personal responsibility 2E¥E&{H kpfj?‘J (=
- lllness self-management
—- Healthy lifestyle
e Getting on with life tziftﬁi[ﬁ]E'—T
— ldentity
- Relationships
- Work/school
- Recreation
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Key Aspects of Recovery

RUEEVEIf![” [

e Defined by the person i * Bris:

e Self-determination [I= 33t

e Non-linear ZBEBYERVEEEL

e Multidimensional and holistic g% = fy#

e Strengths-based ESh%

791

e

e Peer support [Fil {78 5
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$elf-Determination
HRTE

Consumers lead, control, exercise choice over,
and determine their own path of recovery by
optimizing autonomy, independence, and control
of resources to achieve a self-determined life. By
definition, the recovery process must be self-
directed by the individual, who defines his or her
own life goals and designs a unique path
towards those goals.
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{i&

Individualized and Person-Centered

] I|:,\

AE. LLNAE

There are multiple pathways to
recovery based on an individual’s
uniqgue strengths and resiliencies as
well as his or her needs, preferences,
experiences (including past trauma),
and cultural background in all of its
diverse representations....
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Empowerment

FErE

Consumers have the authority to
choose from arange of options and
to participate in all decisions —
Including the allocation of
resources — that will affect their
lives, and are educated and
supported in so doing....
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Non-Linear JE#RT4RY

Recovery is not a step-by-step
process but one based on continual
growth, occasional setbacks, and
learning from experience. Recovery
begins with an initial stage of
awareness In which a person
recognizes that positive change is
possible....
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Multidimensional and Holistic

‘%E' l [Elji"”l‘ﬁ';‘ ' L ﬁ,

Recovery encompasses an individual’ s whole
life, including mind, body, spirit, and
community. Recovery embraces all aspects of
life, including housing, employment, education,
mental health and healthcare treatment and
services, complementary and naturalistic
services, addictions treatment, spirituality,
creativity, social networks, community
participation, and family supports as
determined by the person....
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Strengths-Based BSiERE
o]

Recovery focuses on valuing and
building on the multiple capacities,
resiliencies, talents, coping abilities,
and inherent worth of individuals. By
building on these strengths, consumers
leave stymied life roles behind and
engage in new life roles (e.qg., partner,
caregiver, friend, student, employee)....
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Peer Support RMEZ#F
« <

Mutual support — including the sharing of
experiential knowledge and skills and social
learning — plays an invaluable role in
recovery. Consumers encourage and engage
other consumers in recovery and provide
each other with a sense of belonging,
supportive relationships, valued roles, and
community.
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What are People Recovering From?

8 /fif*ﬂf/fﬁ/%?ﬁ?@ & ?

e Impact of mental iliness on functional life (work,
relationships, etc.)
e Sense of self: loss of self-worth, self-esteem, self-efficacy

e Trauma
-~ Traumatic effects of psychiatric symptoms
-~ Traumatic reactions to coercive treatments
— Posttraumatic stress disorder (PTSD) symptoms
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Trauma Related to Experience of
Psychosis and its Treatment

PELRRAE PR ASERT % 2 Of03

e Psychotic Symptoms

- Hallucinations (e.g., derogatory voices,
command hallucinations)

- Delusions (e.g., persecutory, control)

- Bizarre behavior (self-injury, strange
public behavior)
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Trauma Related to Psychosis and its
Treatment (Continued)

PR B A FHITEAS:

e Treatment experiences
- Involuntary hospitalizations
- Seclusion/restraints
- Forced medication
- Medication side effects
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Consumer Experiences Related to
Psychosis and Treatment

RS FHEA ]

-

e Fear in response to symptoms
e Embarrassment about social behaviors

e Resentment about coercive treatment
practices

e Anxiety after symptom stabilization about
recurrence of symptoms

e Fear of loss of control over self
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PTSD Symptoms in Response to
Psych03|s and Treatment

e First described by Shaner & Eth (1989) and McGorry et al.
(1991)

Examined in 10 studies

PTSD rates: 31% & 61% in all studies but 1; 11% in Meyers
et al.

e No studies examined A1/A2 criteria for PTSD
— Al: Perceived threat of harm or death
- A2: Negative emotional reaction at time
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Essential Themes of Recovery

L TEIAYAY- L«E}Iﬁ,

e Hope

e Respect

e Responsibility
e Well-being

e Confidence

Uik
OF
e

e
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Hope #HE

Recovery provides the essential and
motivating message of a better future—
that people can and do overcome the
barriers and obstacles that confront
them. Hope is internalized; but can be
fostered by peers, families, friends,
providers, and others. Hope is the
catalyst of the recovery process.

IDESEIMR K ENEE B



The Conspiracy of Hope

- 7
.

