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Objectives: Self-management is promoted as a strategy for improving
outcomes for serious mental illness as well as for chronic general medical
conditions. This study evaluated the feasibility and effectiveness of an
eight-month program combining training in self-management for both
psychiatric and general medical illness, including embedded nurse care
management.Methods: Participants were 71middle-aged and older adults
(mean age=60.366.5) with serious mental illness and chronic general
medical conditions who were randomly assigned to receive integrated
Illness Management and Recovery (I-IMR) (N=36) or usual care (N=35).
Feasibility was determined by attendance at I-IMR and nurse sessions.
Effectiveness outcomes were measured two and six months after the in-
tervention (ten- and 14-month follow-ups) and included self-management
of psychiatric and general medical illness, participation in psychiatric and
general medical encounters, and self-reported acute health care utiliza-
tion. Results: I-IMR participants attended 15.869.5 I-IMR and 8.265.9
nurse sessions, with 75% attending at least ten I-IMR and five nurse ses-
sions. Compared with usual care, I-IMR was associated with greater
improvements in participant and clinician ratings for psychiatric illness
self-management, greater diabetes self-management, and an increased
preference for detailed diagnosis and treatment information during pri-
mary care encounters. The proportion of I-IMR participants with at least
one psychiatric or general medical hospitalization decreased significantly
between baseline and ten- and 14-month follow-ups.Conclusions: I-IMR is
a feasible intervention for this at-risk group and demonstrated potential
effectiveness by improving self-management of psychiatric illness and di-
abetes and by reducing the proportion of participants requiring psychi-
atric or generalmedical hospitalizations. (Psychiatric Services 65:330–337,
2014; doi: 10.1176/appi.ps.201300023)

I llness self-management has
emerged as a promising strategy
for addressing chronic health

conditions among persons with seri-
ous mental illness. Life expectancy for
persons with a severe mental illness
ranges from eight (1) to 32 years (2)
shorter than for the general popula-
tion. The combined impact of serious
mental illness and comorbid general
medical conditions contributes to sig-
nificant functional impairment and
disability. Self-management of both
general medical and mental disorders
appears to hold the greatest promise
for achieving improved outcomes.
However, existing self-management
interventions have addressed either
general medical illness or psychiatric
illness, but not both (3,4).

Randomized trials have evaluated
interventions for self-management of
general medical illness by persons
with serious mental illness, including
the Health and Recovery Peer Pro-
gram (5) and Living Well (6). Both
interventions are adapted from the
Chronic Disease Self-Management
Program (7) and consist of weekly
group sessions taught by lay peers
with chronic general medical con-
ditions. The Health and Recovery
Peer Program was associated with
improved patient activation in per-
ceived ability to manage health con-
ditions and health behaviors and with
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more primary care visits (5). Living
Well has been shown to improve self-
efficacy, behavioral activation, and
self-management as well as general
health functioning (6).
Whereas data on illness self-

management for medical conditions
among persons with serious mental
illness are limited, over 40 random-
ized controlled trials demonstrate the
effectiveness of psychiatric illness
self-management consisting of psy-
choeducation, behavioral tailoring,
training in relapse prevention, and
cognitive-behavioral techniques (8).
Illness Management and Recovery
(IMR) was developed by bringing
these practices together in a ten-
module curriculum delivered to indi-
viduals or in groups (9). IMR has been
shown to be effective in three ran-
domized trials (10–12) and is associ-
ated with greater knowledge of
psychiatric illness (10), fewer hospital-
izations (13), and reduced suicidal
ideation (14) as well as with improved
psychiatric symptoms, psychosocial
functioning, and quality of life (11).
The Substance Abuse and Mental
Health Services Administration rec-
ognizes IMR as an evidence-based
practice and provides a standardized
version in a tool kit to facilitate wide-
spread implementation (15).
The purpose of this study was to

