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Objective: This article presents fidelity outcomes for five evidence-based
practices that were implemented in routine public mental health settings
in the National Implementing Evidence-Based Practices Project. Methods:
Over a two-year period 53 community mental health centers across eight
states implemented one of five evidence-based practices: supported em-
ployment, assertive community treatment, integrated dual disorders
treatment, family psychoeducation, and illness management and recov-
ery. An intervention model of practice dissemination guided the imple-
mentation. Each site used both human resources (consultant-trainers)
and material resource (toolkits) to aid practice implementation and to fa-
cilitate organizational changes. External assessors rated fidelity to the
evidence-based practice model every six months from baseline to two
years. Results: More than half of the sites (29 of 53, or 55%) showed high-
fidelity implementation at the end of two years. Significant differences in
fidelity emerged by evidence-based practice. Supported employment and
assertive community treatment had higher fidelity scores at baseline and
across time. Illness management and recovery and integrated dual disor-
ders treatment had lower scores on average throughout. In general, evi-
dence-based practices showed an increase in fidelity from baseline to 12
months, with scores leveling off between 12 and 24 months. Conclusions:
Most mental health centers implemented these evidence-based practices
with moderate to high fidelity. The critical time period for implementa-
tion was approximately 12 months, after which few gains were made, al-
though sites sustained their attained levels of evidence-based practice fi-
delity for another year. (Psychiatric Services 58:1279-1284, 2007)
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sychosocial evidence-based prac-
Ptices can lead to desirable out-

comes for people with serious
mental illness. These outcomes in-
clude improved community and in-
terpersonal functioning, better quali-
ty of life, and lessening of psychiatric
symptoms (1,2). Unfortunately, these
practices are not routinely available,
and many people with serious mental
illness are not receiving evidence-
based care (3,4). Widespread varia-
tion at the state level has been report-
ed with regard to commitment to and
success of implementation of evi-
dence-based practices (5). One hin-
drance to widespread dissemination
of evidence-based practices is a lack
of knowledge about the process of
implementation (6).

The literature suggests that imple-
mentation of evidence-based prac-
tices has failed for numerous reasons.
Most evidence-based practices are
complex and may be difficult to im-
plement without preexisting structure
and support (7). Some studies have
suggested that the principal reason for
failure lies in an inadequate imple-
mentation plan with no clear model
specification (8,9). A recent review of
the mental health implementation lit-
erature found large conceptual and
empirical gaps (10), highlighting the
need for implementation research.

The National Implementing Evi-
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dence-Based Practices Project inves-
tigated the implementation of five
psychosocial practices in routine
mental health settings: supported
employment (11), family psychoedu-
cation (12), illness management and
recovery (13), integrated dual disor-
ders treatment (14), and assertive
community treatment (15). The proj-
ect examined practices implemented
in 53 sites across eight states that used
a common implementation model,
which included material and human
resources for each evidence-based
practice. A mixed-methods study was
conducted to understand the process-
es and outcomes of implementation
over a two-year period at each site.
Additional details about the project
have been previously published (6).
The unit of analysis for the study
reported here is the site, and the pri-
mary outcome is model fidelity (16).
Fidelity scales have been validated
for some evidence-based practices,
such as assertive community treat-
ment and supported employment,
and have proven useful in differenti-
ating among programs (17). Studies
that used fidelity scales have found
better outcomes for consumers when
services adhere closely to a model
with specified critical components
and standards (18-25). This relation-
ship has been established for assertive
community treatment and supported
employment but not for the other
three practices included in this study.
This is the first prospective study
with a sufficient number of sites to per-
mit use of fidelity as the outcome of
implementation in order to examine
differences among evidence-based
practices. Our primary aim in this arti-
cle is to present the two-year fidelity
results from the National Implement-
ing Evidence-Based Practices Project.
The study had two overarching purpos-
es: to discern whether certain evi-
dence-based practices were imple-
mented more faithfully than others and
to examine change over time in fidelity
within each evidence-based practice in
order to determine the critical time ex-
posure for successful implementation.

Methods

Sites

Mental health authorities in eight
states agreed to participate in the
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project, which involved recruiting
sites and developing training and con-
sultation capacity. Each state identi-
fied two evidence-based practices for
dissemination. Various mechanisms
were used across the states to recruit
sites and to determine which sites
would implement which practice.
Some states chose among solicited
proposals; others used less formal
procedures. Sites were public-sector
community mental health agencies,
and the evidence-based practices
were implemented within their pro-
grams of care for people with serious
mental illness. The extent of practi-
tioner involvement in and consumer
access to the evidence-based practice
was determined by each site and var-
ied widely.