“Those of us who have given up are not to be abandoned
as ‘hopeless cases.” The truth is that at some point every
single person who has been diagnosed with a mental
illness passes through this time of anguish and apathy...
So itis not our job to pass judgment on who will and will
not recover from mental illness and the spirit-breaking
effects of poverty, stigma, dehumanization, degradation
and learned helplessness. Rather, our job is to participate
In a conspiracy of hope. Itis our job to form a community
of hope which surrounds people with psychiatric
disabilities” (Deegan, 1996)
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Respect BE
S

Community, systems, and societal acceptance
and appreciation of consumers —including
protecting their rights and eliminating
discrimination and stigma—are crucial in
achieving recovery. Self-acceptance and
regaining belief in one’ s self are particularly vital.
Respect ensures the inclusion and full
participation of consumers in all aspects of their
lives.
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Responsibility A& (=
c- |

Consumers have a personal responsibility
for their own self-care and journeys of
recovery. Taking steps towards their
goals may require great courage.
Consumers must strive to understand and
give meaning to their experiences and
Identify coping strategies and healing
processes to promote their own wellness.

IDESEIMR K ENEE B



4 Central Tasks of Recovery

(Slade) RUEPIPUTEIfG~Z (B

e Valued social roles Wﬁ@(ﬂiﬁ@)ﬁ@nﬂ—ﬁ E| &

e Managing the illness 'F'{EEI&JTFJ

e Developing a positive self—identity beyond the
illness EREuu N 4 g H][E6) E""“}F:’HTFIJ

e Developing an explanatlon/meanln for the

disorder — FH T 3B SEMRHCH GIpv AR ES R
HEE EA il s

I SE IMR S B 55 B



What is Recovery?
What is not Recovery?
EEERE"?
EE LZE RE?



Recovery? RE{E?

“I need to be

given advice

and guidance
about work so |
won’t make any
mistakes or fail”
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“I want to go
fishing. | want to
be a man who
works.”
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Recovery? JE{E?

“Someday, |
hope to be
compliant and a
well managed

case.”
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Recovery? &7

“Before | was
really o 1
depressed but g
after | started
working, it
was a relief. |
feel better
working.”
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Recovery? RE{E?
Y

“I hope that

someday | will
be able to be
medication
adherent.”

" !,'g ‘
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Recovery?

FE{E?

“l have a dream
that someday
soon | will be
the very best
mental health

client that |
can be”
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Recovery?

FE{E 2

“I have my own
goals to do my
own thing.
That' s what
gives my life
meaning.”



Recovery? RE{E?

-
“My life has

meaning now that
| have a
psychiatrist,
medications, and
a case manager.”
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Recovery Oriented Care (Patricia

Deegan) REZEMHIEE
...

e “As clinicians our job is not to judge
who will and who will not recover.
Our job Is to establish strong,

supportive relationships in order to
maximize chance of recovery.”

e “People need to have the “dignity of
risk” and the “right to fail.”
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What are Evidence-Based
Practices? 2/ ,@"Q@?fﬁ?ﬁ o 7
«_«_ 7

e Services that have demonstrated their
effectiveness in helping consumers to
achieve important outcomes in several
different research trials

e Research trials were conducted by
different people and achieved similar
outcomes

e Programs are standardized (e.qg.,
manuals)
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Bridging the Gap from Science to
Practice apR|S s doiRsL Hpo g

Multiple rehabilitation approaches effective for
persons with severe mental illness (SMI)

e Most consumers have little or no access to EBPs
e Multiple calls to improve access to EBPs

(Institute of Medicine, President’s New Freedom
Commission report)

National Implementing EBPs Project
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Natronal'Implementing EBPs
Project (PI' Bob Drake)
S BN R BRI

e Supported by SAMHSA and RWJ
Foundation

e Focus on standardization of EBPs and
training methods

e Development of “Resource kits” or
“Toolkits” for each EBP

e Evaluation of implementation of EBPs in
routine mental health treatment settings
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Evidence-Based Practices
ldentified by SAMHSA

S_BISAMHSA 78/ 55 | 354K

e Integrated Treatment for Dual Disorders
e Assertive Community Treatment Teams
e Supported Employment

e Family Psychoeducation

e Medication Algorithms

e lliness Management and Recovery

BN
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lliness Self-Management

KRB K EHE
. _

e Focus on reducing symptom distress and interference, and
preventing relapses and rehospitalizations

e Emphasis on management of one’ s iliness in collaboration
with others

e By 2002, research had examined multiple illness self-
management methods, BUT--

No single program incorporated all methods

IMR developed to incorporate empirically supported
methods for illness self-management into a single
cohesive program
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Research on lliness Self-

Management J&imBHREEEMIFE
S

e Mueser et al. (2002) reviewed 40 randomized
controlled studies of iliness management
programs

e Identified five effective components of
successful programs

e Download article at:

http://psychservices.psychiatryonline.org/cgi/content/full/
53/10/1272
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Effective Components of lliness
Management Programs IMRpY= %IPJF’FE'
c -]

e Psychoeducation

e Behavioral tailoring for medication
adherence

e Relapse prevention training
e Coping skills training
e Social skills training
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Psychoeducation n‘-aa_';lfgﬁ:-,ﬁggfgﬁ
.

e Improves consumers’ knowledge
about mental illness and its
treatment

e Equips them with information to
make informed decisions about their
treatment
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Behavioral Tailoring for Medication
SHIRZERY S £ [
-

