
Validating a Brief Version of the
Mental Health Recovery Measure
for Individuals With Schizophrenia
Nikki Panasci Armstrong, Ph.D.
Amy N. Cohen, Ph.D.
Gerhard Hellemann, Ph.D.
Christopher Reist, M.D.
Alexander S. Young, M.D., M.S.H.S.

Objective: This study explored the psychometric properties of the
30-itemMental Health Recovery Measure (MHRM) and a brief, ten-item
version of the scale (MHRM-10) in a large, multisite sample of individuals
with schizophrenia. Methods: The sample consisted of 795 veterans with
schizophrenia or schizoaffective disorder diagnoses who were receiving
mental health services in one of eight Veterans Health Administration
medical centers across four regions of the United States. Exploratory
factor analysis was used to examine the factor structure of the MHRM
and to select the most appropriate ten items for the brief measure.
Correlations of the MHRM and the MHRM-10 with measures of quality
of life, satisfaction with mental health services, symptom severity, and
functioning were computed to further establish construct validity.
Cronbach’s alpha was used to assess the internal reliability of the MHRM
and MHRM-10. Results: Factor analysis resulted in an interpretable
single-factor solution. The MHRM-10 was established by selecting the
ten items with the highest factor loading scores. MHRM and MHRM-10
total scores correlated strongly and positively with quality-of-life mea-
sures (overall, leisure, general health, and daily activities) and negatively
with depressive mood. Negligible correlations existed between the MHRM
instruments and measures of functioning and satisfaction with services.
Both instruments demonstrated excellent internal consistency.Conclusions:
This study provides initial support for use of theMHRM-10 as a brief, valid,
and reliable assessment of perceived recovery among individuals with
schizophrenia and one that may be easily used in routine care. (Psychiatric
Services 65:1154–1159, 2014; doi: 10.1176/appi.ps.201300215)

Recovery frommental illness has
been defined as a personal pro-
cess of change through which

individuals improve their health and

well-being, live a self-directed life,
and strive to reach their maximum
potential (1). Formore than a decade,
U.S. policy has emphasized the need

for transformation to recovery-oriented
service delivery in mental health care
systems (2,3). In recent years, the Vet-
erans Health Administration (VHA)
and numerous state mental health
systems have begun to transform care
to reflect principles of recovery, which
include hope, empowerment, respect,
and responsibility, and provide recovery-
oriented services, such as peer support
and employment services (1,4). Despite
consensus that recovery is expected for
individuals with mental illness and that
health care transformation is needed to
support their recovery, little guidance
has been provided on the changes nec-
essary in mental health care to reach
these expectations. Alongwith care trans-
formation, brief validatedmeasures that
can assess individual recovery are needed
(5,6).

Although some recovery assessment
measures exist, most consist of multi-
ple domains that have not been well
established as separate recovery con-
structs, are too cumbersome for rou-
tine practice, or are unpublished (7).
One such measure is the Mental
Health Recovery Measure (MHRM)
(8), a 30-item scale that assesses per-
ceived recovery for individuals with
seriousmental illness.Of the 30MHRM
items, 24 are categorized into one of
six conceptual subscales that were
derived from a grounded-theory re-
covery model based on qualitative
interviews with mental health con-
sumers (9): overcoming stuckness,
self-empowerment, learning and self-
redefinition, basic functioning, overall
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well-being, and new potentials. The
scale developers later added four items
that constitute a seventh MHRM sub-
scale, advocacy/enrichment, as well as
two items that assess spirituality (10).
In the MHRM developers’ samples

