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Abstract: The purpose of the present study is to evaluate the internal consistency and construct validity of a self-report checklist measuring clinical mental health recovery across six key domains: family and relationships, occupation and school, physical health, mental health, spirituality, and social support systems. The Mental Health Recovery Checklist (MHRC) was developed at The Dorm, an intensive outpatient mental health treatment program for young adults in New York, NY, and Washington DC that services individuals between the ages of 18 and 35 years old. The present study is cross-sectional, as data were pulled from clients’ records who were discharged between January 2018 and May 2023. Pearson Correlations and Cronbach’s alpha were used to determine scale reliability. To establish validity, an Exploratory Factor Analysis (EFA) was conducted to assess a single-factor model using Principal Axis Factoring. Cronbach’s alpha was high (α = 0.88), indicating good reliability. In the EFA, all items loaded strongly on a single factor. The unidimensional structure revealed in the EFA highlights the interconnected nature of various life domains as they pertain to mental health recovery in young adults. Future research is warranted to explore whether there are additional dimensions of mental health recovery that have not been assessed in the present scale.
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Introduction

Research cites that there is variation and ambiguity in defining the construct of mental health recovery [1]. While some agreement exists in the field on guiding principles for recovery (i.e., individualized, or person-centered experience; feelings of empowerment, purpose, and hope), there is little experimental research uncovering the specific domains that encompass mental health recovery. The World Health Organization defines mental health as “a state of well-being in which the individual realizes his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community” [2]. This definition is also consistent with that of the word “flourishing” [3]. Furthermore, Deegan [4] has defined the concept of mental health recovery as acceptance in the face of overcoming mental illness. Given these conceptual definitions, it is understood that to attain a state of mental well-being, certain domains in one’s life (i.e., community, work) must be in harmony [2–4].

Research strongly points to quality of relationships, job status, physical health, mental well-being, and spiritual practice as indicators of clinical mental health recovery [5–9]. For example, it is clearly indicated in the literature that having a steady occupation or academic pursuit and experiencing supportive relationships can foster feelings of belongingness, importance, and capability [5,7,8]. Physical health, too, not only improves mood but can prevent health issues that are shown to have negative impact on mental well-being (i.e., type II diabetes, cardiovascular disease, cancer) [6,9,10]. There is some conflicting literature on the relationship between spirituality and mental health. Tuck et al. [3] discussed mental health recovery, coining spirituality as a “pathway to resilience” and suggests that factors such as forgiveness, flourishing, and resilience, are related conceptual expressions of spirituality that can facilitate mental health recovery [3]. On the other hand, research focusing on the construct of mental health points to the damage that can be caused by negative spiritual or religious coping (i.e., suicidal ideation, substance use, anxiety) [11].

While many tools are available to measure distinct facets of mental health recovery, there is a gap in the published literature on valid and reliable measurement devices for assessing mental health recovery as a unified construct. The goal of the present study is to evaluate internal consistency and construct validity of a scale developed by The Dorm, an intensive outpatient mental health treatment program for young adults in New York, NY and Washington DC. The Mental Health Recovery Checklist (MHRC) assesses six domains related to mental health recovery (family and relationships, occupation and school, physical health, mental health, spirituality, and social support systems).

Literature Review

Checklists for measuring clinical recovery

One theoretical research paper posits a bi-directional relationship between 8 dimensions of overall young adult development similar to that of the MHRC (i.e., physical health, psychological and emotional well-being, life skills, ethical behavior, healthy family and social relationships, educational attainment, constructive educational and occupational engagement, civic engagement) [12]. While many scales exist to measure mental health recovery, as outlined in Sklar et al. [13], it is noted that many of the existing instruments are multi-factor scales, whereas the present study is seeking to evaluate a single factor covered in 6 items [13].

A 2014 psychometric evaluation of the Dutch version of the Mental Health Recovery Measure (MHRM) found the following to be subfactors of mental health recovery (i.e., overcoming stuckness, self-empowerment, learning and self-redefinition, basic functioning, overall well-being, new potentials, advocacy/enrichment, and spirituality) [14]. However, these domains do not take into account community and social factors. Whereas, The Recovery Process Inventory (RPI) identifies six factors related to recovery, such as anguish, connected to others, confidence and purpose, others’ care and help, good living situation, and hopeful/cares for self, which fail to account for important factors like occupation and academic goals [15].

