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Abstract

This study aimed to identify factors associated with implementation of Cognitive Behavioral
Social Skills Training (CBSST) on Assertive Community Treatment teams in a large public sector
behavioral health system. This study used Concept Mapping (a mixed-method approach) and
involved a sample including diverse stakeholder participants, including patients, ACT team
members, team leaders, organization leaders, and system leaders. We identified 14 distinct issues
related to implementing CBSST on ACT teams: 1) CBSST Fit with ACT Structure; 2) CBSST Fit
with ACT Process; 3) Provider Perceptions about CBSST; 4) Staff Pressures/Other Demands; 5)
CBSST & ACT Synergy; 6) Client Characteristics; 7) Benefits of CBSST; 8) Coordination/
Interaction among ACT Providers; 9) Gov./Regulatory Factors; 10) Integration of CBSST into
ACT; 11) Training Support; 12) Training Resources; 13) Multi-Level Agency Leadership; 14)
Provider Characteristics. Each of these dimensions were rated in regard to importance and
changeability with the top five rated dimensions including effective training support, alignment of
leadership across levels of the community-based organizations delivering services, perceived
benefits of CBSST, CBSST and ACT synergy, and provider perceptions of CBSST. The most
critical issues for CBSST implementation on ACT teams should be addressed in future studies.
Implementation strategies that capitalize on enhancing leadership and organizational climate hold
promise to address all of these issues.

Introduction

Severe mental illness (SMI) has drastic implications for daily functioning. Individuals with
SMI often need substantial assistance in addressing everyday problems, such as maintaining
housing, building social relationships, and regularly taking medication (Bond, Drake,
Mueser, & Latimer, 2001). Many people with SMI require long-term care, in order to
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effectively live in a community. Assertive Community Treatment (ACT) is a well-
established evidence-based practice (EBP) that supports individuals with SMI by reducing
hospitalizations and securing stable housing (E. L. Granholm, McQuaid, & Holden, 2016). It
offers a multidisciplinary team (e.g., nurse, social worker, psychiatrist, alcohol/drug
specialist, etc.) to address the range of challenges faced by individuals with SMI. The ACT
model allows for multiple care professionals to engage with clients over a long period of
time, and allows clients to receive ongoing one-on-one attention and support (Bond et al.,
2001). It has been found to successfully engage and retain clients, and has been widely
accepted and disseminated throughout the United States and the world. Despite its merits,
however, this model often has limited emphasis on therapeutic treatment, particularly related
to improving social functioning (Burroughs & Somerville, 2013; Drake, Bond, & Essock,
2009). Evidence-based psychosocial interventions have been found to be valuable for adults
with SMI (Barrowclough, Haddock, Tarrier, Moring, & Lewis, 2000; Dilk & Bond, 1996;
Mueser, Deavers, Penn, & Cassisi, 2013). Therefore, the ACT model could benefit from
implementation of evidence-based approaches focusing on improving patient social
functioning and social skill development.

Cognitive-Behavioral Social Skills Training (CBSST) is an evidence-based psychotherapy
intervention that combines cognitive behavioral therapy (CBT) and social skills training
(SST) (E. L. Granholm et al., 2016). These combined psychotherapies are often unavailable
in community mental health treatment settings that serve patients with SMI, due to lack of
resources, time gaps or discontinuations of treatment, unaffordable costs of care, and
insurance barriers and service systems not prioritizing the use of evidence-based practices
(Aarons, Ehrhart, Farahnak, & Sklar, 2014; Lehman et al., 1998; Mojtabai et al., 2009;
Torres-Gonzalez et al., 2014). Due to ACT’s prioritization of regular client interactions and
low staff-to-client ratios, it provides an opportunity for implementing EBPs such as CBSST
in a way that can benefit patient functioning and recovery.

