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Clinical Practices Advisory Panel
Report on
Dartmouth Illness Management and Recovery

1. A brief description of Dartmouth Illness Management & Recovery and alternatives to this EBP. 

Many Evidence Based Practices (EBP) will adopt the name of a popular EBP but that practice may be entirely different from the one the Panel has reviewed (see Appendix A). A brief description of the key components of the Dartmouth Illness Management & Recovery (DIMR; see Appendix B) and related alternatives (see Appendix C) are included to make it clear which practices the panel has considered.

Bernard Norman, the primary person working for Northeast Kingdom Mental Health Services involved in the implementation of DIMR, stated, “I envision that rather than pitch the Dartmouth or other attempts of CMHCs to implement necessary Recovery principles and practices against other Recovery paradigms one should not preclude there being a range of complimentary Recovery choices for consumers to either do one vs. the other, or move from one to the other, or do them concurrently.”

2. The values we have around the type of care DIMR addresses.
The panel believes that the values of the Recovery Movement are good from both psychological and social justice perspectives.

Any recovery program implemented in Vermont needs to be implemented into an agency that has learned and believes in the principles of recovery. However, the foundation for recovery needs to be laid before a recovery program is built, which includes all the levels of the system of care. Staff training is essential and each staff member could develop her/his own Wellness Recovery Action Plan (WRAP; see Appendix C) to help himself or herself become better learning facilitators. An element of the training should include teaching staff that there is evidence for recovery, and that most people do recover, which translates into belief in hope. A second element should be people telling their individual recovery stories to staff. Beyond the staff that work directly with people, staff at every level of the system of care in Vermont should develop her/his own WRAP to help them do their jobs better in a culture of recovery.

The best environment for a person to develop and be able to work toward his/her recovery goals is one that meets the person where they are, allows them to work at the person’s own pace, and provides a level of challenge that allows the person to achieve and take responsibility. Many people eligible for DIMR have challenges that make the development of goals they truly believe in and want to work toward a very difficult personal process. Your position in the community may tell you that things happen to you and you have no control. When trauma and a serious mental illness are added to the mix developing a sense of empowerment is a major task. The thought that the nature of DIMR doesn’t allow for optimal responsibility/ownership by the client was expressed at the beginning of the discussion. This feeling can be related to the very school like format of DIMR with a teacher and a student. Many of the people who are involved in IMR didn’t have a very good or successful time in the public school system, and this is just one more chance to fail in school if he/she doesn’t finish on time. The concept might be better as learner and helper. This criticism is probably an artifact of the initial implementations of DIMR in Vermont, which were among the first in the country. An attempt was made to have staff follow the manual as closely as possible. However, it became obvious when Kim Mueser, the primary developer of DIMR, presented to the Panel that ridged adherence to the manual isn’t necessary for the delivery of DIMR. DIMR can be adapted to the Vermont system of care values and maintain fidelity to the practice.

3. A discussion of the state of the science behind DIMR. 

Some EBPs have much stronger research behind them than others. Sometimes the studied outcome becomes detached from the EBP. We may use global language as if an EBP will produce a much broader set of outcomes than has actually been studied. Therefore, the practice is accepted as evidence based to produce a specific set of outcomes, but these outcomes may not be of interest or meaningful to the Vermont system of care.

There have not been any completed and reported random control trials of DIMR. There is one under way in Israel, and quasi-experimental designs are being tested in Indiana. Kim Mueser has submitted grants to fund a full random control trial. An article in Psychiatric Services (October, 2002, Vol. 53(10), pp 1272-1284) Illness Management and Recovery: A Review of the Research by Kim T. Mueser, et al. is available for free at http://psychservices.psychiatryonline.org/. This article examined the literature related to the elements that became DIMR. The majority of the studies reviewed the treatment compared to treatment as usual (TAU), which means it isn’t possible to know what the treatment was better than, but this isn’t unusual in treatment literature. For example, five randomized controlled trials of relapse prevention were reviewed. In four of the five trials the relapse prevention was significantly better at reducing relapse than TAU, and in the case where it wasn’t significantly different the treatment was significantly better than social skills training. Variables measured and shown to be significantly better in relapse prevention were social and work adjustment, coping strategies, and symptom reduction. The broad breadth of the literature reviewed demonstrated that the components of DIMR have been supported by research, and the case was made for DIMR being a treatment worth developing by combining the treatment elements presented I the article. The caveat is that DIMR is a new formulation of well-documented components, which aren’t unique to DIMR. The research group at Dartmouth is continuing to work on this evolving and emerging EBP.

