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Objective: The study purpose was to assess the feasibility, advantages/disadvantages, and factors
that hinder or facilitate the implementation of illness management and recovery (IMR) within
assertive community treatment (ACT) teams. Method: A qualitative study was conducted with 11
ACT teams that implemented IMR. We conducted semistructured individual interviews with 17
persons enrolled in services and 55 ACT staff in individual and focus groups. Questions were
designed to assess perceptions of IMR implementation, effects of IMR, staff training considerations,
and recommendations. Data were analyzed using an inductive, consensus-building, thematic anal-
ysis, which included multiple research staff reviewing interview transcripts and field notes, devel-
oping and refining a codebook, constructing data summaries, and thematic synthesis. Results: The
analysis revealed six major themes: (a) a generally positive fit exists between the two models and
population served, (b) both people with serious mental illness and staff benefited from ACT + IMR,
(c) ACT teams encountered significant implementation barriers, (d) relationships and engagement
with participants facilitated implementation, (e) taking a flexible approach to IMR and ACT
improved implementation, and (f) programs should focus on greater integration of IMR within ACT
teams. Conclusions and Implications for Practice: While there can be barriers to implementing
IMR within ACT teams, there is generally a positive fit, it is feasible to implement, and it offers
meaningful benefits. ACT teams should improve their recovery orientation by more widespread
implementation of IMR. Future research on ACT + IMR should include mixed-methods approaches,
implementation methodologies to identify barriers and facilitators, and idiographic measures that
capture the individualized recovery goals of people with serious mental illness.
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Impact and Implications

mental illness.

There were barriers to overcome and the process took time, but adding illness management and
recovery to assertive community treatment (ACT) facilitated important benefits for people with
serious mental illness and the staff who served them. Most importantly, people with severe
psychiatric disabilities were able to achieve meaningful, personal goals for recovery. ACT teams
should follow the lessons learned from this qualitative study to better support recovery from serious

Keywords: assertive community treatment, illness management and recovery, implementation, recovery

Assertive community treatment (ACT) is a widely disseminated,
community-based treatment program for persons with severe men-
tal illness, especially for those with the most disabling symptoms
who are often difficult to engage in services (Deci, Santos, Hiott,
Schoenwald, & Dias, 1995; Morse & McKasson, 2005). ACT is
effective in a number of important domains, including psychiatric
hospitalizations, housing stability, treatment retention, and con-
sumer and family service satisfaction (Bond, Drake, Mueser, &
Latimer, 2001; Burns & Santos, 1995; Coldwell & Bender, 2007,
Herdelin & Scott, 1999). ACT is less effective in areas of symptom
management and social functioning. Further, ACT has sometimes
been criticized for not being recovery oriented (Fisher & Ahern,
2000; Gomory, 2002). These limitations could be addressed by
adding illness management and recovery (IMR) services to ACT
teams (Morse, Glass, & Monroe-DeVita, 2016; Salyers & Tsem-
beris, 2007), which could both enhance their approach to recovery
and improve outcomes.

IMR is designed (Gingerich & Mueser, 2012) to help people
with serious mental illness with personal recovery goals, symp-
toms, and functioning. IMR has been widely implemented and
experimental studies have found it effective for illness self-
management, symptom severity, and quality of life when com-
pared to treatment as usual (Hasson-Ohayon, Roe, & Kravetz,
2007; McGuire et al., 2014). However, most studies on the effec-
tiveness of IMR have been conducted in outpatient settings, rather
than ACT teams, which often serve people with the most severe
mental health disabilities.

Few studies have examined the integration of ACT and IMR. A
recent randomized controlled trial (RCT) comparing IMR and
ACT to an active control reported no significant differences for the
two approaches, although secondary analysis showed those per-
sons who attended more IMR sessions showed a decrease in
hospital usage (Salyers et al., 2010). Meanwhile, a quasi-
experimental study of IMR within ACT found significant reduc-
tions in psychiatric hospitalizations and emergency room visits
(Salyers, Rollins, Clendenning, McGuire, & Kim, 2011). These
results hold promise for the effectiveness of adding IMR to ACT,
although the results need replication in RCT studies.

Studies of IMR within ACT have experienced implementation
difficulties, including low rates of IMR treatment exposure (e.g.,
Salyers et al., 2010), which perhaps resulted in part from limiting
IMR training to only two ACT staff members; however, prior
studies have not conducted in-depth implementation research, and
thus little knowledge exists concerning how to implement IMR
within ACT, including likely barriers and facilitators. More gen-
erally, few studies of IMR in any setting have examined imple-

mentation strategies and barriers (McGuire et al., 2014; McGuire,
White, White, & Salyers, 2013; Salyers, Rollins, McGuire, &
Gearhart, 2009; van Langen, Beentjes, van Gaal, Nijhuis-van der
Sanden, & Goossens, 2016; Whitley, Gingerich, Lutz, & Mueser,
2009). Further research on how best to implement IMR, especially
within ACT teams, is needed to improve our understanding of
service delivery and outcomes for people with serious mental
illness.