evaluate the feasibility and effective-
ness of integrated IMR (I-IMR), an
intervention that extends IMR for
psychiatric conditions to the self-
management of chronic general
medical conditions. Integrated self-
management training for psychiatric
and general medical illnesses is com-
plemented by nurse health care man-
agement (16) and builds on the
demonstrated success of IMR in usual
mental health service settings. We
conducted a randomized controlled
pilot trial comparing I-IMR to usual
care among middle-aged and older
adults with serious mental illness and
a comorbid general medical condition.
We addressed the following hypothe-
ses: I-IMR will be feasible for use by
older adults with serious mental
illness and will be associated with
improvement in self-management of
both psychiatric and general medical
illness, greater participation in psy-
chiatric and primary health care

encounters, and lower acute care
service use.

Methods
A randomized controlled trial com-
pared outcomes among participants in
the eight-month I-IMR program and
participants in usual care at two and six
months postintervention (ten- and 14-
month follow-ups). The study took
place from November 2006 to March
2009 at two community mental health
centers in New Hampshire, one in
Manchester and one in Nashua.
Participants were recruited through
self-referral and clinician referrals and
were paid for completing assessments
but not for attending I-IMR sessions.
Informed consent was obtained
through procedures approved by the
Committee for the Protection of Hu-
man Subjects at Dartmouth College
and the New Hampshire Bureau of
Behavioral Health.

Participants
Eligible individuals met the following
inclusion criteria: age $50; enroll-
ment in treatment at a community
mental health center for at least three
months; diagnosis of a primary DSM-
IV axis I disorder confirmed by the
Structured Clinical Interview for
DSM-IV (17), including schizophre-
nia spectrum, bipolar disorder, or
major depression associated with per-
vasive impairment lasting at least one
year across multiple areas of psycho-
social functioning; diagnosis by a phy-
sician of diabetes, chronic obstructive
pulmonary disease (COPD), congestive
heart failure, ischemic heart disease,
hypertension, hyperlipidemia, or osteo-
arthritis; stable treatment with psycho-
pharmacological medication for a
minimum of eight weeks; and receipt
of voluntary informed consent for par-
ticipation. Exclusion criteria included
no prior participation in the IMR prog-
ram, residence at a nursing home or
psychiatric hospital, diagnosis of de-
mentia, terminal illness with life ex-
pectancy of one year or less, or a score
below 24 on the Mini Mental State
Examination, indicating moderate to
severe cognitive impairment (18).

Interventions
Integrated IMR. The I-IMR program
integrates components of conventional

IMR related to psychiatric illness self-
management with strategies for self-
management of general medical
illness. [A list of I-IMR modules is
available online as a data supple-
ment to this article.] The psychiatric
component includes psychoeducation
about illness and treatment, cognitive-
behavioral approaches to increasemed-
ication adherence, training in relapse
prevention, instruction about coping
skills to manage persistent symptoms,
and social skills training (9). The general
medical illness component consists of
an individually tailored curriculum that
applies the same skills and strategies
for self-management of psychiatric ill-
ness to the self-management of gen-
eral medical illness. In addition, a nurse
health care manager facilitates coordi-
nation of necessary preventive and on-
going health care. The I-IMR curriculum
consists of ten modules that are de-
livered over a period of eight months
during weekly sessions led by an I-IMR
specialist. The sessions are customized
to the specific needs and disorders of
each client.

The I-IMR specialist had a master’s
degree in social work and received
1.5 days of training in administering
I-IMR. The training was based on
the standardized program tool kit
and program manual. Throughout the
study, the I-IMR specialist received
supervision during a weekly call with
one of the authors (SIP), a clinical
psychologist with expertise in behav-
ior change, motivational interviewing,
and illness self-management. The I-IMR
specialist provided training and sup-
port to participants in identifying and
achieving personal recovery and well-
ness goals, breaking down goals into
manageable steps, and working on
achieving these goals. The specialist
used a combination of psychoeduca-
tional, motivational, and cognitive-
behavioral teaching strategies, including
role-playing and homework assign-
ments. Skills training was tailored to
each participant’s psychiatric and gen-
eral medical condition and consisted
of modules and materials for goal
setting and self-management.

