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Objectives: This study analyzed implementation issues related to several
evidence-based practices for adults with serious mental illness that were
included in a national demonstration project. The five evidence-based
practices included in this investigation are assertive community treat-
ment, family psychoeducation, illness management and recovery, inte-
grated dual diagnosis treatment, and supported employment. The ob-
jective of the study was to assess the role of state mental health authori-
ties as agents of change. Methods: Two-person teams conducted inter-
views with state mental health authorities, consumers, families, repre-
sentatives of local mental health authorities, and representatives of oth-
er relevant state agencies—more than 30 individuals at each of the eight
sites. Interviews took place at two time points at least one year apart and
probed the facilitators and barriers to implementation at the state level.
Data were assessed qualitatively to identify common trends and issues
across states related to leadership, training, and regulatory issues for
each evidence-based practice. Resulis: Each of the five practices has dif-
ferent critical contingencies for statewide implementation and requires
unique assets to address those contingencies by the state mental health
authorities. The contingencies are related to these critical areas: financ-
ing and regulations, leadership, and training and quality. Conclusions:
States are key to implementing evidence-based practices, but state men-
tal health authorities should note that each of the practices requires dif-
ferent skill sets and involves different stakeholders. Thus implementing
many evidence-based practices at once may not yield economies of scale.
(Psychiatric Services 58:914-921, 2007)
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r. I '1 he Evidence-based Practices
National Demonstration Pproj-
ect, based at Dartmouth Uni-

versity, is centered on facilitating the
implementation of clinical practices
for persons with severe mental illness
with consistent empirical support for
their effectiveness (1,2). Whereas the
Dartmouth focus is on clinical inter-
ventions and practices at the clini-
cian-consumer nexus (3), we were in-
terested in understanding the facilita-
tors and barriers to implementation
encountered at the state level and the
role of the state in the implementa-
tion process (4). As state mental
health systems increasingly move to-
ward adopting more clinical practices
with established evidence bases, it is
important to understand the state’s
role in facilitating those practices and
what potential roadblocks exist for
implementation.

In a related paper we identify three
common areas where state mental
health authorities played a critical
role for the implementation of high-
fidelity evidence-based practices
(Isett KR, Burnam MA, Coleman-
Beattie B, et al., unpublished manu-
script, 2006). These areas are financ-
ing and regulations (creating a sup-
portive legal and fiscal environment),
leadership (ensuring that critical ac-
tors are paying attention to and are
actively soliciting support for the ini-
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Key elements of the five evidence-based practices from the Evidence-based Practices
National Demonstration Project

Assertive community treatment
Multidisciplinary team approach to comprehensive care, with psychiatrist and nurse participation
Targeted toward consumers with the most severe needs
Low consumer-to-clinician ratio (10:1)
Continuous, personalized, and flexible care
Services are provided where needed; community outreach is expected
Care includes intensive treatment, out-of-office care, and collateral visits
Time-unlimited support
Round-the-clock availability for crisis care
Team may include a substance abuse specialist and an employment specialist
Family psychoeducation
For families and other people who provide support to a consumer
Collaboration between family and clinicians optimizes the outcome of mental illness
Family education helps relatives support their loved ones in pursuing recovery goals
Reducing family stress and improving coping can improve the quality of all members’ lives
Family support can validate the experiences of all members and facilitate shared problem solving
Family collaboration is long term, not short term
Structure: joining sessions to develop an alliance with the family, educational workshop and ongoing
education about the illness, and multifamily group with a focus on problem solving
Illness management and recovery
Centered on the consumer’s taking responsibility for his or her own life and treatment
Based on the concept of recovery, as defined by the consumer
Information-based curriculum about the illness
Importance of medications to symptom management and quality of life; information about their effects
Education provides a foundation for informed and shared decision making
The stress-vulnerability model provides a blueprint for illness management
Collaboration with professional caregivers and significant others helps consumers to attain goals
Individualized plans to reduce relapses and rehospitalizations
Emphasizes how to interact with clinical caregivers to get the most from services
Builds skills to manage illness effectively through practicing techniques
Integrated dual diagnosis treatment
Substance abuse treatment is integrated into comprehensive mental health treatment for persons with serious
mental illness
Mental health clinicians have knowledge of substances of abuse
Treatment for substance abuse and mental illness delivered by the same clinician or treatment team
Special features include stagewise treatment, an integrated treatment plan, motivational interviewing,
cognitive-behavioral treatments, substance abuse counseling, harm reduction services, self-help
liaison, and relapse prevention services
Multiple formats for services should be available for the individual, group, and family
Medication services are integrated with other services and sensitive to the substance abuse
Supported employment
Flexibility of services is based on consumer choice
Vocational services are integrated with mental health services
Competitive employment is the goal
Includes benefits counseling and planning
Job search starts soon after a consumer expresses interest in working
Follow-along supports are continuous
Consumer preferences for type of work are important
Includes the use of job developers and job coaches
Mental health teams provide additional support to consumers once they enter the workforce

