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Foreword
The Substance Abuse and Mental Health Services Administration’s (SAMHSA) Center for Mental
Health Services (CMHS) is a proud sponsor of this implementation resource kit for teaching illness management and recovery skills. As the federal agency responsible for promoting the quality, availability, and accessibility of services for people with mental illness, CMHS is responsible
for identifying treatments for mental illness that work. The materials in this resource kit document
the evidence for the effectiveness of illness management techniques and provide detailed materials to help communities to implement these techniques in real world settings. During development
of the implementation resource kit, we placed special emphasis on 1) strengthening the consensus
building process, 2) expanding the involvement of consumers and families, 3) including practical
orientation to issues involving service organization and financing, and 4) insisting on paying careful attention to issues of ethnic and cultural sensitivity and overall cultural competence. We are well
pleased with the result.
Many other organizations contributed to developing this implementation resource kit. This broad
coalition of researchers, providers, administrators, policy makers, consumers and family members,
gives the resource kit its strength and vitality. We are especially appreciative of the support provided by The Robert Wood Johnson Foundation which sponsored the early stages of the Project, when
teaching evidence-based illness management and recovery skills was identified as a practice ready
for widespread implementation. We agreed with the need to encourage practitioners and consumers to work together to empower people with serious mental illnesses to manage their symptoms
and make informed decisions concerning their treatment. Evidence exists for the effectiveness of the
individual techniques presented in this resource kit. It is an organized, standardized, and measurable package of proven-effective techniques that is critical for teaching consumers, administrators,
and practitioners how to manage serious mental illness and move towards recovery.
This implementation resource kit reflects the current state-of-the-art concerning teaching of evidence-based illness management and recovery skills. It addresses both the “key ingredients” of
the clinical model and many practical considerations essential for successful implementation. It also
describes the need for each community to adapt the model to its particular needs and characteristics. Careful attention to unique community needs, coupled with fidelity to the key ingredients of
the practice, equals successful implementation. The closer the kit user comes to following the implementation resource kit guidance, the more likely the practice will yield good results for consumers.
As mental health services research and evaluation progress, CMHS hopes to support the development of implementation resource kits for additional evidence-based practices, and to refine this and
other previously developed resource kits to take new evidence into account. Indeed, evaluation of
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planned pilot projects for implementing this resource kit and associated implementation strategies
will tell us much about how to make improvements in future versions. We hope that this and other
evidence-based practice implementation resource kits will be helpful to communities across the nation as they strive to provide the most effective services possible for persons suffering from mental
illness.
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Introduction
Welcome to the Illness Management and Recovery implementation resource kit. It has been produced by the Implementing Evidence-Based Practices Project as part of an effort to promote
treatment practices in community mental health service settings that are known to be effective in
supporting the recovery of adults with severe mental illnesses. The goal: to improve the lives of
consumers by increasing the availability of effective mental health services.
The User’s Guide begins by providing general information about the Implementing Evidence-Based
Practices Project, including the project philosophy and values. This is followed by descriptions of
the materials contained in the resource kit and their proposed role in the implementation process.
The basic structure of an implementation plan is outlined. Specific suggestions for implementing
the practice of Illness Management and Recovery are presented in the Implementation Tips documents. This guide also contains selected references on Illness Management and Recovery and a
special populations appendix which provides a review of the literature addressing the range of
populations for which this practice has demonstrated efficacy or effectiveness.
If you have any questions or comments about the resource kit materials or the implementation
process, please contact Kristine Knoll at the NH-Dartmouth Psychiatric Research (e-mail address:
Kristine.M.Knoll@Dartmouth.EDU). We look forward to supporting your efforts to improve services to people with severe mental illness. Also, please share your experience in using these materials.
Feedback from users will help refine and improve future versions of these
implementation materials.
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Background
What are “evidence-based practices”?
Evidence-based practices are services for people with severe mental illness (consumers) that have
demonstrated positive outcomes in multiple research studies.
Over the past 15 years, researchers in mental health service systems have gathered extensive data
to support the effectiveness of several psychosocial and pharmacological treatments. In 1998, the
Robert Wood Johnson Foundation convened a consensus panel of researchers, clinicians, administrators, consumers, and family advocates to discuss the research and to determine which practices
currently demonstrated a strong evidence base. This project is an offshoot of these efforts.

