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Abstract  

This study examined three methodological approaches to defining the critical elements of Illness 

Management and Recovery (IMR), a curriculum-based approach to recovery. Sixty-seven IMR 

experts rated the criticality of 16 IMR elements on three dimensions: defining, essential, and 

impactful. Three elements (Recovery Orientation, Goal Setting and Follow-up, and IMR 

Curriculum) met all criteria for essential and defining and all but the most stringent criteria for 

impactful. Practitioners should consider competence in these areas as preeminent. The remaining 

13 elements met varying criteria for essential and impactful. Findings suggest that criticality is a 

multifaceted construct, necessitating judgments about model elements across different criticality 

dimensions. 

 

Keywords: critical elements; fidelity; Illness management and recovery; implementation; severe 

mental illness 
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Psychosocial interventions can ideally be distilled to a finite set of critical elements 

(Bickman, 1987; Bond, 1991) and implementation of a model is facilitated by well-defined 

elements that provide a clear picture of the ‘core components’ versus the ‘adaptable periphery’ 

(Damschroder et al., 2009). However, these elements are often not self-evident. Identification of 

critical elements is a precursor for measuring program fidelity (also known as treatment 

integrity; Carroll et al., 2007; Keith, Hopp, Subramanian, Wiitala, & Lowery, 2010; Kitson, 

Harvey, & McCormack, 1998; Mihalic, 2004; Perepletchikova, Treat, & Kazdin, 2007). 

Treatment fidelity is a key indicator of construct validity in research (Cook, Campbell, & Day, 

1979), and higher fidelity has been associated with better outcomes across a variety of 

interventions (e.g., Baer et al., 2007; Durlak & DuPre, 2008; Dusenbury, Brannigan, Falco, & 

Hansen, 2003; Haddock et al., 2001; McGrew & Griss, 2005; however, see Bond & Salyers 

(2004) and Webb, Derubeis, and Barber (2010) for counterexamples).  

Previous efforts have outlined and demonstrated the process of identifying critical 

elements. Bond, Williams, et al. (2000) provide a comprehensive review and step-by-step guide. 

These authors suggest that the identification of critical elements differs based on the degree to 

which the model has been previously articulated, with poorly defined models calling for 

inductive methods and well-articulated models calling for confirmatory methods. Regardless of 

the method of identification, criticality of elements should be validated. Some methods include 

model specification based on norms in the field, expert evaluation of the likelihood of success of 

various hypothetical descriptions of different treatment programs (Sechrest, West, Phillips, 

Redner, & Yeaton, 1979), and “component analysis,” in which fidelity data are examined to 

determine which elements directly impact outcomes (Carroll et al., 2007; McGrew, Bond, 

Dietzen, & Salyers, 1994). Another increasingly popular method is expert ratings of element 
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criticality (Marty, Rapp, & Carlson, 2001; McEvoy, Scheifler, & Frances, 1999; McGrew & 

Bond, 1995; McGuire & Bond, 2011; Schaedle & Epstein, 2000). This method holds certain 

practical advantages. Expert opinions may be easier to collect than actual practice in the field, 

are not as burdensome for respondents as vignette ratings, and do not require data on element 

adherence paired with outcome data. Moreover, expert panels have built-in content validity and 

can be leveraged to integrate both research and clinical experience (based on the experts polled). 

Although previous works (Bond, Evans, Salyers, Williams, & Kim, 2000; Carroll et al., 

2007; Mowbray, Holder, Teague, & Bybee, 2003) provide substantial guidance, the authors of 

such works do not address methodological decisions encountered when specifying critical 

elements, most notably the basis on which an element should be considered “critical.” Bond and 

colleagues (Bond, Evans, et al., 2000) suggest defining model elements as critical if they are 

judged as “important, critical, or essential.” Similarly, Carroll and colleagues (2007) define 

critical elements are those that “are prerequisite if the intervention is to have its desired effect” 

(p. 5). However, predicating “criticality” of an element on its direct relationship with patient 

outcomes is problematic. Practically, it presupposes the identification of putative model elements 

and measurement of those elements in conjunction with patient outcomes—a scenario rarely 

existing in research (let alone practice). Moreover, these approaches to defining criticality fail to 

account for and assess other important factors that can have major impacts on judgments of 

criticality. For example, critical elements of a model may vary depending on the intended 

outcome (e.g., hospital use, quality of life, cost effectiveness), the intended client (e.g., physical 

or intellectual co-morbidities, ethnic or cultural factors), the setting (e.g., rural vs. urban, 

country), or the rater (e.g., administrators, clinicians, family members, clients).  In addition, there 
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may be cases in which an element should be considered critical to a program model even though 

it is not believed to directly affect outcomes.  