Improves consumers taking
medication as prescribed
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Relapse Prevention Training
AP RS

e Reduces relapses

e Reduces rehospitalizations
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Coping Skills Training RaZRERAuE"
A
S

e Reduces severity of persistent
symptoms

e Reduces distress experienced from
persistent symptoms
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Social Skills Training
1 X BTG IR

e Improves social functioning,
including quality and # of
relationships

e Improves skills that are related to
achieving recovery goals
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Committee for Developing
the IMR Toolkit 35IMRFEZRVE EWF”'];VE‘}F.&

e Consumers

e Practitioners

e Administrators
e Family Members
e Researchers
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lliness Management and
Recovery Program Ji)fr F“_—FEI‘:‘-FL’EQ@’%F/?,J
o]

IMR Is a step-by-step program that helps
people set meaningful goals for
themselves, acquire information and
skills to develop more sense of mastery
over their psychiatric illness, and make
progress towards their own personal
recovery.
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Core Ingredients of lliness

Management and Recovery
A NG

I —

» 5to 10 months of weekly or twice weekly
sessions

> 10 educational handouts

> Practitioners use motivational, educational, and
cognitive behavioral techniques

» Consumers set and pursue personal recovery
goals

» Consumers practice skills in IMR sessions
» Home assignments are developed together
» Significant others are involved (with permission)
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IMR Resource I\/Iaterials
T BRI R R B R
«_«_ 7

e Educational handout for consumer for
each module

e Practitioners’ guidelines for clinician for
each module

e Group leader’ s session-by-session guide
for each module

e Introductory videotape (15 min.)
e Practice demonstration videotape (3 hrs)
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Practitioner Question

R AR

lieves the
the expert on
covery, then
need me to
ith IMR?”
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Consumer Question

HEANRE
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Potential Benefits of IMR
IMRHRSR' '] i J-EI*F”?H‘XIL
«

e Developing individual recovery goals

e Making progress towards recovery goals

e Increased knowledge regarding mental
IlIness, mental health treatments, self-
advocacy, substance abuse, and coping
skills
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Potential Benefits of IMR
IMRARF 5| I 1 S PR

Coping with distressing persistent
symptoms

Reducing frequent hospitalizations
Reducing psychiatric crises

_Iving more independently
Obtaining competitive employment
Improving social relationships
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Client Question

T P

R be helpful to
want Is to have
at is my own?”
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Recovery Goals B BiE

Individualized
Personally meaningful
Range from the modest to the ambitious

Exploration of personally meaningful goals may
be needed to engage consumer before
Introducing IMR program

IMR Goal-Tracking Sheet is used to identify,
break down, and follow up on goals
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Using the IMR Goal-Tracking
Sheet  {#H IMRE{EEME

e Help consumers consider long-term goals that
have to do with improved role functioning
(parenting, working, going to classes,
homemaking)

e Help consumers come up with three short-term
goals

e Help consumers break down short-term goals
Into manageable steps

e Be able to answer the question: “How will we
both know when this goal is achieved?”

I SE IMR S B 55 B



Helping Consumers Set
Long-term Meaningful Goals

I H O > )%E’*W S RAE

e Take your time
e Avoid overusing the term “goals”
e Don’t impose your own beliefs

e Explore how person would like his or her
life to be different

e Don’t discourage ambitious goals!
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Examples of Long-Term Meaningful

Goals
REl. A== HENHIF

Re-establish relationship with family
Develop leisure activity

Manage distressing symptoms
Improve health

Decrease stress

Continue education

Get a job

Live independently
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Break Down Long-term Goals into
Short-Term Goals
i RIE B EIREREHBE

« <

e Help person develop three short-term
goals that could be accomplished (or
significant steps taken) in the next 3
months

e Aim for short-term goals that are
measurable and achievable. Be able to
answer the question: “How will we both
know when this goal is achieved?”
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Examples of Short-Term Goals

72 A B 1R+
<

e Develop activities to enjoy in spare time

e Learn two coping skills for distracting
myself from critical voices

e Enroll in asupported employment
program

e Contact my sister
e Find out about supported apt. program
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Break Down Goals into Steps

i B AR AR AH R
.

e Help person “program for success”

e Aim for steps that are small and
manageable

e Make steps as specific as possible
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Example of Possible First Steps
Towards Developing Activities to Enjoy
In Spare Time
70 R A PRI A

== %LF,J S =il jﬁgrbﬁagl (EAVE]

e Make a list of things | used to enjoy doing
e Learn about activities available to me
e Try a new activity each week
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Follow up on Goals
SEIRESR E VR
-

e Check on progress towards goals
reqgularly (weekly or every few weeks)

e Reinforce steps that were taken

e Help person problem-solve obstacles to
taking steps

e Help person learn additional skills that
will help him or her achieve goals
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IMR Modules IMRF#H
«_ _ ]

a & L b PF

Recovery Strategies

Practical Facts about Mental lliness
The Stress-Vulnerability Model
Building Social Support

Using Medication Effectively
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Modules, cont’d T (38)
<« ]

6. Drug and Alcohol Use
/. Reducing Relapses
8. Coping with Stress

9. Coping with Problems and Persistent
Symptoms

10. Getting Your Needs Met in the Mental
Health System

IDESEIMR K ENEE B



1. Recovery Strategies

AR

e Build hope for reaching goals
e Help identify recovery goals
e Help develop plans to achieve goals
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2. Practical Facts about Mental lliness