While there is some evidence suggesting an underlying theoretical framework surrounding mental health recovery, despite extensive literature review, there is a lack of brief validated checklists to measure mental health recovery as a unidimensional construct [12]. The present study aims to assess the validity and reliability of a short checklist measuring six all-encompassing factors related to mental health recovery.

Family and relationships

Research shows that higher levels of reciprocal family support is associated with a willingness to seek help or assistance, which in turn contributes to greater likelihood of mental health recovery [16]. Further, reciprocity of family support networks correlates positively with self-confidence, self-esteem, and optimism about recovery [16]. While close social relationships have the potential to be both supportive and harmful to mental health, research indicates that, collectively, all social contact is more beneficial than no social contact at all [17]. In family systems with higher levels of warmth, positive regard, and mutuality, relationships with family members provided moral support, practical support, and intrinsic motivation for recovery [18]. Furthermore, the benefits of strong friendships include social connectedness, feelings of support, companionship, and promotion of a healthier sense of self [19].

Occupation and school

Employment research clearly outlines the benefit of occupational engagement in the mental health recovery process (i.e., structure and routine, purpose, connectedness, meaningfulness, sense of identity) [20]. Research in clinically acute populations indicates that work provides personal meaning through its impact on pride, self-esteem, and financial benefit, as well as overall mental health recovery [21]. Work is also perceived as an intrinsic motivator because the sense of achievement and personal empowerment that comes with employment contributes to restoration of mental well-being [22]. Research also demonstrates a strong correlation between higher academic achievement and positive mental health [23].

Physical health

Physical health is important for mental well-being and the recovery process. Research strongly indicates a link between chronic conditions (e.g., cardiovascular disease, diabetes, obesity) and mental illness (e.g., depression, bipolar disorder, and schizophrenia) [24–27]. Additionally, many studies demonstrate that higher levels of physical activity are associated with reduction in symptoms of depression as well as improvements in quality of life among those with mental health disorders [28,29]. Taken together, physical health is an important aspect of the recovery process.

Mental health

Positive mental health can be defined as not only the absence of symptoms but incorporates the presence of positive emotional states, acceptance, resilience, and overall quality of life [30]. Research clearly demonstrates that mental health and well-being are associated with a decrease in the intensity of mental illness symptoms in various populations [31–34]. Additionally, research shows that as individuals recover from mental health issues, they are better able to set long-term and broader goals in various areas of life (i.e., employment, physical health), as well as experience increased productivity and higher levels of performance in the workplace compared to individuals with active symptoms [35,36].

Spirituality

When defining spirituality in the literature, there is controversy over the complex and multidimensional nature of this concept, and how it is defined (as separate from religion) [37]. Many studies combine the two concepts of religion and spirituality. Spirituality and religion were found to be significantly related to altruism and can potentially act as a source of hope and connection in individuals with mental illness [38]. Additionally, a 2009 review on spirituality, religion, and mental health found that a large portion of the identified studies indicate lower rates of suicide, substance use, and depression in those who identified as religious; however, a flat side to religious beliefs is that religious-related delusions were found to be common in people with psychotic disorders [39]. Other research indicates that utilizing negative religious coping, or manifesting extrinsic religious and spiritual orientation is associated with lower overall well-being [11]. Spirituality is of particular interest in the validation of the MHRC due to the controversial nature of the literature.

Social support systems

Research indicates that social support (i.e., friends, family members, and a larger sense of community) plays a significant role in improving mental health and protecting against onset of mental illness (i.e., anxiety and depression) [40,41]. Important factors of social support include level of engagement within the community and reported satisfaction with members of the social support system, such that higher engagement in community activities and higher self-reported satisfaction with social networks is associated with stronger mental health recovery [42,43]. Research also strongly suggests a bi-directional relationship between social support and recovery, such that those performing altruistic acts of service are more likely to experience greater well-being and mental health, as these types of activities help individuals to feel valued and respected by those they are helping [44,45].