Dimensions of Criticality  

An element may be defining of the model, i.e., the element is intrinsic to the definition of 

the intervention, but may not be directly associated with improved consumer outcomes. Consider 

eye-movement desensitization and reprocessing (EMDR), an evidence-based treatment for 

trauma (Davidson & Parker, 2001). The hallmark of this intervention is the use of eye 

movements concurrent with trauma exposure. Initially, eye movement was believed to have a 

theoretical link to outcomes (Shapiro & Solomon, 1995); however, subsequent research 

(Davidson & Parker, 2001) has shown that the eye movement component is not directly linked to 

patient outcomes and that effects were reducible to exposure training. Nonetheless, eye 

movements are the hallmark of EMDR—this element is both defining of the intervention (i.e., 

“eye movement” is in the name) and is unique to EMDR. Despite the lack of link between eye 

movements and outcomes, eye movements should be considered a “critical” element of EMDR.  

Other elements may be considered essential to the implementation of a model in that 

some threshold level must be present in order for the intervention to be considered successfully 

implemented. For instance, the element may accord with important values or support other 

elements which do impact outcomes. Regarding the former, the inclusion of peer specialists on 

assertive community treatment teams is considered critical because peer inclusion is consistent 

with recovery oriented services; however, there is inconsistent evidence as to the impact of peer 

inclusion on outcomes (McGrew et al.,1994; Wright-Berryman, McGuire, & Salyers, 2011). As 

an example of a critical element with indirect impact, the inclusion of a credentialed employment 

specialist or registered nurse (versus a licensed practicing nurse) may not be directly linked with 
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consumer outcomes in assertive community treatment (McGrew et al., 1994), but these elements 

are still considered critical to the model, in part because they help guarantee quality staff who 

can address consumer needs.  

Generally, elements that are impactful, i.e., directly affect consumer outcomes, are 

considered critical to the model. However, just because an element is linked with desired 

outcomes does not mean it is uniquely part of the model of interest. Consider the role of common 

factors in model specification. In the case of psychotherapy models, certain factors (e.g., 

therapeutic alliance) are common to most models and directly affect outcomes (Lambert & 

Barley, 2001); however, it is unclear whether these elements should be considered “critical” 

elements of each of these models. Alternatively, some elements are specifically prohibited in 

some models, despite their association with consumer outcomes in other programs. For instance, 

although rapid-job search is associated with better employment rates in supported employment 

(Bond, 2004), this element would be prohibited in other vocational rehabilitation models such as 

transitional employment (Koop et al., 2004).  

Clinical Context and Intervention  

IMR is a standardized psychosocial intervention developed to help people with severe 

mental illness acquire knowledge and skills to better manage their illness, as well as set and 

achieve personal recovery goals (Mueser & Gingerich, 2002). Created as part of the Substance 

Abuse and Mental Health Services Administration’s National Implementing Evidence-Based 

Practices (EBP) Project (Drake et al., 2001), IMR uses a manualized curriculum, workbook, and 

implementation toolkit. The third edition of IMR contains 11 modules: recovery strategies, 

mental illness practical facts, stress-vulnerability model, social support, medication management, 

relapse prevention, coping with stress, coping with problems and symptoms, getting needs met in 
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the mental health system, drug and alcohol use, and physical health. Each module is covered 

over the course of several sessions using a combination of cognitive-behavioral techniques, 

motivation-based strategies, and interactive educational techniques. Substantial evidence, 

including three randomized-controlled trials (Färdig, Lewander, Melin, Folke, & Fredriksson, 

2011; Hasson-Ohayon, Roe, & Kravetz, 2007; Levitt et al., 2009) and six other quasi-

experimental trials (see McGuire et al. (2014) for a review) have supported the effectiveness of 

IMR in increasing illness self-management and reducing psychiatric symptoms.  