This study examined the implementation of IMR within ACT
using qualitative methods within a larger research-development
project. The parent project had four stages: (a) development of a
manual to guide ACT providers in implementing IMR, (b) a pilot
trial to examine implementation of IMR in three ACT teams, (c)
a small-scale RCT with eight ACT teams to examine clinical
outcomes from implementing IMR within ACT, and (d) a
subsequent pilot study further testing IMR implementation
strategies in four ACT teams. Qualitative data were collected
from Stages 2 through 4.

The initial qualitative evaluation goal was to assess the feasi-
bility and acceptability of implementing IMR within ACT. As the
project progressed, we found that implementing IMR in ACT was
more challenging and nuanced than anticipated. Multiple factors
hindered or helped implementation, but many implementation
facets were not being assessed. Therefore, we expanded our qual-
itative evaluation to address the following questions. (a) Is it
feasible to implement IMR within ACT? (b) What are the advan-
tages and disadvantages of adding IMR to ACT? (c) What factors
impair implementing IMR within ACT? (d) What factors facilitate
implementation? (e) What lessons and recommendations can be
identified for future efforts to implement IMR in ACT?

Method

Study Settings and Participants

Settings. Three ACT teams in Stage 2 (2 in Washington, one
in Missouri), four new ACT + IMR teams (2 in each state) in
Stage 3 (Monroe-DeVita et al., 2018), and four additional ACT
teams in Stage 4 (2 in each state) were recruited to implement IMR
and participate in the qualitative study. All teams were selected on
the basis of their interest in implementing IMR, willingness to
participate in a research study, and moderate or high level of ACT
fidelity (ACT fidelity was assessed for the teams in Stage 3 and
found to be in a “good” level of fidelity, with a mean score of 4.11
and an SD of .26), and lack of previous experience with IMR.
Seven of the ACT teams in the qualitative study served urban
areas; four served smaller cities and rural areas.
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The interventions were implemented and data collected from
2012 to 2015, and qualitative data were coded and analyzed from
2015 to 2018; the study was approved by three institutional review
boards (IRBs; University of Washington, Dartmouth College,
Places for People) with which the researchers were affiliated.

Interventions. ACT is a multidisciplinary, team-based ap-
proach to providing community treatment, rehabilitation, and sup-
port to high-need, high-risk people with serious mental illness;
most services are provided in the person’s home or community and
services are available 24 hr a day, 7 days a week (Allness &
Knoedler, 2003; Morse & McKasson, 2005). ACT teams range
from smaller teams (often in less populated areas, or when funding
is limited) with six or seven staff serving 40-50 persons, to larger
teams (often used in urban areas) with 10 to 12 staff serving
80-100 persons (both size teams were used in this study). Both
smaller and larger teams included prototypic ACT core staff of a
team leader, a prescriber (psychiatrist or nurse practitioner),
nurses, a substance abuse specialist, an employment specialist, a
mental health specialist, a peer specialist, a case manager, and a
program assistant; all positions except the program assistant pro-
vide some direct service, especially in their area of specialty (e.g.,
nurses administer medications and offer health education and
assistance, etc.). ACT teams and staff typically receive intensive
training on the model at program startup (e.g., treatment philoso-
phy, staff roles, team operations including daily team meetings, an
overview of core services including case management, engage-
ment, crisis intervention, and specialty areas, etc.) but rarely re-
ceive in-depth skills training on psychosocial interventions (for
additional information on ACT, please see Allness & Knoedler,
2003; Morse & McKasson, 2005).

IMR utilizes a manualized, 11-module curriculum (Gingerich &
Mueser, 2012) to help individuals manage their psychiatric ill-
nesses and pursue personal recovery goals. Information, skills, and
strategies are taught in either group or individual modalities for
each IMR module topic (recovery, practical facts about mental
illness, the stress-vulnerability model, building social support,
using medications effectively, drug and alcohol use, reducing
relapses, coping with stress, coping with persistent symptoms,
getting needs met in the mental health system, and healthy life-
styles). Personal recovery goals are heavily emphasized in IMR.
Throughout the curriculum, participants are actively supported in
developing a personal definition of recovery, identifying personal
recovery goals, and identifying manageable steps to achieve those
goals. During each IMR session, participants’ personal recovery
goals are reviewed, as is their ongoing application of IMR-taught
skills and information to the step-by-step progress to achieve those
goals.