States provided a consultant-train-
er for each evidence-based practice,
and sites agreed in principle to pro-
vide time for training and supervision
and to develop a relationship with the
consultant-trainer. States gave no ad-
ditional financial incentives to the
sites, and they differed in the extent
of their commitment and resources to
disseminate and support evidence-
based practices. Sites also agreed to
participate in a range of evaluation
activities, which were coordinated by
an implementation monitor assigned
to each site. Implementation moni-
tors visited the sites monthly to col-
lect systematic qualitative and quanti-
tative data on the process and out-
comes of implementation. Imple-
mentation monitors and consultant-
trainers covered from two to eight
sites within their states. Institutional
review board approval was obtained
for the overall project and within each
state.

The baseline assessments and the
start of implementation ranged from
mid-2002 to mid-2003. Implementa-
tion monitoring continued for two
years. Forty-nine sites provided two
years of data.

Implementation model

The implementation model arose
from a literature review, practical ex-
perience of services researchers, and
focus groups with stakeholders. Addi-
tional details are available elsewhere
(7). Central to the model were the
implementation resource kits, also

known as toolkits, and a consultant-
trainer (26). The toolkits contained
practice-specific and common re-
sources, such as a user’s guide and im-
plementation tips for program lead-
ers; introductory videos, PowerPoint
presentations, and brochures; a prac-
tice demonstration video and work-
book for practitioners; and fidelity
scales with protocols.

The consultant-trainer provided
training and clinical supervision to
the program leaders and practitioners
who were implementing the practice.
The model prescribed a half-day kick-
off session to introduce the practice
to all stakeholders and three days of
skills training modules for practition-
ers. Additional training and clinical
supervision were provided as request-
ed. The consultant-trainer also pro-
vided consultation to the leadership
of the agency concerning concomi-
tant organizational changes. Consul-
tant-trainers were trained and super-
vised in both roles by evidence-based
practice experts through monthly
conference calls and semiannual in-
person meetings.

The intensity and quality of the
training and consultation varied both
within and across states and practices,
as did use of the toolkits. In addition
to the kickoff and skills training, some
sites received on-site training and
consultation once per month for two
years, whereas others received one
day quarterly in the first year only.
This variation was the result of indi-
vidual differences among the consult-
ant-trainers, the contexts in which
they worked (states and sites), and
the practices themselves.

Assessing fidelity

Fidelity was assessed by rating adher-
ence to the principles and procedures
specified in the evidence-based prac-
tice models. Fidelity scales had been
validated previously for assertive com-
munity treatment (27) and supported
employment (11). Investigators within
this project, in conjunction with de-
velopers of the practices, created fi-
delity scales for integrated dual disor-
ders treatment, illness management
and recovery, and family psychoedu-
cation. The implementation resource
kits, including the fidelity scales, can
be obtained on the Web site of the
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Center for Mental Health Services of
the Substance Abuse and Mental
Health Services Administration (men
talhealth.samhsa.gov/cmhs/communi
tysupport/toolkits).

The assessment of fidelity was sim-
ilar across practices. It involved one-
day site visits to gather information
from various sources in order to make
5-point ratings on the critical compo-
nents of the practice. A rating of 5 in-
dicates full adherence to the model,
and 1 indicates no adherence. The av-
erage of the item ratings yields a total
fidelity score. For the study reported
here, a total score of 4.0 or greater in-
dicated high fidelity, scores between
3.0 and 4.0 indicated moderate fideli-
ty, and scores less than 3.0 indicated
low fidelity. Two trained raters—the
consultant-trainer and the implemen-
tation monitor—assessed fidelity. Se-
nior staff for each evidence-based
practice provided initial training to
the fidelity assessors and provided
monthly telephone supervision.

Fidelity was assessed at baseline
(before implementation) and at six,
12, 18, and 24 months thereafter. As-
sessors followed a detailed protocol
with instructions for preparing sites
for the visit, critical elements in the fi-
delity assessment, and sample inter-
view questions. The protocol also in-
cluded a fidelity assessment checklist.
The assessment schedule typically in-
cluded interviews with the team
leader and practitioners, observation
of team meetings and the interven-
tion (for example, accompanying an
assertive community treatment case
manager), interviews with clients, and
review of client charts. After the site
visit, each assessor made independent
fidelity ratings. The two assessors
then reconciled any discrepancies to
arrive at the final fidelity ratings. The
consultant-trainer provided a fidelity

report to the site after each assess-
ment, which summarized the fidelity
ratings and provided advice concern-
ing components of the practice that
were deficient.