The six evidence-based practices
Six practices were identified as currently demonstrating a strong evidence base:


standardized pharmacological treatment



illness management and recovery skills



supported employment



family psychoeducation



assertive community treatment



integrated dual disorders treatment (substance use and mental illness)

Other evidence-based practices for the treatment of persons with severe mental illnesses are being
identified and will be promoted as the research evolves. This project is only a beginning attempt to
establish models and procedures. This list of identified practices is not intended to be complete or
exclusive. There should be many evidence-based practices in the future. Some promising practices
being researched currently include peer support programming, supported housing, trauma services, and treatment for people with borderline personality disorder.
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What is an implementation resource kit?
An implementation resource kit is a set of materials—written documents, videotapes, PowerPoint
presentations, and a website—that support implementation of a particular treatment practice.
Specific materials in this resource kit have been developed for each of the key stakeholder groups
involved in the implementation effort:


consumers of mental health services



family members and other supporters



practitioners and clinical supervisors



program leaders of mental health programs



public mental health authorities

Research has shown that providing practice guidelines to practitioners alone does not change
practice. Change is most likely to occur and be sustained if all the major stakeholders in the mental health system are engaged and involved in the process of change. Therefore the materials and
guidelines in this implementation resource kit are geared toward five different stakeholder groups.
The materials for each specific stakeholder group were either written by representatives of that
group or in close collaboration with them.
The resource kit materials are also designed to address three stages of change:


engaging and motivating for change (why do it)



developing skills and supports to implement change (how to do it)



sustaining the change (how to maintain and extend the gains)

What is an implementation package?
An implementation package is a set of implementation materials (the resource kit) combined with
complementary training and consultation that support implementation of the evidence-based practice. The resource kit materials are designed to be most effective when used with consultative and
training services. As part of the Implementing Evidence-Based Practices Project, EBP implementation centers are being established in various states across the country to provide consultation and
training (see www.mentalhealthpractices.org).
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How was this implementation resource kit developed?
The implementation resource kit was developed by a team composed of multiple stakeholders:
researchers, clinicians, program managers and administrators, consumers, and family members.
Documents oriented toward specific stakeholder groups were either written by representatives
of that group or in close collaboration with them. A consensus panel, also comprised of multiple
stakeholders, reviewed the materials developed for all six implementation resource kits to ensure
consistency with the project’s overall goals and attention to the various perspectives of the different
constituencies.

For more information
For a more detailed discussion of the project and the implementation strategies, refer to the enclosed Psychiatric Services articles:
Drake RE, Goldman HH, Leff HS, et al: Implementing evidence-based practices in routine mental health service settings.
Psychiatric Services 52:179–182, 2001.
Torrey WC, Drake RE, Dixon L, et al: Implementing evidence-based practices for persons with severe mental illnesses.
Psychiatric Services 52:45–50, 2001.
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Project Philosophy and Values
The project rests on two philosophical tenets:
First, mental health services for people with severe mental illnesses should have the goal of helping
people to develop high-quality, satisfying, functional lives. That is, services should aim not just at
helping consumers stay out of the hospital and reducing or stabilizing symptoms, but also at helping them to pursue their own personal recovery process. People want services that help them to
manage their illnesses and to move ahead with their lives.
Second, consumers and their families have a right to information about effective treatments, and in
areas where evidence-based practices exist, consumers and family members have a right to access
effective services.
Evidence-based practices are not intended to be exclusive, mandatory, or rigid. Rather, they imply
self-knowledge, self-determination, choice, individualization, and recovery.

Defining recovery
There have been many efforts to define the recovery philosophy. The Consumer Advisory Panel for
the Implementing Evidence-Based Practices Project drafted the following brief statement.
The principles of recovery that informed the development of the implementation resource kit materials are:


hope



personal responsibility



education



self-advocacy



support

The cessation of symptoms is not necessarily equal to recovery. Each person develops their own
definition of recovery, which many view as a process rather than a destination.
It is important to know what is meant by “support.” While the support of others is a valuable element in recovery, it does not include solving problems for another person or giving advice.
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Empowerment is another critical component to recovery. A person becomes dis-empowered when
choices are made for them, even when well-meaning supporters do it. Dis-empowerment also occurs when assumptions or judgments are made concerning an individual and their choices.
Recovery is most easily achievable when a person and those around them recognize the individual
as a whole and complete person regardless of symptoms. One of the most valuable things a person
can do for someone with psychiatric symptoms is to listen.