R 1 B 4]

e Provide optimism about the future
e Help identify symptoms

e Reduce blame and stigma regarding
mental illness
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3. Stress-Vulnerability Model
B) = 2 G A RS

e Role of stress and biological vulnerability
In causing symptoms and impairments

e Convey optimism that treatment and
coping strategies work

e Provide information about treatment
options
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Inerability Model
B H-fassiE=t

A

0’4




4. Building Social Support
Bt e

e Benefits of social support
e Meeting new people
e Getting closer to people you already know
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5. Using Medication Effectively
i BIE S
S

e Accurate information about medications

e \Weighing pros and cons of taking
medications

e Developing a partnership with medical
staff

e Developing strategies for taking meds
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6. Drug and Alcohol Use
LT IARE 2 i

e Effects of substance use on biological
vulnerability

e Helping consumer weigh the pro’ s and
con’s of using drugs and alcohol

e If consumer wants to change his or her
use, helping to develop an action plan
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/. Reducing Relapses
T DI 1R
-

e Identifying triggers of past relapses
e Recognizing early warning signs

e What helps when arelapse Is starting to
happen?

e Developing arelapse prevention plan
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8. Coping with Stress
B h O X FE

e Identifying stressors and strategies for

oreventing stress

e Identifying and practicing strategies for
coping with stress that can’t be avoided

e Encouraging involvement of significant
others
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9. Coping with Problems and
Persistent Symptoms

IE Jfﬁfp \ ;@,[\%\ N »I,\_JEMJ_I:;E\

e Using a step-by-step method for solving
problems and achieving goals

e |dentifying problem areas, especially persistent
symptoms

e Selecting & practicing strategies for coping with
problems and persistent symptoms
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10" Getting Your Needs Met in the
Mental Health System

T R R IR IR L 159

e Identifying current services received and
those that person would like to pursue

e Developing and practicing skills for
advocating for oneself in the system
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Structure of IMR Sessions
AR IMRAR Y
« /']

nformal socializing
Review previous session
Review home assignments

~ollow up on goals (for group, follow up
on goals of 2-3 consumers each session
on rotating basis)

5. Set agenda for current session

A
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Structure of IMR Sessions, cont’ d
A= A IMRF AR = i)

6. Teach new material from handout
(usually a few pages); use educational,
motivational, CBT and social skills
training strategies as needed

/. Develop a home assignment in
collaboration with consumer(s)

8. Summarize session and progress made
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IMR Progress Note
IMR:L_@HCI,%@«

e To be completed for each session
e Primarily a checklist format
e Consumers asked for their feedback
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IMR Practitioners Use 3 Different
Teaching Strategies JR55# " 3% 7 [q]

N niE
E[‘J:fsr—‘j' ﬁ|' \‘ &

e Motivational Strategies

e Educational Strategies

e Cognitive-Behavioral Strategies
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Educational Strategies
HE K
S

e Goal: help consumers learn about their iliness &
how to manage it

e Use handouts in interactive ways (e.g., take turns
reading)

e Ask questions to check on understanding; ask
for “own words”

e Use “chunking” to break down information into
small bites
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Educational Strategies, continued

# 2 RIEER)
.

e Adopt consumer’ s language

e Don’t push consumer to accept diagnosis
e Review the material, even if consumer is
Knowledgeable

e Encourage consumer to share material
with significant others or staff members
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Home Assignments RE/EZE
«

e Help consumers transfer information and
skills into their daily lives

e The “real” therapy is what happens
outside of session

e Use alternative term if necessary

e Always develop home assignments
collaboratively at end of each session

e Be as specific as possible (when, where,
how, etc.)
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Home Assignments, cont’ d
REEXGE)

e Always follow up on home assignments

e When people don’t do assignments,
explore obstacles and problem-solve

e Assure understanding of the role of
homework

e Assure assignments are understood &
feasible

e Shape homework adherence & praise
efforts
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Understanding Motivational
Challenges

RO - £

e Consumers have often experienced
setbacks in pursuing their goals

e Lack of belief in recovery, self-efficacy

e Low motivation for improved life may be
self-protection against possibility of
further “failures”

e Convey hope and confidence in person

e Need to engage person in exploring how
life could be different
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Motivational Strategies
R EASROS
-

e People are motivated to learn things if
they are relevant to personal goals

e Connect IMR materials to goals

e Explore how illness has interfered with
goals

e Convey hope and confidence in person

e Help person explore costs and benefits of
change
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Motivational [nterviewing Principles
it B R R
S

e Express empathy

e Establish personal goals
e Develop discrepancy

e Roll with resistance

e Support self-efficacy
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Motivational Strategies, cont.
B R RS (1)

e Socratic method of asking questions
rather than giving answers

e Explore past successes

e Reframe past challenges as evidence of
personal strengths

e Make the consumer the “expert” and put
them in charge of something

e Use the pay-off matrix as needed
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Following up on Goals

H R 3

e The most powerful motivational strategy
IS helping people progress towards goals

e Follow up on goals at beginning of each
session

e Help set new goals when others achieved
e Review progress regularly with consumer
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Cognitive Behavioral Strategies