The three main strategies employed in each session are motivational, educational and cognitive-behavioral, which are also strategies of many evidence-based practices.

The components of DIMR as opposed to the strategies employed during sessions as presented by Kim Mueser are:

Psychoeducation: (teaching strategies to impart information – not in vivo) It has been shown to be effective to teach people the facts. Participants can pass a test on the material taught, but there is no other demonstrated effect. Therefore, psychoeducation by itself may not be effective, but combined with cognitive behavioral techniques it becomes the knowledge base on which to make change.

Behavioral Tailoring for Medication: It is the only proven model for helping clients adhere to their medication plan and this is very important for a good outcome along with substance abuse treatment. The concept is to make taking prescribed drugs fit into a person’s daily routine. A second component is motivational, which connects taking the prescribed drugs to the consumer achieving his/her goals.

Relapse Prevention Training: The objective is for the client to learn the patterns of his/her self and the environment to be able to take action when the early signs of a relapse appear to prevent the relapse. There is an overlap with family psychoeducation.

Coping Skills Training: Adequate coping skills have been associated with better client outcomes. The ability to function in difficult situations is related to being able to implement relapse prevention strategies.

Social Skills Training: This is not a core component because only indirect evidence of its effect is available. However, as the quality of social relationships and life increase social support and satisfaction increase, which is related to better outcomes for consumers.

4. Fidelity of the implementation of the DIMR model in Vermont, and other relevant locations. The issues that have been encountered. The elements of the DIMR process that must be followed to achieve the desired outcomes, and a discussion of the skill level needed for staff to implement the model.

The research group from Dartmouth has measured DIMR implementations in Vermont with a fidelity scale (see Appendix E) and the General Organizational Index (GOI; see Appendix F). The fidelity scale measure consists of counts of methods checked on a progress note specific to the implementation research project. However, the quality or appropriateness of the methods employed isn’t evaluated. The GOI measures the conditions that may promote success of the implementation of a practice in the agency environment.

There are two implementation sites in Vermont. United Counseling Service (UCS) in Bennington had a much lower fidelity score than Northeast Kingdom Mental Health Services (NEKMHS) when measured by the research group from Dartmouth. The results of the GOI haven’t been examined. The changes primarily to a group format at UCS were seen as necessary to fit with existing programs and the personnel requirements to run the program. Bernard Norman at NEKMHS made every effort to keep with the research protocol. Therefore, the NEKMHS experience is much closer to implementing DIMR with fidelity. However, the UCS experience says volumes about implementing DIMR with the resources available. 

Kim Mueser stated that the implementation of DIMR in Vermont was poorly handled. The agencies didn’t know what to expect, and a structure wasn’t developed. He has been involved in the implementation in New Jersey. In New Jersey DIMR has been introduced into a few agencies that chose to participate after learning about DIMR. DIMR teams were trained, which include clinicians, consumers, the leader of supervision and the agency director. This is opposed to the implementation in New Hampshire where Kim characterized the implementation process as “hog wild”. All agencies were required to participate.

DIMR isn’t a ridged treatment process. Kim would expect many variations in the implementation of DIMR. What is important is to use therapeutic techniques like motivational interviewing skillfully and include the educational materials when appropriate.

DIMR has strong face validity. The cognitive behavioral portion may be the most critical because it relates to the person taking appropriate action in his/her environment, and also taking personal responsibility. However, the person needs a certain level of knowledge to make appropriate decisions, and very personal and meaningful recovery goals are critical for participation in a program and in the community. A person’s ownership and desire to reach his/her goals is the most important element for sustaining the effort required.

