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Over the past decade there has
been a growing effort to iden-
tify and provide evidence-

based practices for persons with se-
vere mental illness (1). An evidence-
based practice is an intervention for
which there is a sufficient body of re-
search demonstrating its effectiveness
for improving valued outcomes (2,3).

Compelling evidence exists for the
effectiveness of several psychosocial
interventions for persons with severe
mental illness. However, these evi-
dence-based practices have been
found to be rarely available to the
consumers who could benefit from
them (4). To facilitate the implemen-

tation of these practices, the Sub-
stance Abuse and Mental Health Ser-
vices Administration (SAMHSA) and
the Robert Wood Johnson Founda-
tion funded the National Evidence-
Based Practices Implementation Pro-
ject, which was developed and spear-
headed by the Dartmouth Psychiatric
Research Center. As part of this proj-
ect, resource kits were developed for
five psychosocial evidenced-based
practices. These kits can be down-
loaded from the SAMHSA Web site
(www.mentalhealth.samhsa.gov).

This article presents findings from
a multisite study carried out in Israel
that used a randomized controlled

trial design to evaluate the effects of
one evidenced-based practice, the
Illness Management and Recovery
program. This program is a standard-
ized curriculum-based approach de-
signed to provide persons with se-
vere mental illness information and
skills necessary for managing their
illnesses effectively and working to-
ward achieving personal recovery
goals (5). Since the program became
available in 2003, it has been adopt-
ed and implemented in many states
in the United States and in several
countries (6).

Although research findings have
been accumulating that demonstrate
the effectiveness of the specific pro-
gram components, such as develop-
ing a relapse prevention plan and
teaching strategies for coping with
persistent symptoms (7), efforts to
evaluate the effectiveness of the over-
all program have just begun (6,8).
Noncontrolled pilot studies of this in-
tervention have provided limited sup-
port for its feasibility (6) and effec-
tiveness (8). Although the results of
these studies are promising, random-
ized controlled trials are still needed.
The results of such studies will be less
vulnerable to threats to their external
and internal validity (9–11).

This article describes the first ran-
domized controlled trial of the Illness
Management and Recovery program.
The study tested the hypothesis that
clients who participate in the pro-
gram will show greater improvement
in components of illness self-manage-
ment and recovery, social support,
and coping efficacy than clients who
receive usual services.
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Objective: This study evaluated the effectiveness of the Illness Manage-
ment and Recovery program implemented in a group format. Methods: A
total of 210 persons with a severe mental illness receiving treatment at re-
habilitation centers in the community in Israel were randomly assigned
to either the Illness Management and Recovery program or treatment as
usual. The Illness Management and Recovery Scale (client and clinician
versions) and measures of coping and social support were administered
to participants before and after the intervention. Results: Participants in
the Illness Management and Recovery program showed significant im-
provement in knowledge about their illness and progress toward their
personal goals compared with those receiving treatment as usual. Clini-
cian ratings also indicated significant improvement in overall outcome for
clients in the Illness Management and Recovery program compared with
those who received treatment as usual. Significant improvement in cop-
ing was found in both groups, and no change in social support was found
for either group. Conclusions: The Illness Management and Recovery
program was effective in increasing clients’ knowledge of their illness and
helping them make progress toward personal goals. (Psychiatric Services
58:1461–1466, 2007)
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Methods
Setting and participants
The study was conducted at 13 psy-
chiatric community rehabilitation
centers in several cities in Israel. Ap-
proval for the study was obtained
from an institutional ethics review
committee. After receiving a detailed
explanation of the study, all research
participants provided written in-
formed consent.

The 210 study participants were
identified as having severe mental ill-
ness and were receiving treatment
and rehabilitation services at one of
the 13 centers. Psychiatric diagnoses
were obtained from clients’ medical
files. Inclusion criteria were fluency
in Hebrew and sufficient competence
to provide informed consent.

Although the educational curricu-
lum of the Illness Management and
Recovery program pertains specifi-
cally to schizophrenia, major depres-
sion, and bipolar disorder, the pro-
gram’s primary focus on self-manage-
ment, personal goals, social support,
appropriate use of medication, re-
lapse prevention, and coping with
symptoms is applicable to a broader
range of disorders.

