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Abstract. Objective: To compare fidelity of implementation of supported employment in different types of provider organizations.
Methods: Using opportunity sampling, a multi-state survey yielded a sample of 106 supported employment programs, including
33 located in community mental health centers (CMHCs), 18 located in psychosocial rehabilitation centers, 31 located in
comprehensive rehabilitation centers, and 24 housed in other social service agencies. Program directors completed a telephone
interview on the Quality of Supported Employment Implementation Scale (QSEIS), a 33-item supported employment fidelity
scale.
Results: CMHC-based programs rated significantly higher on fidelity than programs housed in psychosocial rehabilitation or
comprehensive rehabilitation centers. Integration with mental health treatment was the key factor differentiating the types of
provider organizations.
Conclusions: Type of provider organization is an important factor in facilitating implementation of evidence-based principles of
supported employment.
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1. Introduction

Supported employment is now well established as an
evidence-based practice for people with severe mental
illness (SMI) [5,13,37] on the strength of 9 random-
ized controlled trials and 4 quasi-experimental stud-
ies [5]. Furthermore, there has been increasing consen-
sus among experts and practitioners on the principles
of supported employment for people with SMI [18],
as well as growing empirical support for these specific
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46202-3275, USA. Tel.: +1 317 274 6752; Fax: +1 317 274 6756;
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principles [4,5]. Seven widely agreed-upon and empir-
ically supported principles of supported employment
are eligibility based on consumer choice, integration
with treatment, competitive employment as the goal,
rapid job search, time-unlimited follow-along supports,
attention to consumer preferences, and provision of
benefits counseling [1,5].

As an evidence-based practice gains popularity, it
is crucial to have a method for identifying programs
that are implementing it according to its key principles.
This has given rise to the developmentoffidelity scales,
defined as instruments measuring degree of implemen-
tation of a practice [7,30]. Fidelity scales have many
practical and research uses, providing: a) documenta-
tion of the dissemination of a defined practice, b) op-
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erational guidelines to agencies seeking to implement
a new practice, c) standards by which programs may
monitor their progress, d) criteria for state agencies
(e.g., mental health, vocational rehabilitation) to assess
multisite projects to reward high performers and iden-
tify outliers needing technical assistance, and e) a tool
for consumers and family members in making service
choices and advocating for better services. The utili-
ty of fidelity scales is indicated by studies suggesting
that programs implementing evidence-based practices
with high fidelity generally have better outcomes [2,3,
24–26].

The current study examines the influence oftype of
provider organization on supported employment fideli-
ty. Provider organization is important in that some
types of organization may be more compatible with im-
plementing high fidelity supported employment. His-
torical reasons, such as separate funding streams for
mental health and vocational rehabilitation and ide-
ologies about separation of these two service systems,
help explain why many agencies continue to provide
brokered supported employment services, despite con-
verging evidence that provision of employment ser-
vices through a separate agency from the mental health
provider is not optimal [15]. Originally, supported em-
ployment was almost exclusively offered through com-
prehensive rehabilitation agencies operating indepen-
dently of state mental health systems [39,40]. Follow-
ing the Rehabilitation Act Amendments of 1986, free-
standing psychiatric rehabilitation centers [14] began
adapting their vocational services in order to receive
newly available supported employment funding [28,
36]. In many states, community mental health centers
(CMHCs) have become the primary providers of sup-
ported employment services for people with SMI [9].
All three types of provider organizations currently offer
supported employment for people with SMI in various
regions of the US.

The Quality of Supported Employment Implementa-
tion Scale (QSEIS) is a 33-item telephone-administered
instrument measuring fidelity of supported employ-
ment for people with SMI. Its psychometric properties
and factor structure have been examined with a five-
state database [6]. McGrew and Griss [24] found high-
er competitive employment rates for programs rating
higher on the QSEIS. The current report extends this
earlier work by examining the variation in implemen-
tation of supported employment among different types
of provider organizations.