Population who may benefit from DIMR

The DIMR Tool Kit indicates that 100% of people with a serious mental illness or having bad times are the people who could benefit from the program. However, everyone isn’t in the same place when they become involved with a CMHC. Some may not be ready to choose to participate in any activity and others may prefer to be in a peer support group. There are also huge differences in cognitive and other abilities between people. Stories from the interview at Vermont Psychiatric Survivors illuminate how a highly skilled person may work on her/his problems. Some people having difficulties are able to take a book from the library to read about WRAP plans. Then they are able to write and carry out their own plans. Though most people will need some level of support. The first consideration for inclusion in a recovery program is the person wanting to participate. Personal motivation is essential for participation.

The population of people in Vermont who are ready for or could benefit from a recovery program hasn’t been quantified. Though it is less than 100%. It is the consensus from the interviews excluding the NEKMHS that the individual meeting methodology of DIMR is preferable for only a very few people. The comment was made that, “People who aren’t ready to participate in group are also not ready to participate in individual sessions”. Though others believe individual sessions for people not ready for group may be of great benefit if DIMR were tailored for them. Overall group meetings seem to be the most useful methodology. The group at Dartmouth is currently developing a group format DIMR program methodology, which indicates that the group format is viable in their estimation, and also shows the dynamic state of the DIMR.

In the Northeast Kingdom as Bernard Norman noted, “we impressed this aspect upon Dartmouth in that we indicated that they needed to adjust their research ‘guesstimate’ of 80% penetration rate (reduced from the 100% in the manual) because the time and effort toward being attentive to partnership, consumers own pace, etc. let alone our own time and resource constraints meant that we achieved about 20%.”

Curriculum

The DIMR has the problem of being too much like school if the manual is strictly followed. We have already examined this aspect in relation to people in the program who had problems with school the first time. However, there are other similarities to the public school classroom setting. A Class moves through the school system at a set rate, and the curriculum is written for the average student in the class. The DIMR is designed in much the same way, and it doesn’t fit the process of the real lives of many persons with a serious mental illness. First, the time period of 3 to 6 months is much too short for most people. Cognitive behavioral change takes time and is specific to situations. Second, the program as practiced in the pilot in Bennington isn’t flexible enough to fit real life situations. The road to recovery is seldom straight and everyone doesn’t move along it at the speed limit. People often start with a group, leave for a while return with another group, and in their own time learn what they need to be successful in the community. Not sticking with the program isn’t lack of moral fiber; it is usually a function of life circumstances and personal motivation (voting to participate). 

Bernard Norman, “found most of the materials worked well. Again they weren’t didactically delivered; instead the materials were used as foundation for discussion etc. They appear to be written in a very straightforward way and in such a way to minimize presumed negative judgment, of which our English language can be so easily ambiguous. He also noted that the material taught in DIMR is universal to CRT clients. For example, it is just as relevant to people receiving supported employment services. He also said that we did not assume that the info supplied was the end-all; rather just a springboard to consumers to have any info they wanted.” 

Joan Knight contributed that the topics taught in DIMR handouts seem to cover many of the most important topics a person experiencing a serious mental illness will have to address to reach his/her recovery goals and be successful in the community. They are more comprehensive than the topics suggested by some other recovery education programs, but no recovery program covers all the topics necessary for every person to be successful. Any curriculum needs to be adjusted to meet individual needs. One of the interviewees noted many areas like gender issues, parenting issues, natural supports, recreation, friendship and intimacy, and many more that could be considered. She pointed out that, “One size will not fit all.” Again the group at Dartmouth endorses this sentiment, by their adding a handout on drugs and alcohol to the tool kit.

Several people interviewed had the following sentiments. The handouts that are the main tools of the curriculum seem to be written at a very superficial level and the content is minimal, though as noted above they cover many of the most important subject areas, and at NEKMHS they believe that the level of the lessons was appropriate for most clients. It seems that the lessons are aimed at a very low level of ability. A fully developed handout may be a more comprehensive resource that is tailored by the person and the staff to meet the person’s need. Another problem with the handouts is the form the assessment of learning at the end of the handout. Multiple-choice tests are far from the best method to measure the ability of the person to use the concepts learned in his/her life. The required level of use of the knowledge is also extremely low in the handout assessments. The person developing his/her own action plan or other demonstration from her/his life based on the learning would probably be a better assessment of learning, and it would be more useful.