The ACT + IMR model was developed and manualized for this
study (Gingerich et al., 2013). This approach involved training all
ACT team members in the ACT + IMR condition in IMR. Three
to four ACT + IMR specialists per team provided intensive
individual and group-based IMR, and all team members provided
community follow-up assistance (e.g., conducting role plays, pro-
viding prompts) to support persons enrolled in services with
strengthening IMR skills and pursuing recovery goals in daily life.
ACT + IMR teams communicated regularly (e.g., during daily
meetings) regarding participants’ IMR goals, progress, and
follow-up interventions. The ACT team leader, also trained as an
ACT + IMR specialist, provided regular IMR supervision. Strat-

egies used for implementing and integrating IMR within ACT
included developing and using the new treatment manual, pilot
study and formative evaluation of methods for implementing IMR
within three ACT teams, in-depth training by international experts
on IMR and ACT, regular consulting and coaching calls conducted
by IMR experts, and follow-up booster training sessions, which
were also informed by formative evaluation efforts on early les-
sons learned from the ACT teams and the consultants about
implementing IMR within ACT.

Participants. Qualitative data was obtained from all 17 per-
sons served by ACT + IMR teams in Stage 2; 65% of the
participants were male, and 47% were African American (47%
were White, and 6% Saudi/African).

Staff. Qualitative data were also obtained from 55 ACT staff
across the 11 ACT teams. ACT staff roles included (a) team
members who trained to function as “specialists” to provide IMR
in group and individual modalities, (b) other ACT team members
who were to provide general support for IMR interventions (e.g.,
helping individuals enrolled in services to practice IMR skills and
pursue individual IMR goals), and (c) ACT team supervisors. Staff
members included both men and women, Whites and African
Americans; unfortunately, specific demographic data were not
recoded on all ACT staff.

Researchers. Five research assistants (RAs) who were in-
volved in both the qualitative and quantitative aspects of the study
conducted the qualitative interviews and focus groups with indi-
viduals enrolled in services and staff participants. Coding of the
qualitative data was conducted by five researchers, four of whom
were research assistants and a study coinvestigator; methodologi-
cal and content consultation was provided by four PhD level
researchers (two coinvestigators and two outside qualitative re-
search experts). The final thematic analysis and synthesis was
conducted by three RAs, a coinvestigator, and two collaborating
PhD researchers with extensive qualitative research experience.

Participant selection. All individuals with serious mental ill-
ness who were provided with IMR during Stage 2 were asked to
participate in the qualitative interviews (all agreed, though one
refused the follow-up interview). Researchers contacted these in-
dividuals either in person at the ACT offices or over the telephone.
Researchers provided a description of the purpose and methods of
the study and individuals enrolled in services were provided with
informed consent information and told that their study participa-
tion (or lack of participation) would not affect their ACT services
and that responses were confidential.

Staff. All ACT staff members were recruited for interviews
during Stages 2 and 3; during Stage 4, only ACT staff who
specialized in providing IMR and their supervisors were recruited
for interviews, due to resource limitations. All staff participants
were also provided human subject and confidentiality assurances.

Data Collection

Qualitative interview procedures and questions.

Individuals with serious mental illness. Qualitative inter-
views were designed to assess the perceptions of persons enrolled
in services of IMR implementation (e.g., modifications, facilita-
tors, barriers) and the IMR model itself (e.g., benefits or disad-
vantages). Persons receiving IMR services from the ACT team
were asked a total of 11 questions related to their personal reac-
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tions, goals, and experiences (Table 1). Interviews were conducted
individually and face-to-face, typically in ACT offices but occa-
sionally in the homes of persons served, approximately 3 and 9
months after starting IMR services.

Staff. During Stage 2, individual interviews were conducted
after about 3 months of implementing IMR with ACT staff trained
to deliver intensive IMR interventions in either individual or group
modalities, other ACT team members who provided general
follow-up community support to persons receiving IMR, and ACT
team supervisors. Later in Stage 2 (at about 9 months), focus group
interviews were also conducted jointly with all ACT team mem-
bers (specialists, supporters, and supervisors). In Stage 3 inter-
views were conducted in focus groups with all ACT team members
combined (IMR specialists, other team members, and supervisors)
both early (at 3 months) and later (6 to 9 months) after IMR
implementation. In Stage 4, only focus group interviews were
conducted with those ACT staff who specialized in IMR delivery
and their supervisors. Across the study, a mix of individual and
focus groups interview methods were selected to delve more
deeply into IMR service delivery soon after initial implementation
(Stage 2) to maximize early learning, while also subsequently
creating an opportunity to capture the experiences and perceptions
of all ACT team members together and to allow for a possible
interplay of perspectives through group discussion. Resource lim-
itations, which became more significant later in the qualitative
project, also influenced the choice of increasing the use of focus
groups rather than individual interviews over time. Across the
project, 45 ACT staff participated in at least one individual inter-
view and staff focus group interviews were conducted with all 11
ACT teams that implemented ACT over Stages 2 through 4.

Semistructured questions were also used for both staff individ-
ual interviews and focus groups. The interview protocol was
modified somewhat across stages and interviews (e.g., interviews
at 6 to 9 months asked additional questions about upcoming
project booster training needs), but remained generally consistent
in asking questions in four general categories: (a) implementation

Table 1
ACT + IMR Qualitative Interview Questions

experiences, including general observations, successes and facili-
tative factors, and potential barriers; (b) effects for people with
serious mental illness, for individual ACT staff, and for the ACT
team as whole; (c) staff training considerations, and (d) recom-
mendations (see Table 1 for example questions).

