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Abstract
This study examined stakeholder perceptions of the “fit” between cognitive-behavioral social skills training (CBSST) and 
assertive community treatment (ACT) when implementing CBSST into existing community-based ACT teams. Focus group 
feedback was collected from a diverse set of stakeholders (i.e., clients, providers, supervisors, agency administrators, public 
sector representatives, and intervention developers). Results identified perceived client and provider benefits for integrating 
CBSST into ACT while highlighting the importance of purposeful adaptations, training, and implementation tools to facilitate 
structural and values fit between CBSST and ACT. Study findings will inform future endeavors to implement CBSST and 
other relevant EBPs into ACT. Trial Registry: ClinicalTrials.gov #NCT02254733.

Keywords  Schizophrenia · Cognitive behavioral social skills training · Assertive community treatment · Implementation · 
Intervention fit

Introduction

Research has identified implementation “context” as a criti-
cal component affecting evidence-based practice (EBP) 
implementation and sustainment (Greenhalgh et al. 2004; 
Aarons et al. 2011; Klein and Sorra 1996). This awareness 
has contributed to the development of initiatives to improve 
EBP-contextual fit via strategically assessing and changing 
aspects of the implementation setting (Ehrhart et al. 2014; 
Shea et al. 2014) and/or adapting non-essential aspects of 
the EBP to better fit local conditions (Aarons et al. 2012). 
While the importance of understanding and enhancing EBP-
contextual fit is widely accepted, much of this research 
focuses on situations where a new EBP was implemented 
into a “services as usual” setting that was not predominately 
EBP-based. Less is known about how the fit between mul-
tiple interventions affects the integration a new EBP into a 
service delivery context that was already providing one or 
more specific EBPs. As the number of available EBPs has 
proliferated across many different service areas and organi-
zations have shifted towards greater emphasis on the provi-
sion of EBPs, it is becoming increasingly likely that new 
EBPs are implemented within the context of other existing 
EBPs. Since a key feature of EBPs is that they focus atten-
tion to intervention fidelity (i.e., the extent to which to the 
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actual services provided adhere to the research-informed 
practice protocols), when multiple EBPs are expected to be 
provided the fidelity requirements of each must be taken 
into consideration to ensure high fidelity implementation and 
utilization. This circumstance can create new challenges as 
organizations and service systems attempt to identify, adopt, 
implement, and sustain multiple, potentially overlapping, 
EBPs relevant to desired outcomes (Sedlar et al. 2017). 
In this present research we assess how perceptions of fit 
between an existing EBP (Assertive Community Treatment; 
ACT) and a new EBP (Cognitive Behavioral Social Skills 
Training; CBSST) affected the implementation of the new 
EBP. This current study was part of a larger Hybrid Type 1 
effectiveness and implementation study (Curran et al. 2012), 
that focused on the assessment of CBSST effectiveness 
when added to ACT teams (as compared to ACT services 
as usual), while also systematically collecting information 
regarding implementation processes.

Assertive Community Treatment (ACT)

The ACT model is a team treatment approach with shared, 
low caseloads and community-based service delivery 
focused on reducing hospitalizations, maintaining housing, 
and improving daily living skills (Stein and Santos 1998). 
ACT services are available 24 hours a day, 7 days a week 
to respond to and support ACT clients if they are in crisis 
situations. Caseloads on ACT teams are shared across differ-
ent team members; thus, clients have contact with multiple 
different clinicians within and across weeks.

ACT teams typically consist of case managers, substance 
abuse specialists, vocational/supported employment special-
ists, peers, nurse specialists, and psychiatrists. The education 
level of ACT staff is varied, but staff typically have a bach-
elor’s or master’s level education, with very few doctoral 
level staff or licensed mental health providers. ACT team 
members provide a combination of services, including case 
management, 24/7 crisis intervention, acting as a payee, 
interacting with collaterals, monitoring clients, responding 
to crises, and assistance with housing and other basic living 
needs. ACT treatment, including CBSST-enhanced ACT, 
is usually provided in the community (i.e., not in a clinic 
office). ACT visits are expected to occur at least weekly over 
an extended period of time (i.e., typically more than a year). 
The length of each ACT visit varies considerably based on 
the current needs of the client. ACT services are typically 
reserved for persons with multiple psychiatric hospitaliza-
tions over a 1 year period or frequent episodes of homeless-
ness or incarceration.

Cognitive Behavioral Social Skills Training (CBSST)

CBT and SST are two well-validated EBPs that have been 
shown to improve functioning and are recommended in 
several treatment guidelines for schizophrenia (Gaebel 
et al. 2005; Dixon et al. 2010). SST targets functional 
skills capacity, and CBT focuses primarily on cognitions 
(e.g., defeatist performance attitudes) that interfere with 
effective skill performance and taking steps towards per-
sonal recovery goals. Prior research has demonstrated that 
CBSST, a bundling of these two potent interventions, is 
effective at improving functioning in schizophrenia (Gra-
nholm et al. 2005, 2007, 2013, 2016, 2015). A key element 
of the CBSST intervention is a treatment manual with a 
client workbook that describes the skills and homework 
assignments for each session (Granholm et al. 2016).