An interesting observation in Bennington is that the combination of people participating in DBT groups and DIMR groups has had an additive positive impact. The DIMR process was much more easily understood by people who learned the DBT group process first.

Facilitators

In the Northeast Kingdom consumers were given a choice to participate in DIMR. This wasn’t true when Assertive Community Treatment (ACT) and Dialectical Behavior Therapy (DBT) were introduced to the agency. Further, the standing committee was highly involved in the process. Gladys Mooney, who is on the Standing Committee, said the staff consulted her committee and with the committee’s help the implementation of DIMR had “the edges softened.”

Barriers

We can start the discussion of barriers to implementation with a success story, because it helps explain the perceived barriers. In Bennington the individual method of using DIMR, which adheres closely to the manual, has only been possible in a special situation where the staff person had to provide assistance to 4 people and she had 8 to 10 hours per week to spend with each person. All the rest of the DIMR has been provided in a group setting. The point is that given enough resources many programs can be successful, but the general condition is one of scarce resources.

In Bennington a barrier to implementation seems to be a function of the stage of development of the DIMR, which is in the early stages of development and is being treated as an experimental procedure. UCS and the whole system of care are looking for methods that are ready to implement in daily practice, which can be adjusted from an EBP to a best practice to fit the agency. The DIMR process when implemented with fidelity created some difficulties based on this mismatch of needs.

The staff in Bennington didn’t like the implementation of the DIMR. Implementation needed to be done in a manner that didn’t traumatize the staff. The staff and client relationships are important, but the relationships of the staff and the group implementing a new program are also very important to success. If possible the implementation of a new practice could proceed at a slower pace giving staff the option to participate, and/or allow staff in training to co-lead groups till they are fully comfortable with the new process. Bernard Norman stated that, “most of our staff said they enjoyed using DIMR because it gave greater credence to their positive attitude and desire already to work with fuller meaning with consumers.”

Also as would be expected the staff members don’t want more paperwork that doesn’t appear to be useful. In Bennington this appears to be a function of the everyday demands of the agency and the additional demands of doing paperwork for fidelity measurement. In the Kingdom Bernard Norman, “adapted the paperwork to ease the burden for his staff. And the Knowledge Inventory served us well in recording along the lines of ‘Strengths’ vs. Clinical Problems.”

5. Information about the outcome or impact of programs already implementing the DIMR in Vermont.

Outcome data related to the two DIMR implementations in Vermont at UCS and NEKMHS was not part of the Dartmouth implementation process and was not collected. Bernard Norman from NEKMHS believes the consumers felt they were driving their own recoveries. He also stated that a big thing was the increase in esteem from a consumer becoming a trainer. Beyond this observation we have the qualitative impressions of the consumers and staff at USC and NEKMHS to draw on for data, but no data that could be used to make informed management decisions.
6. The resources needed to adequately implement the DIMR model in Vermont. 

There is a tendency to reduce the discussion about the resources needed to adequately implement an EBP like DIMR to a discussion of whether existing resources can implement this new EBP or not. While current resources are important it is also important not to end the discussion there but to add some information about what resources would be needed if it is felt DIMR or another EBP is a valuable practice.

Resources can make all the difference. The Panel didn’t attempt a rigorous cost analysis of the DIMR, because reliable information wasn’t available. The inability to implement DIMR in a manner faithful to the manual is obvious from the experience at UCS. Below are three examples.

The DIMR manual indicates that basic skills working with people are the essential skills for working with people receiving DIMR. However, work in Community Rehabilitation and Treatment (CRT) programs can be very stressful for many reasons, which include risky situation that happen on the job and low wages. It takes a special person to persist in the job. One who is dedicated, but also has considerable clinical skills and knowledge of the community. No matter what recovery program is implemented the staff also needs life experience beyond training. In the current employment environment the ability of a CMHC to hire or keep the best-qualified staff is limited.