Due to differential IRB approvals across institutions, only the
qualitative interviews in Missouri were audio-recorded (and sub-
sequently transcribed). Qualitative interviewers in Washington
took detailed field notes during the individual and focus group
interviews, and documented participant statements in paraphrased
or direct quotes; field notes were subsequently expanded to capture
more details of the interview.

Analysis

Data were analyzed using an inductive, consensus-building,
thematic analysis method (Braun & Clarke, 2006). Six research
staff reviewed interview transcripts and field notes to identify
salient concepts, keywords, and preliminary patterns in the data
to inform the development of a preliminary codebook, which
included six broad, a priori coding categories (feasibility, ad-
vantages/disadvantages, barriers, remedial strategies, facilita-
tors, and lessons learned/recommendations) based on our
knowledge of the implementation literature and our a priori
research questions. All qualitative data were initially reviewed
by three research staff within each state, and then discussed in
several consensus calls among research staff across both states
to develop a common codebook. Using the codebook, two
researchers in each state independently systematically reviewed
and coded each transcript and field notes from the interviews
and focus groups, then developed consensus coding for each
transcript and field note; the codebook was revised as needed
during the process (the remedial strategies category was com-
bined with the facilitators code as the qualitative results were
highly similar and repetitive). After this iterative process, the
research team constructed data summaries to aggregate and

Questions for individuals with serious mental illness

Now that you’ve been receiving IMR services for a while, what are your reactions? What have you noticed?

Are there things you thought you’d get help with through IMR, but haven’t yet?

What are your recovery goals? Do you think the IMR program has helped you to achieve those goals?

Let’s talk about those things that are going well with IMR. What have been the good things about this program? Has the program helped you in

any particular way? How?

Now let’s talk about the things that are not going so well. What have been the challenges for you in IMR?

Staff (selected example) questions
Implementation experiences

Now that you’ve been providing IMR services for a while, what are your reactions? What have you noticed?

What have been successes in implementing IMR within your team?
What resources or other factors contributed to that success?

Now let’s talk about things that are not going so well. What have been the challenges/barriers to implementing IMR within your ACT team?

Effects of IMR

What effects or changes have you seen in consumers since they’ve been receiving services?

Has IMR changed your perspective or outlook in any ways?

What changes or adaptations have you noticed in the ACT program or in the way ACT operates as a result of adding IMR?

Staff training considerations

Did the initial ACT + IMR training prepare you and your team to implement and actively support the IMR goals and activities?

Recommendations

What advice would you give another ACT team that was planning to implement the ACT + IMR model?

Note.

A list of all questions is available from the authors. ACT = assertive community treatment; IMR = illness management and recovery.
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synthesize coded data for the following five content areas
concerning the implementation of IMR within ACT: feasibility,
advantages/disadvantages, barriers, facilitators, and recommen-
dations. Two researchers then reviewed each of the data sum-
maries, first independently identifying broader themes and then
collaboratively reaching consensus on the main themes. This
multistep analytic process involving multiple team members
and occurring over time enhanced the trustworthiness (Shenton,
2004) of our analyses by facilitating multiple interpretations of
the data and opportunities to identify and resolve interpretive
differences.

Results

The qualitative methods yielded a large number of comments
and the iterative process for coding produced significant themes in
each of the five major areas of investigation. The major themes are
summarized in Table 2 and are described below.

Feasibility of Implementing IMR Within ACT

Theme 1: Although there were some difficulties for individ-
uals enrolled in services, and it took a while for ACT to learn
the practice, there was, in general, a positive fit between IMR
and the ACT model and the population served that made
implementing ACT + IMR feasible. All 11 ACT teams that
participated in the qualitative study found it feasible to provide
IMR to persons enrolled through either group or individual (or
both) modalities. Further, participants generally reported a good
fit between the population served and the ACT + IMR model.
Both individuals with serious mental illness and staff noted that
persons served not only attended IMR sessions but they were
also often actively engaged in the process. ACT staff noted
persons enrolled in services embraced IMR “home assign-
ments” that involved applying and practicing new IMR skills,
especially as they related to personal recovery goals. Staff noted
that active interest and engagement in IMR was evident across
the range of people enrolled in services, even those with the
most severe and disabling levels of symptoms. The IMR mate-
rials, structure, and services also proved to be a good fit for
many persons enrolled in ACT, according to the people with
serious mental illness and ACT staff.