For more information
Copeland, Mary Ellen. Wellness Recovery Action Plan. 1997. Peach Press.
Ralph, Ruth O. Review of Recovery Literature: A Synthesis of a Sample of Recovery Literature 2000. Report produced for
NASMHPD/National Technical Assistance Center for State Mental Health Planning.
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Components of the Illness
Management and Recovery
Implementation Resource Kit
The following describes the purpose and content of the individual resource kit materials. This section is followed by a description of the use of these materials in the implementation process.

Implementation Resource Kit User’s Guide
This document describes the implementation resource kit and how to use it. It includes selected
references for the particular evidence-based practice.

Articles
Included in the implementation resource kit are copies of general articles about evidence-based
practices and implementation, and an article describing the research evidence for this
particular practice.

Information for Stakeholders (five documents)
These documents describe the evidence-based practice and highlight features of the practice most
pertinent to the particular stakeholder being addressed. These are engagement pieces that address
the question: why should I, as consumer, family member, practitioner, program leader, or administrator be interested in this practice? The documents for consumers and family members are available in Spanish-language versions.

Implementation Tips for Mental Health Program Leaders
This document provides practical guidance for agency program leaders on how to implement the
evidence-based practice in a community mental health setting. It includes strategies for building
consensus in organizations preparing for change and tips on how to develop policies and procedures to support the practice.
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Implementation Tips for Public Mental Health Authorities
This document provides practical guidance for public mental health authorities on how to provide
incentives and remove barriers to implementation of the evidence-based practice within their mental health system. Advice is given based on the experiences of mental health systems that have been
successful in implementing the practice. This document emphasizes the importance of consensus
building, creating incentives for change in practitioner and agency behavior, and identifying and
removing barriers to change.

Statement on Cultural Competence
This document addresses the need for practitioners and policymakers to integrate the design and
delivery of the evidence-based practices within a culturally responsive context.

Fidelity Scale
Research indicates that the quality of implementation of the practice—adherence to principles of the
model—strongly influences outcomes. The fidelity scale enables mental health program leaders to
evaluate their program in comparison to the recommended principles.

General Organizational Index
This index measures a set of general operating characteristics hypothesized to be related to an
organization’s overall capacity to implement and sustain any evidence-based practice. The items
on the general organizational index (GOI) were derived from clinical experience and the research
literature. It is designed to be used with the fidelity scale as a companion assessment tool.

Monitoring Client Outcomes
Using outcome measures to evaluate and track consumer gains and program success is critical for
effective implementation of an evidence-based practice. Simple outcomes are identified that can be
monitored as part of routine clinical practice. The tracking of outcome measures is used as a feedback mechanism for clinicians, supervisors, and administrators.

Workbook for Practitioners and Clinical Supervisors
The workbook is designed as a primer for practitioners. It describes the knowledge and skills practitioners need in order to provide an effective intervention. There are two sets of materials: practitioner’s guide and educational handouts.
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Introductory Videotape
This short videotape functions as an introduction for all stakeholders to the evidence-based practice. Much of the film consists of different stakeholders speaking of their experience or demonstrating the practice in action. A Spanish-language version of this videotape is also available.

Practice Demonstration Videotape
This videotape(s) describes clinical skills critical for the implementation of the practice. It is designed for use in training and supervisory settings.

www.mentalhealthpractices.org
This website contains basic information about each of the six evidence-based practices. It includes
references and links to other relevant websites. Information for consumers and family members is
available in Spanish.