The CBSST manual consists of three 6-session modules 
for a total of 18 weekly therapy sessions. Within sessions, 
cognitive therapy is combined with role-play practice of 
communication skills and problem-solving training. Par-
ticipants usually repeat the 18 sessions to further practice 
the new skills and reinforce their understanding of the 
concepts; thus, CBSST is frequently administered over 
18–36 weeks.

Implementation of CBSST into ACT​

Best practice guidelines and nationalized healthcare sys-
tems recommend or mandate provision of several psycho-
social evidence-based practices (EBPs) for schizophre-
nia, such as cognitive-behavioral therapy for psychosis 
(CBT) and social skills training (SST; Gaebel et al. 2005; 
Dixon et al. 2010). Psychosocial EBPs like CBT and SST 
improve social functioning (Wykes et al. 2008; Kurtz and 
Mueser 2008); however, they are frequently unavailable to 
people with schizophrenia (Lehman et al. 1998; Mojtabai 
et al. 2009). To increase the availability of CBT and SST 
for persons with schizophrenia, we sought to implement 
cognitive-behavioral social skills training (CBSST), an 
intervention that combines CBT and SST to improve func-
tioning in schizophrenia (Granholm et al. 2016), into ACT. 
Since ACT is widely implemented in community mental 
health systems throughout the United States (Drake et al. 
2009; Mueser et al. 1998); implementing CBSST on ACT 
teams could broadly increase the availability of CBSST. 
In addition to being widely disseminated, ACT provides 
a promising platform for CBSST implementation because 
the rehabilitation focus of ACT and some components of 
the service delivery structure of ACT (e.g., low client-
to-staff ratios and weekly client contact) are consistent 
with the focus and structure of psychosocial rehabilitation 
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interventions like CBSST. The community-based service 
model of ACT should also facilitate many opportunities 
for in vivo practice of CBSST.

Assessing Fit Between CBSST and ACT​

Acknowledging that fit is typically comprised of both struc-
tural and value-based/ideological aspects (Aarons et al. 
2011), we adapt the definition of intervention contextual 
fit advanced by Horner et al. (2014), to define intervention 
integration fit as the perceived match between the compo-
nents, procedures, and values of the EBP to be implemented 
and the existing EBP(s). Some characteristics of ACT and 
CBSST were expected to fit reasonably well with each other 
due to their mutual focus on psychosocial rehabilitation 
and recovery goals and at minimum weekly contact with 
clients. However, other characteristics of the two interven-
tions appeared less compatible and suggested the need for 
adaptations to one or both of the models, such as the team-
based delivery of ACT versus single clinician delivery of 
CBSST, the relative brevity of many ACT visits versus 1-h 

(or longer) sessions for CBSST, and the delivery of most 
ACT services in the community versus typical delivery of 
CBSST in a clinic setting.

To summarize how ACT and CBSST were expected to 
fit together and identify specific areas with which to assess 
ACT-CBSST fit, we developed the Tool for Integrating Mul-
tiple Interventions (TIMI). The six intervention domains 
included in the TIMI (target population, intervention con-
tent, frequency/duration, setting, service delivery format, 
and primary outcomes), were informed by prior initiatives 
implementing other EBPs into ACT teams (e.g., Burroughs 
and Somerville 2013; Williams 2008), a systematic review 
of EBP modifications that identified intervention content 
and context (e.g., format, setting, population), as primary 
features adapted to improve EBP fit (Stirman et al. 2013), 
and an understanding of the importance of good “innova-
tion-values” fit for successful implementation (Aarons et al. 
2011), which highlights the need for the compatibility of 
anticipated goals and desired outcomes across the multiple 
EPBs in addition to demonstrating reasonable structural fit 
together.

Persons with SMI Persons with SMI

Current EBP  
(ACT)

New EBP  
(CBSST)

Anticipated Integrated EBP 
(CBSST within ACT)

Persons with SMI

At least weekly, with 
services available 24/7 

as needed

Up to 36, 60-90 minute 
sessions

Up to 36, 30-45 minute weekly 
sessions, with services available 

24/7 

“In Vivo”, public or 
private settings

Private sessions in 
office settings

 “In Vivo”, public or private 
settings

Individual team-
delivered sessions

Same clinician(s) in 
groups

Individual team-delivered 
sessions 

Preventing 
hospitalization, 

homelessness, and jail; 
Improved functioning 

and recovery  

Improved functioning 
and recovery

Preventing hospitalization, 
homelessness, and jail; 

Improved functioning and 
recovery  

Crisis intervention and 
case management 

services

Structured/manualized 
sessions re: skills 

development

Structured/manualized sessions 
re: skills development & crisis 
intervention/case management 

services

Intervention 
Domain

Fig. 1   Application of the tool for integrating multiple interventions (TIMI) to the implementation of CBSST into ACT​
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Fig. 1 depicts the characteristics of ACT, CBSST, and 
the projected integration of CBSST into ACT across the fol-
lowing key intervention domains: (1) target population, (2) 
content and structure, (3) frequency/duration, (4) context/
setting, (5) service delivery approach, and (6) outcomes. 
These six domains essentially represent, respectively, the 
“who”, “what”, “when”, “where”, “how”, and “why” for the 
service delivery of each intervention and for the integrated 
intervention as in more detail in the following sections.

