
PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' August 2008   Vol. 59   No. 8888866

Despite the overwhelming evi-
dence that supported em-
ployment is the most effec-

tive approach for securing employ-
ment for people with psychiatric dis-
abilities (1,2), implementation of this
practice and other evidence-based
practices remains the exception (3,4).
The Schizophrenia Patient Outcome
Research Teams found that only 23%
of consumers in outpatient programs
received any vocational services (5).
Another large survey found that none
of the consumers studied had re-
ceived vocational rehabilitation serv-
ices in the past 30 days (6).

The National Evidence-Based
Practices Project explored whether
evidence-based practices could be
implemented in routine mental
health settings. Fifty-three agencies
across eight states participated in the
project by implementing one or more
of the following: supported employ-
ment, illness management and recov-
ery, integrated treatment for dual dis-
orders, assertive community treat-
ment, and family psychoeducation.
Facilitators, barriers, and successful
strategies for implementation were
examined qualitatively and quantita-
tively (7). This article reports on the

factors derived from the qualitative
analysis that had the most effect on
implementing evidence-based sup-
ported employment.

Methods
We studied implementation of sup-
ported employment in nine sites lo-
cated in three states. Data were col-
lected at each site for a two-year peri-
od (2002–2004) by independent im-
plementation monitors. The interven-
tion, standardized data collection
methods, and analysis of site-specific
data have been described in several
recent publications (8–10). Institu-
tional review board approval was re-
ceived within each state and for the
project as a whole.

The intervention consisted of ac-
cess to a toolkit (a workbook, infor-
mation sheets, videos, and resource
lists) and training and ongoing techni-
cal support provided by a consultant-
trainer. Implementation monitors
conducted structured monthly obser-
vations of supported employment
services and observed trainings, con-
sultation meetings, and all supported
employment–related events.

The data collected for this report
included supported employment fi-
delity assessments conducted at base-
line and four subsequent six-month
intervals as well as qualitative data, as
described below. Consultant-trainers
and implementation monitors were
trained by staff from the National Ev-
idence-Based Practices Project to
complete the Supported Employ-
ment Fidelity Scale (11), which in-
cludes 15 program-specific items that
assess whether the program is provid-
ed as the evidence-based practice
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prescribes. Each item is rated on a 5-
point scale, ranging from 1, not im-
plemented, to 5, fully implemented.
Two-day site visits were conducted to
administer the scale. A fidelity score
of 66 or higher is defined as high fi-
delity, a score between 56 and 65 is
defined as moderate fidelity, and a
score less than 56 is defined as low fi-
delity (11,12). Consultant-trainers
summarized results and recommen-
dations in a fidelity report that was
shared with agencies for the purpose
of continuous quality improvement.

After each fidelity assessment, im-
plementation monitors conducted
semistructured interviews with the
program leaders (supervisors of the
employment specialists). Consultant-
trainers and implementation moni-
tors also documented their own ob-
servations of the implementation
process. Specifically, these three
stakeholder groups provided their
perspective regarding the strategies
and barriers of implementing sup-
ported employment over the six-
month period. Interviews were audio-
taped and transcribed.

The principal unit of analysis for
this study was the mental health
agency. Field diary entries of site visit
observations, interview transcripts,
and fidelity assessment reports were
entered into Atlas.ti, a qualitative
software program (13).

Data were coded by using an a pri-
ori code list developed by staff from
the National Evidence-Based Prac-
tices Project; the list included 26 di-
mension codes (Table 1). Information
about the development of the code
list, training, and reliability testing
has been previously published (8).

Once all data were collected, im-
plementation monitors summarized
and condensed data into single-site
reports (approximately 50 pages), fol-
lowing a protocol developed by staff
from the National Evidence-Based
Practices Project. Site reports includ-
ed a number of analytic tools, includ-
ing a matrix that summarized strate-
gies and barriers for each dimension
on the code list. These tools helped
implementation monitors examine
the raw data both out of context and
in context. On the basis of the quali-
tative data, implementation monitors
rated each dimension in the matrix on

a 5-point scale for its impact on the
implementation effort (2, strongly
positive; 1, positive; 0, neither posi-
tive nor negative; –1, negative; –2,
strongly negative). This method of
within-case analysis has been found
to be an effective first step for gener-
ating insights in large-scale qualita-

tive research studies (14,15). It allows
unique patterns in each site to
emerge before cross-site comparison
is conducted (16).