A related issue is that the professionals involved with DIMR and many programs have a problem of not being able to meet weekly on an individual basis, because of the caseload they have to support. At NEKMHS, “many of the consumers we used DIMR with were PACT consumers who we often need to see weekly anyhow. We also paced out DIMR so it did not interfere with urgent priorities (e.g., literally whether the consumer needed housing or hospitalization on the day).

Because Vermont is a very rural state the population isn’t large enough to run DIMR even in a group format in most areas if the program is run as a homogenous group of consumers at similar places in his/her recovery. Groups probably would need to be run more like a one room school with people at various stages of the program, which sounds very much like a peer support group. The people farther along in recovery can be models and examples to people not as far along. Another positive for heterogeneous groups is that many people don’t learn what they need to learn in a single set of sessions with a group. Many people come back several times. If this is the norm for the groups, then consumers will not feel like failures if they don’t finish on time as discussed earlier.

Even in the Northeast Kingdom there was concern about sustainability of DIMR, “We have experienced some problems of sustainability (e.g., out of the 15 originally trained staff only two remain at either of our CRT sites). However, despite this other new staff have picked up DIMR skills. They have received some tutoring by me (Bernard Norman) and they have modeled the original staff. We maintained an average of 20 participants throughout the two years. I think because we promote the practice well internally in CRT new staff are interested and it helps set a recovery tone for them.” However, “lack of time for training sessions per se remains a large problem.”

7. 
Additional comments from Panel members and others about DIMR.
Pro DIMR

The availability of administrative support/fidelity gives some assurance that the practice is used (Vic Martini).
A positive in relation to DIMR and Wellness Action Recovery Plans (WRAP) is that consultation is readily available to us here in Vermont (Ted Tighe).

DIMR is a mental health program, which uses formal cognitive behavioral techniques and systematic motivational strategies. Where WRAP is a consumer run program and much less formal in structure. They aren’t incompatible. They can be complimentary (Kim Mueser).

Steve Broer says he has heard good things about DIMR and is seeking training and TA for his staff.

Vic Martini noted that DIMR contains essential program elements needed for providing relevant services

Vic also wrote that the “toolkit” format is useful for handouts.

DIMR is a good attempt at creating a structure to help staff be more skillful in their interactions with consumers both working individually and in groups per Jane Winterling.
Con DIMR

There are conflicting elements between DIMR practices and local practices (Vic Martini).

In DIMR the consumer learns to manage and that they will have a life but it is taught as if in school. Where similar outcomes may come from WRAP, but WRAP has no goal or homework except as the person wishes. WRAP is coming from a hope, personal responsibility, education and empowerment paradigm (Jane Winterling).
Handouts would be more relevant if they were developed with consumers in groups or individual sessions. Then the handouts would take on significance to the individuals participating (Vic Martini).

Fidelity to the standard during the implementation in Bennington makes the elements too ridged for adapting to unique agency/regional needs (Vic Martini).  

The fidelity measure and the GOI measures are important to keep a program on course and allow managers to be able to know what they are managing. However, outcomes are important to be able to measure effect and calculate cost/benefit in the financial and broader senses. Measurable outcomes have not been determined, operationalized and to the extent possible included in the data management system. In addition small qualitative process and outcome studies need to be done on an ongoing basis to learn more about quality and what is really important to a successful recovery or other program (Ted Tighe).

Before DIMR is presented as an actual practice the developers should collaborate agencies and listen to people who are trying to use DIMR as well as the people who are receiving services based on the model and make appropriate changes.


8. Recommendations of the Panel to be reported to the Division of Mental Health.
Dartmouth Illness Management and Recovery should be available in designated agencies in Vermont, but not all agencies should be expected to implement the practice. The agencies implementing Dartmouth Illness Management and Recovery should be expected to maintain high fidelity (see Appendix D) to all components of the practice as measured by the fidelity assessment tools developed by the practice’s developers (see Appendices E and F). In this case the State should provide the resources necessary to implement and maintain the fidelity of the Dartmouth Illness and Recovery program.

All agencies in Vermont who choose not to implement Dartmouth Illness Management and Recovery are encouraged to implement the components that under lay Dartmouth Illness Management and Recovery. Agencies implementing one or more of the components of Dartmouth Illness Management and Recovery should be able to modify these components as necessary.