A primary care nurse was embed-
ded one day per week at each mental
health center to coordinate health
care appointments, medication adjust-
ments, and transfer of information
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and to provide counseling on self-
management and lifestyle changes for
chronic health conditions. Participants
met with the nurse health care man-
ager twice per month to discuss prog-
ress and obstacles in meeting general
medical and mental health goals. A full
description of the I-IMR program is
available elsewhere (16).
Usual care. Participants in both

groups continued to receive the same
services that they had been receiving
prior to the study. Usual care at each
site included pharmacotherapy, case
management or outreach by nonnurse
clinicians, individual therapy, and ac-
cess to psychosocial support and re-
habilitation services.

Measures
Feasibility was measured by partici-
pant attendance. Throughout the
eight-month program, there were
approximately 30 weekly sessions with
the I-IMR specialist and 15 biweekly
sessions with the nurse. The mini-
mum attendance required to benefit
from skills training and nurse man-
agement was defined as ten sessions
with the I-IMR specialist and five ses-
sions with the nurse.
Psychiatric illness self-management

skills, including medication adher-
ence, a relapse prevention plan, and
knowledge of symptoms and coping
strategies, were measured by using
the client-rated and clinician-rated
Illness Management and Recovery
Scales (19), each with 15 items rated
on a 5-point scale, with higher scores
indicating better self-management
skills. Both scales have good internal
and test-retest reliability for persons
with serious mental illness (20) and
are correlated with independent assess-
ments of community functioning (21).
Self-management of general medi-

cal illness was measured by using
the Stanford Chronic Disease Self-
Efficacy Scale (SCDSES) (22), com-
prising five items rated on a scale of
1, not at all confident, to 10, totally
confident. The score is an average of
all five items, with higher scores in-
dicating greater self-efficacy. Disease-
specific measures of self-management
for diabetes, COPD, hypertension, hy-
perlipidemia, and arthritis were adap-
ted from the SCDSES for this study
(22). Symptoms and functioning were

evaluated by using the Brief Psychi-
atric Rating Scale (BPRS) (23). The
Multnomah Community Ability Scale
(MCAS) (24) was used to assess com-
munity functioning. This 17-item
scale covers four subcategories re-
lated to interference with functioning,
adjustment to living, social compe-
tence, and behavioral problems (25).
Items are rated from 1, impaired, to 5,
normal.

Participation in psychiatric and
general medical encounters was mea-
sured by using the communication
role subscale of the Stanford Physi-
cian Communication Scale (22). Pos-
sible scores range from 0 to 5, with
higher scores indicating a more active
role in communicating questions and
needs.

Participation in psychiatric and
general medical encounters was also
evaluated by using the information-
seeking preference and decision-
making preference subscales of the
Autonomy Preference Index (26).
These subscales measure the desire
for information or involvement in
decision making, with 0 indicating no
desire, 50, neutral desire, and 100,
strong desire.

Use of acute care services was
measured by using self-reports of
hospitalizations and emergency visits
for psychiatric or general medical
disorders over the prior three months.
A three-month recall period has
demonstrated greater accuracy than
longer recall periods for predicting
health service utilization (27). All
measures were completed during in-
dependent, blinded assessments by
trained research interviewers at base-
line and at 10- and 14-month follow-
ups.

Statistical analyses
Two-tailed t tests and chi square
analyses were used to compare study
groups by demographic characteris-
tics, psychiatric history, and outcome
measures at baseline. Means and
standard deviations were calculated
for number of I-IMR specialist and
nurse sessions attended by each
group. For analysis of treatment
effects, total scores or subscale scores
for each outcome measure were the
dependent measure. Treatment effects
were evaluated by using intent-to-treat

analyses for the full sample of randomly
assigned participants. Because there
were no significant differences between
I-IMR and usual care groups at baseline
and there were only two follow-up
assessments, rather than fitting para-
metric curves with random effects, we
included the baseline as a covariate and
controlled for diagnosis, gender, and
interaction of diagnosis and gender.
Baseline-adjusted mean response pro-
file models (28), also referred to as
covariance pattern models, were cal-
culated for the following dependent
variables: psychiatric and general
medical illness self-management skills,
mental health symptom severity, com-
munity functioning, and shared de-
cision making with both psychiatric
and primary care clinicians. This ap-
proach falls within the general mixed-
effects model framework (28,29), but
it is more appropriate for repeated-
measures data with few assessment
points. Within-subjects correlations
were managed by selecting appropri-
ate covariance structures, and missing
data were accommodated with maxi-
mum likelihood estimation.