Findings indicate, however, that EBP implementation into the ACT model may not be
seamless. ACT teams often experience barriers to implementing new EBPs, such as high
turnover rates and insufficient funds for training (Burroughs & Somerville, 2013; Salyers et
al., 2010; Williams, 2008). Such challenges can serve to limit the effective integration of
new EBPs into service structures such as ACT. Additionally, EBPs must fit well with the
work culture of an organization. The field of implementation science has highlighted factors
related to implementation of new practices into existing service delivery systems, as
demonstrated through the Exploration, Planning, Implementation, and Sustainment (EPIS)
framework. EPIS identifies structural characteristics such as system level policies (i.e., outer
context) and organizational characteristics (i.e., inner context) as well as the process of
implementation likely to be important for effectively implementing EBPs in organizations
(Aarons, Hurlburt, & Horwitz, 2011). ACT and CBSST each have distinct guidelines for
implementation fidelity. These fidelity requirements must align well in order to successfully
implement CBSST into ACT. Furthermore, ACT team members must regard CBSST as a
valuable and viable option for implementation into the ACT model. Inner context factors
such as leadership and organizational culture and climate should be positioned to promote
and support the implementation of EBPs, in order to ensure EBP sustainment (Aarons,
Ehrhart, Farahnak, & Hurlburt, 2015; Aarons & Sawitzky, 2006). EPIS also stresses the
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importance of characteristics of the EBP to be implemented, the setting in which it is to be
implemented, characteristics of clinicians, and the role of leadership and “embedding
mechanisms” (i.e., actions leaders can take to support and communicate the importance of
implementation).

It is important to understand the process of implementation and the factors that serve to
facilitate or hinder the implementation and sustainment of EBPs in context such as ACT
teams. To that end, the present study is the implementation portion of a Hybrid Type 1 study
that includes both a test of the effectiveness of a clinical intervention while simultaneously
examining factors that affect their potential for real-world dissemination and implementation
(Curran, Bauer, Mittman, Pyne, & Stetler, 2012). Specifically, our overall study included a
randomized clinical trial that assessed for improvements in client outcomes (e.g., improved
functioning) due to clients receiving both CBSST and ACT treatment services (as compared
to those receiving standard ACT services) and a related, but separate implementation study
that examined stakeholder (e.qg., clients, administrators, and providers) perspectives on the
factors influencing CBSST implementation and use (E. Granholm et al., 2015).

In order to best present the range of stakeholder perspectives, this study employed concept
mapping, a mixed-methods for data collection and analysis that allows for representation of
perspectives of all participants, in this case clients, service providers, supervisors,
administrators, and developers/trainers, in regard to factors related to CBSST on ACT teams
levels (Green, Fettes, & Aarons, 2012; Trochim, Cook, & Setze, 1994). Concept mapping is
particularly suited to implementation studies as it allows for a systematic approach to
generation and analysis of feedback about the factors affecting CBSST implementation into
ACT teams. Consistent with the EPIS framework, we hypothesized that implementation
factors would be related to outer context (e.g., external policy and funding considerations),
inner context issues (e.g., leadership capabilities, staff attitudes, and workload demands),
and characteristics of the EBP to be implemented (e.g., ease of use, perceived benefits of
use).

Our study target population comprised a diverse set of stakeholder participants involved in
and/or affected by the CBSST into ACT implementation processes within two large, private,
multi-service behavioral health agencies funded to provide ACT services by local
government. A total of 87 participants from six different stakeholder groups participated in
14 structured concept mapping focus groups designed to identify relevant implementation
factors: two ACT client groups (n=8), six ACT team service provider groups (n=54), three
ACT team supervisor groups (n=11), one agency administrator group (n=5), one public
sector administrator group (n=5), and one group for the integrated CBSST in ACT team
developers/trainers (n=4). To encourage open and honest discussion, each group consisted of
only participants from that stakeholder group (e.g., only ACT providers from a specific ACT
team, only ACT team supervisors from a specific agency, etc.). All of the ACT providers and
supervisors at the agencies participating the in CBSST + ACT effectiveness study were
recruited for the focus groups to identify relevant CBSST implementation factors. Focus
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groups were held on-site at the respective agencies at times identified by the ACT teams to
maximize staff participation.