Analysis

The interrater reliability of the fideli-
ty scales was evaluated with the intra-
class correlation coefficient (ICC)
(28), based on a one-way random-ef-
fects analysis of variance (ANOVA)
model for agreement between the
two fidelity assessors on the total
scale scores. The ICC was computed
across all assessment points for each
fidelity scale.

Forty-nine sites that completed the
project were included in the outcome
analyses. We first analyzed the fideli-
ty outcomes by evidence-based prac-
tice at the end of the two-year imple-
mentation period. One-way ANOVA
compared the average endpoint fi-
delity scores among the five evi-
dence-based practices. Second, we
examined change over time in fidelity
for the five evidence-based practices.
Mixed-effects regression models
were used to test the significance of
the time and practice main effects
and their interaction.

Results

Table 1 shows the distribution of the
eight states and 53 sites that set out to
implement the five evidence-based
practices.

Interrater reliability

Interrater agreement between pairs
of independent assessors was high for
all five fidelity scales (assertive com-
munity treatment: ICC=.99, N=52
pairs of ratings; family psychoeduca-
tion: ICC=.99, N=24; integrated dual
disorders treatment: ICC=.89, N=48;
illness management and recovery:

ICC=.97, N=50; and supported em-
ployment: ICC=.98, N=34). These
results indicate high agreement be-
tween raters and minimal bias due to
the relationship of the consultant-
trainers with the sites.

Endpoint differences among
evidence-based practice

Table 2 presents the summary statis-
tics by evidence-based practice for
the fidelity scales at the 24-month as-
sessment point. Assertive community
treatment, family psychoeducation,
and supported employment were on
average at or above the threshold val-
ue (4.0), and three-quarters or more
of the sites attained high-fidelity im-
plementation. Illness management
and recovery and integrated dual dis-
orders treatment fared less well over-
all. Their average fidelity scores were
below the threshold, and their rates
of high-fidelity implementation were
below the other three practices.
Overall, 29 of 49 sites (59%) scored
4.0 or higher on the respective fideli-
ty scale at the two-year assessment
point. If the four dropout sites are
considered to have had low-fidelity
implementation, the overall rate of
high-fidelity implementation was
55% (29 of 53 sites). Specifically, the
rate changes to 50% for family psy-
choeducation (three of six sites) and
15% for integrated dual disorders
treatment (two of 13 sites).

One-way ANOVA revealed signifi-
cant differences at the endpoint
among the five evidence-based prac-
tices in average fidelity scores
(F=4.10, df=4 and 48, p<.007). Pair-
wise comparisons revealed few signif-
icant differences, but a significant dif-
ference was found when assertive
community treatment and supported
employment were compared with the
other three practices. Despite mean

Table 1

Number of states and sites for each of the evidence-based practices implemented in the National Implementing

Evidence-Based Practices Project

State Assertive com- Family Integrated dual Illness manage- Supported

or site munity treatment  psychoeducation disorders treatment ment and recovery  employment  Total
States 2 3 3 4 3 8
Initial sites 13 6 13 12 9 53
Final sites 13 4 11 12 9 49
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Table 2

Scores on fidelity scales at 24 months and range of scores over two years for five evidence-based practices at 49 sites in the
National Implementing Evidence-Based Practices Project*

Score at 24 months

Sites with a score
of =4 at 24 months

Practice Number of sites M SD Score range N %
Supported employment 9 4.45 .60 2.93-4.93 8 89
Assertive community treatment 13 417 27 3.73-4.65 10 77
Family psychoeducation 4 4.00 58 3.17-4.50 3 75
Illness management and recovery 12 3.58 1.07 1.38-4.54 6 50
Integrated dual disorders treatment 11 3.42 53 2.71-4.21 2 18
All sites 49 3.89 .76 1.38-4.93 29 59

# Fidelity was measured with scales specific to each practice, with 5 indicating full adherence to the model and 1 indicating no adherence. A score of
=>4.0 indicates high fidelity; 3.0 to 3.9, moderate fidelity; <3.0, low fidelity

differences among the practices at
the endpoint, each one was imple-
mented with high fidelity by some
sites, as indicted by the number of
sites with scores of 4.0 or higher and
by the maxima in Table 2. Moreover,
only seven sites had endpoint fidelity
below 3.0: none for assertive commu-
nity treatment and family psychoedu-
cation, one for supported employ-
ment, and three each for illness man-
agement and recovery and integrated
dual disorders treatment.