Instruments
Illness Management and Recovery
Scale. Parallel client and clinician ver-
sions of the Illness Management and
Recovery Scale have been developed
as outcome measures for the Illness
Management and Recovery program
(12). Items, as formulated by practi-
tioners and consumers, refer to per-
ceived outcome in the content areas
of the intervention: personal goals,
knowledge of mental illness, involve-
ment with significant others, func-
tioning, symptoms, stress, coping, re-
lapse prevention, hospitalization,
medication, and use of drugs and al-
cohol. The possible score on each
scale item ranges from 1 to 5, with
higher scores indicating better illness
management and recovery. Previous
research has provided evidence for
the scale’s internal consistency, test-
retest reliability, and validity (13).

For the purpose of this study, the
questionnaires were first translated
into Hebrew and then back-translated
into English. The back-translated Eng-
lish version was compared with the

original English version (14). Discrep-
ancies revealed by this procedure were
then resolved. Preintervention meas-
ures that were collected from partici-
pants in this study were used to assess
the psychometric properties of these
versions of the scale (15). On the basis
of preintervention data, Cronbach’s al-
pha coefficients for the client and clini-
cian versions of the Illness Manage-
ment and Recovery Scale were .55 and
.73, respectively.

Factor analysis of both scales pro-
duced three similar client and clini-
cian factors: knowledge and goals,
coping with illness, and a factor that
combined effective medication use
and reduced alcohol and drug abuse.
These factors explained 40% of the
total item variance for the client scale
and 47% of the total item variance for
the clinician scale. These factors were
found to have moderate reliabilities
as estimated by Cronbach’s alpha co-
efficients: for the client question-
naire, .73 for coping, .50 for knowl-
edge and goals, and .74 for effective
use of medication; for the clinician
questionnaire, .83 for coping, .67 for
knowledge and goals, and .47 for ef-
fective use of medication.

In each of the 13 rehabilitation cen-
ters, each study participant’s case
manager (social workers, psycholo-
gists, or occupational therapists) com-
pleted the clinician version of the Ill-
ness Management and Recovery
Scale for his or her clients. These case
managers met with the participating
clients at least once a week.

Coping Efficacy Scale. The Coping
Efficacy Scale presents a broad list of
14 different symptoms—four nega-
tive symptoms, two positive symp-
toms, two cognitive symptoms, three
affective symptoms, two substance
abuse problems, and one sleep prob-
lem (16). For each symptom respon-
dents indicate whether they have ex-
perienced it, the strategies they use to
cope with it, and the extent to which
they perceive these strategies to be
efficacious. An efficacy index was cal-
culated for each participant by aver-
aging the efficacy ratings across the
symptoms and coping strategies. Pos-
sible scores range from 1 to 5, with
higher scores indicating more effec-
tive coping. The Illness Management
and Recovery intervention may have

changed the status of participants in
the experimental group. Therefore, a
test-retest reliability of .44 (p<.001)
as estimated by a Pearson product-
moment correlation was calculated
for the 64 research participants who
were randomly assigned to the con-
trol group and who responded to the
Coping Efficacy Scale at the end of
the intervention (one year after the
intervention was initiated).

Multidimensional Scale of Per-
ceived Social Support. The Multidi-
mensional Scale of Perceived Social
Support is a measure of the extent to
which an individual has access to
three kinds of social support: family,
friends, and significant others (17).
Possible scores range from 1 to 7,
with higher scores indicating higher
perceived social support. A Hebrew
translation of the scale was used (18).
Internal consistencies (Cronbach’s al-
pha) for the overall score and for the
three measures of social support were
.91, .80, .88, and .90, respectively.

Illness Management and Recovery
Fidelity Scale. The Illness Manage-
ment and Recovery Fidelity Scale is a
13-item scale that measures the ex-
tent to which the implementation of
the intervention is consistent with the
principles of the Illness Management
and Recovery program (9). Strict ad-
herence to a model may engender
therapeutic rigidity, which is consid-
ered by some to be a disadvantage of
such structured interventions as Ill-
ness Management and Recovery (19).
Clinicians in this study were encour-
aged to use their clinical skills flexibly.
Thus, although the program is stan-
dardized, it is also individualized as
each person works toward his or her
personally defined goals. Fidelity as-
sessment was based on site visits by
two assessors who used specific ob-
servational criteria to independently
rate each item on the scale. Possible
scores for each item range from 1 to
5, with higher scores indicating high-
er fidelity. After independently rating
each item, the assessors met to decide
on consensus ratings.