RO AT 2 SR

e Help consumers practice strategies
and skills in IMR sessions

e Help consumers put skills into
action in their everyday lives
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Specific'Cognitive-Behavioral
Strategies used in IMR
& AEIMRYFE RIEB 1T 4 KBS

e Modeling (demonstrating) skills
e Behavioral rehearsal (role playing)

e Reinforcement, focused on specific
behavior change

e Shaping (reinforcing steps toward desired
behavior)
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Cognitive-Behavioral Strategies,

cont’ d
SAEN1T A KB (1)
« /7

e Behavioral tailoring for medication
e Social skills training

e Relaxation training

e Relapse prevention training

e Coping skill enhancement (e.q.,
distraction, positive self-statements,
mindfulness techniques)
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Behavioral Tailoring for Medication
Adherence FREERY = £33 8
.

e Simplify medication regimen (fewer medications
taken fewer times throughout the day)

e Fit taking medication into person’s daily routine
(e.g., when brushing teeth in morning and
evening)

e Set up natural cues/reminders in the
environment to take medication: consider alarms
If necessary

e Help person develop plan and practice new
routine, preferably with home visit
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Relapse Prevention Training

ARG E R REIR

Identify triggers of previous relapses (significant others
helpful)

Identify early warning signs (significant others helpful)

Make plan of what to do when early warning signs happen
- What helps (e.g., special meeting with prescriber)?
- What hurts (e.g., continuing to use alcohol or drugs?

e Write down plan and rehearse part of it in session

Put copy of plan at person’s home, in his or her chart, and
give to treatment team members and significant others
(with permission)

Modify the plan as needed if subsequent relapses occur
(i.e., RP plan as a “living document”)
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Coping Skills for Persistent Symptoms
PR YRS

Identify persistent, problematic symptoms; evaluate when
they are better, when they are worse

Identify what person already does--is it helpful? How often
Is it done?

If person already using helpful coping skills, help him or
her to use them more often

Help person learn new coping skills by practicing them
first in session, then on person’s own

Help person develop at least 2 coping skills for each
problematic symptom
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Social Skills Training

LR BTG IR

e |dentify skill that will help person improve social
relationships and/or progress towards goals

e Break down the skill into 3-4 steps
e Model the skill, ask for feedback
e Ask person to role play (practice) skill
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Social Skills Training, cont’ d
L R B IR (ER)
S

e Provide feedback, starting with positive

e As indicated, provide suggestions for
Improvement

e Ask person to role play again, provide feedback

e Develop assignment to practice skill in “real
world”

See Bellack, A., Mueser, K., Gingerich, S., Agresta, J. “Social
Skills Training for Schizophrenia. 2004. Guilford Press.
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Involving Significant Others

IR

i~ pusEs

Involvement is critical to optimizing outcomes
Significant others are defined by the consumer
Explore who the consumer spends time with
Talk with other team members

Consider home visits

Approach significant others with “good news”
If needed, clinicians can be significant others
Aim for monthly contact with significant others
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Significant Others can be Involved In

leferent Ways
N JIEI J‘;‘#’_&‘—_fj:ﬂl

Talking on the phone

Reading handouts

Assisting with home assignments

Helping develop relapse prevention plan
Helping to follow up plans for achieving goals

Attending IMR sessions or special family group,
such as “Friends and Family Recovery Support
Group”
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Friends and Family Recovery Support

Group FEH* Elfl,@if'ﬂq*ﬁ s

Open to IMR consumers, friends, family members, etc.

Attendance begins after consumer sets IMR recovery
goals

Monthly 1.5 hour meetings

e 10-20 minutes caring/sharing, review of progress
towards consumers’ goals

e 45 min. review and discussion of curriculum (IMR
educational handouts with “take home message” for
friends and family)

e 10-15 min. wrap-up
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Benefits of Doing IMR Individually

T~ HRLf IMR AR P
c ...

e Fit with person’ s learning style

e Based on individual’ s pace

e Comfort level for some consumers

e Customizing of homework for person

e Opportunity to fit IMR skills and
strategies with person’s recovery
vision
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Doing II\/IR in a Group

I IOV R IMRAR 55
e«

e 6-10 consumers

e 2 Co-leaders

e Meet weekly or 2x a week

e 40-50 sessions

e Use IMR Educational Handouts
e Use “Group Guidelines”
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Benefits of Doing IMR In Groups
= ERE T ETIMRIMILTFEE

e Peer support

e Role models

e More opportunity for feedback
e More realistic practice of skills
e More economical

e Opportunities for co-leaders to learn
skills
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Skills for Leading IMR Groups
HoEIMRERRRRIE

e ADbility to structure a session

e Empathic and responsive to consumers’
contributions

e Eliciting feedback, reinforcement, and
feedback between group members

e Involvement of all group members
throughout session to maintain attention
and engagement
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Group Leader Skills, cont’d
B R tHE BTG (HE)

e Selectively ignoring or minimizing attention to
off-topic statements

e Giving members praise (reinforcement) when
they make efforts to participate, learn skills, and
follow up on home assignments and steps
towards goals

e Ability to gently redirect focus of group when
discussion veers off topic
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Special Issues for Groups
EEREEHIE 7

Session-by-session manual for groups is part of
IMR workbook

Avoid tendency for groups to become limited to
psychoeducation

Attend to goals and use motivational and CBT
techniques

Make sure goals are individual and personally
meaningful

Taillor home assignments to different needs
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Special Issues for Groups, cont’d.
EeehY % Bl R R (1)

e Develop a model of “rotating admission™

e Develop a plan for making up missed
sessions

e Enlist assistance of other staff members
In supporting IMR)
e Make special effort to involve significant

others; consider a monthly “IMR Friends
and Family Group”

I SE IMR S B 55 B



Breaking down Module #1 into Group
Sessions }}tfjr) —- FOTRRNVES
c- |

Session 1: The importance of recovery

Session 2: What helps people in the
process of recovery?