Because the outcomes were statis-
tically adjusted for baseline levels,
treatment effects were evaluated by
group main effects (differences in
group means). Two-tailed statistical
tests were conducted, and differences
with a p value of #.05 were consid-
ered statistically significant. Estimates
of effect size were calculated on the
basis of analyses of covariance, adjust-
ing the correlation between baseline
and 14-month follow-up, because this
approach has more power for random-
ized controlled trials (30). Between-
group effect sizes at endpoint were
computed with Cohen’s d by using the
thresholds defined by Cohen (31) for
small (.20), moderate (.50), and large
(.80) effect sizes. A generalized linear
model approach was used to compare
hospitalizations and emergency visits
between I-IMR and usual care groups
over time. All statistical analyses were
performed with SPSS, release 19.0.

Results
Participants assigned to I-IMR (N=36)
and those assigned to usual care (N=35)
did not differ significantly on base-
line demographic or diagnostic mea-
sures (Table 1). Of the 71 participants,
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56 (79%) completed the postinter-
vention assessment at the ten-month
follow-up, and 54 (76%) completed the
postintervention assessment at the
14-month follow-up. Rates of follow-
up were lower among participants
assigned to I-IMR than among par-
ticipants assigned to usual care (N=25
[69%] and N=31 [89%], respectively,
at ten months and N=24 [67%] and
N=30 [86%], respectively, at 14months),
although these differences were not
significant. Overall, I-IMR participants
attended 15.869.5 sessions with the
I-IMR specialist and 8.265.9 sessions
with the nurse. A majority of I-IMR
participants (N=27, 75%) attended
ten or more sessions with the I-IMR
specialist and five or more sessions
with the nurse. That group attended
20.165.8 sessions with the I-IMR
specialist and 10.664.6 sessions with
the nurse. At baseline, these partic-
ipants and those who attended fewer
sessions differed only on the BPRS
retardation subscale (p=.005).

Self-management
Self-management outcomes at base-
line and ten- and 14-month follow-ups
are shown in Table 2. I-IMR was
associated with greater overall im-
provement in both client-rated and
clinician-rated psychiatric illness self-
management skills. Among I-IMR
participants, there was greater improve-
ment in self-management of diabetes,
and nonsignificant trends emerged
indicating greater improvement in
self-management of general medical
illnesses and COPD. No differences
were found for improvement in self-
management of hypertension, hyper-
lipidemia, and osteoarthritis. There
were also no differences between
groups for improvement in psychiatric
symptom severity and community
functioning.

Physician encounters
Compared with usual care, I-IMR was
associated with a greater preference
for receiving detailed diagnosis and
treatment information during primary
care encounters (Table 2). I-IMR was
also associated with nonsignificant
trends for a greater preference for
receiving detailed diagnosis and treat-
ment information and less preference
for decision-making autonomy during

psychiatric encounters as well as amore
active role in communicating questions
and needs with primary care physicians.

Health service utilization
Despite randomization, at baseline
the proportion of participants who
reported at least one psychiatric or
general medical hospitalization during
the prior three months was over twice
as high among I-IMR participants
(31%; N=11) than among usual care
participants (17%; N=4), although
this difference was not significant. At
ten-month follow-up, none of the
I-IMR participants had experienced
a hospitalization during the prior
three months, compared with one-
quarter (N=7) of usual care partic-
ipants. At 14-month follow-up, 17%
(N=4) of I-IMR participants had been
hospitalized during the prior three
months, compared with 25% (N=7) of

participants assigned to usual care
(Figure 1). The proportion of partic-
ipants self-reporting psychiatric or
medical hospitalizations decreased
among I-IMR participants compared
with usual care participants (x2=4.36,
df=1, p=.037). There were no
between-group differences over time
for self-reported emergency visits.