Although implementing IMR proved feasible, a second sub-
theme expressed exclusively by staff was that it takes time to learn
and implement IMR within an existing ACT team, In particular, it
is necessary for ACT staff to learn the extensive IMR curriculum
in depth so that they can skillfully and confidently engage persons
with serious mental illness and provide IMR interventions. As one
ACT staff person commented, this is a “learning process that takes
time for the clinicians, t0o.” Finding the time to learn IMR amid
already busy daily work schedules for ACT staff was sometimes a
challenge and required teams to set aside time for training and
preparation. Some teams found that it took longer than originally
expected to initiate IMR services, but that implementation was still
achievable. Staff noted the process was similar in a positive way to
starting up a new ACT team, and that “actually delivering IMR is
how everything starts to click.”

Advantages to Implementing IMR Within ACT

Theme 2: Persons with serious mental illness and staff alike
benefited from implementing IMR within ACT—and no dis-
advantages themes were noted. In particular, the qualitative
findings revealed three strong, dominant subthemes to this main
point. First, IMR improves the recovery focus of both persons with
serious mental illness and staff in ACT teams. A number of
comments from those served and staff indicated that people with
serious mental illness became more hopeful about their lives and
more focused on recovery with IMR. One staff person explained
that “IMR has helped turn the concept of recovery into a tangible
thing” for many of those enrolled in services. For many persons
with serious mental illness, the most tangible aspect involved
setting and pursuing personal recovery goals. The content of goals
varied widely across individuals and included getting sober, find-
ing a job, paying off utility bills, improving health, improving
coping with severe mental illness symptoms, and reducing stress
and anxiety. Other goals reflected more unique aspects of personal
recovery, such as going to church, learning how to drive a car,
saving money, and learning how to better deal with instead of
avoid difficult situations. IMR recovery goals were very popular
with participants and proved to be advantageous in multiple ways,
including providing a sense of ownership of recovery.

Persons with serious mental illness noted that their personal
goals helped them to focus on recovery and to live a more pur-
poseful life: “It helps to focus on goals and not be distracted by my
chaotic apartment, but to focus on what’s really important. I have
momentum; I’m not getting side-tracked; I take small steps and I
have support from [ACT staff].” Staff also noted that the IMR
goals helped participants to pursue more satisfying lives:

My client’s goal changed from ‘stay out of the hospital’ to ‘have more
fun.” The goals are beyond the standard ADL [activities of daily
living] stuff—it’s a higher level. It’s exciting to have clients define
what they want their life to be.

In addition, participants also noted that the very process of setting
and following goals was helpful for making personal progress.

Staff comments indicated the heightened focus on recovery also
occurred for ACT team members. Early in the project, one staff
commented on the promise of IMR for improving the team’s
recovery orientation:

IMR will keep us focused. IMR is very recovery-focused. I think
sometimes we can get away from that, like getting caught-up in
preventing crises, addressing crises, driving clients to appointments. . .
. I think IMR might start more of a foundation just for recovery and
what we should be doing everyday anyway.

After about 9 months of implementing IMR, staff commented that
IMR had indeed been helpful for keeping the team focused on the
recovery of those enrolled in services.

A second key subtheme indicated another advantage of adding
IMR is that people with major mental illness improved in their
personal outcomes. A large number of comments from both per-
sons served and staff stated that participants improved in a wide
range of areas related to personal goals and needs. Some individ-
uals enrolled in services commented they had become more
knowledgeable about their mental illness. Others indicated that
they had improved in managing symptoms (including anxiety,
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depression, mood swings, delusions) and coping with stress and
daily problems. Several people with serious mental illness also
noted that they had improved their general problem-solving skills,
especially for breaking problems and goals into steps, which
helped in a number of areas, including finances, health, and legal
issues. In addition, IMR helped some improve self-esteem and
gain a greater sense of confidence. As one participant stated:

A year ago, I used to . . . just dive into relationships for fear of being
alone and fear of . . . “I can’t stand on my own, I can’t do this, I can’t
do that.” Now, I am learning that I can be on my own, mentally ill or
not. I can be on my own and, possibly, hopefully, soon maybe work
my way back into a society where I can work again.

Positive outcomes were noted in a wide range of individual goals,
including becoming clean and sober, gaining employment, im-
proving communication and interpersonal relationships (including
with family), and feeling happier.

A third and final significant subtheme emerged predominately
from staff comments: an advantage to implementing IMR was that
ACT staff also benefited from the approach. According to quali-
tative interviews, staff benefited from the implementation of IMR
in two major ways. The first benefit reported by staff included
improved clinical skills. Specific comments included staff report-
ing they learned new techniques, had a better clinical perspective,
and were more proficient at goal setting. A second benefit of IMR
reported by staff included improved personal job satisfaction.

Implementation Barriers

Theme 3: ACT teams encountered significant barriers
(though they were not insurmountable) at multiple levels when
trying to implement IMR. This theme is best explicated in
terms of three subthemes.