tiative), and training and quality (pro-
viding resources for frontline workers
to obtain the clinical skills necessary
for a given practice). Here, we focus
on the dynamics of those three criti-
cal areas for each of the five evidence-
based practices included in this proj-
ect. For each practice, we identify the
specific issues that arise during im-

plementation as observed at the
demonstration sites (see box on this
page) (5). The five practices are de-
scribed in more detail in a compendi-
um of articles published in Psychi-
atric Services in 2001 as part of a se-
ries on evidence-based practices (5).

Our focus here is not on the
provider role in implementation of the
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evidence-based practices, but rather
the role that the state played in imple-
menting the practices. The provider
aspects of the Evidence-based Prac-
tices National Demonstration Project
are part of the larger “toolkit” project
(1,2) and are a platform for our proj-
ect. This article represents a policy and
administration perspective that is
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Table 1

Interview participants and key stakeholders in the Evidence-based Practices Project

Evidence-based practice

State agencies and community providers

Consumers and family members

Assertive community
treatment

Family psychoeducation

Illness management
and recovery

Integrated dual
diagnosis treatment

Supported employment

Commissioner’s team,? state mental health staff,’ and
community providers®

Commissioner’s team, state mental health staff, and
community providers

Commissioner’s team, state mental health staff, and
community providers

Commissioner’s team, state mental health staff,
community providers, and a substance abuse agency

Commissioner’s team, state mental health staff, com-
munity providers, and vocational rehabilitation services

Consumers and family members; local advocacy
organizations; and technical assistance center

Consumers and family members; local advo-
cacy organizations; and NAMI Family-to-Family

proponentsd

Consumers and family members; local advocacy
organizations; WRAP proponents®; and NAMI

chapter

Consumers and family members; local advocacy
organizations; NAMI chapter; and technical

assistance center

Consumers and family members; local advocacy
organizations

# Included a commissioner or secretary, his or her deputy, a finance director, a Medicaid mental health benefits manager, and an information systems

manager

b State mental health authorities focused on implementation of evidence-based practices. Staff included an adult services director (clinical or services
director), an evidence-based practice—specific implementation team, quality assurance improvement staff, consumer affairs staff, research staff, a train-

ing team, and community services staff.

¢ Community providers included an executive director, a program manager, case management leaders, and team or group leaders.

d NAMI, National Alliance on Mental Illness
¢ WRAP, Wellness Recovery Action Plan

complementary to the clinical work
being done through Dartmouth.

Methods

This section presents a condensed
version of the approach used by the
investigatory team. Here we outline
our methods to give a basic rendering
of what we did and how we did it. [An
expanded Methods section is avail-
able as an online supplement to this
article at ps.psychiatryonline.org.]

Members of the MacArthur Foun-
dation’s Network on Mental Health
Policy Research visited the eight
states involved in the Evidence-
based Practices National Demon-
stration Project (2) to assess the role
played by state mental health au-
thorities with regard to implementa-
tion of evidence-based practices.
The investigators used grounded
case study methods to identify the
critical barriers and facilitators relat-
ed to implementing evidence-based
practices (6).