2. Method

2.1. Sample description

Between 1998 and 2001, a national survey of 144
vocational programs for people with SMI was conduct-
ed. The sampling strategy consisted of a series of op-
portunity samples, yielding a range of geographically
dispersed study sites, including 16 from Kansas, 20
from New Jersey, 17 from Maryland, 21 from North
Carolina, 68 from New York, and 2 from other states.
The methods used for identifying and contacting sites
varied by state, as detailed elsewhere [6]. We obtained
a 67% overall response rate: 59% for Kansas, 95% for
New Jersey, 57% for Maryland, 54% for North Caroli-
na, and 69% from New York. From the first four states,
72 (97%) of the programs indicated that they provided
supported employment. Among the New York sites,
34 (50%) described their programs as supported em-
ployment, while 34 (50%) indicated that they offered
some other form of vocational services. The 38 voca-
tional programs in our sample not providing supported
employment were excluded from the current report.

Among the 106 supported employment programs, 75
offered services exclusively to persons with SMI, while
31 were housed in comprehensive rehabilitation cen-
ters serving persons with a range of disabilities. The
75 SMI-specific programs were further divided into 33
CMHC-based and 42 non-CMHC-based supported em-
ployment programs. The parent organizations for the
non-CMHC-based programs included 18 psychosocial
rehabilitation (PSR) agencies, 15 general social ser-
vices agencies, 4 freestanding programs, and 5 hospi-
tals.

2.2. Survey instrument

The QSEIS1 was developed in collaboration with a
national advisory panel of supported employment ex-
perts, starting with a list of critical ingredients that cen-
tered on the principles noted above [8]. The result-
ing instrument included items borrowed from existing
fidelity checklists, as well as newly developed items.
The QSEIS includes 33 items, each rated on a five-
point behaviorally-anchored scale, with a score of 5
indicating full implementation, 4 indicating moderate
implementation, and the remaining scale points indi-

1A copy of the current version of the QSEIS, along with an inter-
view guide, is available from the second author.
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cating increasingly larger departures from the standards
of supported employment. For example, S5 (Rapid job
search) is scored “5” if first job application typically
takes place within a month after program entry, and “1”
if first job application typically takes place over a year
after program entry. Scoring for the QSEIS consists of
a simple linear summative scale, computing the mean
for all 33 items. The QSEIS distinguishes well be-
tween supported employment and other vocational ser-
vices and has demonstrated an adequate overall internal
consistency (Cronbach’s alpha= 0.72) [6].

For the purposes of interviewing, the QSEIS is orga-
nized into three sections:Vocational Staffing (6 items:
VS1–VS6) is designed to assess the commitment of the
agency to staffing supported employment programs at
levels appropriate for providing quality services;Or-
ganization (11 items: O1–O11) measures the organi-
zational features of the vocational program and its re-
lationship to mental health treatment services;Services
(16 items: S1–S14, IPS1, and IPS2) assesses the type
of services offered by employment specialists and the
way in which they are offered.

The QSEIS factor structure, however, does not fol-
low the 3-component interview protocol.

Bond et al. [6] identified a five-factor structure of
the QSEIS shown on Table 2:Job Placement consists
of 7 items reflecting an exclusive focus on supported
employment, avoiding lengthy pre-placement interven-
tions, rapid search for permanent (rather than tempo-
rary) jobs commensurate with consumer preferences
and skills, diversity of jobs, and staff time spent in the
community;Integration with Mental Health Treatment
consists of 4 items related to the integration of voca-
tional services with mental health treatment, including
shared location and integrated treatment team meetings
and records;Long-Term Support consists of 5 items
concerning availability of time-unlimited follow-along
support, benefits counseling, job support planning, and
long-term career development;Teamwork consists of 4
items reflecting the structure of the vocational program
and caseload size;Engagement/Enrollment consists of
4 items concerning assertive outreach and rapid referral
and admission to the program.

2.3. Interview procedures

This study was approved by the IUPUI Institutional
Review Board. The general procedures were similar
for all surveys. The vocational program directors at po-
tential sites were notified by mail or at a state meeting
about the opportunity to participate in a survey. Each

director then was contacted by telephone and asked to
participate in the study. Upon receiving consent, sur-
veys were conducted via telephone interviews with the
vocational program director (or occasionally another
knowledgeable staff member) using the QSEIS.