Target Population

As shown in Fig. 1, the population targeted to receive the 
CBSST intervention as part of their ACT team services was 
expected to consist of persons with serious mental illness 
(SMI), particularly schizophrenia, which is largely con-
sistent with the traditional target populations for both the 
CBSST and ACT EBPs.

Intervention Content and Structure

The CBSST intervention content consisted of structured/
manualized lessons that addressed both cognitive and social 
skills development. This CBSST content was expected to 
be delivered during standard ACT case management visits 
in order to teach clients the skills to better meet their spe-
cific needs. The manuals provided both the content (i.e., 
specific cognitive or social skills) as well as structure (i.e., 
components to include in each session such as review of 
prior homework and overall sequence of sessions that build 
upon each other to teach the skills). The core CBSST skills, 
including the patient workbook and therapist manual, all 
skills content and training procedures were identical to prior 
trials and not altered for delivery on ACT teams.

Frequency/Duration

To further facilitate the combination of case management 
with CBSST within a single session, and to accommodate 
for the higher levels of symptoms exhibited in many ACT 
clients, the usual length of CBSST sessions was reduced 
from 60 to 90 min to 30–45 min, and even briefer when 
needed. It was also expected that the CBSST-related content 
would be delivered in at least one of the weekly visits for up 
to 36 weeks. Although all of the CBSST content could be 
delivered in 18 sessions, additional practice of the skills for 
up to a total of 36 sessions was predicted to lead to greater 
improvements. While the briefer sessions would likely result 
in less time for skills training, it was expected that increased 
opportunities to support in vivo use of participants’ skills in 
ACT would compensate for less in-session practice.

Context/Setting

Adapted CBSST sessions were delivered at sites in the com-
munity that were mutually agreed upon by the client and 
ACT team member (e.g., residential settings, clubhouses, 
coffee shops, parks) instead of a typical office setting. Cli-
nician’s strategic utilization of selected community settings 
was expected to create opportunities to provide CBSST 
training to clients in comfortable and familiar settings (e.g., 
doing repeated role plays of a skill alone with a client at 
his/her home), as well as for in vivo practice of targeted 
CBSST skills in community settings relevant to the needed 
skills (e.g., prompting an interaction with a store clerk). Both 
types of community practice were expected to be common 
and contribute to improvements in real-world functioning.

Service Delivery Format

Traditionally, all CBSST sessions were delivered as a group 
therapy by a single clinician or the same pair of leader clini-
cians. However, to fit into the structure of ACT services (i.e., 
delivered in individual one-on-one meetings with shared 
caseloads across clinicians), the service delivery format of 
CBSST was adapted such that different clinicians would 
deliver different individual sessions from one week to the 
next.

Outcomes

Both CBSST and ACT are recovery-oriented interventions 
with a goal to improve functional outcomes in clients with 
SMI. Allness and Knoedler (1998) identified the primary 
goals of ACT treatment as being: “to lessen or eliminate the 
debilitating symptoms of mental illness…, to meet basic 
needs and enhance quality of life, to improve functioning in 
adult social and employment roles and activities…” (p. 2). 
ACT often focuses on daily living needs and maintaining 
stable housing, close monitoring of the psychiatric illness 
and treatment, avoiding crises, and reducing psychiatric hos-
pitalizations. CBSST similarly has goals to improve living, 
learning, working and socializing, but attempts to do so by 
teaching cognitive, social, and problem-solving skills. In this 
manner, CBSST and ACT have similar and complementary 
overall goals, but often focus on achieving different specific 
outcomes.

Summary of Anticipated Fit Between CBSST and ACT​

Overall, CBSST and ACT were expected to fit relatively well 
together, either through their similarity, complementarity, or 
purposeful adaptations to facilitate integration of CBSST 
into ACT. The degree of change experienced by ACT team 
members due to the integration of CBSST was expected to 
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be relatively minor and primarily confined to the “Content” 
domain with the additional requirements to provide struc-
tured/manualized sessions with ACT clients. The implemen-
tation of CBSST into ACT was purposefully designed such 
that there would be no reduction in capacity to achieve high 
fidelity for either EBP (i.e., no model components related 
to delivering either EBP with high fidelity were removed or 
negatively impacted as part of their integration).