(10,11), the measure has been found
to have good internal consistency and
test-retest reliability; has correlated
positively with measures of empower-
ment, resilience, and community liv-
ing; has correlated negatively with
symptom distress (11); and has dem-
onstrated an ability to detect change
among individuals after completion of
an evidence-based, recovery-promoting
intervention (10,12). At the time of pre-
paring this report, however, MHRM
development data, including evaluation
of the original measure’s factor struc-
ture, had not been published in a peer-
reviewed journal.
This study aimed to examine the

construct validity and reliability of the
30-itemMHRM in a large,multisite sam-
ple of veterans with schizophrenia and
to establish a brief, ten-item version of
the MHRM that would be psycho-
metrically comparable with the original
measure and more easily administered
in routine care settings. To accomplish
these aims, this study examined base-
line data from a recently completed
multisite, clinic-level controlled trial,
EnhancingQuality of Care in Psychosis
(EQUIP), which evaluated effective-
ness and implementation of evidence-
based care for schizophrenia at mental
health clinics in the VHA. Construct val-
idity was assessed through factor anal-
ysis of the MHRM and correlational
analyses of the 30- and ten-item ver-
sions of theMHRMwith other recovery-
relevant outcomemeasures. Reliability
was assessed by calculating the internal
consistency of the full and brief ver-
sions of the MHRM.

Methods
Sample selection
The study involved secondary analysis
of data that were collected in the
EQUIP trial.Details of the studymethod
can be found elsewhere (13–15), but in
brief, individuals were recruited from
eight VHA medical centers across four
regions of the country. Eligible indi-
viduals were at least 18 years old, had
a diagnosis of schizophrenia or schizo-
affective disorder, and had at least

two mental health clinic visits within
a six-month eligibility period. From the
overall population of eligible patients,
a random sample was identified at
each site. Probability of inclusion was
based on the overall eligible popula-
tion, desired sample size, and ex-
pected nonparticipation.

Participants were recruited through
clinician referrals, review of clinic ros-
ters, and flyers posted in participating
clinics. A partial Health Insurance Por-
tability and Accountability Act waiver
was obtained to allow review of patients’
charts in order to determine eligibility
before approaching them at their clinical
appointment to discuss the study.

Procedures
Eligible veterans were approached in
person at clinic visits. Of 1,964 patients
who were eligible, 530 were not ap-
proached, 633 refused to participate,
and 801 consented to be enrolled
(41%). All enrolled patients completed
a baseline assessment between January
2008 and May 2009. At baseline, 797
patients completed the MHRM. Of
those, data from two participants with
extreme scores were considered to be
invalid and were excluded. Thus a total
of 795 individuals were included in the
analyses. The study was approved by
the institutional review boards of all
eight VHA sites. The baseline assess-
ment occurred before any intervention
occurred in the EQUIP trial; therefore,
intervention and control site data were
examined together.

Instruments
The baseline assessment included de-
mographic and clinical characteristics
and perceived level of mental health
recovery, quality of life, and satisfaction
withmental health services. Psychiatric
diagnosis was confirmed, and measures
of psychiatric symptom severity and
occupational, social, and symptomatic
functioning were obtained. Research
assistants administered the baseline as-
sessment and were trained to a high
level of reliability, and quality assur-
ance checks were completed during the
study.

Demographic characteristics
Information was obtained for age, sex,
race, ethnicity, education, marital sta-
tus, and employment status of patients.

Clinical characteristics
Psychiatric diagnosis of schizophrenia
or schizoaffective disorder was con-
firmed with an abbreviated version of
the Structured Clinical Interview for
DSM-IV (16). Psychiatric symptoms
were rated with the Brief Psychiatric
Rating Scale (BPRS) (17,18). TheBPRS
is an 18-item, clinician-rated scale de-
signed to assess change in severity of
psychopathology, with an emphasis on
symptoms of psychotic illnesses. BPRS
items are rated on a Likert scale rang-
ing from 1, not present, to 7, extremely
severe. Three BPRS subscale scores
(thought disturbance, anergia, and dis-
organization), as well as scores on the
BPRS depressivemood item, were used
as symptom measures. Possible scores
on the thought disturbance and anergia
subscales range from 4 to 28, and pos-
sible scores on the disorganization sub-
scale range from 3 to 21, with higher
scores for all three subscales indicating
greater symptom severity. Full scores
on the BPRS affect subscale, which in-
cludes the depressive mood item, could
not be calculated because four of the
five items that constitute that subscale
(19) were not included in the baseline
assessment.