Session 3: Identifying goals to work on
Session 4. Strategies for achieving goals
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Organizational Structure for
Implementing IMR
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Members of IMR Team
IMRAGFEAIR S E
«_ /'

IMR Clinicians and Consumer
Providers

IMR Coordinator / Supervisor
Agency Director
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IMR Clinicians and IMR Consumer
Providers IMREE PR F755 E
« /7

e 3-8 per treatment team (depending on
number of consumers served by the
team)

e 2 days initial training & 1 day follow-up

e Are expected to work with at least 3-4
consumers (or lead 2-3 groups) in the first
year

e Have protected time for providing IMR
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IMR Clinicians and IMR Consumer
Providers, continued

MRV PR  95 E GRY)
«

e Receive weekly supervision focused on
MR

e Receive consultation

e Start working with consumers within 4
weeks of 2-day IMR training

e Have accountability for providing IMR
(e.g., part of job description)
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IMR Coordinator/Supervisor
IMR AR/ BEE&

e Coordinating IMR is Iin job description

e Specific proportion of his or her time is
designated and protected for providing
and coordinating IMR

e Receives IMR training and works with
consumers using IMR

e Provides IMR supervision
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IMR Coordinator/Supervisor, continued
IMR 188 & /& 8 (8)

e Establishes and monitors IMR referral
process

e Assures that referred consumers receive
IMR

e Monitors the quality and quantity of IMR
services delivered at the agency

e Reports to the agency director and meets
regularly with him or her (e.g., monthly)
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More about Supervision

BEZHREE...

Group supervision, weekly, not more than 8
clinicians

e Review cases
e Discuss goals, share treatment formulations,

troubleshoot problems

e Role play challenging situations
e Selected teaching of core skills
e Evaluate engagement of consumers, integration

of IMR with team, involvement of significant
others
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Suggested Content of Supervision

frEpEarh

e Brief update on IMR implementation (# clients?,
modules being worked on? Clients’ goals?
Steps towards goals? Attendance? Problems?)

e Clinical skills development (list of suggested
topics provided)

e Clinical feedback on cases, using case
presentation model

e Content of supervision meetings alternates
between clinical skills development and case
presentations
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Consultation X
-

e Twice monthly the IMR consultant will
provide phone consultation during the
regular supervision time
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Agency Director Shows Interest and
Support by: #kE e - ReEwEAIL i

it 20

e Attending training
e Attending some supervision sessions

e Meeting regularly with IMR
Coordinator/Team Leader

e Troubleshooting obstacles to IMR
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Measuring Outcome using
the IMR Scales & " [IMRE! [ &! by ¥
.

15 item questionnaire covering IMR domains
Behaviorally anchored

User-friendly language

Clinician version and consumer version
Completed at baseline and every three months
Use to evaluate success of IMR

Can be integrated into treatment planning for
IMR
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ltems on the IMR Scale
IMR=3 _EHJIE

1. Progress towards personal goals
2. Knowledge

3. Involvement of family & friends in
treatment

4. Contact with people outside of
family

5. Time In structured roles
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Items on the IMR Scale (cont.)

IMRE % LRIIE B (&)
«_ _ ]

6. Symptom distress

7. Impairment of functioning

8. Relapse prevention planning
9. Relapse of symptoms

10. Psychiatric hospitalizations
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Items on the IMR Scale (cont.)

IMRE % L RIIE B (&)
«_ _ ]

11. Coping

12. Involvement with self-help activities
13. Using medication effectively

14. Functioning affected by alcohol use
15. Functioning affected by drug use
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IMR Fidelity Assessment E‘fﬂr"ﬂr fF‘,

e Designed to evaluate adherence to IMR
model

e Provides useful feedback to agency for
Improving practices

e Involves independent assessor who
reviews records, interviews clinicians &
consumers

e ODbjective scale
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Research on IMR ’IjI'?'éfa
«_ _ ]

e Pilot study of IMR feasibility and outcomes
e Implementation and dissemination study

e Completed RCTs
e Other research and adaptations of IMR program
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Pilot Study of IMR Feasibility and
Outcomes  IMRIFR = 12y BHoflfirs

e Conducted at 3 sites in North Carolina
and Australia

e Evaluated IMR in group (2 sites) and
individual (1 site) formats

e N =24, 88% schizophrenia, 63% women

e Evaluated satisfaction with program and
outcomes

e Publication: Mueser et al. (20006)
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Consumer Feedback
HEHEEE
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lliness Management Outcomes
iR E MR

e Brief Symptom Inventory
- Global Severity Index (d =.5)

e Coping Skills Scale

— Total Symptoms (d =.38)