Seventy-one of the 87 stakeholder participants completed at least one of the concept
mapping sorting or rating activities discussed below. The average participant age was 37.9
(SD=10.4) and 74.6% (n=53) were female. The majority of the participants were ACT
service providers (n=52; 73.2%), with the remaining 26.8% comprised of ACT team
supervisors (n=6), agency administrators (n=6), ACT clients (n=2), public sector
administrators (n=2), and CBSST in ACT team developers/trainers (n=3). Since all staff
members at ACT sites were asked to participate in the concept mapping sorting and rating
activities, feedback included perspectives from new hires as well as staff involved
throughout the entire CBSST implementation process. For each stakeholder group, the mean
number of months of experience with CBSST during this study were as follows: 15.5
(SD=9.4) for providers; 11.0 (SD=1.4) for clients; 16.6 (SD=20.1) for team supervisors;
41.0 (SD=12.2) for agency administrators; 18 (SD=8.5) for public sector administrators; and
44.0 (SD=6.9) for intervention developers/trainers.

The study protocol was reviewed and approved for the ethical treatment of human subjects
by the Institutional Review Board (IRB) of the Veterans Affairs San Diego Healthcare
System and the University of California, San Diego (San Diego, CA, USA). Informed
consent was obtained from all participants. Ethical review and approval was also provided
by the Research Committee of the local public sector behavioral health system.

Concept Mapping Approach

The CM process typically consists of six phases: 1) preparation — researchers identify
stakeholder participants and develop a focus question in collaboration with stakeholder
participants; 2) generation — stakeholder participants contribute statements in response to
the focus question; 3) structuring — stakeholder participants sort statements based on
similarity and rate statements on several a priori dimensions (e.g., importance,
changeability); 4) representation — researchers conduct multidimensional scaling (MDS)
and cluster analyses to create a “concept map” placing statements that were sorted together
in closer proximity to each other; 5) interpretation — researchers and stakeholder
participants develop cluster labels and interpretations; and 6) utilization — researchers and
stakeholder participants use results to improve implementation and implementation study
design. Below, we describe how this process was applied in the present study.

In the preparation phase, the study team collaboratively and iteratively developed a single
focus question: “What are the factors that influenced the implementation and use of CBSST
on the ACT teams?” The study team then conducted the 14 stakeholder focus groups
discussed above during the generation phase. All stakeholder participants had firsthand
experience either delivering or receiving CBSST in ACT or were in relevant supervision or
leadership positions of behavioral health services during the implementation process. ACT
provider and supervisor concept mapping focus groups were conducted after each ACT site
had implemented CBSST for at least 7 months (range=7-17 months). Overall, the 87
participants in the 14 brainstorming sessions provided 934 statements regarding
implementation factors. These were carefully reviewed for redundancy or similar meaning
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by three team members (GA, DS, JN) and consolidated into 88 distinct statements. In the
structuring phase, 71 of the 87 stakeholder participants were asked to sort the 88 statements
into separate groups (or “clusters”) in a manner that was meaningful to them, and using
online tools from Concept Systems, Inc (Concept Systems, 2016). Participants individually
suggested a name describing the meaning or general content of each cluster.

After sorting each statement, participants were asked to rate each statement (using a Likert
scale) on multiple dimensions including importance: “How important is this factor for
successful initial implementation of CBSST in ACT teams?” (0O=not at all important; 7=very
important); “How important is this factor for ongoing/sustained use of CBSST in ACT
teams?” (O=not at all important; 7=very important); and changeability: “How easy would it
be to change this factor?” (O=not very easy; 7=very easy).