Methods

The study was approved by the Institutional Review Board at Ball State University (IRB number: 2000946-1). Data was collected via retrospective chart review; thus, the IRB waived the requirement for signed informed consent.

Sample

The study was cross-sectional, as data were pulled from clients’ records who were discharged between January 2018 and May 2023. A total of 574 client charts were selected. However, clients were removed from the study if 1) the client’s age was below 18 or more than 35, upon admission, and 2) if any item on the MHRC scale was left blank. In cases where more than one choice was selected for a particular item on the scale, the average score was taken, and the client’s data was included in the study. A total of 351 client charts fit the indicated criteria and were included in analysis.

Location

The Dorm is an intensive outpatient mental health treatment program for young adults that services individuals between the ages of 18 and 35 years old. Over 80% of clients at The Dorm are multi-diagnostic, indicating that they have more than one co-occurring mental health disorder, including anxiety, depression, psychotic disorders, substance use disorders, personality disorders, and eating disorders. Licensed clinical social workers serve as therapists and clinical coaches who meet with clients individually and facilitate group sessions, which make up a majority of the programming at The Dorm, which is community oriented. Empirically supported behavioral psychosocial methodologies are utilized to serve a variance of mental health illnesses and co-occurring disorders. Average length of stay at The Dorm is one year.

Scale

The scale being assessed for reliability and validity is The Dorm’s MHRC. This tool measures mental health recovery across six domains: family/relationships, occupation/school, physical health, mental health, spirituality, social support systems. Each item is rated on a 5-point Likert scale (1 = poor, 5 = excellent) (Table 1).
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The MHRC is a self-report checklist where clients indicate, at discharge, a rating for each domain. There are a total of 6 items, one item per recovery domain. In responding to the survey, clients are instructed to “rate the following areas of your life as they are today.”

Analyses

Data were analyzed using SPSS for Mac, version 29.0.1.0. Pearson Correlations and Cronbach’s alpha were used to determine scale reliability. To establish validity, an Exploratory Factor Analysis (EFA) was conducted to assess a single-factor model using Principal Axis Factoring. Prior, KMO and Bartlett’s Test of Sphericity were conducted to ensure the factorial solution was appropriate. Additionally, a two-factor model was assessed via Principal Axis Factoring and Varimax Rotation with Kaiser Normalization. Due to the exploratory nature of this analysis, not knowing how these factors would load, we tested a number of factor structures. Descriptive statistics have been reported below.

Results

Mean age of participants was 22.03 (SD = 3.37). Of 351 participants, 144 individuals identified as cisgender female, 127 identified as cisgender male, 26 identified as transgender non-binary (TGNB), 4 were undecided/exploring, and a total of 50 individuals did not disclose their gender.

Item means were above 3.0 (M = 3.01–3.40) except for spirituality (M = 2.79) (Table 2). The correlation matrix of item pairs indicated statistical significance across all pairs (p < 0.01) (Table 3). The Family/Relationships, Occupation/School, and Social Support Systems domains were strongly correlated with each other (coefficient range: 0.54 to 0.62). Spirituality was moderately correlated with the other variables (coefficient range: 0.42 to 0.54). Mental Health, in particular, was most strongly correlated with each of the domains on the checklist (coefficient range: 0.61–0.70), with the exception of spirituality (coefficient: 0.54). Cronbach’s alpha was high (α = 0.88).
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Kaiser-Meyer-Olkin measure of sampling adequacy was 0.892, above the recommended value of at least 0.50 [46]. Bartlett’s test of sphericity was significant (χ2 = (15) = 1007.800, p < 0.001). To determine the number of factors to extract, a scree plot of the eigenvalues was examined using the ‘elbow criterion,’ where the tapering off of the plot clearly indicated a unidimensional structure [47].

The exploratory factor analysis revealed that a unidimensional factor accounts for 56% of the variance in the data. The factor matrix (Table 4) shows that all items loaded strongly on the single factor, with a loading range from 0.61 to 0.88. The results of the exploratory factor analysis for a two-factor model resulted in cross-loadings across every domain, further supporting the evidence of a single-factor structure.
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Discussion

Results indicate that MHRC has good reliability and validity in assessing mental health recovery. A unidimensional structure accounts for a substantial proportion (56%) of the variance in the data. This unidimensional structure suggests that the variables within the MHRC checklist share a common underlying construct, pointing towards a unified concept of various life domains. The strong factor loadings observed across all items (ranging from 0.61 to 0.88) on the single factor further bolster the evidence for the unidimensional structure.