Patient occupational, social, and
symptomatic functioning during the
week before baseline assessment were
rated on the Mental Illness Research,
Education and Clinical Centers version
of the Global Assessment of Function-
ing scale (MIRECCGAF) (20). Possible
scores on each of the three MIRECC
GAF subscales range from 0, no infor-
mation, to 100, fully functional. The
MIRECC GAF has good interrater re-
liability, as well as good concurrent and
predictive validity.

Mental health recovery. TheMHRM
is a 30-item, self-report measure de-
signed to assess perceivedmental health
recovery among individuals with serious
mental illness (8,10,11). Items are rated
on a 5-point scale ranging from 0,
strongly disagree, to 4, strongly agree,
for a total score range of 0–120. Higher
MHRM scores indicate higher self-
reported levels of mental health re-
covery. In addition to a total score,
subscale scores can be computed by
summing individual item scores within
eight conceptual domains: overcoming
stuckness (items 1–4), self-empowerment
(items 5–8), learning and self-redefinition
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(items 9–12), basic functioning (items
13–16), overall well-being (items 17–20),
new potentials (items 21–24), spiritual-
ity (items 25 and 26), and advocacy/
enrichment (items 27–30).
In the test developers’ original nor-

mative sample of adults (N=279) with
serious mental illness from community-
and consumer-operated mental health
settings, the mean6SD MHRM total
score was 80620, and internal consis-
tencywas good (Cronbach’sa=.93) (11).
In the test developers’ more recent
MHRMdata collected from a larger but
similar sample (N=671),mean6SDscore
and internal consistency results were
similar (78.0621.7, Cronbach’s a=.95)
(11). The MHRM has demonstrated
ability to detect reliable change among
adults with serious mental illness after
participation in a group intervention de-
signed to promote personal recovery
and empowerment (12).
Quality of life. The Lehman Qual-

ity of Life Interview–Short Version
(TL-30) is a reliable and valid self-

report measure designed to assess
several quality-of-life domains among
individuals with serious mental illness
(21,22). It has been used extensively
in clinical and research settings.
Respondents rate TL-30 items on a
Likert scale ranging from 1, terrible, to
7, delighted, with higher scores in-
dicating greater satisfaction with life
quality. Scores on the TL-30 item
“How do you feel about your life in
general?” were used as a measure of
subjective overall quality of life, and
scores on the subjective TL-30 items
were used as measures of satisfaction
with leisure (“How do you feel about
the amount of fun you have?”), general
health (“How do you feel about your
health in general?”), daily activities
(“How do you feel about how you
spend your time?”), friendships (“How
do you feel about the amount of friend-
ship in your life?”), finances (“How do
you feel about how well off you are
financially?”), family relationships (“How
do you feel about the way things are in
general between you and your fam-
ily?”), and privacy (“How do you feel
about the privacy you have where you
live?”).

Satisfaction with mental health services.
The Client Satisfaction Questionnaire
(CSQ-8) is an eight-item, patient self-
report measure designed to assess
general satisfaction with health and hu-
man services (23). Items are rated on
a 1-to-4 scale, for a total score range of
8–32, with higher total scores indicating
higher satisfaction with mental health
services. The CSQ-8 has been used in
various research and clinical settings,
includingmental health clinics, and dem-
onstrates high internal consistency
(Cronbach’s a=.92–.93) and consumer
acceptance (24).

Statistical analyses
Exploratory factor analysis (EFA) with
maximum-likelihood estimation was
used to examine interpretable under-
lying constructs or factors of the 30-
itemMHRM. The number of factors to
retain in a solution was based on eigen-
values and the scree test. To minimize
administration burden associated with
the MHRM, we sought to reduce the
total number of scale items from 30 to
ten, making an effort to retain the most
homogeneous subset of items from the
MHRM.