Method

Participants

The delivery of CBSST within ACT teams was handled by 
two private large multi-service behavioral health agencies 
located in a southwestern metropolitan area. Because each 
agency was funded by local governments to provide ACT 
services, the ACT teams were considered part of the public 
sector behavioral health system. As part of the overall study 
assessing the implementation of CBSST and ACT, represent-
atives from six different stakeholder groups were recruited 
to participate in a total of 14 structured focus groups: 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). The parent 
clinical trial (Granholm et al. 2015) targeted functional out-
come in schizophrenia, so all clients with schizophrenia or 
schizoaffective disorder on the ACT teams were informed of 
the study and invited to participate through mailings, flyers 
and individual interactions with ACT providers. A subsam-
ple of these clients who enrolled in the study who received 
a meaningful exposure to the CBSST intervention and 
expressed interest in sharing their experiences were invited 
to participate in this study. All staff involved in providing 
ACT services at each site were encouraged to participate 
in the focus groups so the feedback included the perspec-
tives of those recently exposed to the intervention (e.g., new 
hires) as well as those involved throughout the entire CBSST 
implementation process. Agency and county administrators 
who were involved in overseeing the ACT programs were 
contacted and asked to participate in their respective focus 
groups. To encourage frank discussion among participants, 
each focus group included only representatives from that 
stakeholder group. All stakeholders had direct experience 
either delivering or receiving CBSST or were in supervision 
or leadership positions during the implementation process.

Fidelity to the ACT model was evaluated for each ACT 
using the Dartmouth Assertive Community Treatment Scale 
(DACTS; Teague et al. 1998). The DACTS assesses fidel-
ity to 28 items/elements of ACT with 5-point anchored 

scales (1 = not implemented, 5 = fully implemented). These 
items are grouped according to three broad categories or 
subscales: Human Resources, Organizational Boundaries 
and Nature of Service. All teams had very similar fidelity 
and the mean total DACTS fidelity rating was 3.76 (range 
3.61–3.86), suggesting fair to moderate level of quality and 
adherence. We also rated fidelity from over 600 sessions 
using standard fidelity measures and ACT providers deliv-
ered CBSST with adequate fidelity. The mean fidelity rating 
on the Cognitive Therapy Rating Scale for Psychosis (CTS-
Psy total score; Haddock et al. 2001) was 36.2 (SD = 7.1); 30 
is considered adequate fidelity (85% of providers achieved 
a total score > 30).

ACT provider and supervisor focus groups were con-
ducted after each ACT site had implemented CBSST for at 
least seven months (range 7–17 months). The mean number 
of months of experience with CBSST for each stakeholder 
group at the time of the focus group was as follows: 8.9 
(SD = 4.8) for providers; 12.9 (SD = 8.8) for clients; 11.1 
(SD = 5.8) for team supervisors; 28.0 (SD = 0.0) for agency 
administrators; 24.8 (SD = 7.2) for public sector administra-
tors; and 24.0 (SD = 0.0) for intervention developers/trainers.

Of the 87 total focus group participants, 73.6% (n = 64) 
were female. Almost half were between 25 and 34 years 
of age (n = 39; 44.8%). Most participants had a bachelor’s 
(n = 21; 24.1%) or master’s degree (n = 41, 47.1%), and 
most were ACT providers or ACT team supervisors (n = 64, 
73.6%). Of the 64 ACT provider and supervisor focus group 
participants, eight (12.5%) were licensed providers and 10 
(15.6%) were interns/trainees. These participants primar-
ily had a background in psychology or social work (n = 37; 
57.8%). Most were employed full-time (n = 60, 93.8%) 
and had been with their respective agencies for less than 
five years (n = 50, 78.1%). Most had been providing mental 
health services for at least five years (n = 44, 68.8%).

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. Ethical review and approval was also 
provided by the Research Committee of the local public sec-
tor behavioral health system.

Data Collection

Focus groups typically lasted between 45 and 60 min, with at 
least two study representatives conducting each focus group. 
Participants were asked to respond to one overall question: 
“What are the factors that influenced the implementation 
and use of CBSST on the ACT teams?” This prompted a 
wide-ranging and open discussion among the participants, in 
which many subtopics were articulated and expounded upon. 
One of the study representatives facilitated the discussion by 
asking clarifying questions or confirming understanding of 
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thoughts expressed by participants, aiming to keep discus-
sion focused on the subtopic at hand to capture all related 
ideas. Once a subtopic was exhausted, the study representa-
tive provided another open prompt, such as, “What else influ-
enced the implementation and use…?”

Each factor communicated by a participant was para-
phrased and documented by another study representative in 
“real time” and projected on a screen for all participants to 
see during the focus group. This allowed for refining and 
clarifying responses as needed and encouraging others to 
contribute factors not yet identified by the group. At the 
conclusion of the focus group, the running list of factors was 
reviewed to see if any items should be added or amended. 
The focus group was audio recorded to ensure that no imple-
mentation factors were missed during the “real time” genera-
tion of the list.