Additional Implementation Materials
PowerPoint presentations are available to supplement the Illness Management and Recovery
resource kit materials. Contact the West Institute at the New Hampshire-Dartmouth Psychiatric
Research Center (603.271.5747).
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How to Use the Resource Kit
Materials—An implementation plan
Effective implementation of evidence-based practices is best achieved by using the resource kit
materials in combination with complementary, structured training and consultation. As part of
this project, a number of evidence-based practices implementation centers have been established
throughout the country. For more information on these centers, go to
www.mentalhealthpractices.org.
A brief description of a basic implementation plan that includes these supports is provided below.
See the Implementation Tips for Mental Health Programs Leaders and Implementation Tips for Public Mental Health Authorities for more detailed suggestions regarding the implementation of Illness Management and Recovery.

Consensus building
Build support for change


identify key stakeholders



provide information to all stakeholders



develop consensus regarding a vision for the practice at your agency



convey a vision and a commitment to all stakeholders

Enthusiasm for the implementation of the evidence-based practice can be generated by communicating how the practice benefits consumers and family members.
Use of implementation resource kit materials:


Distribute information documents to the key stakeholder groups.



Hold informational meetings with key stakeholder groups. Have opinion leaders
within the different stakeholder groups co-host these meetings. Include a viewing of
the introductory videotape. An introductory PowerPoint presentation can be used to
structure the informational meeting.
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Developing an implementation plan
An action plan


identify an agency implementation leader



establish an implementation steering team that includes representatives from all
stakeholder groups



secure a consultant from an EBP implementation institute



develop an implementation plan

Responsibilities of the implementation leader and implementation steering team include identifying
personnel, resources, and processes (administrative support and system changes) needed to support the evidence-based practice; an assessment of training needs; and development of an implementation timeline.
By developing partnerships with community organizations including peer support programs, consumer and family advocacy groups, police, homeless shelters, food banks, department of vocational
rehabilitation, and others depending on the specific practice, the implementation leader and the
implementation steering team can most effectively develop support for the practice. These groups
may contribute to the development of an implementation plan.
Consultants from EBP implementation centers can work with public mental health authorities and
program leaders to inform them about the practice, to evaluate an agency’s or system’s commitment
to change, and to assess current realities of financial incentives, staffing, and structure.

Use of implementation resource kit materials
Implementation Tips for Mental Health Program Leaders is designed to be shared with the individuals in an agency that make and carry out decisions about the local resources and processes. This
includes people who have responsibility for program management, training, policy development,
program standards, data management, and funding.
Implementation Tips for Public Mental Health Authorities is designed for individuals at the municipal,
county, or state mental health authority, and provides practical guidance on how to support implementation of the practice.
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Enacting the implementation
Making it happen


involve agency personnel at all levels to support the implementation



host a “kick-off” training where all stakeholders receive information about the practice



host a comprehensive skills training for agency personnel who will be providing the
practice



arrange opportunities to visit programs that have successfully implemented the
practice



work with an implementation center for off-site support for the practice



review current agency outcome measures relative to the practice and modify outcome data to monitor the practice. Learn how to make use of outcome measures in
clinical practice and supervision



work with a consultant/trainer to learn how to use the fidelity scale to identify
strengths and weaknesses in the implementation effort

Trainers can work with the agency to offer an initial or “kickoff” training for all stakeholders. The
trainer can then provide comprehensive skills training for those personnel within the agency who
will be providing the practice. The trainers may offer to visit the program at least one day per
month for the first six months, then one day every other month for the next six months, for ongoing
training, consultation, supervision as needed by the program. The trainer may also be available on a
weekly basis for phone consultation.

Use of implementation resource kit materials
Many agencies find it useful for the implementation leader and agency staff to familiarize themselves with the structure and processes of the practice by visiting an existing program. Before a site
visit, the implementation leader and clinical supervisor(s) should review:


Information for Practitioners and Clinical Supervisors



Information for Mental Health Program Leaders



Implementation Tips for Mental Health Program Leaders



Workbook for Practitioners and Clinical Supervisors
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Materials that support training and clinical supervision:


Workbook for Practitioners and Clinical Supervisors



Practice demonstration videotapes



PowerPoint training presentation (available from the West Institute)

Trainers may also serve as consultants to the administrators of the program. This includes demonstrating the usefulness of outcomes data as a clinical feedback tool. See Monitoring Client Outcomes.