Fidelity trends over time

Figure 1 shows longitudinal trends in
average fidelity for each evidence-
based practice over two years. Gains
in fidelity were confined largely to
year 1, although there were differ-
ences among the practices. Assertive
community treatment leveled off af-

ter six months, supported employ-
ment and illness management and re-
covery leveled off after one year, and
family psychoeducation and integrat-
ed dual disorders treatment had a
positive slope throughout. Mixed-ef-
fects regression showed significant
main effects for both linear time
(F=127.74, df=1 and 44, p<.001) and
quadratic time (F=72.80, df=1 and
44, p<.001) and for practice (F=
12.46, df=4 and 44, p<.001), as well as
significant interactions of practice
with both linear time (F=4.02, df=4
and 44, p<.007) and quadratic time
(F=2.90, df=4 and 44, p<.03).
Because of the curvilinear nature of
fidelity over time and to the interac-
tions, separate mixed-effects regres-
sion models were fit to contrast the
two years of implementation. An
analysis including baseline, six, and 12

Figure 1

Mean fidelity scores over two years for five evidence-based practices

implemented at 49 sites?

5.0
4.5 —
4.0 —
3.5 —
9]
9 3.0 — <>Supported employment
: 2.5— M Assertive community treatment
o] 20— O Integrated dual disorders treatment
o 2
[ 15 ‘I\Iness management and recovery
' © Family psychoeducation
1.0 T T T T T
Baseline 6 months 12 months 18 months 24 months
Assessment

* Fidelity was measured with scales specific to each practice, with 5 indicating full ad-
herence to the model and 1 indicating no adherence. A score of 24.0 indicates high fi-
delity; 3.0 to 3.9, moderate fidelity; <3.0, low fidelity
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months (year 1) revealed a significant
main effect for time (F=147.82, df=1
and 44, p<.001), whereas an analysis
including 12, 18, and 24 months (year
2) did not. As Figure 1 shows, the ev-
idence-based practices differed in the
rate of change in fidelity during the
first year, which produced a signifi-
cant practice—by—time interaction (F=
4.80, df=4 and 44, p<.003). The order
of the evidence-based practices from
the steepest linear slope to the shal-
lowest was family psychoeducation,
illness management and recovery,
supported employment, assertive
community treatment, and integrated
dual disorders treatment. By year 2,
four of the five evidence-based prac-
tices showed little further gain in fi-
delity. Only family psychoeducation
improved substantially in year 2, but
because of the small number of sites,
the practice-by-time interaction was
not significant. The main effect for
practice was significant in each year,
because assertive community treat-
ment and supported employment had
higher mean levels of fidelity
throughout, but this effect was mod-
erated by interactions with time.

Discussion

The 59% rate of high-fidelity imple-
mentation at two years is encouraging
for the wider dissemination of these
five practices. Only seven of the 49
sites (14%) failed to achieve an end-
point fidelity scale score of 3.0 or
higher. Currently, there is no consen-
sual agreement on cutoff scores for
high fidelity, whether for quality as-

surance, implementation research, or
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accreditation. We chose a score of 4.0
or higher on face validity, but others
have imposed different standards
(17,29.30).

Because of the lack of comparison
sites and because of confounding in
this study (for example, states and
consultant-trainers), the findings
must be viewed as descriptive. They
leave open questions concerning the
effectiveness of the implementation
model and differences among the five
practices. Moreover, there is little rel-
evant literature in the mental health
field with which to compare these re-
sults. The rates of high-fidelity imple-
mentation compare favorably with
those in previous studies—for exam-
ple, 533% for assertive community
treatment (17), 50% for family psy-
choeducation (31), and 61% for sup-
ported employment (32).

There are several possible reasons
for the differences in endpoint fideli-
ty. The practice models, and hence
the fidelity scales, variously empha-
size the structure of the practice ver-
sus the clinical expertise required to
deliver it, which may account for
baseline and endpoint differences.
Supported employment and assertive
community treatment require struc-
tural and clinical changes, whereas
other practices rely more on clinical
interventions. Structural changes can
often be implemented quickly,
whereas clinical skills require exten-
sive training and supervision to im-
plement fully.

Furthermore, the differences among
the practices must be interpreted
cautiously, because the fidelity scales
have not been calibrated against each
other. Item analysis and a larger sam-
ple of sites will be needed to fully
evaluate the properties of the five fi-
delity scales. Despite this limitation,
several factors support the credibility
of the findings reported here: similar
procedures were used to develop the
fidelity scales, common assessment
methods were used, and the scales
have high face validity. Moreover, the
fidelity scales provided the basis for
implementation targets for the sites,
and as the maxima in Table 2 indicate,
high scores were attainable on all five
scales.