Data Preparation and Analysis

The audio recording for each focus group session was 
reviewed in conjunction with the associated list of imple-
mentation factors generated during the session to estab-
lish list accuracy and completeness. Each individual focus 
group list was also reviewed to identify and remove any clear 
duplicate factors within that focus group. The final statement 
lists from the 14 focus groups (a total of 934 implementa-
tion factor statements) were then entered into the NVivo 
10 qualitative data analysis software package (QSR Inter-
national 2012).

The first data analysis step involved open coding the focus 
group implementation factor statement lists to identify major 
issues and themes among the implementation factors identi-
fied by participants (Corbin and Strauss 2008). The state-
ment list was reviewed for salient categories of statements, 
such as EBP content-related statements regarding agendas, 
workbooks, and homework, or EBP delivery-related state-
ments regarding session time or session location. A sample 
of focus group implementation factor lists was independently 
coded and then compared by two investigators (DS and JN). 
The intervention developers (EG and JH) did not participate 
in the coding. Where discrepancies existed, the investiga-
tors discussed the rationale for each code and arrived at a 
consensus code by creating a new code or agreeing to use an 
existing one. The investigators reiterated this process of cod-
ing, reviewing, discussing, and refining the scheme before 
arriving at a stable set of primary codes, which was then 
applied to each factor statement from the focus group lists. 
The two investigators reviewed any factor statements that 
were identified as potentially difficult to categorize or span-
ning two different categories and collaboratively determined 
the most appropriate code via consensus.

While the coding of all factor statements resulted in 
the identification of a wide range of implementation 

factors, this study focused on themes directly related to 
the fit between CBSST and ACT across the six interven-
tion domains presented in Fig. 1 (i.e., target population, 
content & structure, frequency/duration, context/setting, 
service delivery format, and outcomes).

Results

Key findings related to stakeholder perceptions of how the 
fit between CBSST and ACT affected its implementation 
and use are presented for each of the intervention domains 
listed in Fig. 1. Some findings relate to the intersection of 
multiple invention domains—for example, characteristics 
of the target population were perceived by some partici-
pants as creating challenges for achieving the intended fre-
quency/duration of delivering CBSST. In these instances, 
the authors located the discussion of the findings in the 
domain determined to be the focal point of the stakeholder 
comments.

Target Population (Who)

Overall consistency between CBSST and ACT target popu-
lations. Based on stakeholder feedback from all 14 focus 
groups, CBSST was generally perceived to be appropriate 
for the typical client populations already receiving ACT 
services. Clients who participated in the focus groups indi-
cated that that the lessons and workbooks appealed to them. 
Providers and clients also commented that they thought 
CBSST helped achieve positive client outcomes, especially 
those related to functioning and goal attainment. These 
statements indicated that CBSST was generally perceived 
to meet important needs of clients who were receiving ACT 
services.

Difficulty implementing CBSST with some ACT clients. 
While CBSST was generally thought to be appropriate for 
ACT clients, comments from providers and supervisors 
in nine focus groups indicated that CBSST was thought 
to be more difficult to deliver to some clients, particularly 
those with “complex needs.” Team supervisors and provid-
ers noted that co-occurring substance use problems and 
impaired cognitive functioning in some clients made deliv-
ery of CBSST more difficult (e.g., some clients were unable 
to keep track of homework and maintain their CBSST work-
book). Providers also indicated that it was more difficult to 
deliver CBSST to clients who were clinically unstable or 
who frequently become involved in crisis situations. How-
ever, one provider acknowledged that these characteristics 
were often not a challenge specific to implementing CBSST, 
but a challenge to provide any services, including ACT.
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Content and Structure (What)

Intervention Content

CBSST content was appropriate. Stakeholders from the two 
client focus groups expressed positive comments regarding 
the appeal and relevance of CBSST lessons and workbooks. 
Some clients expressed having a positive experience with 
the workbooks, and others stated that they still referenced 
it after completing CBSST. Clients and providers from six 
focus groups described certain CBSST concepts as “great,” 
“helpful,” and “fun,” and agency administrators stated they 
heard from staff that the clients typically liked doing the 
different modules. Overall, clients and providers seemed to 
think that the concepts within CBSST were relevant to the 
types of topics and issues they deemed important.

CBSST content was challenging in both positive and 
potentially negative ways. Though clients and providers gen-
erally found CBSST to be appropriate, comments from six 
focus groups indicated that the content could be challenging 
to get through. One ACT client said: “the workbook chal-
lenges us [the client] to think, which is good, but can also be 
frustrating.” Other clients stated that some of the workbooks 
were too difficult to use, causing them to not want to try 
other workbooks. The perceived difficulty of the material 
could play a role for certain clients in terms of how much 
they are willing to engage in the intervention.