Discussion
Consistent with our open pilot study
of the I-IMR program (16), a majority
(75%) of participants attended at least
ten I-IMR sessions and five nurse
sessions over the eight-month inter-
vention, supporting the feasibility of
I-IMR for persons with serious men-
tal illness and chronic general medical
conditions. Compared with usual
care, I-IMR contributed to improve-
ments in self-management of psychi-
atric illness and diabetes, greater

Table 1

Characteristics of participants assigned to integrated Illness Management
and Recovery (I-IMR) or usual carea

Total
(N=71)

Usual care
(N=35)

I-IMR
(N=36)

Characteristic N % N % N % p

Age (M6SD) 60.366.5 60.167.0 60.566.0 .45
Gender .81
Female 39 55 20 57 19 53
Male 32 45 15 43 17 47

Race .49
White 69 97 35 100 34 94
Nonwhite 2 3 0 — 2 6

Marital status .67
Never married 17 24 10 29 7 20
Currently married 39 55 18 51 21 58
Previously married 15 21 7 20 8 22

Living status
Independent 39 55 19 54 20 56
Supervised 32 45 16 46 16 44

Education .66
Less than high school 25 36 11 32 14 39
High school 26 37 13 38 13 36
More than high school 19 27 10 30 9 25

Psychiatric diagnosis .13
Schizophrenia spectrum 27 38 17 49 10 28
Bipolar disorder 13 18 4 11 9 25
Major depression 31 44 14 40 17 47

General medical diagnosis .81
Hypertension 29 41 13 37 16 44
Hyperlipidemia 33 47 16 46 17 47
COPDb 16 23 7 20 9 25
Osteoarthritis 46 65 20 57 26 72
Diabetes 34 48 16 46 18 50

a All characteristics were compared by chi square test, except age, which was compared by t test.
Between-group differences were not significant.

b Chronic obstructive pulmonary disease
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Table 2

Outcomes of integrated Illness Management and Recovery (I-IMR) and usual care at baseline and 10- and 14-month
follow-upsa

Follow-up

Baseline 10-month 14-month Group main effectb

Outcome M SD M SD M SD ESc F df p

Psychiatric illness self-management
Client-rated IMR Scaled .46 4.56 1, 47 .04
I-IMR 3.3 .5 3.7 .4 3.7 .5
Usual care 3.5 .5 3.6 .5 3.6 .5

Clinician-rated IMR Scaled .29 4.66 1, 38 .04
I-IMR 3.1 .5 3.5 .3 3.5 .5
Usual care 3.3 .4 3.5 .4 3.4 .6

General medical illness self-management
Stanford Chronic Disease Self-Efficacy Scalee .04 2.70 1, 50 .11
I-IMR 5.9 2.5 6.7 2.7 6.6 2.2
Usual care 6.2 2.3 6.3 2.4 6.5 2.5

Diabetes self-managementf .15 5.29 1, 18 .03
I-IMR 2.0 1.0 2.0 1.0 2.5 .7
Usual care 2.3 1.0 2.5 .7 2.4 1.0

COPD self-managementg .67 4.61 1, 7 .07
I-IMR 2.0 .9 2.6 .3 2.4 .6
Usual care 1.6 1.1 1.8 .9 1.9 1.0

Symptoms and functioning
Brief Psychiatric Rating Scaleh .26 1.06 1, 50 .31
I-IMR 54.2 11.7 52.6 13.9 53.7 14.5
Usual care 49.7 10.8 48.9 13.7 51.2 12.8

Multnomah Community Ability Scalei .26 .55 1, 32 .47
I-IMR 3.5 .6 3.9 .5 3.7 .6
Usual care 3.6 .6 3.8 .5 3.6 .7