Statement sorting data were analyzed using multidimensional scaling and hierarchical
cluster analysis within the CM program (Davison, 1983). These procedures resulted in the
creation of visual representations (i.e., concept maps) for how statements were typically
clustered across all participants. Multiple concept map outcomes were considered based on
acceptable overall “stress” fit statistic and interpretability of each potential solution (Rosas
& Kane, 2012). The ideal model would include the fewest number of clusters that also
represented distinct key concepts. This process started by considering a large number of
potential thematic clusters (e.g., 20) and then, in stepwise fashion, consolidating groups that
were most thematically similar based on participant responses. These models were reviewed
by the study team with the final concept map (14 thematic clusters) determined by a
collaborative, consensus-based discussion with representatives from the ACT team agencies.
Each cluster in the final model was reviewed by the study team and ACT team
representatives and named according to the nature of the statements or content contained in
each cluster.

The three different ratings of each implementation factor statement were used to calculate an
average score, respectively, for the factors: 1) importance for initial CBSST implementation,
2) changeability, and 3) importance for CBSST sustainability on ACT teams. Following the
identification of the 14 key thematic statement clusters, the rating of each thematic cluster
for these three dimensions was determined by the average ratings of the individual
statements contained within each thematic cluster. To identify thematic clusters that were
typically rated as having high initial importance, high changeability, and high sustainment
we created a rank cluster order for each dimension (with the highest cluster rating ranked as
#1, second highest as #2, etc.), and then summed the three separate rank orders to calculate a
total rank score for each cluster.

The final model comprised 14 thematic clusters, each representing a key domain of CBSST
implementation (Figure 1). These clusters were: CBSST Fit with ACT Structure; CBSST Fit
with ACT Process; Provider Perceptions about CBSST,; Staff Pressures/Other Demands;
CBSST & ACT Synergy, Client Characteristics, Benefits of CBSST,; Coordination/
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Interaction among ACT Providers; Gov./Regulatory Factors, Integration of CBSST into
ACT,; Tralning Support; Training Resources, Multi-Level Agency Leadership, Provider
Characteristics. Each dot within a cluster represents a statement that was sorted into similar
categories by focus group participants. Lower stress index values indicate better fit between
the concept map and the initial statement sorting data. The stress value is a measure of how
well the MDS point-map represents the original data. The value should range from 0.10 to
0.35, with lower values indicating a better fit (Concept Systems, 2016). When the MDS does
not fit the original data (i.e., the stress value is too high), it means that the distances of
statements on the point map are more discrepant from the values in the similarity matrix
derived from the sorting activity (Kane & Trochim, 2007). The stress value of .32 for our
analyses indicated acceptable model fit. Table 1 provides a listing of each of the 14
identified thematic clusters, a general definition of what each cluster represents and three
example individual implementation factor statement included in each cluster.

Table 2 shows the mean participant ratings for each of the identified 14 thematic clusters (as
determined by the average ratings of the implementation factor statements included in each
thematic cluster) and the relative rank order of the thematic cluster (i.e., #1 through #14,
highest to lowest) for the ratings of 1) importance for initial CBSST implementation, 2)
changeability of the implementation factor, and 3) importance for CBSST sustainment. The
“importance” ratings for initial implementation of CBSST ranged from a low of 4.46 (Gov./
Regulatory Factors) to a high of 5.29 (Training Support). While the range of scores was
somewhat restricted, this demonstrates a relative higher rating for the need for ongoing
training support relative to change government/regulatory factors. All clusters were ranked
substantially above the scale midpoint of 3.5 suggesting moderate to strong importance for
CBSST implementation with some variability across thematic clusters. Similarly, the
“importance” cluster ratings for sustainment ranged from 4.42 (Gov./Regulatory Factors) to
5.38 (Benefits of CBSST) indicating moderate to strong importance attending to the benefits
of CBSST in supporting sustainment of the practice. Cluster ratings for the changeability of
implementation factors were generally perceived as moderately changeable with the lowest
changeability cluster rating of 3.31 (Staff Pressures/Other Demands) and the highest of 4.68
(Training Support). This suggests that training may be a higher priority relative to competing
demands on ACT teams.