We conducted two site visits in
each state approximately one year
apart, with the first wave between
September 2002 and March 2003
and the second wave between March
and April 2004. Site visit teams of
two individuals focused on one of the
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five evidence-based practices includ-
ed in this study: assertive community
treatment, family psychoeducation,
illness management and recovery, in-
tegrated dual diagnosis treatment,
and supported employment. Each
team consisted of a senior investiga-
tor who led the interview and a jun-
ior member who provided additional
questions and primarily took notes.
Teams used a semistructured inter-
view protocol that covered a wide va-
riety of general topics such as financ-
ing and organization by the state
mental health authority as well as is-
sues specific to the Evidence-based
Practices Project, such as planning,
site selection, regulations, financing,
workforce, training, and leadership.
Interviews were conducted over two
days with groups of participants in
four 120-minute slots per day. Con-
sistent with grounded case study
methods, after the first set of inter-
views we completed a thematic con-
tent analysis, and the interview pro-
tocol was narrowed to three domi-
nant themes for the follow-up visits:
financing and regulations, leader-
ship, and training and quality man-
agement.

Respondents in each state were
identified by the mental health com-

missioner’s office to be knowledge-
able about evidence-based practice
implementation and came from vari-
ous backgrounds to capture a broad
range of perspectives (Table 1). Our
interviews included key members of
the state mental health authority
staff responsible for implementing
the evidence-based practices, con-
sumers, family members, represen-
tatives of other relevant state agen-
cies (such as substance abuse and vo-
cational services), and local mental
health authorities (or their equiva-
lent). More than 30 individuals in
each of the eight states participated
in our interviews at both time points.
We were interested in interviewing
individuals who held specific roles in
each state, rather than the individu-
als themselves. As such, our inter-
view respondents were consistent
across both periods, although the
specific individual holding those po-
sitions may have changed.

After the site visits, interview
teams produced a report for each
state visited. To ensure validity of
the information contained in the re-
ports, state mental health authority
staff received a copy of their site vis-
it report for review and factual cor-
rections. After the report on the sec-
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Table 2

Implementation issues for the five evidence-based practices®

Evidence-based practice

Financing and regulations

Leadership and politics

Training and quality

Assertive community treatment

Family psychoeducation

Illness management and
recovery

Integrated dual diagnosis
treatment

Supported employment

High start-up costs; need
prospective payment

to cover lag time costs; need
adequate rate structure®

Does the consumer need to be
present for reimbursement?
Session with collateral individ-
uals is not reimbursed

Documentation and funding
that can be distinguished from
usual care; no clear funding
stream

Coordination of regulations and
funding from mental health and
substance abuse agencies; dif-
ficulty of securing Medicaid

as a funder®

Need supplemental funding
from rehabilitation services
agency; need to ensure adequate
reimbursement rates®

Coerciveness of practice;
rural-urban disparity

Early consensus building
needed; perceived competition
with Family-to-Family
program?

Early consensus building needed;
perceived competition with
WRAP programb; represents a
philosophical change with regard

to the consumer’s role®

Coordination of services across
agency boundaries; lack of clar-
ity of role of substance abuse
treatment agency in evidence-
based practice model

Coordination of services across
agency boundaries; model is
focused on serious mental
illness

Retraining for existing teams;
need high standards and

monitoring

Who is most appropriate to
deliver this education?

High level of clinical skill is
needed; group implementation
may not be viable

Coordination of data infrastruc-
ture; appropriate skill sets of
clinicians

Outcomes based outside of
mental health locus of respon-
sibility; disincentive for con-
sumers to be successful

4 Critical contingency for statewide implementation

b WRAP, Wellness Recovery Action Plan

ond site visit was completed, the two
reports were synthesized into a final
report for each state. The eight final
reports can be found at www.nri-inc.
org/cmhqga.cfm.

Results

We present and discuss our observa-
tional findings about implementa-
tion issues related to each of the five
evidence-based practices, which we
organized around the three areas of
critical state involvement identified
earlier. Unlike most qualitative stud-
ies, however, this article does not
present direct quotations from our
respondents because of the specifici-
ty of the interviews we conducted
and our agreement with the states
about the use of the information col-
lected. Instead, we analyze what we
found in our interview data and sup-
port our findings with specific exam-
ples. We highlight similarities and
differences among the five practices
throughout this process (Table 2).