The longitudinal fidelity results in-
dicate that providers using the toolkit

implementation model and similar
resources should be able to achieve
successful implementation within 12
months. The variation in the rate of
implementation highlights another
difference among the evidence-based
practices. Unlike assertive communi-
ty treatment and supported employ-
ment, which can attain high fidelity
rapidly, illness management and re-
covery and family psychoeducation
unfold more slowly over time in a pre-
scribed fashion, and therefore it is im-
possible to achieve high fidelity in
these practices until all of the stages
have been implemented.

The toolkit model prescribed one
year of training and consultation to
achieve successful implementation,
followed by one year of reduced sup-
port to facilitate sustaining of the
practice. Accordingly, the longitudi-
nal results revealed few further gains
in fidelity during year 2, but they also
revealed no erosion of the gains
made during year 1. The focus at the
sites shifted from improving fidelity
to sustaining the practice, even if
high-fidelity implementation had not
been achieved by the end of year 1.
This suggests the need to revise the
implementation model to include
booster training or other interven-
tions at sites that fail to reach high fi-
delity in one year in order to facilitate
further gains in fidelity and to sup-
port sustainability.

This study focused on model fideli-
ty as the measure of evidence-based
practice implementation, although
there are other indicators of imple-
mentation success. The penetration
of the practice provides another per-
spective on implementation, where
penetration is defined as the propor-
tion of eligible consumers who have
access to the practice. Measures of
consumer satisfaction with evidence-
based practice services and practi-
tioner attitudes toward evidence-
based practices could also be used to
evaluate implementation success. An-
other perspective on implementation
concerns the quality of clinical skills
and interactions, which are difficult
to assess validly (33). System out-
comes such as lower hospital and jail
use should also accrue from success-
ful implementation of evidence-
based practices.
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The ultimate aim of successful evi-
dence-based practice implementa-
tion is to improve consumer out-
comes, but outcomes are an imper-
fect measure of implementation, be-
cause the association between fidelity
and outcomes is modest. Conse-
quently, Goldman and colleagues (5)
have cautioned that “measures of fi-
delity are a means to an end, not an
end in themselves.” Study of the rela-
tionship among multiple indicators of
implementation is needed, in addi-
tion to study of the association be-
tween those indicators and consumer
outcomes. An optimal approach to
implementation that will improve
consumer outcomes may be to com-
bine approaches, that is, to seek fi-
delity to the model during early im-
plementation and then to use out-
come-based supervision to adapt and
sustain the practice.

The limitations of this study must
be considered when drawing infer-
ences from the fidelity results. Sites
were not selected randomly. All sites
volunteered, but the rigor and nature
of the selection process differed
across states. No doubt those chosen
were among the more motivated to
implement a new practice, but they
cannot be considered to be early
adopters because all practices except
illness management and recovery
have been around for at least ten
years. Nevertheless, the generaliz-
ability of the findings to other sites
may be limited by selection factors.
In addition, the fidelity assessors
were not blinded. The consultant-
trainers had an investment in the suc-
cess of their sites, but the high agree-
ment between them and the imple-
mentation monitors, who were not
similarly invested, suggests the ab-
sence of strong and systematic bias.

In addition, the fidelity results are
descriptive rather than analytic, and
we cannot yet answer questions as to
why certain evidence-based practices
had higher fidelity implementation
than others or why certain practices
took longer on average to reach high
fidelity. The differences may be due
to the practices themselves, to con-
textual factors, or to the fidelity
scales. In the course of this study, we
accumulated a large amount of quali-
tative and quantitative data concern-
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ing the process of implementation at
these sites. In follow-up papers, these
data will be used to examine predic-
tors of successful implementation and
to explore the facilitators of, and bar-
riers to, high-fidelity implementation
both within and across evidence-
based practices.

Conclusions

This is the first article to report a sys-
tematic study of the fidelity of evi-
dence-based practice implementa-
tion across a large number of sites. Al-
though we acknowledge limitations in
our study and emphasize its descrip-
tive nature, we have determined that
most mental health centers can im-
plement evidence-based practices
and that one year appears to be the
average amount of time needed for
successful implementation to occur
using the toolkit model of practice
dissemination. Further, we found that
some evidence-based practices may
be easier to implement than others,
but the validity of this conclusion
awaits fidelity scale refinement, in-
depth process analyses, and study
replication.
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