Descriptions of IMR elements are available from several sources, including a review by 

the creators of evidence supporting model elements (Mueser, Corrigan, et al., 2002), a program-

level fidelity scale (Mueser, Gingerich, Bond, Campbell, & Williams, 2002), and a clinician 

competency scale—the IMR treatment integrity scale (IT-IS, McGuire et al., 2012). The latter is 

the most recent enumeration of model elements and was the basis for the current study (see Table 

1 for model elements). The scale incorporated elements listed in the previous two sources, was 

compiled following research on the full model (as opposed to the others, which were constructed 

prior to research on IMR as a package), and its reliability has been examined. As noted above, 

given the relatively clear articulation of the IMR model, the current study used a confirmatory 

method to establish expert agreement regarding critical elements.  

The Current Study 

The current study examined the critical elements of IMR through an expert survey to 

achieve three aims. First, the study aimed to explicate and solidify the critical elements of IMR, 

which secondly, critiqued the content validity of the IT-IS. Thirdly, the study examined the 

implications of various methodological decisions inherent in an expert survey. 



CRITICAL ELEMENTS OF IMR                                                                                                               8 
 

The identification and validation of the “critical” elements of an intervention can 

facilitate program implementation, guide responsible adaptation to local context, and serve as a 

necessary building block for fidelity assessment. Although previous work has provided guidance 

on the identification of critical elements, there are no concrete recommendations for selecting 

among the varying criteria by which criticality can be established. Therefore, we use the example 

of an established evidence-based practice and report on an expert survey of the critical elements 

of illness management and recovery (IMR). Our survey differed from previous efforts in its use 

of differing dimensions (e.g., essential, defining, impactful) by which experts were asked to rate 

“criticality,” thus allowing us to explore the conceptual impact of such methodological decisions 

on model formulation and to examine factors impacting expert agreement. 

Methods 

Sampling  

IMR experts were identified via multiple sources in two stages. The first stage targeted 

research experts, defined as individuals who had published peer-reviewed articles or obtained 

research grants on IMR. These research experts were identified using several strategies. We 

identified 93 published experts using Psychinfo, Web of Science, Medline, Google Scholar, and 

the reference lists of identified IMR articles. Accurate contact information was available for 70 

(75.3%) of the experts. Grant recipients were identified through the Report Expenditures and 

Results tool (RePORTER) from the National Institute of Health, the ClincalTrail.gov website, 

and the Research and Development list of funded studies from the Department of Veterans 

Affairs. After eliminating grant recipients who were co-investigators on the current study or 

previously identified, five additional experts were identified and contacted, for a total of 75 

research experts with viable contact information.  
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The second stage targeted clinical experts, defined as individuals with at least two years 

of IMR experience in a setting serving individuals with severe mental illness. Research experts 

were asked to nominate up to 12 additional experts, three within each of the following 

categories: trainers/consultants, IMR supervisors, IMR clinicians, and IMR peer providers (i.e., 

individuals in recovery from a severe mental illness who are providing services). Responding 

clinical experts were also asked to nominate additional clinical experts. Altogether, survey 

respondents and IMR research groups known to the research team identified 46 

trainers/consultants, 22 supervisors, 12 clinicians, and nine peer providers. Of those identified, 

we were able to contact 45 trainers/consultants (97.8%), 20 supervisors (90.9%), 10 clinicians 

(83.3%), and eight peer providers (88.9%). Only respondents agreeing or strongly agreeing with 

the statement “I am knowledgeable enough about Illness Management and Recovery to rate the 

criticality of IMR elements” were included in the final sample.  

Of 158 research or clinical experts invited, 73 (46.2%) did not respond to multiple 

invitations, nine (5.7%) did not agree they were “knowledgeable enough about Illness 

Management and Recovery to rate the criticality of IMR elements,” and nine (5.7%) accessed the 

survey but completed less than 25% of the questions, resulting in a final sample of 67 

respondents (42.4% of 158). Specifically, 33 out of 75 (44%) published experts, 21 out of 45 

(46.7%) trainers/consultants, seven out of 20 (35.0%) supervisors, two out of 10 (20.0%) 

clinicians, and four out of eight (50.5%) peer providers were included. Of the total sample, 

41(61.2%) reported ever providing IMR services, while 26 (38.8%) identified as non-providers. 