Assertive community treatment
Because assertive community treat-
ment is perhaps the most expensive

of the evidence-based practices to
operate, financing strategies are cru-
cial to its viability. Assertive commu-
nity treatment has extremely high
start-up costs because of a long lag
time between when teams are
formed and when they have enough
capacity to see and bill for sufficient
numbers of clients and collateral vis-
its. Thus agencies starting assertive
community treatment teams must
find prospective funds for payment
until the team is certified for Medic-
aid reimbursement (where the state
plan permits) and can be potentially
self-sustaining. Further, an appropri-
ate rate structure that covers team
meeting time and partial follow-up
with clients is important. Overall, ad-
equate funding strategies and appro-
priate targeting of the practice to
only the consumers with the highest
need are keys to rolling out assertive
community treatment on a statewide
basis, according to state implemen-
tation staff.

There are two important leader-
ship issues for assertive community
treatment: the perceived coercive-
ness of the practice and the availabil-
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ity of assertive community treatment
in rural areas. First, consumers often
fear and sometimes fight the imple-
mentation of assertive community
treatment because of a concern
about loss of autonomy over treat-
ment direction (7). However, empir-
ical evidence suggests that such per-
ceived coercion is not universally ex-
perienced by service users and that
the long-term benefits of assertive
community treatment include fewer
hospital days and crisis episodes,
longer periods of stability for con-
sumers, and greater consumer satis-
faction than with other treatment
methods (8). Second, challenges re-
lated to implementing assertive com-
munity treatment in rural settings in-
clude low client density, workforce
shortages, and travel distances that
make frequent face-to-face contacts
difficult (8). State leadership must
develop a feasible plan for imple-
mentation to avoid the perception of
an urban bias and geographic dispar-
ities for assertive community treat-
ment, as noted by several provider
and consumer respondents in our

study.
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Training and quality issues are par-
ticularly difficult for assertive com-
munity treatment because this prac-
tice has the special issue of retrain-
ing clinicians already performing as-
sertive community treatment-like
functions. In some cases assertive
community treatment teams operate
in the field with little or no fidelity.
So, as was the case with both of our
sites, clinicians must be retaught ele-
ments of a practice that they thought
they already were doing appropriate-
ly. The most successful implementa-
tions of assertive community treat-
ment require high standards for fi-
delity (that is, a score of 4 or better
out of 5 points on most elements of
the fidelity scale) with rigorous mon-
itoring systems (9,10).

Family psychoeducation

In contrast to assertive community
treatment, family psychoeducation’s
main contingency for rollout is lead-
ership. Consensus building is partic-
ularly important for family psychoe-
ducation because the practice re-
quires consumers and their families
to be actively involved in the service.
Overall, stakeholder consensus was
that progress on implementing fami-
ly psychoeducation at our three sites
was associated with how soon these
stakeholders became involved in and
committed to the practice. Another
leadership issue for family psychoed-
ucation is the perception by many
advocates of peer programs that this
practice is in competition with the
National Alliance for the Mentally
II's Family-to-Family program. Ad-
vocates and consumers in our study
suggested that clear communication
about the details of both programs is
needed to facilitate understanding
that the practices are complementa-
ry rather than mutually exclusive.
Thus early and effective communica-
tion with stakeholders is essential for
the successful implementation of
family psychoeducation.

Issues of financing and training for
family psychoeducation center on
“who” questions. For financing the
“who” question is whether a con-
sumer needs to be present in order to
bill for family psychoeducation;
specifically whether sessions with col-
lateral individuals without the con-
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sumer can be reimbursed. For train-
ing the “who” question centers on the
most appropriate and competent per-
son to provide psychoeducation serv-
ices. Advocates of consumer-based
services assert that only persons with
a particular illness or persons who are
directly affected by that person’s ill-
ness, such as family members, can ef-
fectively and empathically communi-
cate what the illness is like and what
to expect from it, not professionals or
clinicians, as with this evidence-based
model.

Iliness management and recovery
As with family psychoeducation, ill-
ness management and recovery’s
main contingency was leadership.

mn
The
most successful
implementations
of assertive community
treatment require bigh
standards for fidelity
with rigorous

monitoring.