For each site report, the factors that
strongly influenced the implementa-
tion process were extracted from the
dimensional matrix. This allowed ma-
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A priori code list used to code data on implementing evidence-based supported
employmenta

Attitude Evidence of expressions of support or opposition for or against 
implementation

Understanding Evidence of whether understanding of the evidence-based 
practice is or is not present or being sought

Mandate Evidence that the mental health authority does or does not 
require implementation

Money Evidence of the presence or absence of financial backing for 
implementation

Responsibility Evidence that a program leader has or does not have respon-
sibility or authority to implement

Leadership skills Evidence that leadership skills for implementation are or are 
not present or being sought

Plan enactment Evidence that there is or is not planning for the implementation
Engagement Evidence that there are or are not efforts to build active sup-

port among other stakeholders for implementation
Plan sustaining Evidence that there is or is not planning for the sustained 

offering of the evidence-based practice
Change culture Evidence that there is or is not a culture that is open to the 

kind of changes needed to implement the evidence-based 
practice

Staffing Evidence that there is or is not attention focused on meeting
the staffing requirements of the evidence-based practice

Personnel action Evidence that personnel problems that detract from imple-
mentation are or are not addressed

Mastery Evidence that the skills needed by practitioners are or are not 
present or being sought

Training Evidence that training in the evidence-based practice is or is 
not being offered

Supervision Evidence that clinical supervision of the evidence-based prac-
tice is or is not being offered

Staff meetings Evidence that a meeting structure that supports the evidence-
based practice is or is not present

Documentation Evidence that documentation structures that support the 
evidence-based practice are or are not present

Support staff Evidence that support staff functions that support the evidence-
based practice are or are not present

Physical environment Evidence that the physical environment needed to support the 
evidence-based practice is or is not present

Policies Evidence that policies that support the evidence-based practice
are or are not present

Penetration Evidence that measures of program penetration are or are not 
collected or used to improve the evidence-based practice

Outcome monitoring Evidence that outcomes monitoring methods are or are not 
collected or used to improve the evidence-based practice

Fidelity Evidence that measures of fidelity are or are not collected or 
used to improve the evidence-based practice

Reward Evidence that success is or is not celebrated or acknowledged 
to reinforce the evidence-based practice

Credential Evidence that programs are or are not credentialed to reinforce
the evidence-based practice

Feedback Evidence that feedback from practitioners or consumers is or 
is not solicited or used to improve the evidence-based 
practice

a Adapted from Marty D, et al., 2007 (8)



jor themes to be examined out of con-
text. Next, the executive summary and
other key narrative sections of each site
report were reviewed to recontextual-
ize the data and develop a comprehen-
sive list of key influential factors across
the nine sites. The list was then con-
densed by selecting factors that influ-
enced the implementation in a majori-
ty (six or more) of the sites. Each site
report was then reviewed individually
to examine how the key factor unique-
ly influenced the implementation
process at the specific site. This process
of decontextualizing and recontextual-
izing the data resulted in the emer-
gence of three key factors.

Results
The geographic locations of the sites
were diverse; three were located in ur-
ban areas (>150,000 persons), four were
located in small cities (60,000– 100,000
persons), and two were located in rural
locations (12,000–14,000 persons). Dif-
ferences in fidelity scores were not as-
sociated with geographic location.
Eight of the nine sites were compre-
hensive mental health agencies, and
one provided comprehensive psychoso-
cial services but no clinical services.

Fidelity outcomes
At baseline, none of the sites were fol-
lowing the supported employment

model, as reflected by their fidelity
scores (mean score=42.6). Five sites
had low fidelity scores, and four sites
scored in the moderate fidelity range
(Table 2). We classified individual
items as being areas of deficiency if
the fidelity score was 3 or less. At
baseline, the nine sites averaged 8.9
areas of deficiency (out of 15 items),
ranging from four to 15 areas. Of the
four sites with moderate fidelity,
three had a vocational team in place
that functioned as a unit and provided
some vocational services, such as on-
going assessment and rapid job
search. However, at baseline, these
sites did not provide all vocational
services, offer services to all clients,
offer integrated services, or conduct
individualized job searches. Further-
more, services were mostly provided
in the office instead of in the commu-
nity. Other departures from the mod-
el included using enclave-based pro-
grams, job coaching subcontracted to
a separate agency, agency-based em-
ployment, prevocational training, and
limited job development.