Psychiatric encounter
Information-seeking preference j .81 3.45 1, 43 .07
I-IMR 75.9 7.8 76.3 7.8 76.1 7.7
Usual care 72.2 8.3 67.9 15.2 70.6 8.3

Decision-making preferencek 2.73 3.04 1, 44 .09
I-IMR 49.8 12.8 46.9 13.4 43.8 13.2
Usual care 51.3 12.2 50.2 10.3 52.1 11.0

Communication rolel .33 .99 1, 45 .33
I-IMR 2.4 1.2 2.1 1.2 2.2 1.1
Usual care 2.3 1.3 2.2 1.2 1.9 .9

General medical encounter
Information-seeking preference j .88 8.93 1, 51 .004
I-IMR 74.1 8.1 78.4 7.5 76.6 7.8
Usual care 72.6 7.8 71.3 8.9 70.7 8.4

Decision-making preferencek 2.35 .31 1, 51 .58
I-IMR 50.5 16.2 46.1 8.9 44.5 11.1
Usual care 50.0 15.0 43.2 12.5 48.0 11.4

Communication rolel .57 3.20 1, 54 .08
I-IMR 2.3 1.1 2.6 1.0 2.4 1.0
Usual care 2.2 1.2 2.2 1.0 2.0 1.0

a Scores are reported in raw (unadjusted) means.
b Main effects between 10- and 14-month follow-ups were adjusted for baseline value as a covariate.
c The effect size (ES) was calculated for endpoint ES (not overall group effect).
d IMR, Illness Management and Recovery. Possible scores range from 1 to 5, with higher scores indicating better psychiatric illness self-management
skills.

e Possible scores range from 1 to 10, with higher scores indicating greater self-efficacy.
f Possible scores range from 0 to 4, with higher scores indicating greater diabetes self-management.
g COPD, chronic obstructive pulmonary disease. Possible scores range from 0 to 4, with higher scores indicating greater COPD self-management.
h Possible total scores range from 24 to 68, with higher scores indicating greater psychiatric illness severity.
i Possible scores range from 1 to 5, with higher scores indicating better community functioning.
j Possible scores range from 0 to 100, with higher scores indicating greater preference for detailed diagnosis and treatment information.
k Possible scores range from 0 to 100, with higher scores indicating greater preference for decision making.
l Possible scores range from 0 to 5, with higher scores indicating a more active role in communicating questions and needs.
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participation in primary health care
encounters, and fewer psychiatric or
general medical hospitalizations. To
our knowledge, this is the first study
demonstrating the feasibility and po-
tential effectiveness of simultaneous
delivery of training in psychiatric
and general medical illness self-
management with nurse support
for persons with serious mental
illness and chronic general medical
conditions.
I-IMR was associated with greater

psychiatric illness self-management,
consistent with prior randomized
trials of IMR (10–12,32,33). Our
finding of improved self-management
for diabetes but not for other general
medical conditions is consistent with
studies of older adults without mental
illness. Programs aimed at improving
diabetes self-management activities,
for example, diet, self-monitoring,
and medication management, showed
robust effect sizes, whereas self-
management of chronic conditions
with less immediate benefits, such as
osteoarthritis, had a more modest
impact (34). Together, these findings
suggest that I-IMR is potentially ef-
fective in improving self-management
abilities for both psychiatric and gen-
eral medical illness, contributing to
overall functioning. The per-person
cost for the 36 participants in the
eight-month I-IMR program was
$1,509 in 2012-adjusted dollars, which
reflects the salaries of a full time
I-IMR specialist and the equivalent of
one half-time nurse. Given that I-IMR
is designed to reach persons at high
risk of incurring significant treatments
costs, these costs were considered
modest.
Previously we reported that adults

with serious mental illness prefer to
take an active role when interacting
with their psychiatrist and a passive
role when interacting with their pri-
mary care physician (35). This study
found that I-IMR was associated with
a trend for preferring more informa-
tion during psychiatric encounters
and a significantly greater preference
for obtaining more information dur-
ing medical encounters. This prefer-
ence for greater information is
consistent with I-IMR’s emphasis on
encouraging health care consumers to
become more knowledgeable and in-

formed. In contrast, although not
statistically significant, I-IMR was
associated with developing a prefer-
ence for a slightly greater role for
physicians in decision making during
psychiatric and medical encounters.
Hence, although I-IMR may contrib-
ute to a greater preference for more
information, it may simultaneously re-
sult in a greater preference for invol-
ving the physician in making decisions
in complex situations.