First, illness management and recov-
ery implementers reported many of
the same tensions as in family psy-
choeducation with regard to con-
sumer and family member involve-
ment and education about the mod-
el. There was concern from con-
sumers and advocates about funding
for this practice relative to existing
funding for the Wellness Recovery
Action Plan (11) and other con-
sumer-driven practices. There was
also a need for early education for
consumers about the relative
strengths and weaknesses of the ill-
ness management and recovery
model in comparison with con-
sumer-driven models. However,

leadership is most critical for illness
management and recovery with re-
gard to the philosophical shift that it
represents. Under illness manage-
ment and recovery, the view of a
consumer changes from a passive or
marginally involved treatment recip-
ient to a full partner in decision mak-
ing about treatment. Given this fun-
damental shift, providers suggested
that entire organizations need to be
recruited and trained to ensure sup-
port for consumers’ use of new skills
within the treatment context, rather
than recruitment of just organiza-
tional leaders and specific clinicians.

The financing issues related to ill-
ness management and recovery stem
from the problematic differentiation
of illness management and recovery
activities from usual care activities in
billing systems. In addition to these
differentiation issues and in contrast
to many of the other evidence-based
practices, there is not a clear, single
funding stream to pay for illness
management and recovery, accord-
ing to state commissioners’ staffs and
providers. As a result, funding
streams used in the demonstration
project were diverse, ranging from
Medicaid, to block grant funding, to
one-time start-up funds—lending no
clear guidance as to funding likely to
be sustainable for this practice.

Illness management and recovery
had a subtle but important work-
force issue. Some providers reflect-
ed that clinicians must possess a high
level of clinical skill in order to use
illness management and recovery ef-
fectively. This necessity is problem-
atic for a workforce with high
turnover rates and low initial skill
sets.

Integrated dual

diagnosis treatment

Like assertive community treatment,
integrated dual diagnosis treatment’s
biggest contingency is financing and
regulations. However, whereas both
of these evidence-based practices re-
quire team-based funding for inten-
sive services, integrated dual diagno-
sis treatment has the added barrier
of delivering integrated mental
health and substance abuse treat-
ment when different regulatory and
administrative rules apply to distinct
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funding streams and there is a rela-
tive scarcity of substance abuse
funding. Start-up funding in the
demonstration project often used
block grant or other flexible funding.
However, state mental health au-
thority staff viewed Medicaid reim-
bursement as key to longer-term sus-
tainability. Adding to the difficulty of
using Medicaid for integrated dual
diagnosis treatment, though, is the
fact that not all states have substance
abuse treatment for adults as a Med-
icaid-reimbursable service.

Medicaid reimbursement and de-
veloping appropriate regulations for
integrated dual diagnosis treatment
is tricky, as reflected by our respon-
dents. Traditional providers of sub-
stance abuse services often hit a
stumbling block in seeking Medicaid
reimbursement because most of
these providers are not certified to
work with Medicaid. In the demon-
strations, integrated dual diagnosis
treatment was often done through
the mental health system, where
services are performed by mental
health professionals (sometimes
without specialized substance abuse
training) and reimbursement rates
are adequate for additional services.
In terms of regulations, state policy
makers and regulators need to be
creative about who can provide serv-
ices, when, and to whom. Some ex-
amples of creativity for implementa-
tion of integrated dual diagnosis
treatment that emerged in our inter-
views include dual certification for
mental health and substance abuse
providers and coordinated treatment
plans.

Leadership issues for integrated
dual diagnosis treatment center on
the coordination of services across
agency boundaries. There is a ques-
tion among commissioner-level staff
of how to link appropriately with the
substance abuse agency for this prac-
tice because there is a lack of clarity
about the role of the state’s sub-
stance abuse agencies in the toolkit.
In most interviews, the substance
abuse agency was tacitly supportive
of or completely lacking involvement
in the implementation (most likely
because of the focus on the popula-
tion with serious mental illness).
Leadership is required to overcome

these coordination issues with the
state substance abuse agency. Al-
though coordination problems also
exist in assertive community treat-
ment, the coordination issues in in-
tegrated dual diagnosis treatment
are much more complex because of
the cross-agency nature of the evi-
dence-based practice.