The QSEIS is administered in a semi-structured for-
mat, using an interview guide. Two fidelity assessors
trained on the standard administration procedures for
the QSEIS were present for each interview and inde-
pendently rated the items. During the telephone call,
one assessor conducted the interview, while the second
recorded information and asked supplemental ques-
tions, as appropriate. On average, each interview took
approximately 90 minutes to complete. Each assessor
independently scored the QSEIS. Subsequently, the as-
sessors discussed each item rating and reached consen-
sus. A high level of interrater agreement is obtained
using these procedures [8].

2.4. Data analysis

Data analyses were conducted at the item, factor
score, and total scale levels. The total score was calcu-
lated as the mean of all 33 items, and the factor scores
calculated in similar fashion. For the item analyses,
missing item ratings were excluded; for the total scale
and factor score levels, within-site mean substitution
was used for missing data. The missing data rate was
2.5%; most of the missing values were attributable to 3
items added during pilot work.

To examine variation according to type of provider
agency among supported employment programs, we
defined four groups: CMHC-based programs
(“CMHC”: n = 33), programs located in psychosocial
rehabilitation centers (“PSR”: n = 18), comprehen-
sive rehabilitation center-based programs (“Comp Re-
hab”: n = 31), and other non-CMHC-based programs
(“Other”: n = 24). We compared these four groups
on the QSEIS measures using univariate one-way anal-
yses of variance with Tukey’s post hoc t tests. For sig-
nificant differences on the total and factor scores we
also report effect sizes measured by thed statistic [23].
As further aid to interpretation, we used factor scores of
4.0 or higher as the minimum threshold for “moderate
implementation.”

3. Results

Among all programs, 62%, 14%, and 24% identified
themselves as serving only urban areas,only rural areas,
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and both urban and rural areas, respectively. Programs
had been in operation an average of 5.8 years (SD =
3.8). The median number of full-time equivalent staff
was 3 and the median number of consumers served was
41. Overall, programs averaged 13 clients per staff
worker (median= 12).

Average per-staff caseload sizes varied somewhat
according to type of provider. As shown in Table 1,
the mean staff caseload size was less than 19 for 73%
of CMHC, 86% of PSR, 89% ofComp Rehab, and
100% ofOther programs. The caseload size averaged
16.1 (SD = 8.2) for CMHC, 12.4 (SD = 7.5) for
PSR, 9.5 (SD = 8.8) for Comp Rehab, and 12.1
(SD = 5.3) for Other. One of theCMHC programs
had an average caseload above 40. Even excluding
this outlier, Comp Rehab had lower caseloads than
CMHC (F (3, 86) = 2.96, p < 0.05; Tukey’s post hoc
t test,p < 0.05).

As shown in Table 2,CMHC programs were rated
significantly higher thanPSR andComp Rehab pro-
grams on the total QSEIS (d = 0.89 and .96, respec-
tively). Significant differences were found between
groups on 4 of the 5 factors (Job Placement, Integra-
tion with Mental Health Treatment, Long-Term Sup-
port, and Engagement/Enrollment)and on 13 items. At
the factor level, theCMHC programs were significant-
ly higher thanComp Rehab programs on Integration
with Mental Health Treatment (d = 1.14).

CMHC programs, on average, achieved at least
moderate implementation (> 4.0) on Job Placement
(4.12), Long-Term Support (4.32), and Teamwork
(4.26), while falling a little short on Integration
with Mental Health Treatment (3.87) and Engage-
ment/Enrollment (3.98).CMHC programs were rat-
ed consistently high on items relating to an emphasis
on permanent jobs, provision for multiple jobs, diver-
sity of job options, benefits counseling, individualized
follow-along support, and exclusive vocational focus
by employment specialists. Conversely, mostCMHC
programs failed to achieve full implementation on items
related to providing vocational services in community
settings, avoiding prevocational work readiness activ-
ities, attendance at treatment team meetings, assertive
outreach, and integration of vocational and treatment
records.