First, symptoms, functioning, and psychosocial needs of those
enrolled in services sometimes posed barriers to implementing
IMR. In particular, many persons served and staff persons de-
scribed the mental health symptoms and functioning levels of ACT
participants as a challenge to optimal IMR implementation. Indi-
viduals with serious mental illness stated experiencing symptoms
(including depression, anxiety, disorganization, and agitation)
sometimes posed significant impediments to their attending IMR
sessions. Service participants and staff persons also reported poor
communication skills among some enrollees posed significant
difficulties for implementing IMR group sessions.

Staff additionally discussed the challenge of prioritizing com-
peting daily psychosocial needs of enrolled persons versus IMR
sessions. As one staff member poignantly noted:

The thing I struggle with is that she has so many, many problems and
they are dire problems . . . like last week she had [only] enough food
for two meals. So . . . instead of doing a lot of time focusing on the
[IMR] content, it seems that we are having to spend a good portion of
our time taking care of real life stuff that she desperately needs help
with.

Transportation was another common psychosocial need that often
stood as a barrier. Some service participants expressed their most
significant challenge involved difficulties with planning for public
transportation and making arrangements for an ACT staff person
to provide rides to IMR groups. Staff also reported that providing

transportation for IMR participants was a challenge, given their
already busy daily schedules. Because staff were not always avail-
able to provide transportation, this challenge led to lower atten-
dance rates for group sessions.

A second subtheme that resonated from staff interviews indi-
cated multiple staff service responsibilities and a lack of integra-
tion of the new practice sometimes made it challenging for ACT
team members to fully implement IMR. Many staff described
having multiple responsibilities made balancing their existing du-
ties along with IMR duties a job role strain that created time
pressures. Some ACT staff noted not having adequate time to learn
the IMR curriculum and prepare for delivering IMR services.

Staff reported a significant challenge at the beginning of imple-
mentation efforts included a lack of IMR integration into the
existing ACT team workflow. However, it was also noted over the
course of the project that positive strides were being made to close
the gap between the existing ACT workflow and IMR program-
ming. In particular, staff noted enhanced coordination between
ACT and IMR by stating:

I think at first we were not able to integrate it very well. We did IMR
and we did ACT, and now we are getting better at integrating . . .
making our IMR goals part of [individual enrolled in services] treat-
ment plan and having other people follow up and do their homework
with them.

Staff also noted that a lack of communication among team mem-
bers further contributed to ineffective IMR integration.

The third subtheme revealed the duration and frequency of
sessions as originally specified in the IMR protocol created a
participation barrier for some individuals enrolled in services. As
one staff person commented: “For some, the idea of committing
for a full year felt like too much pressure.” Additionally, some
people with serious mental illness found the length of group
sessions were too long.

Implementation Facilitators

The qualitative data revealed a number of factors that facilitated
the implementation of IMR within ACT. In particular, we identi-
fied two primary themes (each with subthemes) that facilitated
IMR implementation.

Theme 4: Developing and building upon relationships and
engaging people with serious mental illness facilitated the im-
plementation of IMR within ACT. Two subthemes contributed
to this major finding. In part, involvement in IMR was facilitated
by positive staff-participant relationships and engagement activi-
ties. Individuals with serious mental illness, in particular, com-
mented on positive qualities of the ACT + IMR staff, such as they
are “nice” or smart, and many described feelings of affinity and
regard for the staff that helped them to become involved and
successful in IMR. Further, staff consciously undertook behavioral
strategies that helped to develop positive relationships—activities
that were also effective for engaging and retaining people with
serious mental illness in IMR. For example, staff mentioned pro-
viding participants with additional special attention, helping with
their personal IMR goals, and conveying a sense of hope. As one
staff person stated, “I think just conveying hope, conveying that
the consumer can reach these recovery goals continues to engage
the person even when they might be looking like they are not really
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interested right now.” In addition, staff mentioned concrete assis-
tant activities (e.g., making reminder calls or leaving notes at a
participant’s door about upcoming IMR groups) also helped en-
gage people with serious mental illness in IMR.

Individuals enrolled in services also commented they appreci-
ated that staff would help them understand the IMR materials,
assist with homework practice, provide encouragement, and brain-
storm solutions when needed. Some individuals also noted the
importance of staff outreaching them at home, especially when
they were unable to attend a group session: “I like the group
sessions, but I appreciate the sessions when I am sick and unable
to come out that they have the heart and soul to come to me. That
means a lot.”

The presence of peer support was a second important relation-
ship subtheme. Multiple staff noted that people with serious mental
illness enjoyed the social interaction with peers within IMR groups
and that participants sometimes responded better to advice from
peers than from staff. Individuals enrolled in services frequently
commented on the positive peer support in IMR groups. One
participant suggested: “It’s better to talk in a group about your
sickness and what you are going through every day, rather than just
keep it and don’t say anything to nobody.”