Over the course of the project, all
nine sites showed improvement. Im-
provement over the two-year period
is shown in Table 2. Paired t tests
showed significant mean improve-
ment in fidelity from baseline at each
of the four follow-up fidelity assess-

ments. By the two-year follow-up, the
mean improvement was 24.1 scale
points (t=4.61, df=8, p=.002). Eight
sites were rated as being at high fi-
delity, and one site was rated as being
at low fidelity.

Qualitative findings
Three factors, leadership, mastery,
and attitudes, strongly influenced the
implementation (both positively and
negatively). Sites with higher fidelity
were judged to have fewer insur-
mountable challenges and to employ
more strategies than sites with lower
fidelity scores (Table 3).

Leadership: multilevel commitment
All nine sites benefited from at least
one active leader. Four sites enjoyed
strong leadership from both the pro-
gram leader and agency administra-
tors. Three sites benefited from
strong leadership by an agency ad-
ministrator but lacked program lead-
ership. Two sites had a strong pro-
gram leader but lacked support from
agency administrators.

The executive director or other
top-level administrators showed
their commitment to implementing
supported employment by creating
leadership teams to monitor prog-
ress, make administrative adjust-
ments, and provide moral support.
They also attended planning meet-
ings, participated in supported em-
ployment training, and built rela-
tionships with community partners,
such as off-site mental health clinics,
vocational rehabilitation agencies,
and local chambers of commerce.
Executive directors or administra-
tors also built support by highlight-
ing the initiative to implement sup-
ported employment during speaking
engagements, including managers
meetings, all-staff meetings, board
meetings, internal and external con-
sumer forums, and community pre-
sentations. They provided the neces-
sary authority to transfer or dis-
charge employment specialists or
program leaders who refused to
meet their responsibilities for imple-
menting the evidence-based prac-
tice, and they created or protected
positions in the supported employ-
ment program in the face of budget
pressures. This type of strong leader-
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Supported employment fidelity ratings for nine mental health agencies 
participating in the National Evidence-Based Practices Projecta

Percentage
improvement

6 12 18 24 from baseline
Site Baseline months months months months to 24 months

1 19 57 70 72 74 289.5
2 34 —b 71 69 72 111.8
3 58 67 66 71 72 24.1
4 59 50 68 68 70 18.6
5 59 65 71 71 67 13.6
6 42 66 72 64 67 59.5
7 58 63 66 69 67 15.5
8 35 66 69 65 67 91.4
9 19 71 67 57 44 131.6
All sites

(M±SD) 42.6±16.8 63.1±6.6 68.9±2.3 67.3±4.7 66.7±8.9 56.7

a As measured by the Supported Employment Fidelity Scale. Possible scores range from 15 to 75.
A score less than 56 indicates low fidelity, a score of 56 to 65 indicates moderate fidelity, and a
score over 65 indicates high fidelity. Paired t tests were performed and results were statistically sig-
nificant.

b Missing data



ship was found to facilitate the im-
plementation process.

For example, as one person sur-
veyed commented, “The director was
instrumental in the success of the
supported employment program. She
is the program leader’s supervisor and
meets with him regularly to discuss
the implementation and sustaining of
the evidence-based practice. The di-
rector has been a strong advocate
from the beginning. She attends all
leadership meetings and has followed
most, if not all, of the recommenda-
tions the consultant-trainer has
made.”

Successful program leaders tended
to focus on structural changes. For
example, program leaders in at least
two of the sites updated or created
vocational policies and procedures

that reflected supported employment
principles. They assigned employ-
ment specialists to treatment teams to
enhance integration (or the clinical
coordination of services) and modi-
fied productivity standards to encour-
age individualized job search and job
development. They reduced paper-
work by consolidating duplicate
forms that existed internally, between
the agency and mental health author-
ity, and between the agency and voca-
tional rehabilitation. The program
leaders in at least two sites also devel-
oped databases to track outcomes and
services, such as job coaching and job
development, that had not been pre-
viously tracked. This enabled them to
obtain additional revenue through
the state vocational rehabilitation
agency. These leaders were also con-

scientious about monitoring perform-
ance and using the data to identify
implementation problems (for exam-
ple, “Why are consumers losing
jobs?”) that otherwise would not be
noticed. In addition to strong admin-
istrative skills, these program leaders
also had administrative authority,
which they used to set behavioral ex-
pectations (for example, number of
employer contacts) and to enforce
performance standards.