PSR programs, on average, achieved at least moder-
ate implementation on Long-Term Support (4.40), and
Teamwork (4.10), while falling far below the norm on
Job Placement (3.68), Integration with Mental Health
Treatment (3.10) and Engagement/Enrollment (3.36).
At the item level,PSR programs rated especially low

(< 3.0) in avoiding prevocational work activities, main-
taining “zero exclusion” for program admission, not
requiring case manager approval for admission, and
maintaining a single employment specialist for the du-
ration of services, in addition to 3 of the 4 Integration
with Mental Health Treatment factor items.

Comp Rehab programs, on average, achieved close
to or above moderate implementation on Job Place-
ment (3.99),Long-Term Support (3.92),and Teamwork
(4.31), while falling far below the norm on Integra-
tion with Mental Health Treatment (2.68) and Engage-
ment/Enrollment (3.41). At the item level,Comp Re-
hab programs rated especially low (< 3.0) in avoiding
prevocational work activities, providing long-term ca-
reer planning, and not requiring case manager approval
for admission, in addition to 3 of the 4 Integration with
Mental Health Treatment factor items.

Figure 1 reports a gradient of implementation of sup-
ported employment as measured by the QSEIS, based
on the a priori global cutoff scores [6]. While 33% of
theCMHC programs were classified as “approaching
full implementation” of supported employment, 6% of
PSR, 3% of Comp Rehab, and 13% ofOther pro-
grams achieved that level. The first two of the 3 pair-
wise comparisons withCMHC were statistically sig-
nificant (X2 = 4.99, p < 0.05, X2 = 9.51, p < 0.01,
X2 = 3.25, n.s., respectively). Using a criterion of 4.0,
61% of theCMHC, 28% of thePSR, 23% ofComp
Rehab, and 46% ofOther programs achieved “moder-
ate” implementation. The comparison was significant
for CMHC vs. PSR (X2 = 5.02, p < 0.05) and for
CMHC vs.Comp Rehab (X2 = 9.48, p < 0.01).

4. Discussion

CMHC-based supported employment programs
clearly achieved the highest overall fidelity. Although
the differences were sharpest for integration with men-
tal health treatment, all of the non-CMHC-based pro-
grams had notable weaknesses on other fidelity dimen-
sions as well. These weaknesses appear to follow from
their respective organizational structures and program
philosophies. Thus, the findings suggest that type of
providerorganization influences the capacity for imple-
menting high fidelity supported employment programs.
Thus, type of provider organization is a crucial factor
in implementing high-fidelity supported employment
programs, but other factors also are important [34].

The finding that CMHCs more often achieve inte-
gration of supported employment with mental health
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Table 1
Frequency (%) of Mean Caseload Size

Mean Caseload Supported Employment
CMHC PSR Comp Rehab Other
n = 0 n = 14 n = 28 n = 19

<10 6 (20.0%) 5 (35.7%) 16 (57.1%) 5 (26.3%)
10–12.9 5 (16.7%) 3 (21.4%) 6 (21.4%) 3 (15.8%)
13–15.9 7 (23.3%) 3 (21.4%) 3 (10.7%) 5 (26.3%)
16–18.9 4 (13.3%) 1 (7.1%) − 6 (31.6%)
19–21.9 4 (13.3%) 1 (7.1%) − −
22–24.9 1 (3.3%) − 1 (3.6%) −
� 25 3 (10.0%) 1 (7.1%) 2 (7.2%) −

treatment is not surprising, although we are unaware of
any prior study that documents this point. There are
important implications. The lack of such integration
severely compromises the effectiveness of vocation-
al services [17,21,31]. Integration with mental health
treatment has been the supported employment princi-
ple for which adoption has been the slowest [9,19,40,
41]. The problem is clearly not limited to the US; if
anything, mental health and rehabilitation is even more
separated in other countries [12,27,43]. These survey
results suggest that one likely reason for slow imple-
mentation of this principle is the influence of funding
agencies in encouraging or requiring separate agencies
and brokered services. In particular, the dictates of
fee-for-service funding on comprehensive rehabilita-
tion programs [40] can constrict flexibility in how em-
ployment support staff manages authorized time. Thus,
attending meetings of the mental health support team
can be viewed as a lower priority compared to provid-
ing direct employment supports. For decades, mental
health planners have noted the inherent ineffectiveness
resulting from the fragmentation and compartmental-
ization of the social service system [33]; the current
study’s findings are consistent with this observation.