All agencies in Vermont should offer recovery-based options to their clients participating in the Community Rehabilitation and Treatment programs.

All agencies in Vermont should be encouraged to develop the peer leadership potential in their recovery programs.

Not all clients are ready to participate in a recovery intervention. To avoid a failure experience clients’ agencies are encouraged to assess the readiness of clients to participate.

All agencies should be required to follow recovery principles as defined by the Adult State Standing Committee, and the State should provide training and other necessary resources to implement and maintain the agencies ability to follow these recovery principles at all system levels from frontline staff through the management of the agencies.

Whenever the State expects (requires) agencies to implement and maintain practices, fidelity to practices or recovery principles the State should be expected to provide the necessary resources.
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Summary of
Dartmouth Illness Management & Recovery


Dartmouth Illness Management and Recovery (DIMR) Program is a group of strategies designed to help consumers, who have experienced psychiatric symptoms, learn personal skills to treat their mental illness in order to reduce their susceptibility to relapses, and to cope more effectively with their symptoms. The premise is that learning about mental illness and strategies for treatment, will lead to increased self-determination and collaboration in the treatment process for the consumer. The combination of knowledge and skills learned will also lead to informed decision-making, which will help the consumers make progress towards their recovery and towards their life goals.

The program consists of a series of weekly sessions conducted by mental health workers trained in the DIMR. The program can be provided in an individual or group format, and generally lasts between three to six months. Each session includes the three major strategies (Motivational, Educational and Cognitive Behavioral). The motivational strategies help consumers to find their personal goals. The educational strategies help the consumers learn about their mental illnesses and living skills, and the cognitive behavioral strategies are focused on helping the consumers incorporate the knowledge and skills into their lives.

The information and skills are presented in the form of handouts. The content of each handout typically takes from two to four weekly sessions to complete. The handout currently include nine topic areas but the DIMR is still evolving:

· Recovery Strategies 

· Practical Facts about Mental Illness 

· The Stress-Vulnerability Model and Strategies for Treatment 

· Building Social Support 

· Using Medication Effectively 

· Reducing Relapses 

· Coping with Stress 

· Coping with Problems and Symptoms 

· Getting Your Needs Met in the Mental Health System 

In addition homework and an assessment test at the end of each handout are components of DIMR.


Internet References

http://www.dartmouth.edu/~westinst/imr.htm 

http://www.communitylivingta.info/files/16/792/EBP_overview.pdf 

http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/illness/default.asp
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A Sample of 
Recovery Education Programs

Dartmouth Illness Management and Recovery (DIMR) is one among numerous recovery education programs. A review of a sample of these programs can help give perspective to the discussion of DIMR.

The following are descriptions and links to recovery programs as described in detail in Joan Knight’s thesis Recovery Education for Adults with Severe Mental Disorders: Current Models, Efficacy Studies, and Suggestions for Improvement. The categorization of the recovery education programs is from Joan’s thesis.

Self-help Mutual-help Support Groups

Recovery Inc., http://www.recovery-inc.com/ 

What is Recovery, Inc.? 

Recovery, Inc. is a self-help mental health program based on the ground breaking work of our founder a neuropsychiatrist, the late Abraham A. Low, M.D. We are non-profit, non-sectarian and completely member managed. Recovery Inc., has been active since 1937 and we have groups meeting every week around the world. 

What can Recovery, Inc. do for me?

Recovery, Inc. offers its members a free method to regain and maintain their mental health. By studying Dr. Low's practical method of Mental Health Through Will Training, Recovery Inc. members learn techniques for handling trivial, everyday situations. 

Our members include people diagnosed with mood disorders including depression, dysthymia and bipolar (manic-depressive) disorders; psychotic disorders including schizophrenia; anxiety and obsessive-compulsive disorders; and personality disorders. Our members also include people who have not been diagnosed, but who are having difficulty dealing with the problems of everyday life. 

Our program is designed to work in conjunction with professional mental health services. Many people in our group also belong to 12-step programs such as A.A.; Recovery, Inc. is not affiliated with any religion or belief system, and Recovery, Inc. is operated entirely by non-professionals.