Procedures  

A research assistant sent identified experts an email with a hyperlink to the survey on 

SurveyMonkey.com, along with contact information for questions or comments. Emails also 
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provided a brief rationale for why the expert was being contacted and a brief overview of the 

survey. Once participants clicked on the hyperlink, they were directed to an informed consent 

page that was required to proceed to the survey questions. Participants completed surveys in 

approximately one hour. One month after the initial email was sent, a study investigator sent a 

reminder email to any experts who had not completed the survey. Personalized reminder emails 

were also sent to any IMR experts personally known to the study investigators. The study took 

place from July 2012 to November 2012. All procedures for the study were approved by the 

Indiana University Institutional Review Board. 

Measures  

The survey consisted of screening and background questions, as well as questions 

regarding the criticality of 16 IMR elements. Potential IMR elements were taken from the IMR 

treatment integrity scale (IT-IS; McGuire et al., 2012). For each of the 16 potential IMR 

elements and one distracter item, experts rated criticality using three dimensions: Essential—that 

some level of the element was necessary in order for an intervention to be considered IMR. 

Defining—in comparison with other interventions, this element defined IMR. Impactful—thought 

to have a direct link to outcomes (Figure 1). The distractor item (“exploring childhood 

experiences”) was included in order to guard against positive response bias. Finally, participants 

were asked to indicate additional elements of IMR that may be critical. 

Analyses 

We calculated mean ratings, percent “agreeing” (rating of 4 or 5), and percent “strongly 

agreeing” (5) with each criticality question for each element across all expert types. We first 

examined a mean rating greater than that received by the distractor item as a minimum threshold 

for further consideration. We then examined varying criteria (mean rating ≥4.0, >75% agreeing 
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(McGrew & Bond, 1995; McGuire & Bond, 2011), >50% strongly agreeing, and mean score 

greater than the distracter item) within each criticality dimension (essential, defining, and 

impactful). In order to test gross differences in dimensions, we examined mean differences 

(averaged across items) using a series of three paired t-tests. To examine the correlation between 

dimensions, we examined Pearson’s correlations between dimensions within each element. We 

also conducted exploratory analyses regarding differences between types of experts on each 

dimension (averaged across element) using independent t-tests and within each element using 

repeated-measures MANOVAs. Because the analyses were exploratory, we used a criterion of 

p<.05. All analyses were conducted in SPSS version 21.  

Results 

Sample  

Sixty-seven expert respondents from 10 countries, including 17 states in the US, 

completed the survey. Most respondents (80.3%) identified as providers/supervisors, while fewer 

(59.0%) reported experience with an IMR research project. Self-reported characteristics of the 

final sample can be found in Table 2.  

Methodological Considerations 

Average ratings (across elements) were lower for defining (mean = 3.78, s.d. = .62) than 

for essential (mean = 4.25, s.d. = .33; t = 6.89, d.f. = 66, p < .001) and impactful (mean = 4.24, 

s.d. = .32; t = -7.06, d.f. = 66, p < .001). Average ratings for essential and impactful did not 

differ. We sought to explore the degree to which ratings of criticality dimensions (essential, 

defining, and impactful) were associated with one another. We examined Pearson’s correlations 

between each dimension within each of the 16 elements. The correlations between ratings within 

each element were significant (p < .05), except: Item 8: Goal Setting and Follow-up where 
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defining and impactful were correlated at a trend level (r = .21, p = .09); and Item 12: 

Educational Techniques where impactful dimension was not significantly correlated with 

essential (r = .18, p = .18) or defining (r = .17, p = .21). 

We next sought to examine whether different thresholds for determining criticality 

impacted which elements would be considered critical. We first examined criticality as 

determined by the liberal threshold of a mean rating greater than the distracter item; all elements 

(except the distractor) met this threshold for each dimension of criticality. We considered three 

additional thresholds: a mean rating of 4.0 or greater, >75% of experts “agreeing” (i.e., rating 4 

or 5), and >50% of experts “strongly agreeing” (i.e., rating of 5; Table 3). The mean rating of 

≥4.0 and >75% of experts “agreeing” thresholds yielded almost identical results—in only one 

case (impactful dimension of Involvement of Significant Others) did an element meeting one 

threshold not meet the other. The threshold of >50% of experts “strongly agreeing” was much 

more conservative; in cases where both other thresholds were met (30 dimension-element pairs), 

only 13 (43.3%) of those met this threshold. 