Intervention
Clinicians employed by the 13 psychi-
atric rehabilitation centers who re-
ceived training in the Illness Manage-
ment and Recovery program random-
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ly assigned by lottery the clients who
agreed to participate in the research
to either a control group that received
treatment as usual or a group that re-
ceived the Illness Management and
Recovery intervention. At certain
sites, the number of potential partici-
pants was relatively small. At these
sites, the randomization process was
modified so that each participant had
the same higher probability to be se-
lected for the intervention. This en-
sured a sufficiently large intervention
group even at these sites.

The treatment as usual that was of-
fered at the 13 agencies varied. It
generally included various forms and
degrees of social, leisure, support,
and work activities. Participation in
the Illness Management and Recov-
ery program was in addition to receipt
of existing services. Educational
handouts that are a central part of the
Illness Management and Recovery
program were translated into Hebrew
and adapted for use in Israel. The se-
quence in which the handouts were
covered in the intervention group was
the same across the 13 sites. Inter-
vention sessions were led by two cli-
nicians, one of whom had received
training. Sessions lasted for approxi-
mately an hour and were held weekly
for about eight months.

Procedure
Thirteen clinicians who led the Ill-
ness Management and Recovery
groups were selected from a group of
18 clinicians who had expressed inter-
est in receiving training and agreed to
take part in this research. These clini-
cians participated in weekly training
sessions at Bar-Ilan University. Twelve
sessions were held, each lasting for
four hours. Upon completion of the
training, the clinicians, along with an
additional clinician who acted as a co-
leader, began implementing the pro-
gram at their respective centers. The
co-leaders did not participate in the
training. For the first eight months of
this implementation, the clinicians at-
tended monthly two-hour group su-
pervision sessions.

Before the initiation of the interven-
tion and upon its completion, partici-
pants completed all the outcome meas-
ures and their case managers independ-
ently completed the Illness Manage-

ment and Recovery Scale. In one center
the intervention was not completed be-
cause of technical problems. This center
was not included in the analysis of re-
sults. Midway through the implementa-
tion—four to five months after its initia-
tion—sites were visited by two inde-
pendent fidelity assessors. Means of fi-
delity scores ranged from 2.66 to 4.77.
In nine of the 12 centers in which the
implementation was completed, the fi-
delity score was above 3.70. Interrater
reliabilities (Pearson correlations) for
the fidelity scores ranged from .65 for
goal setting to 1.00 for number of par-
ticipants. Posttreatment data were col-

lected immediately after the interven-
tion for both groups. The duration of
the intervention varied from eight to 11
months. All data were collected from
March 2005 to March 2006.

Results
Table 1 summarizes the pertinent
clinical and sociodemographic char-
acteristics of the study sample. Most
of the clients had completed high
school and were employed at their re-
habilitation centers in noncompeti-
tive jobs, such as printing, assembly
work, and book binding. No statisti-
cally significant differences were
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Characteristics of participants in Illness Management and Recovery and in 
treatment-as-usual (control) groups at 13 community rehabilitation centers 
in Israel

Illness Management Control
and Recovery (N=119) (N=91)

Characteristic N % N %

Psychiatric diagnosis
Schizophrenia 95 80 81 89
Unspecified psychosis 4 3 2 2
Depression 6 5 0 —
Bipolar disorder 4 3 2 2
Anxiety disorder 4 3 2 2
Eating disorder 3 3 0 —
Personality disorder 3 3 4 4

Gender
Male 81 68 56 62
Female 38 32 35 38

Marital status
Single 92 77 69 76
Married 6 5 6 7
Divorced 20 17 16 18
Widowed 1 1 0 —

Occupational status
Working in a rehabilitation center 84 71 65 71
Self-employed 4 3 6 7
Working in a competitive job 11 9 11 12
Not working 17 14 7 8
Missing data 3 3 2 2

Education
Elementary 22 19 24 26
High school 89 75 59 65
Some college 8 7 8 9

Religion affiliation
Jewish 115 97 90 99
Muslim 1 1 1 1
Christian 3 3 0 —

Religiousness
Orthodox 31 26 25 28
Traditional 36 30 32 35
Secular 52 44 34 37

Age (M±SD) 33.92±11.10 35.45±11.24
Number of previous hospitalizations

(M±SD) 3.90±4.16 3.91±7.97
Age of first hospitalization (M±SD) 23.36±8.20 24.26±9.52
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found between the control and inter-
vention groups on any of the sociode-
mographic variables.