Means, standard deviations, and inter-
nal consistency coefficients (Cronbach’s
alpha) were calculated for both the
30-item MHRM and the MHRM-10.
Two-tailed Pearson correlations (r) were
computed to examine the relationships
of theMHRMandMHRM-10with sub-
jective measures of quality of life (TL-30
items) and satisfactionwithmental health
services (CSQ-8 total score), aswell aswith
interviewer-rated measures of symptom
severity (BPRS depressive mood item
score and thought disturbance, anergia,
and disorganization subscale scores) and
occupational, social, and symptomatic
functioning (MIRECC GAF subscale
scores). All data analysis procedures were
conducted with IBM SPSS Statistics for
Windows, version 20.0 (25).

Results
Sample characteristics
Table 1 shows participants’ character-
istics. The average participant was 54
years old, male, African American or
Caucasian, not presently married, and
had some education after high school.

Exploratory factor analysis
EFA procedures resulted in five fac-
tors with an eigenvalue greater than
1.0, which collectively explained 55.6%
of the variance. Visual scree plot inspec-
tion, however, showed that a one-factor
solution was a more appropriate option.
Moreover, the four additional factors
uniquely contributed to only 3.8%25.5%
of the overall variance of the measure.
Hence, EFA procedures were repeated
to force a one-factor solution, which ex-
plained 37.3% of the variability in the
MHRM. Table 2 shows all 30 items and
their factor loadings. Factor loadings
above .40, which is a common cutoff for
item inclusion in a factor score, indica-
te a moderate relationship between the
item and latent recovery, whereas fac-
tor loadings above .70 indicate a strong
relationship. All items but three loaded
above .40 on the single factor, with 77%
of the items loading above .50.

We chose the ten items with the
highest factor loadings for our reduced
scale (the MHRM-10), because these
items most strongly represent the un-
derlying recovery construct. The factor
loadings on the ten selected items were
all very high and of similar magni-
tude. The MHRM-10 included three
items each from theMHRMdevelopers’

Table 1

Baseline characteristics of 795
veterans with schizophrenia or
schizoaffective disorder

Characteristic N %

Age (M6SD) 54.369.4
Male 728 92
Race
African
American 354 45

Caucasian 351 44
Other 24 3
Mixed 15 2

Hispanic/Latino 100 13
Presently married 188 24
Highest education
level
Some college
(no degree) 281 35

High school
diploma or
equivalent 259 33

2-year college
degree 86 11

No high school
diploma or
equivalent 81 10

4-year college
degree 53 7

Master’s or
doctoral
degree 19 2

Some graduate
or professional
school (no degree) 15 2

1156 PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' September 2014 Vol. 65 No. 9

ps.psychiatryonline.org


suggested domains of overall well-being,
new potentials, and learning and self-
redefinition, as well as one item from
the advocacy/enrichment domain.

Internal consistency
Participants’ total scores on theMHRM-
10 were obtained by summing their
ten individual item scores. Table 3 shows
the mean6SD scores and the internal
reliability coefficients for the MHRM
andMHRM-10. Overall internal consis-
tency of the MHRM-10 was good and
comparable with that of the MHRM in
this sample, as well as with reliability
estimates observed in the MHRM de-
velopers’ two nonveteran normative sam-
ples (11). Although EFA results of this
study suggested that theMHRM is best
interpreted as a total score, reliability es-
timates for theMHRMdevelopers’ eight
suggested conceptual domains are pre-
sented (Table 3) for dissemination
purposes.

Correlations
Table 4 shows results of correlation
(Pearson r) analyses. Statistical corre-
lations with measures of quality of life,
satisfaction with care, symptoms, and
functioning were very similar for the
MHRM and the MHRM-10. Strong
positive relationships were shown for
both measures overall and with several
domains of quality of life, and a strong
negative relationship was observed be-
tween the instruments and depressive
mood. Moderate positive associations
were revealed between both recovery
measures and subjective quality of
friendships.Weak, but statistically signi-
ficant, positive correlations were demon-
strated between the recovery measures
and subjective quality of finances, fam-
ily relationships, and privacy. There
were negligible, but similar and signi-
ficant, relationships between the recovery
measures and measures of satisfaction
with care, thought disturbance, and
functioning.