Critical Elements Analyses 

Defining elements. Three elements were considered defining of IMR, as well as essential 

and impactful (by any of the thresholds); Recovery Orientation and Goal Setting and Follow-up 

met all three thresholds for all three dimensions. IMR Curriculum met all thresholds for all 

dimensions except only 32.8% strongly agreed it is impactful.  

 Essential and impactful elements. Two elements met all thresholds for essential and 

impactful: Relapse Prevention and Motivational Enhancement. Six additional items were 

considered essential and impactful based on all criteria except the most stringent (>50% Strongly 

Agree): Coping Skills, Educational Techniques, Cognitive-Behavioral Techniques, Action Plan 
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Review, Weekly Action Planning, and Enlisting Mutual Support. One additional item, 

Therapeutic Relationship, met all thresholds for essential and impactful except only 47.8% 

strongly agreed that it was essential. 

 Essential elements. Two items were considered essential by most thresholds: Structure 

and Efficient Use of Time, and Group Member Involvement; however, most experts did not 

strongly agree that these items were essential, with only 34.4% and 26.9% strongly agreeing, 

respectively.  

 Impactful elements. Behavioral Tailoring met two thresholds for impactful and 

Involvement of Significant Others met one threshold for impactful. 

 Non-critical item. The distractor item did not meet any of the thresholds for any 

dimensions considered.  

Differences between IMR Providers and Non-Providers 

We next examined whether experts who self-reported as IMR providers differed from 

self-reported non-providers in their assessment of criticality. Providers and non-providers did not 

differ on their average ratings across elements on essential, defining, or impactful. Repeated-

measures MANOVAs showed that providers rated Therapeutic Relationship (mean = 4.31, s.d. = 

.49) and IMR Curriculum (mean = 4.54, s.d. = .41) higher across dimensions than non-providers 

(mean = 3.83, s.d. = .61, F(1,65) = 11.49, p = .001 for Therapeutic Relationship; mean = 4.23, 

s.d. = .50, F(1,59) = 7.05, p = .01 for IMR Curriculum. 

Additional Elements 

Several additional elements were suggested. Most suggestions (n = 12) were regarding 

additional clinical or teaching methods; however, there was no consensus regarding which to 

include. Some respondents (n = 10) suggested an element regarding whole health/physical 
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wellness, while others (n = 6) suggested an element regarding community/social integration and 

a new emphasis on an element already included (n = 3). 

Discussion 

The current study had three purposes, to further solidify the critical elements of IMR, 

demonstrate how certain methodological decisions may affect the determination of criticality, 

and to establish content validity for the IT-IS fidelity scale. Regarding the critical elements of 

IMR, three elements received clear and universal support: Recovery Orientation, Goal-Setting 

and Follow-up, and IMR Curriculum. These elements were the only items to meet thresholds for 

defining and also received high ratings as essential and impactful. These results make logical and 

theoretical sense. Recovery is the guiding philosophy of IMR (Mueser et al., 2006); in the 

seminal work on IMR, Mueser and colleagues (2006) emphasize that IMR is intended to teach 

self-management skills in the service of forwarding recovery. Similarly, Goal Setting and 

Follow-up were highlighted as a unique aspect of IMR. Moreover, substantial research has 

indicated the importance of goal setting on outcomes (Locke & Latham, 2002; Michalak & 

Holtforth, 2006). Finally, while the use of a structured curriculum is not unique to IMR (e.g., 

social skills training, [Bellack, 2004]), the IMR curriculum is the most tangible manifestation of 

IMR. The curriculum provides psychoeducational content and worksheets, which facilitate the 

provision of other elements such as goal setting and coping skills training.  

Regarding critical elements, the defining elements are the elements that set IMR apart 

from other psychosocial interventions. In clinical practice, if a clinician is utilizing these 

elements (i.e., is setting goals with consumers, using the IMR curriculum, and emphasizing a 

recovery philosophy), an informed observer would readily recognize this intervention as IMR. 