During the intervention, eight (4%)
of the participants were hospitalized,
two (1%) refused to answer the
postintervention questionnaires, 22
(10%) left the center where the inter-
vention took place, and 15 (7%) did
not complete the intervention. In ad-
dition, 13 (6%) did not fully complete
the questionnaires. These partici-
pants were classified as dropouts and
were not included in the statistical
analysis. No statistically significant
difference in hospitalization during
the intervention was uncovered be-
tween the groups.

Repeated-measures analyses of
variance were conducted to examine
the impact of the Illness Manage-
ment and Recovery program, with
group (intervention versus control) as
the independent variable and assess-
ment point (preimplementation ver-
sus postimplementation) as time. For

these analyses a group-by-time inter-
action is a test of whether clients in
the Illness Management and Recov-
ery program improved more than
clients in the control group. An analy-
sis was performed for each of the out-
come measures, including the three
factors of the client and clinician Ill-
ness Management and Recovery
Scale: knowledge and goals, coping
with illness, and effective medication
use plus reduced alcohol and drug
abuse (15). Means and standard devi-
ations for all of the pre- and postim-
plementation outcome measures for
both groups are shown in Table 2.

Statistically significant interactions
between group and time were found
for the total Illness Management and
Recovery Scale completed by clini-
cians (F=4.18, df=1 and 146, p<.05)
and for both the clinician and the client
knowledge and goals factors of the
scale (F=15.30, df=1 and 146, p<.001
and F=7.07, df=1 and 148, p<.01, re-
spectively). There was also a trend to-

ward significance between group and
time for the total Illness Management
and Recovery Scale completed by
clients (F=3.64, df=1 and 148, p<.06).

The means and standard devia-
tions in Table 2 indicate the source
of these interactions. Data in the
table indicate that from the perspec-
tives of both the client and the clini-
cian, Illness Management and Re-
covery Scale total scores improved
significantly more for the partici-
pants in the program than for those
who received treatment as usual. In
particular, from the perspectives of
both clinician and client, clients ap-
peared to have increased their
knowledge of their illness and to
have improved their personal goal
identification and attainment as a
consequence of the intervention.

In addition, statistically significant
main effects emerged from these
analyses. The means and standard de-
viations associated with these effects
are presented in Table 2. For the cli-
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Scores of clients at 12 community rehabilitation centers in Israel on three scales before and after the Illness Management
and Recovery group intervention, by group

Illness Management
and Recovery groups Control groups Both groups

Before After Before After Before After

Measure M SD M SD M SD M SD M SD M SD

Illness Management and Recovery Scalea

Total score
Clientsb 3.62 .43 3.80 .45 3.53 .43 3.50 .59 3.60 .45 3.65 .54
Cliniciansc 3.57 .48 4.03 .48 3.54 .54 3.69 .40 3.54 .50 3.81 .50

Knowledge and goals factor
Clientsd 3.13 .77 3.54 .71 2.95 .81 2.98 .79 3.11 .81 3.29 .80
Clinicianse 3.03 .74 3.70 .72 2.93 .88 2.91 .97 3.00 .81 3.27 .94

Coping factor
Clientsf 3.05 .90 3.31 .86 2.93 1.05 3.35 1.83 3.00 .97 3.32 1.36
Cliniciansg 2.72 .92 3.20 .95 2.76 .98 2.94 .84 2.68 .94 2.99 .94

Use of medication factor
Clients 5.43 .63 5.43 .69 5.54 .47 5.56 .31 5.49 .50 5.49 .55
Clinicians 5.55 .38 5.52 .37 5.53 .56 5.54 .28 5.53 .45 5.51 .38

Coping Efficacy Scaleh 2.85 .95 3.25 .95 3.09 .98 3.09 .87 2.97 .96 3.19 .92
Multidimensional Scale of Perceived