Table 2 provides a detailed cluster-by-cluster comparison for the ratings and relative ranking
across these three dimensions. The results show a relatively strong congruence between the
clusters determined to be among the most important for CBSST implementation and
sustainment and the most changeable. The far right column shows the total rank score for
each thematic cluster (i.e., sum of the rank order for each of the three rating dimensions).
Three thematic clusters — Training Support (e.g., providers receiving specific feedback
reports on their CBSST sessions), Multi-Level Agency Leadership (e.g., agency leadership
buy-in of/support for CBSST), and Benefits of CBSST (e.qg., receiving positive feedback
from ACT clients about CBSST) — were ranked within the top four clusters for each
dimension.
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Discussion

We identified 14 domains impacting CBSST implementation using a mixed-method concept
mapping approach. The approach represented the combined input from stakeholder
participants including patients, clinicians, team leaders, agency executive, and behavioral
health system administrators. There was substantial overlap among the most highly rated
thematic clusters across the three rating dimensions of importance for implementation,
changeability, and importance for sustainment. In keeping with the EPIS framework, the
results suggest that it is important to consider sustainment and not just implementation as
any EBP implementation effort begins (Aarons, Hurlburt, et al., 2011). Training Support,
Multi-Level Agency Leadership, and Benefits of CBSST were rated within the top four
clusters for “Importance for Initial CBSST Implementation,” “Changeability,” and
“Importance for Sustainability.” This suggests that training, leadership, and the benefits of
CBSST were among the most important for implementation and sustainment and perceived
changeability. This is consistent with recent work focusing on the importance of leadership
in shaping the context for EBP implementation (Aarons, Ehrhart, et al., 2014; Aarons,
Farahnak, & Ehrhart, 2014). However, it is also critical to have alignment with behavioral
health system priorities (Willging et al., 2016). These domains can be specifically targeted
through strategies for leadership and organizational climate improvement to support EBP
implementation at the system and organizational levels (Aarons, Ehrhart, Moullin, Torres, &
Green, 2017; Richter et al., 2016).

Furthermore, increased leadership buy-in and support to create a climate for adoption of new
EBPs and also to monitor the integration of distinct models (such as CBSST) may increase
an organization’s investment in the implementation process. Leaders have a substantial role
in creating an organizational culture and climate that is receptive to EBPs (Schein, 2010).
Leaders can employ a variety of mechanisms to embed their beliefs into organizational
culture and climate. These include methods such as deliberate modeling and allocation of
resources. Leaders must be invested in an EBP, however, before embedding mechanisms
become feasible. Therefore, leader buy-in is an essential aspect of ensuring implementation
success. Researchers must flexibly adapt mechanisms to better fit specific systems and
organizations, and to ultimately improve implementation outcomes. Future studies should
also incorporate strong feedback models that are frequently dispersed throughout the EBP
implementation. These feedback models can promote leader buy-in by measuring reactions
and documenting feedback. This information can indicate what’s important to the
organization, and influence the adaptation process. Similarly, rapid fidelity feedback to
providers about the quality of intervention delivery, combined with suggestions for
improvement, can improve training support, which received high ratings for implementation
success and changeability. It is important to note that the domain Staff Pressures/Other
Demands was rated relatively high on the importance dimensions but the least changeable of
all 14 clusters. The perception that the pressures on staff are least likely to change despite
being more important than many other domains highlights the importance of addressing
demands placed on staff (e.g., understaffed teams, overworked staff). This has implications
for how service systems, agencies, and programs serving individuals with SMI allocate
resources and staff their programs. While job characteristics are associated with burnout
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reducing the load of non-patient-centered demands, such as documentation and other
administrative duties, could help with allowing clinicians to focus more squarely on their
engagement and interactions with patients (Rosenberg & Pace, 2006).