However, these elements are not sufficient for the successful implementation of IMR—they are 
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supported by nine essential elements, which, although not defining of IMR (in comparison to 

other psychosocial interventions), are necessary at least at some level for the intervention to be 

considered IMR. To take one example, if the informed observer observed a group intervention 

that included goal setting and was recovery oriented, but there was no use of educational 

techniques, the observer would likely not consider IMR to have been truly implemented. This, of 

course, presupposes a dichotomous view of implementation, based on presence or absence of an 

element, rather than quality of an element, which may not be accurate. It may be more accurate 

to say that as more essential and impactful elements are implemented to threshold, the 

intervention cumulatively approximates IMR. Once the threshold level of educational techniques 

is met, though, does additional usage increase the “IMRness” of the program? The dose-response 

relationship between elements and fidelity (and/or outcomes) remains an unanswered question. It 

should be emphasized that this question is not purely academic. As practitioners in the field seek 

to implement elements of EBPs, they are often faced with restricted resources (i.e., session time, 

time and money for training and other implementation supports, etc.). Therefore, empirical 

guidance regarding return on investment in supporting clinicians reaching threshold competency 

on an element versus exceeding threshold could assist stakeholders in allocation of these 

precious resources. 

Two elements, behavioral tailoring and the involvement of significant others, are notable 

in that they were considered impactful on outcomes, but were not considered essential or 

defining of IMR. These two elements have strong empirical support demonstrating their effects 

on important outcomes such as hospitalization rate (Dixon et al., 2001), engagement in treatment 

(Kurtz, Rose, & Wexler, 2011), and medication adherence (Velligan et al., 2008). While these 

elements may lead to better consumer outcomes, experts appeared to believe that high-fidelity 
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IMR can be implemented without these elements. This differentiation speaks directly to the 

definition of criticality and argues against an isolated definition of criticality based on direct 

impact on consumer outcomes. Our results indicate experts view involvement of significant 

others and behavioral tailoring for medication management to be important elements of 

psychosocial rehabilitation and positive outcomes, but not necessary for IMR fidelity.  

IMR providers did not generally differ from non-providers in their assessment of element 

criticality averaged across items. Providers and non-providers did not systematically vary in their 

overall rating of importance. Should the two groups have differed on average across elements, it 

would have indicated that perhaps clinicians and researchers may respond differently to the 

questions as asked. Conversely, our results support the notion that providers and non-providers 

can be queried with the same questions, and responses can be aggregated. Providers only rated 

two items—therapeutic alliance and IMR curriculum—as more important than non-providers, 

suggesting that for providers, IMR curriculum is differentially important and discernable from 

the other defining and essential IMR elements.  

Regarding the content validity of the IT-IS, as noted above, most items on the IT-IS 

received a high level of support from experts using one or more of the criticality criteria. The 

only exceptions were the involvement of significant others and behavioral tailoring elements, 

which could be considered for exclusion. However, given that these elements were part of the 

original formulation of IMR (Mueser et al., 2006) and their documented impact on recovery, 

caution is merited before the items are excluded from the scale.  

Limitations     

Several limitations of the current study should be noted. First, the study focused on one 

intervention—IMR—and methodological conclusions should be viewed with caution and 
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replicated in the context of other interventions. Secondly, although we elicited opinions of 

experts, we did not engage in a consensus process in which experts dialogue and produce one 

unified document that they all endorse. Such a process should take place before elements are 

added or removed from the model. Additionally, a portion of experts chose not to participate in 

our survey, therefore important perspectives may have been missed.  

Implications for Practice 

 Providers are often faced with competing clinical demands within session. These results 

provide some guidance regarding relative priorities for IMR services. Namely, maintaining a 

recovery orientation, engaging in goal-setting and follow-up, and use of the IMR curriculum 

should be considered the touchstones of IMR practice. In our opinion, competence in other 

elements generally supports competence in these three core areas. For instance, goal-setting is 

facilitated by skillful application of motivational enhancement strategies and coping skills 

training. However, when in doubt, IMR practitioners are well served by maintaining focus on 

these three elements.  