Monitoring and evaluation
Sustaining change: how to maintain and extend the gains


establish a mechanism for continuous feedback regarding how the practice is being
provided in an agency



publicize outcome improvements from the practice



use fidelity scales to monitor the practice implementation

Monitoring and evaluation occur in several ways. First, the use of consultants to provide side-byside, ongoing consultation during the first one to two years of the program is very helpful. Consultants who are experienced in the practice can recognize problems and recommend changes to
address them.

Use of implementation resource kit materials
It is useful for programs to become comfortable early on with the measures that will be used for
monitoring and evaluating the delivery of the practice: outcome measures and the fidelity scale. The
information collected can be used not only to identify areas that are problematic, but also to identify
areas of excellence. Feedback from these measures may be used to promote and strengthen clinical
and programmatic effectiveness. Please refer to:
Monitoring Client Outcomes
Illness Management and Recovery Fidelity Scale
General Organization Index
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A Word About Terminology
Terms used in the Implementation Resource Kit materials
The materials were developed by people from a variety of backgrounds and perspectives. During
development, it became evident that many different terms are used to describe the key stakeholders. For the sake of clarity and consistency, in most instances common terms are used to identify
these groups throughout the implementation resource kits. In some situations more precise, or
alternative, terminology is used. For instance, in the Supported Employment implementation resource kit, the term “employment specialist” is often used rather than “practitioner.”

Consumers, clients, people who have experienced psychiatric symptoms
These terms refer to persons who are living with severe mental illness and who use professional
mental health services—the consumers of mental health services. The term “consumer” is most frequently employed in the resource kit materials. In the Integrated Dual Disorders Treatment workbook and in the outcome measures document the term “client” is used. The Illness Management
and Recovery resource kit uses the term “people who have experienced psychiatric symptoms.”

Family and other supporters
This terminology refers to families and other people who provide support to a consumer, and recognizes that many consumers have key supporters who are not family members.

Practitioners and clinical supervisors
The term “practitioner” refers to the people who deliver the evidence-based practice. This is used
instead of clinician, case manager, nurse, psychiatrist, therapist, etc. except when referring to a
specific kind of role (e.g., the employment specialist in supported employment, or the prescriber in
medication management). The term “clinical supervisor” is used to distinguish between an administrative supervisor and the person supervising the clinical work of the practitioner.
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Mental health program leaders
This term is used to describe the person at the mental health provider organization who is trying
to put the practice into effect. This term is used instead of program supervisor, operations director,
program manager, or program administrator. Use of this term makes it clear that this person’s job is
to lead with the support of the agency’s administration.

Public mental health authorities
This term is used to describe the people who determine the regulations and funding structures of
the public mental health system. We recognize that evidence-based practices are also implemented
and overseen in the private sector.
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Phases of the Implementing EvidenceBased Practices Project
The Implementing Evidence-Based Practices Project was planned to take place in three phases over
a five to six year period, as described below.

Phase I: Development of the Implementation Resource Kits—Fall 2000 to
Summer 2002
During Phase I the core principles and critical elements of each of the six evidence-based practices
were identified and guidelines for their implementation developed. This resulted in the development of a comprehensive implementation plan—production of implementation resource kits and
development of a structured program of training and consultation—to facilitate the adoption of
evidence-based practices in routine clinical settings.

Phase II: Pilot Testing the Implementation Resource Kits—Summer 2002 to
Summer 2005
Phase II entails a multi-state demonstration of implementation using the resource kit materials in
conjunction with a structured program of consultation and training. The goals are (1) to demonstrate that evidence-based practices can be successfully implemented in routine practice settings; (2)
to improve the implementation resource kits including the recommendations for consultation and
training support based on information gathered from pilot experiences; and (3) to learn more about
the range of variables that facilitate or impede implementation in routine treatment settings.

Phase III: National Demonstration—starting in 2006
Phase III is designed to be a broad implementation effort in which the modified implementation resource kits will be made available throughout the United States. Research will focus on both evaluating the success of implementing evidence-based practices and their effects on client outcomes.
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Selected Bibliography for Illness
Management and Recovery
Summary of research supporting the components of Illness
Management and Recovery
* Mueser, K, Corrigan, P, Hilton, D, Tanzman, B, Schaub, A, Gingerich, S, Essock, S, Tarrier, N, Morey, B, Vogel-Scibilia,
Herz, M: “Illness Management and Recovery: A Review of the Research,” submitted to Psychiatric Services.