Coordination is the crux of training
and quality concerns for integrated
dual diagnosis treatment as well.
First, state quality assurance staff not-
ed that there is difficulty in creating
links between data systems among
agencies to allow monitoring of need
for and use of co-occurring services.
This lack of coordination results in
suboptimal tracking and outcomes as-
sessment for this practice. Second,
state implementation staff noted that
cross-training clinicians to effectively
deliver both substance abuse and
mental health services is an important
workforce development concern for
integrated treatment implementa-
tion. There are very few practitioners
that are certified in providing care for
both mental health and substance
abuse and an equally limited number
of substance abuse providers that are
Medicaid certified. Thus, although
integrated dual diagnosis treatment
can be implemented, the necessary
skill sets of those implementing the
evidence-based practice are difficult
to find.

Supported employment

Similar to integrated dual diagnosis
treatment, supported employment
must coordinate funding for services
with another agency—here, the
state’s rehabilitation services agency.
Where it is available, Medicaid reim-
bursement for employment services
will cover many of the clinical servic-
es under the supported employment
umbrella. However, supplemental
funding from the rehabilitation serv-
ices agency is needed to pay for job
acquisition and job coaching servic-
es, according to finance staff of state
mental health authorities. Another
important consideration pointed out
by providers for supported employ-
ment is to ensure adequate reim-
bursement rates for the practice.
Agencies will want to ensure that un-
der new supported employment and
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mental health funding arrange-
ments, reimbursement rates are not
lower than with traditional funding
mechanisms, which would under-
mine services to the mental health
community. Of interest, although
regulation related to licensure, pay-
ment, and fidelity measures is help-
ful in the early stages of implementa-
tion, it is not necessary. States in our
study developed special arrange-
ments to get supported employment
projects started or used resources
from another demonstration on sup-
ported employment (12). Regula-
tions would be essential for state-
wide rollout, however.

The leadership issues for support-
ed employment are somewhat differ-
ent from those for the other evi-
dence-based practices. On the one
hand, there are few “political” issues
related to the implementation of
supported employment in that there
is almost universal stakeholder ap-
proval for it. On the other hand,
leadership efforts need to be con-
centrated on coordinating regulatory
and financing schemes with an out-
side agency, as with integrated dual
diagnosis treatment. An area that
may need to be finessed in imple-
menting supported employment is
the bias toward a mental health mod-
el in the toolkits. The broader popu-
lation to which supported employ-
ment services might be offered is
much more general and larger than
the mental health consumers target-
ed in the demonstration. This nar-
rowness could make the supported
employment toolkit less attractive to
the rehabilitation agency partner, as
noted by staff of state mental health
authorities. Although these two lead-
ership issues are similar to integrat-
ed dual diagnosis treatment, they are
less complex in that rehabilitation
services agencies are actively in-
volved in delivery of supported em-
ployment and the funding streams
available for this practice are more
exploitable than with substance
abuse agencies.

Quality issues for supported em-
ployment are unique among the ev-
idence-based practices in that com-
petitive employment outcomes are
clear and easily measurable. These
outcomes were typically empha-
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sized in our local implementation
sites over the clinical outcomes in
the toolkit. However, state staff and
providers noted that success in
competitive employment is some-
what independent of those factors
controlled by clinicians. For exam-
ple, the processes of care, job devel-
opment, and coaching and the rele-
vant measured outcomes are out-
side the usual realm of the mental
health discipline and create a locus
of control for mental health treat-
ment outside of the mental health
system. Another unique factor in
supported employment is that par-
ticipation creates a disincentive to
consumers to be successful in the
program: work and higher income
may result in consumers’ no longer
meeting criteria for disability pay-
ments or medical care provided by
Medicaid. This dynamic creates
powerful counterforces in the will-
ingness and ability of consumers to
take full advantage of the benefits
of this practice.

Discussion

If the implementation process was
proceeding well in a state, partici-
pants were doing three specific
things. First, regulations were being
aligned to be commensurate with
the needs of an evidence-based sys-
tem of care. States also found or cre-
ated new ways to finance these prac-
tices that compensated providers
fairly for their efforts, both for ongo-
ing implementation and at start-up.
Second, states were providing lead-
ership to the mental health system to
move toward dynamic and effective
treatment centered on the con-
sumer. Third, states were providing
training to frontline clinicians to im-
plement the evidence-based prac-
tices with high fidelity, and they
were linking those training efforts to
quality assessments and infrastruc-
ture needs.