The decrease in hospitalizations
among I-IMR participants is consis-
tent with a prior trial of IMR (13)
and with findings from evaluations of
other chronic illness self-management
programs (7). However, given that
I-IMR includes self-management train-
ing and nurse care management, it is
not possible to identify the relative
contributions of each component to
reduced psychiatric or general medical
hospitalizations. Caution is also war-
ranted when interpreting these findings
because the proportion of participants
who reported at least one hospitaliza-
tion in the three months prior to
baseline was greater among partici-
pants who received I-IMR than among
participants who received usual care.
However, it is most likely that this
difference further supports (rather
than detracts from) our findings of
fewer hospitalizations at follow-up
associated with I-IMR, given that prior
hospitalizations are a strong predictor
of and risk factor for subsequent
hospitalizations in comparable patient
groups (36).

Another limitation was the small sam-
ple size of our pilot study, potentially
increasing the risk of type II error—
concluding prematurely that I-IMR
was ineffective in improving out-
comes for which it may have bene-
ficial effects—and of inability to
reliably determine whether the ef-
fects of I-IMR were sustained over
time. The small sample size was also
a likely contributor to baseline differ-
ences in the proportion of participants
in each group with schizophrenia spec-
trum disorders or bipolar disorder,
although these differences were not
statistically significant. We do not
expect that any differences in these
diagnostic distributions were of clinical
importance because a prior study by
our group comparing skills training and

usual care among older adults ($50
years old) with serious mental illness
found no differences by diagnosis with
respect to self-efficacy and functional
outcomes (37,38).

In addition, given that this investi-
gation was a pilot study aimed at
assessing the feasibility and potential
effectiveness of I-IMR, we did not
evaluate physical and laboratory
measures of disease outcomes. Fi-
nally, participants were predomi-
nantly Caucasian. Hence we were
unable to determine the feasibility
and potential effectiveness of I-IMR
in ethnically diverse populations, al-
though prior studies of IMR have
demonstrated robust results in more
representative samples (11).

Conclusions
Our results demonstrated that pro-
viding integrated training and support
for self-management of psychiatric
and general medical illness is feasible
and potentially effective. Further-
more, I-IMR has the advantage of
directly building on the original IMR
program, which has been associated
with successful widespread dissemi-
nation and training in usual mental
health delivery settings across the
nation (10). This record of success
potentially provides a ready context
for implementation among agencies
where clinicians are already trained to
deliver IMR. In addition, uninitiated
providers have the opportunity to
adopt an illness self-management in-
tervention that accommodates the
challenge of a growing number of pa-
tients with comorbid general medical

Figure 1

Proportion of participants
assigned to I-IMR or usual care
who reported a hospitalization in
the three months before baseline
and 10- and 14-month follow-upsa
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a I-IMR, integrated Illness Management and
Recovery. The proportion of I-IMR participants
who reported a hospitalization decreased
significantly (x2=4.36, df=1, p=.037).
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and psychiatric illness (39). Training
and supporting adults with serious
mental illness in self-management of
psychiatric and general medical dis-
orders complement growing efforts
to establish patient-centered medical
homes for persons with serious men-
tal illness in the context of current and
future accountable care organizations
(40). Providing integrated illness self-
management training embraces the
interrelationship of recovery and well-
ness, while directly recognizing that
general medical and mental health are
inextricably essential in supporting
optimal functioning and quality of life
for the “whole person” (41).
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