Several respondents commented
on the importance of a program
leader in implementing the evidence-
based practice. For example, one re-
spondent said, “[The program leader]
made it clear if the employment spe-
cialists couldn’t support the evidence-
based practice then they should look
for other work.”
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Factors influencing implementation of supported employment in nine mental health agencies participating in the National
Evidence-Based Practices Projecta

Positive factors Negative factors

Site Leadership Mastery Leadership Attitude

1 Agency administrator and Program leader had business
program leader experience; employment spec-

ialist had strong clinical skills

2 Agency administrator and Program staff had clinical
program leader knowledge and prior experience

with supported employment

3 Administrative administrator Program staff had prior
and program leader experience with supported

employment

4 Agency administrator and Program leader had Initial program staff were
program leader business skills resistant to implementing

program

5 Agency administrator Lacked strong program
leader Employment specialist was

resistant to implementing
program

6 Program leader Lacked support from Employment specialist was
(employed for only the top administrators resistant to implementing
first study year) program

7 Agency administrator Lacked strong program Employment specialist was
leader resistant to implementing

program

8 Some support from Lacked strong program Employment specialist was
agency administrator leader resistant to implementing

program

9 Program leader Lacked support from
(employed for only the agency administrators
first study year)



Another respondent said, “The pro-
gram leader set very clear expecta-
tions for the employment specialists.
There was little room for confusion as
to what their job expectations were.”

Furthermore, successful program
leaders exhibited strong clinical su-
pervisory skills. Site reports indicated
that they understood supported em-
ployment principles and gave em-
ployment specialists real-life exam-
ples of how to apply them. They were
also familiar with supported-employ-
ment clients and able to find solutions
to problem cases with employment
specialists. They provided positive
feedback to employment specialists
and rewards to clients who participat-
ed in supported employment. For ex-
ample, the site with the highest fideli-
ty score gave hats with the slogan
“Everyone Works” to consumers
upon entering the supported employ-
ment program.

Lack of strong leadership appeared
to be a barrier to achieving high fi-
delity on specific items. For example,
administrators at one site mandated
that the supported employment staff
undertake a youth work program dur-
ing the summer, whereby employ-
ment specialists would find tempo-
rary, seasonal work for youths, even
though this assignment was clearly at
odds with supported employment
principles and detracted from the
staff’s ability to provide high-fidelity
supported employment services.

The failing site also had little sup-
port and involvement from agency
administrators. Initially, it had a
strong and committed program
leader who facilitated early success in
implementing the model, but the
program leader resigned after the
first year of implementation and was
not replaced.

Mastery: experience 
versus training
All sites received a two-day training
session in supported employment and
also received technical assistance
over at least the first year of imple-
mentation. Furthermore, consultant-
trainers offered additional training as
they deemed necessary. For example,
three sites received extensive supervi-
sory and management skills training,
including biweekly observation of

group supervision and two days of di-
dactic training on how to supervise
supported employment staff. Five
sites also received job development
training, including didactic training,
role playing, or shadowing employ-
ment specialists on meetings with po-
tential employers.

Reasons that four sites did not par-
ticipate in additional training includ-
ed a lack of need (that is, staff exhib-
ited strong skills), lack of interest, or
disruptions in staffing. Geographic
distance appeared to be a factor in re-
duced technical assistance in two ge-
ographically remote sites.

The four highest-fidelity sites had
either program leaders with prior
skills in business and clinical supervi-
sion or employment specialists with
strong clinical skills for working with
people with mental illness. Program
leaders with business skills were
comfortable interacting with possible
job sites and could teach and model
these skills for their staff. Their un-
derstanding of business led to the
quick adoption of job development
activities needed for successful indi-
vidualized job search and follow-
along supports. In some cases, these
program leaders were already part of
various business networks in their lo-
cal communities.