Emotions Anonymous http://www.emotionsanonymous.org/ 

Emotions Anonymous is a twelve-step organization, similar to Alcoholics Anonymous. Our fellowship is composed of people who come together in weekly meetings for the purpose of working toward recovery from emotional difficulties. EA members are from many walks of life and are of diverse ages, economic status, social and educational backgrounds. The only requirement for membership is a desire to become well emotionally. 

Our program has been known to work miracles in the lives of many who suffer from problems as diverse as depression, anger, broken or strained relationships, grief, anxiety, low self-esteem, panic, abnormal fears, resentment, jealousy, guilt, despair, fatigue, tension, boredom, loneliness, withdrawal, obsessive and negative thinking, worry, compulsive behavior and a variety of other emotional issues.

As an anonymous program, EA respects the confidentiality of its members at all times. As a spiritual program, there is an emphasis on a higher power. Experience has shown the EA program works equally well for those with or without religious beliefs or affiliations.

EA provides a warm and accepting group setting in which to share experiences without fear of criticism. Through weekly support meetings, members discover they are not alone in their struggles. We may each have different symptoms, but the underlying emotions are the same or similar.

Our program was founded in St. Paul, Minnesota in 1971. As of 1996 there are over 1,200 EA chapters in 39 countries, including the United States. Emotions Anonymous is supported and maintained by member contributions and each member and group is encouraged to share in the financial support of Emotions Anonymous.

About Our Meetings: EA is not a medical or psychiatric service, nor does it provide personal or family counseling. Leadership of group meetings rotates and is non-professional. The leader's function is simply to conduct the meeting, not to serve as an authority. Our meetings are structured to assist individuals who want to achieve and maintain emotional health by understanding and utilizing the Twelve Steps of Emotions Anonymous in their daily lives. 

GROW, Inc. http://www.grow.net.au/ 

International. 143 groups in IL, NJ and RI. Founded in 1957. 12 step (not the same steps as AA) mutual help program to provide know how for avoiding and recovering from depression, anxiety and other mental health problems. GROW is a caring and sharing community to attain emotional maturity, personal responsibility, and recovery from mental illness. GROW International was organized in Australia. More information can be had at http://www.grow.net.au/. The site is aimed almost exclusively at Australians. GROW in the U.S. offers leadership training and consultation to develop new groups. Contact: GROW, Inc., 2403 W. Springfield Ave., Box 3667, Champaign, IL 61826. Call (217)352-6989; FAX: (217) 352-8530. GROW was organized for seriously mentally ill people and if you are in an area where there are groups, this is probably the self help group most adapted to serving people with serious mental illness and most difficulty with community living. GROW uses some paid organizers who are committed to developing a supportive community for members.
GROW is weekly meetings of small groups of people who have experienced depression, anxiety or other mental or emotional distress, who come together to help each other deal with the challenges of life. Some people come to GROW while struggling with the loss of a job, a loved one or a relationship.
It can be extraordinarily liberating and affirming to share problems with others who are encouraging and accepting, and facing similar issues!
One in five adults in Australia experience a mental disorder in any one-year (ABS). Changing thinking and behavior patterns while sharing thoughts and feelings with understanding people is considered a very effective way to treat mental and emotional distress. This is GROW’s approach based on 50 years experience.
A voluntary, community-based organization, GROW began in Hurstville, Sydney in 1957.  It now has groups throughout Australia and overseas and its success has been validated by independent research http://www.grow.net.au/research.htm. GROW receives funding from each of the State and Territory Governments.
“I am more durable than vulnerable.”
 GROW Program
Time-limited, Discrete, Educational Courses
Center for Psychiatric Rehabilitation at Boston University http://www.bu.edu/cpr/services/rc/index.html http://www.bu.edu/cpr/rr/recoveryedu/rr-recoveryedu.html 

The mission of the Recovery Center is to assist people with psychiatric disabilities in the journey of recovery through holistic education and support. 

The Recovery Center uses an adult education model to offer people with psychiatric disabilities educational opportunities to strengthen and broaden their knowledge of the physical, intellectual, emotional, and spiritual practices that may support their journey of recovery.