Theme 5: Taking a flexible approach, which involved mak-
ing adaptations to both standard IMR and ACT operations,
improved implementation. This theme manifested two sub-
themes. One was that teams made adaptations in the IMR curric-
ulum and delivery to improve its acceptability for persons enrolled
in ACT. In particular, several teams shortened the duration of the
IMR group to help participants feel more comfortable and to better
concentrate on learning new skills and information. Both people
with serious mental illness and staff noted that shortening the
group was a helpful adaptation. ACT teams also found taking a
flexible approach was useful when they rearranged the curriculum
order of the IMR modules to match participants’ interests and
needs. Moreover, staff noted a significant factor was the flexibility
within the project to be able to deliver IMR on an individual basis
and in the person’s home, rather than relying solely on the group
modality or an office location.

A second subtheme evident from staff interviews was ACT
teams found being flexible and adjusting some of their own team
practices, especially around communication and integration, im-
proved IMR implementation. In particular, teams changed some
communication processes to focus on IMR. For example, teams
adapted the daily ACT team meeting to increase staff-to-staff
communication by reviewing the IMR treatment goals, strategies,
and progress of persons served. Strategies to increase communi-
cation also included methods that were not face-to-face, such as
emails, medical record notes, the use of office boards that dis-
played IMR topics, and the creation of forms. Some teams also
sought to achieve better communication and integration of IMR by
incorporating IMR goals within the person’s overall ACT individ-
ualized treatment plan.

In addition to changing methods of communication, teams also
adapted staff roles. Teams often assigned some ACT staff new
specific roles to assist people enrolled in services with IMR
activities, such as helping the person during a home visit to
practice a new skill learned in IMR, and assigning some staff to be
specialists in providing IMR through group or individual modali-
ties.

Recommendations

Theme 6: Programs can improve implementation efforts by
focusing on greater integration of IMR within ACT teams,
especially in staff training and specifying staff roles. In gen-
eral, most comments were positive about the ACT + IMR training,
but a significant subtheme emerged from some ACT staff that
future training should be improved, especially through greater
integration of the training with the ACT team. Specifically, the
most frequent recommendation in this area was that the entire ACT
team should receive extensive and early team-based training in
IMR. The initial expectation by project trainers was that the
ACT + IMR specialists and supervisors would conduct extensive
follow-up cross-trainings within their team on each IMR module.
However, that approach proved to be unrealistic given the busy
daily schedules of ACT providers. Staff also recommended that
future training be modified to include training on more advanced
topics or common implementation problems (e.g., tips for working
with people with serious mental illness who were hard to engage
in IMR) and creating “cheat sheets” summarizing the voluminous
IMR content for easy use in practice.

A second subtheme expressed primarily by staff was that IMR
could be better integrated and implemented by providing greater
specificity of the roles for ACT team members. Stage 2 was
especially helpful for highlighting the need for role clarity and
meaningful service responsibilities for all ACT clinical staff, es-
pecially those who were not designated as “IMR specialists” for
conducting IMR sessions. Defining more responsibilities for all
staff (such as following up on IMR session goals, assisting with
home practice, and conducting role plays with participants for
newly learned skills) proved to be helpful for both staff morale and
for IMR implementation. Staff also recommended future imple-
mentation efforts define more specific role activities for two spe-
cialized positions: the team prescriber and the program assistant.

Discussion

This qualitative study suggests that it is indeed feasible to
implement IMR into ACT teams, though it takes both time and
careful implementation attention to overcome challenges. This
finding is consistent with other studies that have studied imple-
menting IMR into various other mental health programs (e.g.,
Egeland et al., 2017). More importantly, these qualitative results
suggest that implementing IMR into ACT produces multiple pos-
itive benefits for both providers and individuals with serious
mental illness—while no disadvantages emerged as a theme (one
participant did mention her attending IMR groups created some
conflict with her parent who did not want her leaving the house,
though this was an idiosyncratic experience). In addition, staff in
particular noted many implementation barriers, but these were
simply construed as just that—implementation challenges—and
not as disadvantages or negative outcomes of IMR.

IMR was found to improve the recovery-orientation of ACT
teams—a notable finding as ACT has sometimes been criticized
for not being recovery focused (Fisher & Ahern, 2000; Gomory,
2002). As described, IMR helped both ACT staff and persons
enrolled in services in their recovery perspectives. Service partic-
ipants reported becoming more hopeful about their lives and were
able to articulate and pursue a wide range of personal recovery
goals salient to living a healthy, meaningful life in the community.
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ACT staff also reported becoming more mindful and focused on
recovery in their clinical work.