PSR programs rated low in job placement activi-
ties, reflecting their emphasis on job readiness activities
and use of transition employment and agency-operated
businesses. These emphases are antithetical to the rapid
job search approach stressing individualized job search,
which is a hallmark of supported employment [4]. His-
torically, PSR agencies have organized their services
around center-based activities, despite the evidence that
such a culture is contrary to high rates of competitive
employment [10,11,31].

In addition to the structural barriers to integration in-
herent in the provision of supported employment pro-
grams through comprehensive rehabilitation agencies,
other areas of low fidelity may reflect the type of fund-
ing on which these agencies depend. Comprehensive
rehabilitation programs have fidelity scores in the area

of job placement comparable to CMHC-based pro-
grams, reflective of the primary employment services
mission of these agencies. However, comprehensive re-
habilitation programs generally had low fidelity scores
in engagement/enrollment. The rules governing the
primary funding sources on which comprehensive re-
habilitation centers depend may have unintended con-
sequences on service provision in key engagement ar-
eas, such as by discouraging sufficient attention to con-
sumer choice [42] and also discouraging the reopening
cases after job loss [32].

It should be noted that even in CMHC-based pro-
grams, only 33% of programs achieved high fidelity.
Clearly, funding is not sufficient to achieve high fidelity.
Systematic training and monitoring in evidence-based
practice and state-level standards for program imple-
mentation are two other factors that are hypothesized
to contribute to higher fidelity [29,35].

Whatever the reason for lower fidelity, the key
question concerns the implications for helping clients
achieve competitive employment. Randomized con-
trolled trials strongly favor competitive employment
rates for CMHC-based supported employment to sup-
ported employment provided by comprehensive reha-
bilitation centers [16,20].

The descriptive data regarding average caseload size
are noteworthy in light of the strong association be-
tween caseload size and costs of supported employ-
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ment [22]. The very low client-staff ratio found in
comprehensive rehabilitation programs, less than 60%
that for CMHC-based programs, suggests correspond-
ingly high per-client costs, despite the low fidelity to
evidence-based supported employment. Regardless of
organizational type, most programs report a substan-
tially lower client-staff ratio than the 25:1 ratio recom-
mended by Becker and Drake [1]. From a cost per-
spective, the optimal ratio (including the circumstances
under which this ratio is appropriate) is an important
empirical question.

Study limitations. A major limitation of this survey
was the lack of independent confirmation of the rat-
ings obtained through telephone interviews with voca-
tional program directors. The variability in responses
provides indirect evidence that program directors were
giving differential responses and consequently not uni-
formly socially desirable responses. Nevertheless, the
validity of responses remains an issue requiring fur-
ther study. Based on extensive experience with on-site
fidelity assessments and self-reported fidelity, we as-
sume that any bias in fidelity reported by the program
directors was in the direction of a more favorable image
of their program services [38].

A second set of limitations owes to the opportunity
sampling methods used. Sampling bias may have oc-
curred at both stages of sampling. At the first stage,
the sampling of states was not random. The sites we
surveyed may not be “typical” supported employment
programs in that these particular states that may have
been especially committed to improving their vocation-
al services. Within states, we sought to interview all
programs within the lists provided. However, volunteer
bias is likely in the 4 states in which we obtained less
than 70% of the identified programs.

5. Conclusion

If we are to succeed in implementing evidence-based
practices such as supported employment, it is criti-
cal that organizational structures support these prac-
tices. CMHCs appear to be best suited to implement-
ing evidence-based supported employment. Programs
providing supported employment services to persons
with SMI should carefully evaluate their service design
in terms of its fidelity to evidenced-based principles of
supported employment. It is critically important par-
ticularly that comprehensive rehabilitation centers and
PSR programs attempting to provide supported em-
ployment recognize the challenges their program de-

signs present in serving persons with SMI. Corrective
actions to ensure fidelity to identified supported em-
ployment principles, such as fully integrating their em-
ployment services with needed mental health services,
must be taken.
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