The CM approach was feasible and had high utility in this study. In structured groups, the
CM approach can be beneficial for encouraging collaboration and discussion among
stakeholder participants. For example, it is possible during brainstorming sessions to ask
participants to consider a wide range of implementation strategies (e.g., training support), as
well as their impact on and value to the implementation process. This participatory process
can encourage buy-in from stakeholders at all levels.

The present study identified 14 domains to be addressed for implementation of CBSST on
ACT teams and many of these are consistent with prior literature and recommendations for
behavioral health system transformation (American Psychological Association & Jansen,
2014; Davidson et al., 2007; Rosenheck, 2001; Torrey et al., 2001). However, taken together,
recommendations for may require tailoring to specific systems and organizations providing
mental health services. The recommendations from the American Psychological Association
are many and appropriately consider factors consistent with the EPIS framework for both the
outer system and inner organizational contexts (Moullin, Dickson, Stadnick, Rabin, &
Aarons, 2019). However, for each implementation effort, it is important to consider the local
context and system and select specific strategies likely to be most relevant for that setting at
that time (Powell et al., 2017). In addition, it is important to consider both organizational
context and provider attitudes (Beidas et al., 2015), leadership impact on organizational
climate (Aarons, Sommerfeld, & Willging, 2011), and also emergent considerations such as
alignment of outer context policy initiatives and leadership with that of inner context of
provider organizations (Lyon et al., 2018) and “bridging factors” (e.g., collaborative
relationships) that connect outer and inner contexts to support more effective
implementation (Moullin et al., 2019). Recommendations of the APA are an excellent
starting point in identifying what factors might be malleable and most likely to enhance
implementation efforts and approaches such as Concept Mapping can be useful in that
process. In addition, local collaboration of relevant stakeholders should be used to further
refine such factors and develop a comprehensive implementation strategy likely to enhance
success.

One limitation to the CM approach is that statement ratings across multiple dimensions can
be time-consuming. In our study, each of the 88 distinct implementation factor statements
were rated on three dimensions (i.e., initial importance, changeability, and ongoing/
sustainment importance), which required a large number of responses (i.e., 3 x 88 = 264) for
each participant. While each statement can be rated relatively quickly on the relevant Likert
scale, the time needed to complete all ratings could be perceived as burdensome by some
respondents (estimated at 15-30+ minutes depending upon the amount time spent
considering each item). Having participants rate each determined cluster (e.g. 14 thematic
clusters) instead of each individual statement (e.g. 88), multiple times could reduce this
burden. Our hope is that concept mapping software developers and vendors will consider
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this suggested innovation. Another limitation of the study is that there were more ACT
service provider participants relative to clients, supervisors, and agency and public sector
service system administrators. However, while there were fewer non-provider participants,
non-redundant statements generated by all participants were included in the CM sorting and
rating activities.

Conclusions

Throughout the study, there were unexpected challenges that manifested during the process
of real-world implementation. Aspects of CBSST that appeared to fit well on paper proved
more challenging to integrate into the ACT model in practice. This integration proved
especially challenging during client interactions, and during tracking and delivering the
curriculum. For example, ACT is a shared caseload model where different providers meet
with patients across visits, so providers needed to develop processes to share information
about session content and homework assignments. The project also experienced standard
implementation barriers in terms of leadership and in terms of stakeholders using a new
practice. The established methods through which the team provided service, and the
possibility of a culture shift, proved especially challenging to overcome. For example,
providers needed to increase the frequency and duration of sessions with some clients to
shift to a skills training rather than care coordination focus. The EPIS framework stresses
that organizational structure plays a large role in the successful adoption of an unfamiliar
practice (Aarons, Hurlburt, et al., 2011). Although researchers had demonstrated that the
CBSST and ACT models fit well together (Sommerfeld et al., 2018), future steps can be
taken to further facilitate a successful fit. For example, the study team should consider the
timeline for an organization’s cultural shift, in terms of the services provided, to allow for
EBPs to become integrated along that timeline. There were adaptations that improved the fit,
such as information exchange adaptations for team and community delivery, flexibility while
treating complex clients, and employing a flexible crisis management model. Despite these
adaptations, however, stakeholder participants found that major challenges within their
organization, such as overworked and understaffed ACT teams, would not be impacted by
the implementation process. In this way, EBP implementation may have failed to address
important issues within these organizations. These findings demonstrate that while the
necessity of adaptation may be applicable to a practice, it also applies to systems and
organizations themselves, so they can better accommaodate the use of EBPs. Changes, such
as decreased staff responsibilities, may need to be made in order for EBP implementation to
be feasible.