Intervention Structure

Providing CBSST competed with other ACT responsibili-
ties. A common concern expressed by providers and team 
supervisors in six focus groups was that delivering CBSST 
was a lower priority or altogether not possible in the midst 
providing crisis management or case management services. 
Providers commented about having “other things besides 
CBSST to accomplish during visits” and that at times 
“CBSST interferes with delivery of certain services to cli-
ents.” This was evident to them particularly “when clients 
[were] sick/in crises” or when “client safety” was perceived 
to be at stake. These statements indicated that there was a 
belief among providers that delivering a CBSST session and 
fulfilling their primary ACT responsibilities were competing 
demands, often at odds with each other. In these instances, 
providers found it challenging to successfully integrate the 
structured, skills-based teaching approach of CBSST into 
the ACT visit.

Resistance to manualized treatment practices. One fac-
tor that inhibited utilization of CBSST within ACT services 
was the perception that CBSST was overly rigid or inflex-
ible (identified in 10 focus groups). For example, one pro-
vider stated that when clients were motivated to work on or 
discuss a particular issue, “the CBSST curriculum may not 

match the client’s situation at that moment.” Some providers 
perceived “client resistance to structured material” delivered 
during their ACT visits. Provider, team supervisor, and inter-
vention developer/trainer comments frequently highlighted 
the need to make the intervention feel more “organic” within 
the ACT model.

In addition to providing ongoing supervision and feed-
back to increase provider familiarity with CBSST and facil-
itate more seamless or natural inclusion into ACT visits, 
intervention developers/trainers continued to adapt materi-
als and training techniques during the initial implementa-
tion of CBSST to reduce perceptions of intervention rigid-
ity and facilitate flexible integration of CBSST. A simple, 
but important, training change identified by providers was 
the explicit recommendation by the intervention develop-
ers/trainers to teach whichever CBSST session in the treat-
ment manual best matched the client’s current circum-
stances, rather than needing to maintain a specific session 
order. Providers and team supervisors also emphasized that 
encouragement from intervention developers/trainers to not 
use the CBSST manual at all or to apply the intervention 
flexibly “on the fly” during regular ACT encounters facili-
tated implementation and use of CBSST by ACT staff in a 
more “naturalistic” manner. Comments from the four pro-
vider and supervisor focus groups at the agency which first 
implemented CBSST into ACT indicated that the developer/
training responsive to feedback and the resulting adaptations 
to initial CBSST session materials were perceived as making 
CBSST more flexible and easier to use.

Beneficial effects of structured CBSST sessions. While 
challenging to implement, the additional structure CBSST 
provided to ACT client visits was also identified as a positive 
change. For example, some clients thought that CBSST pro-
vided a “powerful structure” or made the ACT visits more 
“purposeful.” As one client stated, “CBSST creates structure 
for staff to listen, which helps staff better understand our 
needs.” Similarly, some providers stated that CBSST pro-
vided beneficial structure to otherwise unstructured visits. 
Providers indicated that the “organized sessions gave provid-
ers confidence” in doing their jobs. This provider confidence 
seemed to result from the idea that as long as they were 
delivering the intervention based on the guidelines, they felt 
that they would be doing their job correctly and contributing 
to client improvements. This aspect of CBSST was believed 
to be particularly salient for new staff.

Frequency/Duration (When)

Challenge of completing CBSST sessions within typical ACT 
visits. In contrast to the fixed weekly schedules and session 
duration of traditional CBSST, the frequency and duration 
of CBSST sessions when integrated within ACT visits was 
determined by the frequency and length of ACT team visits, 
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which could vary significantly between clients and over time. 
Participants from five focus groups highlighted the challenge 
of integrating an intervention like CBSST that relies on dedi-
cated time specifically focused on intervention content deliv-
ery into ACT. One provider stated that “providers lack the 
time during normal sessions with clients to delve as ‘deep’ 
as trainers want.” Other providers and clients also mentioned 
that the even the abbreviated length of the CBSST sessions 
initially designed for utilization within ACT was perceived 
as too long for some clients. As discussed in the “Interven-
tion Content”, some providers also saw CBSST as compet-
ing for time with other priority tasks to be completed during 
ACT visits, such as crisis management.

Based on provider feedback, the intervention develop-
ers/trainers further revised the CBSST workbook during 
the initial CBSST implementation to highlight key CBSST 
elements essential to delivering each session effectively 
in a more compressed time span. One provider stated that 
“the revised, shortened CBSST manuals work much better” 
than the previous workbooks, and an intervention developer 
acknowledged that the “abbreviated workbook [was] more 
manageable,” indicating that adapting CBSST’s length to the 
typical duration of an ACT visit helped providers with their 
delivery of CBSST within ACT. This was another example 
where CBSST implementation benefited from interven-
tion developers listening to staff feedback and responding 
through intervention adaptation.

Concerns about the intended frequency of CBSST session 
delivery. In addition to concerns about the duration of ACT 
visits needed to adequately provide CBSST lessons, par-
ticipants from six different focus groups indicated that the 
frequency of client contacts in which CBSST was discussed 
was not conducive to delivering high quality CBSST. As 
one provider stated, “consistent, weekly, face-to-face ses-
sions [are] ideal but not feasible for ACT teams.” Weekly 
face-to-face sessions were hindered not only by “provider 
workload,” which was cited by providers and intervention 
developers as a substantial barrier, but also by needing to 
respond to client crises during sessions or when client crises 
prevented clients from meeting with ACT providers alto-
gether. One provider stated that “when clients don’t partici-
pate for a while (e.g., sick/client crises) [it is] easy to lose 
CBSST momentum,” indicating that client circumstances 
can contribute to infrequent CBSST sessions.