No prior specialized skills were
recorded for supported employment
staff in the remaining sites. In fact,
the lack of business, supervisory, or
clinical skills was viewed as a signifi-
cant challenge.

One respondent said, “Supported
employment work takes an incredible
amount of skill. I think unless you
have some of those skills to start with,
which a place like [name withheld]
that pays very little money is not go-
ing to get somebody who’s very skilled
at job development . . . plus clinical
knowledge. Having those two sides
come together is really what it takes,
and to develop that skill if you don’t
have those skills at all, I think can be
near to impossible . . . it can take a
very, very long time to get their skills
to that point.”

Attitude: doubting recovery and
supported employment principles
Staff resistance to change was com-
mon across all the sites. Some staff

suspended their personal judgment
and “gave the model a try.” One em-
ployment specialist from one of the
highest-fidelity sites admitted at the
end of the project, “I didn’t believe
that supported employment would
work with our members, but I tried it
anyway. I learned that you really can’t
predict who will do well and who
won’t.”

Staff resistance slowed the ability of
sites to achieve full implementation
of fidelity on specific elements of the
model. Specifically, staff in three sites
struggled with supported employ-
ment principles regarding partnering
with their clients to conduct an indi-
vidualized job search, searching for
competitive jobs, and providing the
majority of their services in the com-
munity. Supported employment staff
in four sites struggled with the zero-
exclusion principle and continued to
offer services only to clients who
they felt were “work ready.” For ex-
ample, survey data from a respon-
dent at one site indicated, “Although
there may not be formal criteria for
exclusion, informally both case man-
agers and supported employment
staff are “screening out” clients
based on hygiene, social appropri-
ateness, substance use, and medica-
tion compliance.”

The program leader confirmed the
survey results by expressing concerns
that “double messages” were given to
case managers who were officially
told to refer any client who wants to
work but unofficially told that clients
have to be “work ready” or they are
“inappropriate referrals.”

In three sites, staff who previously
ran either enclave or agency-based
employment programs were resistant
to offering only competitive-based
employment options. The mental
health authority or agency adminis-
trators successfully countered the re-
sistance by instituting and mandating
procedural changes, such as remov-
ing the funding or closing access to
on-site employment positions. Al-
though staff attitudes changed in two
sites once they began providing sup-
ported employment services, the re-
sistance regained strength in one site,
when the program leader resigned af-
ter one year and employment special-
ists slipped back into placing con-
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sumers in similar low-level job posi-
tions instead of conducting an indi-
vidualized job search.

In general, agencies countered re-
sistance by providing additional train-
ing, mandating procedural changes,
or terminating or transferring the re-
sistant employees. One site believed
that training efforts were effective.
For example, one respondent said,
“Zero exclusion was probably the
biggest thing that I think [the em-
ployment specialist] had difficulty
with. And I talked to her a lot, al-
though she was still hesitant, it wasn’t
until we had [an educational forum]
and the other [staff] talked to her
about examples . . . and she got it.”

Three sites, however, found train-
ing to be an insufficient strategy for
addressing resistance to the model.
For example, one respondent said,
“Not all the employment specialists
are opposed to the evidence-based
practice, but some of them are quite
adamantly opposed to it. These em-
ployment specialists are also quite vo-
cal and somewhat abrasive. The pro-
gram leader and the clinical director
approached it as an educational issue
and searched for individualized,
meaningful ways to influence the re-
sistant staff members. One employ-
ment specialist that was opposed did
change his practice to align with the
evidence-based practice. The other
did not. So this management style has
not been very effective.”

Furthermore, resistant staff in four
sites refused training on supported
employment. In one site, resistant
staff successfully advocated for the
cancellation of further training.

Agency administrators in three
sites overcame resistance by replac-
ing program leaders and employment
specialists that advocated against the
model. Sites that were able to suc-
cessfully replace resistant staff with
staff who embraced the evidence-
based practice principles found that
the turnover promoted the imple-
mentation process

As one respondent said, “This [fi-
delity item—that is, individualized
job search] also increased because
one of the primary detractors re-
signed from her job, thus changing
the team dynamics.”

And another respondent said,

“[The employment specialist’s] ability
to take the information and have a
positive attitude and go forward was
critical to the success [of the support-
ed employment program].”