CBSST implementation into ACT serves as a case example of integrating a specific EBP
into an established treatment model. ACT is a unique treatment model because it utilizes
cross-functional teams. ACT teams employ professionals from multiple disciplines, such as
social work, psychiatry, and nursing, in order to provide clients with comprehensive
treatment (Bond et al., 2001). This poses a challenge with maintaining intervention
continuity. Team members must coordinate to ensure that they are successfully adhering to
the CBSST curriculum. Furthermore, the CBSST curriculum may appear more relevant to
some team members than to others. This may require an implementation strategy that
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demonstrates the applicability of CBSST for every team member, or targets specific team
members who can specialize in CBSST implementation.

Regardless of the elements that distinguish and CBSST and ACT from other models, the
insights and challenges of this study are relevant for the field of implementation science as a
whole. Leadership buy-in, effective embedding mechanisms, flexibility, training supports,
and adaptations to the practice and system can be beneficial for a variety of EBPs.
Furthermore, concept mapping serves as an effective method of conveying what is important
to stakeholders throughout an intervention. Future studies can use concept mapping to
provide relevant stakeholder insight regarding elements of successful EBP implementation.
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Figure 1.
Fourteen cluster thematic concept mapping solution

Psychol Serv. Author manuscript; available in PMC 2022 February 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Sommerfeld et al.

Table 1.

Page 14

Description of the fourteen cluster themes impacting CBSST implementation on ACT teams

Cluster name

Cluster definition

Example statements included in cluster

1. CBSST Fit with ACT
Structure

The extent to which CBSST is appropriate to implement
within the organizational requirements of ACT teams.

Disruptions to consistent visits with ACT clients
(e.g., hospitalizations)

Providing CBSST in settings with distractions
(e.g., public places)

Nature of ACT visits (e.g., going to doctor
appts.) can inhibit provision of CBSST

2. CBSST Fit with ACT
Process

The extent to which CBSST is appropriate to implement
with required procedures for ACT teams.

Frequency/intensity of other required, non-
CBSST related service delivery changes

ACT provider’s ability to apply CBSST
flexibly/*“on the fly” during regular visits

Having sufficient time in ACT visits to go as
“deep” as needed for CBSST

3. Provider Perceptions about
CBSST

ACT providers’ beliefs about CBSST.

Provider beliefs about whether CBSST improves
client outcomes

Provider perception of usefulness/relevance of
CBSST skills to other interventions

Perceived burden of delivering CBSST

4. Staff Pressures/Other
Demands

Existing requirements/ burdens on ACT teams that
affect CBSST implementation.

Understaffed/overworked ACT teams

Additional administrative demands (e.g.,
documentation) needed to deliver CBSST

Impact on provider productivity requirements

5. CBSST & ACT Synergy

The extent to which CBSST complements and improves
ACT process and structure.

Flexibility to adapt CBSST while maintaining
fidelity

CBSST structure/content makes ACT visits feel
more purposeful

Creation of shared expectations for both ACT
clients and providers

6. Client Characteristics

Elements related to the ACT clients that are perceived to
impact CBSST implementation.

Relevance of CBSST concepts/ideas to ACT
clients

Openness of ACT clients to structured material
(e.g., workbooks, homework)

ACT client motivation/buy-in to do CBSST

7. Benefits of CBSST

Direct or indirect experience with positive outcomes
attributed to CBSST.