Discussion
To our knowledge, this is the first
study to examine the factor structure
and reliability of the 30-item MHRM
in a large group of veterans with di-
agnosed schizophrenia and to assess
the measure’s relation to both sub-
jective and interviewer-rated recovery
outcomes. The results suggest that a

brief, ten-item version of the MHRM
demonstrated psychometric proper-
ties equivalent to the full measure;
because of its brevity the MHRM-10
could be more practical for routine
and broad use in mental health care
settings.

The study demonstrated that a single
recovery factor adequately summarized
the information in the MHRM. This
finding lends support for the MHRM
as a valid self-report assessment of over-
all mental health recovery and indi-
cates that the subscales or conceptual
domains originally suggested by the
MHRM developers (8–10) may not be
uniquely significant in measuring re-
covery because they did not emerge as
empirically distinct factors in our
study. These results are not surprising
given that the MHRM subscales were

qualitatively derived and are consistent
with the MHRM developers’ focus on
using the total score as a holistic as-
sessment of recovery (11).WithMHRM
items loading strongly on one recovery
factor in this study, our brief version
of the measure consists of the ten items
that loaded most strongly on that sin-
gle factor. Both theMHRMandMHRM-
10 demonstrated excellent internal
consistency.

Our results demonstrated that the
MHRM and MHRM-10 were moder-
ately to strongly associated with mea-
sures of overall quality of life and quality
of leisure, general health, daily activi-
ties, friendships, and depressive mood.
This suggests that meaningful and
enjoyable activities, social peer rela-
tionships, and overall sense of health
may be important factors in individual

Table 2

Exploratory factor analysis of the Mental Health Recovery Measure

Item no. Item
Factor
loading

17 I feel good about myself. .79
20 I feel at peace with myself. .74
18 The way I think about things helps me to achieve my goals. .73
21 I maintain a positive attitude for weeks at a time. .72
24 I am making progress toward my goals. .72
10 I still grow and change in positive ways despite my mental health

problem.
.71

11 Even though I may still have problems, I value myself as a person
of worth.

.68

23 Every day that I get up, I do something productive. .66
12 I understand myself and have a good sense of who I am. .66
28 I engage in work or other activities that enrich myself and the

world around me.
.66

22 My quality of life will get better in the future. .64
5 I believe in myself. .64
19 My life is pretty normal. .64
14 I go out and participate in enjoyable activities every week. .62
29 I cope effectively with stigma associated with having a mental

health problem.
.61

9 Every day is a new opportunity for learning. .61
15 I make the effort to get to know other people. .60
8 I socialize and make friends. .60
7 I am in control of my life. .59
6 I have control over my mental health problems. .55
25 When I am feeling low, my religious faith or spirituality helps me

feel better.
.53

2 Even though there are hard days, things are improving for me. .52
26 My religious faith or spirituality supports my recovery. .52
13 I eat nutritious meals every day. .49
16 I am comfortable with my use of prescribed medications. .42
27 I advocate for the rights of myself and others with mental health

problems.
.42

30 I have enough money to spend on extra things or activities that
enrich my life.

.42

3 I ask for help when I am not feeling well. .39
1 I work hard toward my mental health recovery. .29
4 I take risks to move forward with my recovery. .18
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recovery. Interestingly, these factors
seem to be in concert with recovery-
supporting dimensions recently iden-
tified by the Substance Abuse and
Mental Health Services Administra-
tion, including health, purpose, and
community (1). The weak correlations
between recovery and quality of finances,
family relationships, and privacy indi-
cate that such variables, which often
entail little to no individual choice
among persons with serious mental

illness, may not be particularly vital
to personal recovery.

The negligible to nonexistent rela-
tionships of self-reported recovery with
interviewer-rated psychotic symptoms
(specifically, thought disturbance, an-
ergia, and disorganization) and func-
tioning (GAF scores) suggest that the
MHRMandMHRM-10 aremeasuring
something other than traditional, illness-
based, recovery outcomes for individuals
with schizophrenia. This is consistent

with recent reports that subjective and
objective measures of recovery may be
somewhat independent ormaymeasure
divergent recovery constructs (26,27).
Interviewer-rated depressive mood was
an exception to this among our find-
ings, in that it was moderately nega-
tively related to subjective recovery. It
is possible that the recovery factor mea-
sured by the MHRM and MHRM-10
is somewhat convergentwith the concept
of hope, given that hope has been noted
as a crucial factor in consumer-based re-
covery definitions (1) and hopeless-
ness is a hallmark of depression.