The most promising finding in this study was that IMR was
frequently cited as helping individuals enrolled in services to
improve in their outcomes, a result consistent with other qualita-
tive evaluations of IMR (Roe, Hasson-Ohayon, Salyers, &
Kravetz, 2009). Both people with serious mental illness and staff
in this study reported seeing improvements for participants in an
array of domains, including symptom management, coping with
stress, getting sober, improving familial and social relationships,
getting jobs, and feeling happier. This frequent report of enhanced
outcomes augments quantitative results from controlled studies
(Salyers et al., 2010, 2011)—including a companion RCT study
from this project (Monroe-DeVita et al., 2018)—which have re-
ported more modest improvements for IMR. We suspect that
stronger reports of improved outcomes from qualitative studies
stemmed from the personalized nature of the IMR goals and
improvements that the participants experienced. More specifically,
persons with serious mental illness chose and pursued personal
goals that ranged widely in outcome domains (e.g., relationships,
employment, sobriety, symptom management, and coping with
stress). It appeared that participants often made considerable prog-
ress in their personal goals, whereas the results on standardized,
nomothetic outcome measures were more modest. This finding
suggests traditional quantitative approaches of evaluating IMR
programs may underestimate the personalized progress of people
with serious mental illness and highlight the need to supplement
research studies with idiographic (such as goal attainment scaling;
Tabak, Link, Holden, & Granholm, 2015) as well as nomothetic
outcome measures. In addition, future research examining the
effectiveness of integrating IMR into ACT teams should benefit
from using mixed-methods designs that incorporate qualitative and
quantitative measurement.

Although there were clear benefits to implementing IMR within
ACT, the process of learning and providing IMR was found to be
challenging as teams faced several significant barriers, some of
which have also been reported in other settings (McGuire et al.,
2013; Salyers et al., 2009). We found several important facilitators
(e.g., engaging participants, increasing staff communication to
improve the integration of IMR within standard ACT operations,
and taking a flexible approach to delivering IMR) for successfully
implementing IMR in this study. Although flexibility can some-
times reduce fidelity in evidence-based practices (EBPs), the
changes made in this study were seen as not compromising the
overall integrity of IMR by the two developers of IMR who
worked on the study but instead were considered as useful adap-
tations to improve the delivery of IMR within ACT. Staff in this
study also provided useful recommendations for the future, includ-
ing intensive training at the outset to all ACT team members (see
also Whitley et al., 2009). Future efforts should take advantage of
these helpful facilitative strategies and recommendations for en-
hancing the success of IMR implementation. Although this study
focused on IMR within ACT, we suspect than many of the findings
will be relevant to other mental health programs, especially inten-
sive case management. The identification of significant barriers
and facilitators also suggests the need for careful attention in future
research on IMR and ACT to address implementation strategies,
barriers, and facilitators.

This qualitative study produced useful findings which were
largely consistent across types of staff interviews (individual and
focus groups) and with both staff and service participants (though
staff were much more likely to also comment on implementation
issues—such as that it takes time to learn IMR, a flexible approach
is useful, etc.—and to note that they also personally benefited from
IMR). Several study limitations should be noted, however. Inter-
views with individuals enrolled in services were conducted only in
Stage 2 and not in Stages 3 or 4, which relied only on staff
interviews. Recorded interviews were not possible in one of the
two states due to IRB constraints, though detailed notes of the
interviews were made by research staff. Demographic data on
the participating ACT staff were not systematically recorded. IMR
fidelity was also not systematically assessed due to resource lim-
itations (though an international expert in IMR provided informal
assessments of IMR fidelity and regular consultation to each ACT
team). However, quantitative data from Stage 3 suggested one of
the ACT + IMR teams was less successful in implementing IMR
and that dose-response effects and trends were noted, with higher
levels of IMR sessions resulting in better outcomes on several
quantitative measures (Monroe-DeVita et al., 2018). A further
limitation is that this qualitative evaluation focused on the expe-
riences and observations that were apparent to individuals with
serious mental illness and the ACT staff, but it did not probe for
larger organizational or systemic factors that may have facilitated
or challenged implementation. Other research suggests organiza-
tional and systemic factors (e.g., agency leadership, an organiza-
tional culture that supports innovation) can affect the implemen-
tation of IMR (Whitley et al., 2009).

Conclusion

There is generally a good fit between the IMR model and the
needs and strengths of people with severe mental illness who are
served by ACT teams. It is feasible to implement IMR, an addi-
tional EBP, into ACT teams, even though it takes time for ACT
staff to learn and successfully provide IMR in addition to their
existing ACT duties. The addition of IMR to ACT programs has
several advantages, including improving a recovery focus for
individuals with serious mental illness and staff alike. In addition,
IMR seems to lead to a number of positive participant outcomes
for personal recovery goals. Although there are benefits, imple-
menting IMR into ACT does face certain barriers, including the
acuity level of some individuals enrolled in services, competing
psychosocial needs, unmet transportation needs for group IMR,
and competing job demands for ACT staff. Implementation can be
facilitated by actively engaging persons with serious mental illness
into IMR, taking a flexible approach to providing IMR (e.g., using
an individualized delivery, tailoring the curriculum), and intensive
training in the model for the entire ACT team. Future research
should emphasize implementation research methods that identify
barriers and focus on providing effective facilitators for successful
adaptation of IMR. In addition, research will be enhanced by the
use of mixed-methods approaches that include qualitative compo-
nents and by including idiographic measures that capture the
positive benefits that people with serious mental illness seek for
their individual recovery goals.
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