— Effectiveness of coping skills (d =.84)
e Client version IMR scale (shortened) (d =.84)
e Knowledge of lliness (d =.63)

e Social support (d =.18)
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Recovery Outcomes
RERRR

e Recovery Assessment Scale
- Mean (d =.64)
- Hope subscale (d =.55)
— Willingness to ask for help subscale (d =.30)
— Goal oriented subscale (d =.48)
- Rely on others subscale (d =.02)
Not dominated by symptoms subscale (d =.60)

e GAF (d =.80)
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National Implementing EBPs Study
E_ﬁla.;—r_' 'lnc:g‘$4 j-';ﬂl‘? FI\W

e Evaluated whether 5 EBPs (including IMR) could
be implemented in routine treatment settings

e 53 mental health centers in 8 states implemented
1 or 2 EBPs: IMR implemented in 12 centers

e Training for each EBP: initial morning “kickoff”
training followed by 2 day skills training

e Monthly consultation for 2 years
e Fidelity assessments every 6 months for 2 years
e Publication: McHugo et al. (2007)

I SE IMR S B 55 B



Implementing EBPS_Project
H ? IR | 3R YRR
S

Mean EBP Fidelity over Time
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Translations of IMR Program

IMR75 EHITEE
«

Arabic
Danish
Dutch
Hebrew
Hmong
Laotian
Spanish
Somali
Swedish
Underway:
e Chinese
e Japanese
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Randomized Controlled Trials
(RCTs) of IMR Program
IMR 75 Z£ B BaE % 128 ol ¥+ HE B B

e Israel
e United States (New York City)
e Sweden
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RCT of IMR In Israel
LU S B IMREE# I FI B ER
« /7

e N =210 SMIrandomized to group IMR or treatment as
usual, 12 sites

e Assessments baseline & post-treatment (8-11 months
later)

- IMR Scales (client and clinician version)
- Coping Efficacy Scale
- Perceived Social Support

e IMR Fidelity Scale administered at all sites

e Relatively high level of psychiatric rehabilitation
services at all sites
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RCT of IMR in Israel, cont’ d
LLE B B IMREE# 6 B R

e Group sessions held for one hour weekly
for between 8 months and 11 months

e Clinicians received extensive training in
IMR before study

e Clinicians received 2 hours of supervision
on IMR per month

e Publication: Hasson-Ohayon et al. (2007)
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Outcomes of Israel Study
LIS RGER

e More improvement of IMR on IMR scales
- Knowledge
- Progress towards goals
— Overall scores

e Both IMR and TAU improved in coping
e No differences in social support

e Effects on IMR Scales stronger at the high
fidelity sites (9 out of the 12)

I SE IMR S B 55 B



Srae
LB . EFER

mean

3.8 1

3.6 -

3.4

3.2 1

udy: Client IMR Scale

— . -

—a— TAU

Pre Post

IDA S IMR K B 22 B2



Israel Study: Clinician IMR Scale

DEIGE RERITEEER
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RCT of IMR at Center for Urban

and Community Services, NY
A S U5 R S

e N =103, randomized to group IMR or Treatment as Usual

e Assessments at baseline, post-treatment, and 6 months
follow-up using self-reports, clinicians, and interviewers

e Conducted at supported housing units
Racially, ethnically, and diagnostically diverse population
(37% psychosis, 35% minority)

e Twice weekly “classes” for approximately 6 months (42
sessions)
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CUCS Study, cont’ d
S

e Clinicians trained in IMR, then received monthly
phone supervision on IMR

e Graduation ceremony held at end of classes

e Evaluation focused on illness self-management,
symptoms, quality of life / functioning, suicidal
thinking, substance abuse

e Publication: Levitt et al. (2009)
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CUCS Study: Results
S

Clients in IMR improved significantly more than controls in:

e lliness management (client and clinician IMR scales)

e Overall symptom severity (BPRS)

e Anxiety-Depression (BPRS)

e Psychosocial functioning (Abbreviated Quality of Life
Scale)

No differences between groups in:

e Symptom distress

e Hospitalization, substance abuse, suicidal thinking (low
rates across all 3 outcomes)
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CUCS Study: Client IMR Scale
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CUCS Study: Clinician IMR Scale
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CUCS Study: Total BPRS Score
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CUCS Study: BPRS Anxiety-
Depression

Follow up
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CUCS Study: Quality of Life Scale -

Abbreviated Version
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RCT of IMR Iin Uppsala, Sweden

N =41, randomized to group IMR or Treatment as Usual
All schizophrenia or schizoaffective
Weekly IMR groups for 9 months

Assessments at baseline, post-treatment, and 9 months
follow-up

Study participants drawn from 6 psychiatric rehabilitation
outpatient centers

Publication: Faerdig et al. (resubmitted)
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Sweden Study
Client IMR Scale
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Sweden Study
Clinician IMR Scale
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Sweden Study
Psychosis Evaluation Tool for Common Use
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Sweden Stuady
Suicidal Ideation Over Past Week
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Sweden Study
Ways of Coping: Seeking Social Support
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Sweden Study
Ways of Coping: Avoidance
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Sweden Study
Ways of Coping: Problem Solving
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Adaptations of IMR to Special
Problems and Populations "