Studies showing that education increases knowledge about
mental illness
Goldman, CR, Quinn, FL: Effects of a patient education program, “in the treatment of schizophrenia. Hospital and
Community Psychiatry 39:282-286, 1988.
* Macpherson, R, Jerrom, B, Hughes, A: A controlled study of education about drug treatment in schizophrenia. British
Journal of Psychiatry 168:709-717, 1996.
Bäuml, J, Kissling, W, Pitschel-Walz, G: Psychoedukative gruppen für schizophrene patienten: Einﬂuss auf wissensstand
und compliance. Nervenheilkunde 15:145-150, 1996.

Studies showing that behavioral tailoring improves taking
medication as prescribed
*Boczkowski, J, Zeichner, A, DeSanto, N: Neuroleptic compliance among chronic schizophrenic outpatients: An
intervention outcome report. Journal of Consulting and Clinical Psychology 53:666-671, 1985.
*Azrin, NH, Teichner, G: Evaluation of an instructional program for improving medication compliance for chronically
mentally ill outpatients. Behaviour Research and Therapy 36:849-861, 1998.
*Cramer, JA, Rosenheck, R: Enhancing medication compliance for people with serious mental illness. The Journal of
Nervous and Mental disease 187:53-55, 1999.
Kelly, GR, Scott, JE: Medication compliance and health education among outpatients with chronic mental disorders.
Medical Care 28:1181-1197, 1990.

*Recommended article

DRAFT 2003

IMPLEMENTATION RESOURCE KIT USER’S GUIDE

21

Studies showing that relapse prevention training reduces relapses
and rehospitalizations
Buchkremer, G, Fiedler, P: Kognitive vs. handlungsorientierte Therapie (Cognitive vs. action-oriented treatment).
Nervenarzt 58:481-488, 1987.
* Herz, MI, Lamberti, JS, Mintz, J et al: A program for relapse prevention in schizophrenia: A controlled study. Archives of
General Psychiatry 57:277-283, 2000.
Perry, A, Tarrier, N, Morriss, R et al: Randomised controlled trial of efﬁcacy of teaching patients with bipolar disorder to
identify early symptoms of relapse and obtain treatment. British Medical Journal 318:149-153, 1999.

Studies showing that teaching coping skills reduces severity
of symptoms
* Leclerc, C, Lesage, AD, Ricard, N et al: Assessment of a new rehabilitative coping skills module for persons with
schizophrenia. American Journal of Orthopsychiatry 70:380-388, 2000.
*Lecomte, T, Cyr, M, Lesage, AD et al: Efﬁcacy of a self-esteem module in the empowerment of individuals with
schizophrenia. Journal of Nervous and Mental Disease 187:406-413, 1999.
*Schaub, A: Cognitive-behavioural coping-orientated therapy for schizophrenia: A new treatment model for clinical
service and research, in Cognitive Psychotherapy of Psychotic and Personality Disorders: Handbook of Theory and
Practice, Vol. Edited by Perris, C, McGorry, PD Chichester, John Wiley & Sons, 1998.
Schaub, A, Mueser, KT, “Coping-oriented treatment of schizophrenia and schizoaffective disorder: Rationale and
preliminary results,” presented at the 34th Annual Convention of the Association for the Advancement of Behavior
Therapy, New Orleans.

References for Practitioners Seeking More Information Related to
Providing the Illness Management and Recovery Program
Bipolar Disorder
Fawcett, P, Golden, B, Rosenfeld, N. New hope for people with bipolar disorder. Prima Publishing, 2000.
Miklowitz, D. The bipolar survival guide: What you and your family need to know. New York: Guilford, 2002.

Cognitive-behavioral techniques for psychotic disorders
Fowler, D. Cognitive behavioral therapy for psychosis: From understanding to treatment. Psychiatric Rehabilitation Skills
4(2): 199-215, 2000.
Rector, N, Beck, A. Cognitive behavioral therapy for schizophrenia: An empirical review. Journal of Nervous and Mental
Disease 189:278-287, 2001.