Wellness Recovery Action Plans http://www.mentalhealthrecovery.com/  http://www.mentalhealthrecovery.com/vtrecovery.html 

Several manualized self-management programs have been developed in recent years, but perhaps the most widely disseminated is Mary Ellen Copeland’s Wellness Recovery Action Planning known as WRAP (Copeland 1997). WRAP is a program in which participants identify internal and external resources for facilitating recovery, and then use these tools to create their own, individualized plan for successful living (Copeland 1997). The creation of a WRAP plan generally begins with the development of a personal Wellness Toolbox, consisting of simple, safe, and free or low-cost self-management strategies such as a healthy diet, exercise, sleep patterns, and pursuit of adult life roles (Copeland 2004). The person then uses this Toolbox to create an individualized plan for using each strategy to obtain and maintain their recovery. The plan also includes identification of “early warning signs” of symptom exacerbation or crisis, and how the Toolbox can help people to manage and feel better. WRAP also encourages development of a crisis plan, which states how the person would like to be treated in times of crisis (similar to an advance directive for inpatient psychiatric care), as well as a post-crisis plan for getting back on the road to recovery. 

Since mental illness self-management programs lie at the heart of consumer-directed care, it is not surprising that they are highly similar in their philosophy and intended outcomes to patient-centered medical care as identified by the Institute of Medicine (IOM) in its “Crossing the Quality Chasm” report (IOM, 2001). The goal of both types of programs is health-related behavioral and attitudinal change, with attention to acquiring new information and skills to better manage troublesome symptoms and maintain higher levels of health and functioning. The use of structured techniques and strategies for managing illness and ongoing self-assessment and self-monitoring are also considered active ingredients in both approaches.

Bridges http://www.tmhca-tn.org/About_Bridges.html 

BRIDGES (Building Recovery of Individual Dreams and Goals through Education and Support), a program administered by the Tennessee Mental Health Consumer’s Association (TMHCA), provides education and support to mental health consumers. The BRIDGES program is based on the belief that those of us living with psychiatric symptoms can and do recover a new and valued sense of self and purpose by accepting and overcoming the challenges of a disability that have affected every aspect of our lives: physical, intellectual, emotional, and spiritual. BRIDGES is based on the concept of Journey of Hope, a family education and support program.

BRIDGES educational course is based on two principals – learning about facts and learning about feelings. More than 100 consumers who shared their experience and knowledge developed bRIDGES. Consumers for consumers teach it. Learning from each other empowers us with the tools to build our own bridges to recovery.

BRIDGES HELPS US GET FROM WHERE WE ARE TO WHERE WE WANT TO BE

The support groups are facilitated by trained mental health consumers and are open to adults with mental illness. BRIDGES support groups provide consumers a safe place for sharing hope, information, and coping skills. The Principals of Support guide us to help each other and ourselves. In this person-to-person approach we learn that we are not alone.

Joan described six programs in her thesis, but there are many more programs like Pathways to Recovery: A Strengths Recovery Self-help Workbook, Priscilla Ridgway, et al.   http://www.socwel.ku.edu/projects/SEG/pathways/Title%20Page%20and%20Foreword.pdf  

Meta Services, Inc. the recovery alternative http://www.metaservices.com/ is a basic transformation of the recovery education process in the State of Arizona. The transformation is both cultural and functional, and is worth at least a brief look. 




Appendix D

Using Fidelity Scales for Evidence Based Practices
from
Illness Management and Recovery
Tool Kit
available at
http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/illness/ 



Insert pages from 12.IMR_Fidelity1.pdf



Appendix E

Illness Management and Recovery
Fidelity Scale
from
Illness Management and Recovery
Tool Kit
available at
http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/illness/

This is the current version when this report was completed. There will probably be updated versions in the future, because DIMR is continually being researched and developed.


Insert pages from 13.IMR_Fidelity2.pdf



Appendix F

Using General Organizational Index
for
Evidence Based Practices
from
Illness Management and Recovery
Tool Kit
available at
http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/illness/ 

This is the current version when this report was completed. There will probably be updated versions in the future, because DIMR is continually being researched and developed.


Insert pages from 14.IMR.GOI.pdf