R e s
<

e Implementation in homeless shelters

e Integration of medical iliness
management into IMR

e IMR for forensic clients

e Adapting IMR for consumers with SMI and
Intellectual disability
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Adapting IMR for Homeless
Shelters: CUCS ’JB 355 E i

Emphasis on “wellness” rather than “iliness”

Adapted and implemented at 2 homeless shelters in New York
(approx. 40 beds/shelter)

Program conducted twice weekly in groups for about 40 sessions
Monthly alumni group meetings

High levels of engagement and retention

Progress made towards personal goals and illness self-management

Better housing outcomes than prior to implementation of IMR
program

I SE IMR S B 55 B



Integrated-IMR for Medical lliness
in Older SMI

3 SPURITRH I P MR

High rates of medical comorbidity in SMI account for
premature mortality

Principles of physical and psychiatric iliness
management overlap

Physical illness management of specific diseases
Incorporated into IMR (e.g., diabetes, coronary artery
disease)

e Nurse case management provided
e Pilot study completed, modest 2-site RCT underway

(R34, Pl = Riera, co-I’ s = Bartels, Mueser, Bartels,
Pratt)
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IMR for Forensic Clients
TS5 ST PV R

High involvement of persons with SMI in criminal justice system,
partly due to poor illness management
Need to teach illness self-management skills to reduce criminal
offending
Pilot study of IMR in Bronx, New York, in jail diversion program
for persons with SMI (Pls: Broner, Rotter; Consultants: Gingerich,
Mueser)
Special adaptations in IMR to address:

-~ Processing jail/prison experience

- Counterproductive adaptations to prison environment

—  “Criminogenic” thinking styles

- Skills for managing angry feelings and frustration
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IMR for Persons with SMI

Intellectual Disabilityif—*,rﬁ':ri, BRI A

Consumers with intellectual disabilities have higher rates of SMI

Cognitive limitations require modification of rehabilitation methods
for this population

e Adapted IMR program by Jewish Employment and Vocational
Services in Philadelphia: the Healthy Happy Life Class

e Focus on consumers who live in small group homes and have high
levels of residential staff involvement

e Simplified educational handouts for consumers, more detailed
guidelines for leaders, frequent group activities to demonstrate

and practice critical points and skills
e Authors: Gingerich, Arnold, Mueser
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Other Adaptations of IMR Program
S

e Implementing IMR on ACT teams

Integration of rehabilitation into routine ACT services
Feasibility established in pilot projects by Salyers (IN), Gingerich,
Morse, Monroe-Devita (MO, WA)

R34 funded (P!’ s: Morse, Monroe-Devita; co-I’s: Mueser, Gingerich,
McHugo, Xie)

e Acute care inpatient settings

Take advantage of inpatient opportunity

Adapted IMR: Recovery Strategies, Managing Stress, Preventing
Relapses, Coping with Symptoms

2 sessions/day, designed for 2 week inpatient stay
Gingerich & Meyer, working with hospitals in MN
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Other Adaptations, cont’ d # pje®]
<

e Peer providers of IMR
- Potential value of “lived experience” by Peers in teaching IMR

—- Feasibility established in pilot projects by Salyers (IN), Gingerich, Morse,
Monroe-Devita (MO, WA)

— Current study underway by Gil at UMDNJ
e Integration of IMR with vocational rehab and cognitive remediation
—~ Problems in illness self-management interfere with work
— Integration of IMR with Thinking Skills for Work
- RCT at Brooklyn Bureau of Community Service (Pl: McGurk)
e Long-term inpatient settings
-~ Need to integrate online staff into training and implementation of IMR
- In place at Trenton State Hospital, and several other hospitals
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Future Directions for IMR

Research
« /7

e Integration with other EBPs
- Family psychoeducation
- Integrated dual disorder treatment
— Supported employment
-~ CBT for psychosis
e Cognitive remediation to improve response of cognitive impaired
consumers to IMR
IMR for deaf consumers
Web-assisted or web-based IMR

— Pilot project underway with Neurocomp, Inc. (supported by
NIMH SBIR grant)
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Additional Resources for IMR
«_ /'

Research articles and information sheets can be downloaded at
www.samhsa.orqg

Toolkit materials (modules, etc.) can be downloaded at www.samhsa.gov

Bellack, A. S., Mueser, K. T., Gingerich, S., & Agresta, J. (2004). Social
Skills Training for Schizophrenia: A Step-by-Step Guide (Second ed.).
New York: Guilford Press.

Drake, R. E., Merrens, M. R., & Lynde, D. W. (Eds.). (2005). Evidence-
Based Mental Health Practice: A Textbook. New York: Norton.
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“If people are treated as capable,
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Final Comments s
G

“Having strategies for coping with mental illness
is extremely important. It’s hard to enjoy life
when you’ re constantly having symptoms.
However, believing in yourself, having hope that
things will continue to get better, and looking
forward to your future are also vital in
overcoming mental illness. . .
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Final Comments, cont’ d
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“...0ur hopes and dreams are not delusions.
Our hopes and dreams are what make us
human.”

David Kime, 2002
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