The results from our thematic
analyses and interviews are consis-
tent with much of the literature on
implementation and organizational
change (13-15). Specifically, leader-
ship for change and champions of
the practices were identifiable, sites
were empowered to act on and adapt
change initiatives, and resources
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necessary to accomplish change
were present. Each of these aspects
of change is important for long-term
sustainability.

There are several implications
from our findings that have rele-
vance for other states interested in
implementing evidence-based prac-
tices with high fidelity statewide.
First, evidence-based practices must
be carefully selected because each of
the evidence-based practices mobi-
lizes a different set of stakeholder
groups, requires different regula-
tions, and encounters different im-
plementation obstacles. There are

mn
Each of
the evidence-
based practices
requires the dedication
of a specific set of resources
Jor effective implementation
that includes the acquisition
of appropriate legal,
political, and buman
capital and

supports.

unique challenges associated with
each evidence-based practice that
need to be assessed for fit within a
given context. States will likely find
that their current environment is
suited to a particular set of the evi-
dence-based practices.

Second, a systematic rollout of the
selected evidence-based practice or
practices is recommended. This
strategy may take longer to accom-
plish statewide access to an array of
evidence-based practices, but ulti-

mately it will be more effective in fa-
cilitating high-quality standards and
the necessary leadership focus to im-
plement the practices successfully.
In the demonstration project one of
the two selected practices always
lagged in implementation. Invari-
ably, states became burdened by the
workforce requirements and re-
sources needed to implement multi-
ple practices. States found that it was
more effective to focus first on one
set of details related to the imple-
mentation of one of the evidence-
based practices and then on the oth-
er set of details for the second evi-
dence-based practice.

Our research reported here is not
without several important limita-
tions. First, our respondents for the
interviews were all identified by the
mental health commissioner’s office.
This could cause some bias in our
data if respondents were chosen to
present a positive view of the imple-
mentation process. However, a re-
view of our notes from the site visits
suggests that local respondents were
not prone to providing “rosy views”
of the implementation. Further, our
research was intended explicitly to
capture the state mental health au-
thority’s point of view, so we do not
see this potential bias as a particular
problem because it is consistent with
our research objectives. Second, the
qualitative design of this research
may potentially cause some interpre-
tation biases, because our number of
cases was very small. This generaliz-
ability issue is not to be minimized.
However, the depth of information
collected and insight gained in this
study could not be gained by a more
quantitative approach. We took all
appropriate methodological precau-
tions to ensure reliability in our
study, such as multiple interviewers,
interrater consensus, review of re-
ports by respondents, and group re-
view and analysis. Thus we feel the
benefits of our qualitative design
outweigh the costs.

One aspect of our research that is
unfortunate is the abstraction of our
reporting. Although we had a sizable
number of respondents, there were
only eight states involved in imple-
menting the evidence-based prac-
tices in this project and only five
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practices were implemented. When
the states and practices are arrayed
in a grid, there are virtually no de-
grees of freedom, meaning direct
quotes or specific details of an im-
plementation would be identifiable
to anyone involved in the demonstra-
tion project and anyone knowledge-
able about it. Thus we had to ab-
stract our findings in order to protect
our respondents’ anonymity, at both
the individual and state levels.
Therefore, we report only general-
izations that reflect the overall gist of
what happened in the states we visit-
ed. These generalizations are made
to inform the field but not to reflect
a unanimous consensus of all stake-
holders in all contexts.

Conclusions

In summary, each of the evidence-
based practices requires the dedica-
tion of a specific set of resources for
effective implementation that in-
cludes the acquisition of appropri-
ate legal, political, and human capi-
tal and supports. These resources
include time, attention, and money,
as well as different skills and stake-
holder groups that are needed to
form a consensus for implementa-
tion. Overall, the important mes-
sage here is that the benefits of im-
plementing multiple evidence-

based practices simultaneously may
not be additive. States should be
careful to understand the resource
constraints of each evidence-based
practice and where economies may
or may not be achieved before be-
ginning implementation.
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