Ability of CBSST to empower/increase self-
esteem of ACT clients

Receiving positive feedback from ACT clients
about CBSST

ACT client progress setting/accomplishing goals
due to CBSST

8. Coordination/ Interaction
among ACT Providers

Managing the team-based approach of ACT to provide
CBSST.

ACT providers having tools to track/monitor
client progress through CBSST sessions

Seeing other ACT providers’ success delivering
CBSST

Effectiveness of systems/processes to
communicate client CBSST information among
ACT providers

9. Gov./Regulatory Factors

External rules, guidelines and resources that can be used
to support CBSST implementation.

Data systems to measure and report meaningful
CBSST outcomes
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Cluster name

Cluster definition

Example statements included in cluster

Available funding to deliver CBSST

Recognition of CBSST by government/public
sector as an effective treatment approach

10. Integration of CBSST into
ACT

The extent to which CBSST can be successfully
implemented with ACT requirements.

Compatibility of CBSST with other
contractually mandated EBPs

Funding source willingness to adjust
requirements (productivity, case-load, time-
frames)

Staff CBSST “champion” to encourage use of
CBSST

11. Training Support

Initial and ongoing training support for and monitoring
of CBSST implementation.

Substantial time allotted for practice and
feedback during training/supervision for ACT
providers

Having someone with organizational power
monitor implementation of CBSST

Providing incentives for ACT provider use of
CBSST

12. Training Resources

Materials and tools available to ACT teams to support
CBSST implementation.

Access to CBSST information/trainings (e.g.,
online materials)

Availability of on-going training opportunities
for ACT providers

ACT provider access to an “on-call” CBSST
trainer for emerging questions

13. Multi-Level Agency
Leadership

The impact of multiple levels of leadership on CBSST
implementation within ACT teams.

Prioritization level of CBSST by agency

Communication about CBSST importance from
ACT team supervisors/leads

Agency leadership buy-in of/support for CBSST

14. Provider Characteristics

Elements related to ACT providers impacting CBSST
implementation.

Provider openness to try new things

Provider confidence delivering CBSST

The level of ACT provider “buy-in” or
enthusiasm for CBSST
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Table 2.

Cluster rating averages and ranks for CBSST implementation on ACT teams”

Importance for initial Changeability of Importance for Total
CBSST implementation implementation factor sustainability
Thematic cluster (# in Fig. 1) | Cluster Cluster Cluster Cluster Cluster Cluster Rank
. b rank . b rank . b rank score
rating rating rating
Training support (#11) 5.29 1 4.68 1 5.15 3 5
Multi-level agency leadership 5.25 2 4.56 3 5.26 2 7
(#13)
Benefits of CBSST (#7) 5.21 3 4.49 4 5.38 1 8
CBSST & ACT synergy (#5) 4.83 9 457 2 5.06 5 16
Provider perceptions about 497 7 434 6 5.10 4 17
CBSST (#3)
Provider characteristics (#14) 5.04 5 4.28 8 4.89 8 21
Training resources (#12) 5.02 6 4.43 5 4.78 10 21
Coordination/interaction 493 8 432 7 4.96 7 22
among ACT providers (#8)
Staff pressures/other demands 5.12 4 3.31 14 4.98 6 24
(#4)
CBSST fit with ACT process 4.79 10 4.03 10 4.87 9 29
(#2)
Client characteristics (#6) 4.78 11 3.79 11 4.72 11 33
Integration of CBSST into 4.73 12 4.05 9 4.68 12 33
ACT (#10)
Fit with ACT structure (#1) 4.63 13 3.40 13 459 13 39
Gov./regulatory factors (#9) 4.46 14 3.67 12 4.42 14 40

a - . . . - . .
CBSST, cognitive behavioral social skills training; ACT, assertive community treatment

Cluster ratings ranged from 0 to 7, with higher scores indicating more importance for initial implementation or sustainment or easier changeability
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