Context/Setting (Where)

Interference with CBSST session delivery in some commu-
nity settings. While the “in vivo” context and setting of ACT 
visits was anticipated by the research team to provide a good 
opportunity for practicing CBSST skills in real-world situ-
ations, participants in seven focus group noted some dif-
ficulties delivering CBSST in their typical ACT meeting 

locations. Specific challenges with the location of service 
delivery cited by providers and team supervisors involved 
locations that had distractions or a lack of privacy. Provid-
ers indicated that these types of locations (e.g., “in the car,” 
areas with “people passing by”) were typical for ACT visits 
and could interfere with delivering CBSST sessions. Having 
a private, comfortable space for client sessions was consid-
ered ideal for delivering the CBSST lessons, but this was 
often not feasible when delivering CBSST within ACT.

Service Delivery Approach (How)

Importance of logistical supports for a team-based approach 
to CBSST delivery. Using a team-based approach for deliver-
ing CBSST meant that one provider might deliver one ses-
sion, and a different provider might deliver the next session. 
Stakeholder comments from 10 different focus groups high-
lighted the adaptation of CBSST to a team-based service 
delivery model and the additional logistics associated with 
providing a structured, multi-week curriculum as a team, 
particularly related to managing information exchange 
among clinicians. Providers and team supervisors noted an 
initial lack of systematic methods or documentation tools to 
help guide the sharing of information between staff mem-
bers regarding CBSST progress (e.g., tracking which ses-
sion should be delivered next or what homework had been 
assigned by using a team tracking sheet). This contributed 
to information getting “lost in the shuffle.” Comments also 
highlighted the need for agency and team leadership to facil-
itate logistics of delivering CBSST (e.g., team supervisors 
assigning the next CBSST session to providers at their daily 
morning staff meeting).

However, stakeholders also indicated that providers and 
intervention developers/trainers designed additional methods 
and tools that helped to facilitate the logistics of team-based 
CBSST delivery during the initial implementation process. 
These activities included creating and maintaining “an extra 
‘provider’ manual to keep track of different providers’ pro-
gress” that was kept in the ACT office. The additional tools 
were seen as essential supports for delivering CBSST as a 
team.

Need for accountability and responsibility with team-
based delivery of CBSST sessions. In addition to logistical 
supports, comments from six focus groups regarding the 
adaptation of CBSST to a team-based service delivery model 
also mentioned a need to establish responsibility for CBSST 
client progress among the team members. Providers indi-
cated that team delivery of CBSST had the potential effect 
of reducing the sense of “ownership” or “responsibility” that 
any one individual provider might feel to ensure a client’s 
progress through the CBSST sessions. In other words, since 
all team members were theoretically responsible for pro-
viding CBSST services, a diffusion of responsibility could 
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occur in which no one felt responsible or was accountable 
for ensuring that CBSST sessions were delivered. Provid-
ers and team supervisors found it useful to create a “lead 
CBSST clinician” for each client to help address the issue 
of diffused responsibility. Having this lead clinician ensured 
that there was one person who made sure to monitor client 
progress through the CBSST sessions.

Reduced effectiveness of team-based teaching of CBSST. 
Concerns about a lack of consistency caused by the team 
delivery approach were also raised, particularly by clients in 
the two client focus groups. Some clients indicated that not 
having the same provider deliver CBSST at every visit could 
be a “challenge to client progress” or make it “difficult to get 
into the flow of the material,” especially because providers 
may not be familiar with what was done in previous meeting 
or what strategies “worked” for teaching CBSST lessons to a 
specific client. One provider noted a potential problem with 
consistency as well, stating that “working as a team to serve 
one client can make it difficult to be consistent.” Concerns 
about team-based teaching highlighted the importance of 
establishing procedures to share information among team 
members about CBSST session progress (e.g., CBSST lead 
clinician and provider workbook) and possibly developing 
new systems to further support and adapt CBSST using a 
team approach.

Outcomes (Why)

Positive client outcomes attributed to CBSST. Stakeholders 
in all 14 of the focus groups identified positive client out-
comes from implementing CBSST and signaled its useful-
ness as an intervention with the ACT population. Providers 
stated that “CBSST is an effective tool” and “they have seen 
it work with clients,” especially when helping “facilitate 
achieving client goals.” Clients provided positive feedback 
about the role of CBSST in improving goal attainment as 
well, saying that it helped “client[s] reach their goals” and 
“break down a goal into smaller steps.” Clients also men-
tioned other positive CBSST outcomes, such as helping to 
“focus and organize thoughts,” “think about things in a new 
way,” “seek out information and tools to solve a problem,” 
and provide “proof that they can solve a problem.” Based on 
both provider and client comments, overall attitudes seemed 
to cast CBSST as beneficial in helping clients achieve posi-
tive outcomes.