The negligible relationship between
recovery and service satisfaction may
indicate that consumers’ self-perceived
level of recovery is relatively indepen-
dent of their contentment with mental
health services. In an era of patient-
centered health care that places a pre-
mium on patient satisfaction (28), our
results underscore the importance of
measuring personal recovery distinctly
from patient satisfaction or service-
based outcomes.

A key limitation of the study was our
inability to examine the sensitivity of the
MHRM andMHRM-10 to change. Al-
though Bullock and colleagues (12)
demonstrated the MHRM’s ability to
detect change in a sample of individ-
uals with serious mental illness after
completion of a recovery intervention,
replication of the study findings is
needed, as is evaluation of theMHRM-
10’s ability to reliably detect change at
various points along the recovery pro-
cess, including pre- and postinterven-
tion. Similarly, future studies exploring
the measures’ test-retest reliability and
criterion validity would be beneficial.
In addition, the items selected for the
MHRM-10 were based on an a priori
decision to reduce the MHRM to the
ten most homogeneous items. An alter-
native item reduction approach might
result in selection of a different set of
items for a brief measure. Last, our sam-
ple consisted predominantly of middle-
age, male veterans with schizophrenia
who were enrolled in mental health ser-
vices, which could limit generalizability
of findings. Studies exploring the use
of the MHRM-10 in a more demo-
graphically heterogeneous sample, aswell
as among other specific diagnostic groups
(including bipolar or depressive dis-
orders) would be of value.

Table 3

Characteristics of the Mental Health Recovery Measure (MHRM) and the
MHRM-10

Characteristic MHRM-10 MHRM

Overall score (M6SD)a 26.667.3 78.0618.3
Internal consistency (Cronbach’s a)
Total score .91 .94
Conceptual domainb

Spirituality .92
Overall well-being .82 .84
Learning and self-redefinition .77 .81
New potentials .76 .79
Self-empowerment .74
Basic functioning .67
Advocacy/enrichment .65
Overcoming stuckness .52

a Possible MHRM-10 scores range from 0 to 40 and possible MHRM scores range from 0 to 120,
with higher scores indicating higher perceived mental health recovery.

b Reliability estimates for the spirituality, self-empowerment, basic functioning, overcoming
stuckness, and advocacy/enrichment domains could not be calculated for the MHRM-10 because
of reduction or deletion of items in those domains.

Table 4

Mental Health Recovery Measure (MHRM) and MHRM-10 correlations
(Pearson r) with other recovery-relevant measures

Measure MHRM-10 MHRM

Lehman Quality of Life Interview (TL-30)
Overall quality of life .52** .54**
Leisure .41** .45**
General health .40** .44**
Daily activities .40** .43**
Friendships .34** .35**
Finances .27** .32**
Family relationships .22** .23**
Privacy .20** .24**

Client Satisfaction Questionnaire (CSQ-8) total score .19** .22**
Brief Psychiatric Rating Scale
Depressive mood –.40** –.40**
Thought disturbance –.17** –.20**
Anergia –.04 .00
Disorganization –.01 .01

MIRECC GAFa

Symptom .19** .20**
Occupational .14** .11**
Social .08* .08*

a Mental Illness Research, Education and Clinical Centers Global Assessment of Functioning
*p,.05, **p,.01, two-tailed
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Conclusions
This investigation provided initial sup-
port for the use of the MHRM-10 as
a valid and reliable assessment of per-
ceived recovery among individuals with
schizophrenia. The MHRM-10 is brief
and therefore likely to be easily inte-
grated into routine care. Future research
is needed, however, to examine addi-
tional psychometric properties of the
measure, particularly its sensitivity to
detect change in personal recovery.
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