Social Supporti 4.93 1.42 4.98 1.26 4.87 1.45 4.69 1.47 4.90 1.43 4.85 1.36

a Possible total scores and factor scores range from 1 to 5, with higher scores indicating better illness management and recovery.
b Group main effect, p<.01
c Group main effect, p<.01; interaction effect, p<.05; time main effect, p<.001
d Group main effect, p<.001; interaction effect, p<.01; time main effect, p<.05
e Group main effect, p<.001; interaction effect, p<.001; time main effect, p<.001
f Time main effect, p<.01
g Time main effect, p<.001
h Possible scores range from 1 to 5, with higher scores indicating more effective coping. Time main effect, p<.05
i Possible scores range from 1 to 7, with higher scores indicating higher perceived social support.
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nician Illness Management and Re-
covery Scale total scores, both the
group and time main effects were sta-
tistically significant (F=7.60, df=1 and
146, p<.01 and F=41.16, df=1 and
146, p<.001, respectively). The data in
Table 2 indicate that from the clini-
cians’ perspective, participants in the
intervention received higher total
scores on the Illness Management and
Recovery Scale before initiation of the
intervention and upon its completion.
Also, on the basis of the clinicians’
scoring all participants, regardless of
whether they were in the intervention
group, received higher total scores at
the completion of the intervention.
The main effect for group noted
above was also found for clinicians’
knowledge and goal factor scores
(F=14.10, df=1 and 146, p<.001) and
for time of assessment (F=17.50, df=1
and 146, p<.001). For the coping fac-
tor score on the scale completed by
clinicians, a statistically significant
main effect for time of assessment
(F=19.80, df=1 and 146, p<.001) indi-
cated that scores for both the inter-
vention group and the control group
were higher after the intervention.

From the clients’ perspective, sta-
tistically significant main effects
emerged for the Illness Manage-
ment and Recovery Scale total score
(group, F=7.20, df=1 and 148, p<
.01), the knowledge of illness and
personal goal factor scores (group,
F=11.08, df=1 and 148, p<.001; time
of assessment, F=9.75, df=1 and
148, p<.01), the coping factor score
(time of assessment, F=7.38, df=1
and 146, p<.01), and the coping effi-
cacy score (time of assessment, F=
4.78, df=1 and 128, p<.05). For the
knowledge and goal factor score,
these main effects were similar to
those found for clinicians, whereas
for the total score on the Illness
Management and Recovery Scale,
only the group main effect was sta-
tistically significant and only the
time of assessment main effect was
statistically significant for the coping
factor score. For the Illness Manage-
ment and Recovery Scale total score,
higher scores were found for partici-
pants in the intervention group both
before and after the intervention.
For the coping factor score and for
the coping efficacy score, statistically

significant higher scores were found
for participants in both the control
and the intervention groups at the
completion of the intervention com-
pared with before the intervention.

Adding the 12 sites to the original
analyses as a covariate did not change
the results. However, when site was
added to group and time in the analy-
ses as an independent variable, two
statistically significant three-way in-
teractions between group, time, and
site emerged—one for social support
(F=1.97, df=10 and 124, p<.05) and
one for the clinician knowledge and
personal goals factor (F=1.99, df=10
and 128, p<.05). Mean scores for
both groups on the clinician knowl-
edge and goals factor suggest that the
intervention groups showed more im-
provement on this factor at some sites
than at others; at certain sites control
group participants even showed a
postintervention decline on this
measure. However, mean scores on
the social support measure showed a
pattern of increases and decreases
both before and after across the dif-
ferent sites and for both groups.

Separate analyses for the nine sites
that had high fidelity (above 3.70)
showed two interactions between
group and time in addition to the in-
teractions that were found for the
whole sample. These interactions
were for clients’ total score on the Ill-
ness Management and Recovery
Scale (F= 6.87, df=1 and 111, p<.05)
and for the coping factor on the Ill-
ness Management and Recovery
Scale completed by clinicians (F=
4.00, df=1 and 111, p<.05). Clients’
total scores on the Illness Manage-
ment and Recovery Scale and clini-
cians’ scores on the scale’s coping fac-
tor were relatively higher for the in-
tervention group than for the control
group only at the termination of the
intervention. This difference appears
to be the source of these interactions.

Discussion
This study found that persons who
participated in the Illness Manage-
ment and Recovery program showed
significant improvement in their
knowledge of illness and in identifica-
tion and attainment of personal goals.
Clinicians’ ratings of clients also indi-
cated significant improvement in

overall illness management and re-
covery outcome as a result of partici-
pation in the intervention.