Discussion
In general, the supported employ-
ment demonstration project was a
success. By the end of the two-year
project, eight of the nine study sites
successfully implemented and sus-
tained high-fidelity programs. How-
ever, each faced a number of similar
challenges. Lessons may be learned
for how those challenges were ad-
dressed and overcome.

First, the study demonstrated that
nothing replaces leadership. Sites with
the highest fidelity had strong leader-
ship on both administrative and pro-
gram levels. Experience from sites
such as the one that ended the project
with low fidelity demonstrated that al-
though one strong program leader
may be able to achieve high-fidelity
temporarily, agencies need strong
leadership on multiple levels to sustain
high-fidelity programs over time. The
depth of the qualitative data allows for
a closer look at the specific roles and
behaviors that effective leaders as-
sumed on both of these levels to facil-
itate the implementation process.

Second, the in-depth nature of this
study allowed for a fuller understand-
ing of the intervention. In order to
achieve the success, sites were not
only provided structured training,
they were also provided on-site and
off-site technical assistance that in-
cluded job shadowing and routine
feedback to a wide variety of key
stakeholders (employment special-
ists, program leaders, agency admin-
istrators, and mental health authori-
ties). Many sites also received addi-
tional training tailored to their indi-
vidual needs.

Although the intense level of train-
ing and consultation strongly influ-
enced the implementation process,
prior knowledge and experience of
staff was also a key factor. Sites with
the highest fidelity scores had pro-
gram leaders with skills in business
and clinical supervision or employ-
ment specialists with strong clinical
skills. Furthermore, sites in which
these skills were lacking indicated

that this deficiency impeded the im-
plementation process.

The third lesson learned is that it is
essential to hire supported employ-
ment staff who believe in recovery
and supported employment princi-
ples. Employing staff who doubt and
challenge the evidence-based model
can hinder agencies’ ability to imple-
ment aspects of the model, as seen by
the three sites that were unable to ob-
tain or sustain high scores on specific
fidelity items. The findings indicated
that changing resistant attitudes is of-
ten difficult and training may be in-
sufficient.

This study had several limitations.
First, no consumer-level outcomes
were collected, for reasons discussed
by McHugo and colleagues (7).
Briefly, consumer-level data collec-
tion was judged to be too resource in-
tensive. Moreover, a number of stud-
ies have established a consistent asso-
ciation between higher fidelity and
higher employment rates (17–19).

Another limitation of this report
was its focus on site-specific factors.
State-level factors, such as infrastruc-
ture funding, preparation, and estab-
lishing standards, are reported else-
where (20,21).

Implementation monitors’ involve-
ment both in fidelity ratings and in
data collection and analysis may also
be viewed as a limitation. To mini-
mize bias introduced by the dual role,
two raters conducted all fidelity as-
sessments. Across all fidelity assess-
ments, the agreement between raters
on the total scale score was excellent
(intraclass correlation coefficient=
.98). Implementation monitors were
also instructed not to discuss fidelity
ratings with sites or provide any feed-
back during the course of the project.

Despite these limitations, the find-
ings provide important information
about the implementation process.
On the basis of these findings, we of-
fer the following recommendations to
those implementing evidence-based
supported employment.
' Before initiating the supported

employment implementation, ensure
top-level administrators are commit-
ted to the initiative and are willing to
carry out the range of actions includ-
ed in this report.
' Dismantle programs that contra-
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dict or interfere with supported em-
ployment (for example, prevocation-
al, enclave, or agency-based employ-
ment programs).
' Designate a full-time staff per-

son to lead the supported employ-
ment program who has administrative
authority. Give preference to candi-
dates with strong skills in business
and clinical supervision.
' Hire employment specialists

with strong clinical skills for working
with people with mental illness who
believe in recovery and supported
employment principles.
' Set clear performance standards

based on the evidence-based model
and be prepared to remove staff who
do not meet them.

Conclusions
This study suggests that strong lead-
ership on both the administrative and
program levels may facilitate the im-
plementation of supported employ-
ment. Sites with the highest fidelity
scores hired staff with clinical or busi-
ness skills, in addition to providing
training and consultation. The find-
ings also demonstrate that employing
staff who doubt and challenge the ev-
idence-based model slows down the
implementation process, suggesting
the critical role of hiring staff who be-
lieve in recovery and supported em-
ployment principles.
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