*Rrecommended article
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Tarrier, N. & Haddock.G. Cognitive-behavioral therapy for schizophrenia: A case formulation approach. In Hofmann, S
& Tompson, M (Eds), Treating chronic and severe mental disorders: A handbook of empirically supported interventions. NY:
Guilford. 2002.

Depression
Copeland, ME. The depression workbook. Oakland: New Harbinger, 1999.
DePaulo, J.R. Understanding depression: What we know and what you can do about it. Wiley, 2002.

Family interventions
MacFarlane, W. Multifamily groups in the treatment of severe psychiatric disorders. New York: Guilford Press, 2002.
Mueser, K & Glynn, S: Behavioral family therapy for psychiatric disorders. Oakland, New Harbinger Publications, 1999.

First person account of illness management
Leete, E. How I perceive and manage my illness. Schizophrenia Bulletin (15)2: 197-200,

1989.

Motivational interviewing
Miller, WR, Rollnick, S: Motivational interviewing: Preparing people to change. 2nd edition. New York: Guilford, 2002.

Recovery research
Ralph, R. Recovery. Psychiatric Rehabilitation Skills (4)3: 488-517, 2000.

Schizophrenia
Herz, M, Marder, S.: The comprehensive treatment and management of schizophrenia. Baltimore, Lippincott, Williams, and
Wilkins, 2002.
Mueser, K. & Gingerich, S. Coping with schizophrenia: A guide for families. Oakland, New Harbinger Publications. 1994.

Social skills training
Bellack, A, Mueser, K, Gingerich, S, Agresta, J: Social skills training for schizophrenia: A step-by-step guide. New York:
Guilford Press, 1997.
Gingerich, S. Guidelines for social skills training for persons with mental illness. In Roberts, A and Greene, G. Social
workers desk reference, pages 392-396, 2002.
Liberman, R.P. Social and independent living skills (SILS) modules (trainers’ manuals, client workbooks, video packages,
etc.) can be found at www.mentalhealth.ucla/edu.
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Stigma
Corrigan, P. & Lundin, R. Don’t call me nuts: Coping with the stigma of mental illness. Chicago: Recovery Press, 2001.
Wahl, O. Telling is risky business: Mental health consumers confront stigma. New Brunswick, NJ: Rutgers University Press.
1999.

Substance abuse and the stages- of-change model
Connors, G, Donovan, D, DiClemente, C. Substance abuse treatment and the stages of change. New York: Guilford Press. 2001.
Velasquez, M, Maurer, G, Crouch, D, DiClemente, C. Group treatment for substance abuse: A stages-of-change therapy manual.
New York: Guilford Press.

Working collaboratively with people who do not believe that they have a
psychiatric disorder.
Amador, X., Johanson, A: I am not sick: I don’t need help. Petonic, NY: Vida Press, 2000.
Amador, X, Gorman, J: Psychopathologic domains and insight in schizophrenia. The Psychiatric Clinics of North America 21:
27-42, 1998.
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Special Populations Appendix
The following is a review of the literature addressing the range of populations for which the components of illness management have demonstrated efficacy or effectiveness, including factors such
as age, race, ethnicity, gender, and geographic location.
The core components of illness management are psychoeducation, behavioral tailoring for using
medication as prescribed, relapse prevention, and cognitive-behavioral strategies for coping with
symptoms. Randomized controlled studies of these components were conducted in settings that included people from a wide range of races and ethnicities, including Caucasians, African Americans,
Latinos, Asians, Native Americans and French Canadians. The studies were conducted in the U.S.,
England, Germany and Canada. Most of the research focuses on individuals with schizophrenia
spectrum disorders, with less research addressing major affective disorders.
Studies on the components of illness management have included both male and females, with a
higher proportion of males. None of the studies reported the sexual orientation of the participants.
The studies included people who came from both urban and rural settings and who received either
inpatient or outpatient mental health services. The ages of study participants ranged from 18 to 67,
with several studies reporting a mean age of around 40.
There is no evidence suggesting that race, diagnosis, gender, geographic setting, age or inpatient/
outpatient status are related to the ability to benefit from the components of illness management.
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