Psychoeducational interventions
have been found to help persons gain
basic knowledge of their illness (20).
However, psychoeducation alone does
not appear to help clients manage
their illness better or engage in the re-
covery process as a consequence of
this newly gained knowledge (7,20).
Our findings seem to support the
premise that the Illness Management
and Recovery program not only pro-
vides information but also promotes
recovery, at least, in terms of personal
goal identification and attainment.

Additional objectives of the Illness
Management and Recovery program
are to help clients improve their so-
cial relationships and to cope more
effectively with their symptoms (5).
This study did not find differences
between clients who participated in
the program and those who received
usual care on the coping factor score
and coping efficacy, although both
groups improved significantly over
time. It is possible that services of-
fered to both of the groups, such as
vocational rehabilitation and case
management, contributed to the im-
proved coping found for both groups.

At sites with high fidelity ratings
additional statistically significant in-
teractions were found. These interac-
tions indicated that for these sites,
clients’ total score on the Illness Man-
agement and Recovery Scale and cli-
nicians’ score on the coping factor in-
dicated significantly greater improve-
ment for program participants than
for those in the control group, which
emphasizes the importance of fideli-
ty. Consistent with the only published
study on the effectiveness of the Ill-
ness Management and Recovery pro-
gram (6), no statistically significant
results emerged for measures of so-
cial support. One possible explana-
tion is that initiating and establishing
social relationships and developing
and applying coping strategies are
more complex and demanding than
are internalizing information about
illness and identifying and imple-
menting personal goals. The former
activities may include integrated sets
of affect, cognition, and behavior and
may therefore require more compre-
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hensive and intensive practice. An al-
ternative explanation is that since out-
come was assessed immediately after
termination of the intervention, par-
ticipants did not have sufficient time
to put into practice the more complex
activities involved in establishing so-
cial relationships and developing ef-
fective coping strategies.

Several limitations of this study
should be noted. First, because it in-
volved an intervention carried out in
the field with a relatively large sample,
practical considerations precluded the
use of objective measures of the extent
to which participants had attained the
intervention goals. Second, although
the measures that were used have
been used in recent pilot studies to ex-
amine the effectiveness of the Illness
Management and Recovery program
(6), they are relatively new and require
further validation. Therefore, out-
come was assessed by a number of
self-report measures. Furthermore,
some of these measures might be con-
sidered secondary outcome measures.
For example, items on the Illness
Management and Recovery Scale
were derived from a questionnaire
that was constructed as a short, user-
friendly subjective measure of the ex-
tent to which participants in the inter-
vention attain the goals of its nine
modules. Other measures might be
considered primary because they were
developed independently of the inter-
vention and therefore may be relative-
ly more standardized. These meas-
ures, which focus more specifically on
such intervention goals as coping effi-
cacy and social support, might be re-
lated to relatively long-term outcome.
Thus a major weakness of the study is
that only the secondary measures
showed evidence of the intervention’s
effectiveness. Future studies that in-
clude more objective measures of the
intervention’s primary and secondary
goals should be designed to examine
both the intervention’s effectiveness
and the relation between the second-
ary and primary goals. Such measures
could also assess relapse and rehospi-
talization as outcomes.

A third limitation is that the case
managers completed the ratings and
thus were not blind to the random as-
signment of the participants to the in-
tervention and control groups. The

case managers were naturally invest-
ed in improving the status of their
clients. Therefore, they may have
been biased in favor of the interven-
tion group. Fourth, although a multi-
site study provides grounds for the
generalizability of its findings, it also
can be a source of variance and ambi-
guity as to the meaning of these find-
ings. Finally, the statistical analyses
included only individuals who com-
pleted treatment. Thus the posttreat-
ment means may be artificially elevat-
ed. In future research, an effort
should be made to contact partici-
pants who drop out.

Conclusions
This randomized controlled study
showed that the Illness Management
and Recovery program is effective in
increasing clients’ knowledge of their
illness and helping them make
progress toward personal goals. Ad-
hering to the program protocol also
increased clients’ perceived ability to
cope with their illness. However, the
program, in its present form does not
seem to lead to gains in general cop-
ing efficacy and social support.
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