Summary and Future Directions 

Our results indicate that criticality is a multifaceted and complex construct which 

includes judgments regarding how emblematic an element is for a given program in comparison 

to other similar programs (defining), what elements must be present at least at some level 

(essential), as well as what elements are thought to directly impact outcomes (impactful). Direct 

impact on outcomes is not adequate, in isolation, to merit an element’s inclusion as a critical 

element—there must be some additional conceptual tie to the model. In the case of IMR, 

Involvement of Significant Others and Behavioral Tailoring should be reviewed. Experts did not 

consider these elements as essential or defining; however, they have a well-established empirical 
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and theoretical relationship to consumer outcomes. The inclusion or exclusion of an element in a 

program’s critical elements, and resulting fidelity measurement, also depends on the intended 

usage of the scale. Scales intended to outline necessary components for successful 

implementation would likely be more comprehensive and include elements common across 

programs. In contrast, if the intent is to differentiate one program from another, perhaps 

measuring inclusion or absence of defining elements would be adequate.  
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Table 1 
 
IMR Model Elements with Corresponding Survey Description 

Model Element Definition 
Therapeutic 
Relationship 

Practitioner(s)’ ability to develop rapport with client(s) and display warmth and empathy.  

Recovery 
Orientation 

Practitioner(s) displaying an attitude consistent with “a process of change through which individuals 
improve their health and wellness, live a self-directed life, and strive to reach their full potential” 
(SAMHSA, 2012).  

Group Member 
Involvement 

Practitioner(s) engaging all group members in the group’s activities.  
Note: This element is only relevant when IMR is administered in a group format.  

Enlisting 
Mutual Support 

Practitioner(s) encouraging positive interactions among group members that conveys emotional or 
instrumental support.  
Note: This element is only relevant when IMR is administered in a group format. 

Involvement of 
Significant 

Other 

Practitioner(s) eliciting participation of significant other(s) in the IMR process. Significant others are 
people the client views as an important person in her or his life (excluding direct-care staff members). 
Involvement is defined by either a) attending the IMR sessions or b) the consumer reporting that the 
person intentionally helped them work toward an IMR goal or reviewed the IMR materials.  

Structure and 
Efficient Use 

of Time 

Practitioner(s) following a standard structure for each IMR session, the ability to adequately cover all 
components of IMR sessions, and stay with the agenda planned for the session.  

IMR 
Curriculum 

Practitioner(s) basing the session on a structured curriculum that is related to one of the 10 IMR 
topics. Raters should independently consider two factors:  
1. Focus on an IMR-related Topic: Degree to which session is focused on one of these topics: 

Recovery strategies, practical facts about mental illness, the stress-vulnerability model, building 
social support, using medication effectively, drug and alcohol use, reducing relapses, coping with 
stress, coping with persistent symptoms, or getting needs met in the mental health system.  

2. Structured Material: Degree to which the session is guided by structured material. Structured 
material includes written or audio-visual materials intended for educational/discussion purposes.  

Goal Setting 
and Follow-up 

The process by which clients conceptualize a desired future state and regularly assess progress 
toward that end state. This process includes initially establishing the goal, checking progress toward 
the goal, and evaluating the current relevance and importance of the goal.  

Weekly Action 
Plan 

Practitioner(s) regular collaboration with consumer(s) to develop explicit and intentional 
assignments. Assignments could include action steps: weekly activities aimed at progressing toward 
measurable benchmarks of goal progress. Weekly assignments could also include homework 
assignments: weekly activities aimed at learning and applying the information and skills presented 
during the session. In certain circumstances, action steps and homework may overlap.  

Action Plan 
Review 

Practitioner(s) regularly reviewing the last session’s assignment (could be an action step towards a 
goal or homework based on the curriculum).  

Motivational 
Enhancement 

Practitioner(s) regularly using clinical strategies designed to enhance client motivation for change.  

Educational Practitioner(s) regularly applying techniques that are effective for adult learning.  
Cognitive-
Behavioral 

Practitioner(s) using therapeutic techniques aimed at helping the client change their thinking and/or 
behavior in order to reduce symptoms and/or the impact of symptoms.  

Relapse 
Prevention 

Relapse prevention training refers to: Identification of environmental triggers, identification of early 
warning signs, developing a plan to manage early warning signs, developing a plan for managing 
stress, and involving significant others in the plan.  

Behavioral 
Tailoring 

Practitioner(s) teaching client(s) how to modify their environment to help clients incorporate taking 
medication into their daily lives.  

Coping Skills Practitioner(s) helping client(s) identify and develop ways to reduce the frequency, intensity, and/or 
functional impact of their symptoms.  