The findings of this study hold important implications for both research and practical application. The unidimensional structure revealed by the factor analysis highlights the interconnectedness of various life domains as they pertain to mental health recovery, emphasizing the complex interplay between different facets of young adults’ lives. This interconnectedness may offer support for a holistic approach when addressing well-being and mental health, recognizing that improvements in one domain can potentially have positive spillover effects on others.

Clinical implications

Each item on the MHRC scale has been identified as clinically relevant for clients of The Dorm and empirically supported by the literature as important areas for whole-person mental health recovery [5–9]. The spirituality item, in particular, offers unique perspectives that contribute to the holistic understanding of well-being and mental health. Our findings demonstrate that the spirituality item exhibited moderate correlations with the other variables, particularly within the mental health and social support domains. However, while not as strongly correlated as other variables, spirituality does contribute to the unidimensional structure revealed by the factor analysis conducted and is clearly correlated with other dimensions of clinical recovery for young adults. Spirituality does not stand out as a dominant factor in this study, but interacts with mental health and social support dimensions, which have the potential to influence individuals’ overall clinical recovery [11]. Developmental theorists suggest that young adulthood includes a period of psychosocial conflict that can result in existential crisis (i.e., issues concerning morals, values, purpose). The spirituality item’s moderate correlation with the other variables on the scale may suggest that spirituality is context-dependent, such that higher levels of spirituality could be more strongly associated with these domains compared to those with lower levels of spirituality [48]. Future research should explore these subgroups further, which could lead to targeted interventions to acknowledge and leverage spirituality as a potential moderator in the relationship between different life domains.

Limitations

Future research is warranted to explore whether there are additional dimensions of mental health recovery that have not been assessed in the present scale. For example, research shows that mental health recovery involves the development of a sense of meaning and purpose in life [49].

Furthermore, generalizability is limited, as the present sample only includes young adults who sought private intensive outpatient mental health treatment in New York City and Washington DC. Other studies should consider diversity of population across several demographics (i.e., socioeconomic status). For example, economic factors can significantly impact access to resources, opportunities, and the ability to engage in certain occupations or maintain physical and mental health.

Additionally, the authors did not have access to repeated measures data, which is important for future research to consider. Repeated measures in future studies would enable a longitudinal assessment of individual mental health recovery over time, allowing for tracking dynamic patterns of progress and fluctuations, offering a more nuanced understanding of the trajectory of mental health recovery during treatment, and not only post-discharge.
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TABLE 2

Item statistics of the mental health recovery checklist

Item Mean score Standard deviation
Family/Relationships 3.32 1.26
Occupation/School 3.09 1.48
Physical health 3.40 1.12
Mental health 3.01 1.20
Spirituality 2.79 1.27
Social support systems 3.30 1.23

Note: N = 351.
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TABLE 1

The Dorm’s mental health recovery checklist

Instructions:

On a scale of 1-5, (1 = Poor, 2 = Fair, 3 = Good, 4 = Very Good, 5
= Excellent) rate the following areas of your life as they are today.

1. Family/Relationships:
2. Occupation/School:
3. Physical health:
4. Mental health:
5. Spirituality:

6

. Social support systems:
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TABLE 3

Correlation matrix of the six items in the mental health recovery checklist

Family/ Occupation/ Physical Mental Spirituality Social support
Relationships School health health systems

Family/Relationships 1

Occupation/School 0.565** 1

Physical health 0.501** 0.565** 1

Mental health 0.655** 0.695** 0.605** 1

Spirituality 0.419** 0.444** 0.453** 0.541** 1

Social support 0.618** 0.535%* 0.494** 0.650** 0.480** 1

systems

Note: **means p < 0.001.
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TABLE 4

Factor matrix for a single-factor model of a checklist measuring
domains of mental health recovery

Family/Relationships 0.75
Occupation/School 0.76
Physical health 0.70
Mental health 0.88
Spirituality 0.61

Social support systems 0.75
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