CRITICAL ELEMENTS OF IMR                                                                                                               27 
 

 

 

 

 

 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

  

Table 2  
 
Self-Reported Respondent Characteristics (n = 67)   

Variable  Frequency Endorsed  Percentage Endorsed 
Role/Experience with IMRab   

Provider/supervisor  49 80.3 
Trainer/consultant  38 62.3 
Research project 36 59.0 

Experience with IMR (mean years, SD)c  6.5 4.2 
IMR treatment settingad    

Outpatient  52 91.2 
Inpatient 20 35.1 
Residential   18 31.6 

a Respondents were able to choose multiple responses.  
b n = 61.  
c n = 56.  
d n = 57.  
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a Data is listed when an element met criteria.  
b Missing one response.  
c Missing two responses. 
d Distractor item. 

Table 3 
 

Critical Elements Based on Threshold and Criteria  
  

Essential to IMRa 
 

Defining of IMRa 
 

Impactful on Outcomesa 

 
 

Element  

 
 

N 

Mean ≥ 
4.0 

>75% 
Agree 

>50% 
Strongly 

Agree 

Mean ≥ 
4.0 

>75% 
Agree 

>50% 
Strongly 

Agree 

Mean ≥ 
4.0 

>75% 
Agree 

>50% 
Strongly 

Agree 

Essential, Defining, and Impactful Elements Across all Criteria  

Recovery Orientation 67 4.7 (0.5) 100.0 71.6 4.3 (0.9) 85.1 55.2 4.6 (0.5) 98.5 56.7 
Goal Setting and Follow-up 61 4.7 (0.4) 100.0 73.8 4.4b (0.9) 91.7b 55.0 4.7 (0.5) 100.0 65.6 

Essential and Defining Elements Across all Criteria 
IMR Curriculum 61 4.6 (0.5) 100.0 62.3 4.5 (0.7) 93.40 62.3 4.2 (0.7) 86.9 - 

Essential and Impactful Elements Across all Criteria  

Relapse Prevention 59 4.5 (0.6) 98.3 54.2 - - - 4.5 (0.5) 98.3 55.9 
Motivational Enhancement 61 4.4 (0.6) 91.8 50.8 - - - 4.5 (0.6) 95.1 50.8 

Impactful Elements Across all Criteria 

Therapeutic Relationship 67 4.4 (0.6) 94.0 - - - - 4.5 (0.7) 95.5 56.7 
Elements that Met Some Essential and Impactful Criteria  

Coping Skills 59 4.5 (0.5) 100.0 - - - - 4.5 (0.5) 98.3 - 
Educational 60 4.4c (0.6) 94.8c - - - - 4.2 (0.6) 91.7 - 
Cognitive-Behavioral 59 4.4 (0.7) 93.2 - - - - 4.4 (0.6) 96.6 - 
Action Plan Review 61 4.3b (0.7) 91.7b - - - - 4.2 (0.7) 90.2 - 
Weekly Action Planning   61 4.1 (0.8) 90.0 - - - - 4.2 (0.8) 88.5 - 
Enlisting Mutual Support 67 4.0 (0.8) 80.6 - - - - 4.2 (0.6) 89.6 - 

Elements that Met Some Essential Criteria 
Structure and Efficient Use 
of Time 

62 4.3b (0.6) 95.1b - - - - - - - 

Group Member Involvement   67 4.0 (0.8) 80.6 - - - - - - - 
Elements that Met Some Impactful Criteria 

Behavioral Tailoring 59 - - - - - - 4.0 (0.6) 84.7 - 
Involvement of Significant 
Other(s) 

63 - - - - - - 4.0 (0.9) - - 

Failed to Meet Any Criteria 

Childhood Experiencesd 35  - - - - - - - - - 
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Figure 1: Survey Questions 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

 
Strongly 
disagree 

Disagree 
Neither 

Agree or 
Disagree 

Agree 
Strongly 

Agree 

Essential: “In order for an intervention to be considered 
Illness Management and Recovery, there must be some level 
of [element].” 

1 2 3 4 5 

Defining: “Compared to other psychosocial interventions, 
[element] is particularly defining of IMR.” 

1 2 3 4 5 

 
Impactful: “[Element] strongly impact consumer outcomes.” 

 
1 2 3 4 5 