Client improvements attributed to CBSST encouraged fur-
ther provider use of CBSST. ACT team members from four 
focus groups noted a positive relationship between seeing 
client successes due to CBSST and their own motivation to 
deliver CBSST. Team supervisors also identified a poten-
tial social learning aspect, in that “seeing provider success 
with CBSST increases buy-in” for other providers. Overall, 

stakeholders believed that seeing favorable client outcomes 
encouraged further efforts to implement and use CBSST.

Discussion

Utilizing the TIMI to assess stakeholder feedback regarding 
their perspectives on implementing CBSST on ACT teams in 
community mental health agencies provided insight into how 
well ACT and CBSST were perceived to “fit” together across 
key intervention domains and how this perceived fit affected 
implementation and delivery of CBSST. Stakeholder com-
ments identified areas of good fit, but also lack of fit that 
required adaptations primarily to the format of delivery. 
While the CBSST skills training content, focus on recovery 
goals, and training procedures were unchanged, adaptations 
involved a change in format from a group intervention deliv-
ered in a clinic to an individual, team-delivered intervention 
in the community. Implementation was facilitated by the pro-
vision of needed implementation tools, organizational sup-
ports, and trainer/developer ongoing attention to adaptation 
and coaching during the implementation process.

Feedback from stakeholders suggested that it is vital to 
address the structural fit of CBSST with the existing ACT 
model and ensure that needed modifications and intervention 
tools are in place and supported by the organization. Exam-
ples of this feedback included provider comments that the 
frequency and length of sessions needed to deliver CBSST 
did not fit the typical frequency or length of ACT visits. 
Adaptations made after initial implementation to further 
shorten CBSST workbook sessions were reported to help 
providers quickly focus on key content areas and increased 
utilization of CBSST within ACT visits. Similarly, changing 
the service delivery format of CBSST from a single clini-
cian-based method to a team-based method created logistical 
challenges related to tracking client progress, communicat-
ing client progress among team members, and a diffusion of 
responsibility among team members. However, these chal-
lenges were mitigated by developing tools and systems like 
assigning a lead CBSST clinician, who took responsibility 
for tracking client sessions and assigning providers to deliver 
CBSST to specific clients each week, and using a shared pro-
vider workbook for each client, which helped communicate 
client goals and homework assignments among providers. 
Ensuring that ACT teams have the time, tools, and organi-
zational supports to deliver EBPs like CBSST that involve 
progressive skills training over multiple sessions is crucial 
for promoting a good structural fit with an existing ACT 
program.

Stakeholder feedback also highlighted the importance of 
good ideological or value-based fit between CBSST and the 
existing ACT program. Both interventions were designed 
to provide services to seriously mentally ill persons with 
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schizophrenia. However, while both interventions were 
seen as beneficial for clients and complementary to each 
other in accomplishing the overall goal of improving client 
functioning within the community, each intervention was 
viewed as targeting different outcomes with varying lev-
els of importance. ACT was perceived to emphasize basic 
needs, case management, and crisis prevention or interven-
tion to a greater extent than CBSST and the need for these 
ACT services was often determined to be of higher priority 
than delivering CBSST. Stakeholder comments seemed to 
indicate that these value differences inhibited provision of 
CBSST within the ACT teams.

Despite the fact that these two EBPs seemed to be viewed 
by providers as competing demands, CBSST might provide 
to ACT teams a connection to a lost identity from the past, 
when ACT was more actively involved in efforts to system-
atically improve psychosocial functioning, independence, 
and other functioning outcomes, in addition to being crisis 
and case management focused (Allness and Knoedler 1998). 
In many ways, CBSST provides an important ingredient in 
terms of what has been missing from the ACT of recent 
years: a stronger focus on recovery-oriented psychosocial 
rehabilitation that clients certainly need. This challenge of 
returning to a focus on rehabilitation while maintaining ser-
vice orientation values was also highlighted as an implemen-
tation barrier when Illness Management and Recovery was 
implemented on ACT teams (Salyers et al. 2010). Future 
efforts to implement CBSST (or other EBPs) on ACT teams 
will need to ensure that providers believe that the EBP 
being implemented is consistent with their current roles and 
responsibilities as ACT providers. Successfully addressing 
this issue through training and leadership support will be 
increasingly important with the new emphasis on providing 
additional EBPs as part of high-fidelity ACT service deliv-
ery (Monroe-DeVita et al. 2011).

An important finding from the stakeholder comments 
was the value of purposeful adaptations made during the 
initial implementation process, which greatly facilitated 
and improved the structural fit between CBSST and ACT. 
Examples of such adaptations included those made by inter-
vention developers in response to provider feedback, such 
as the adjustments to workbook materials and training that 
encouraged flexibility in service delivery, as well as adap-
tations made by the providers and team supervisors them-
selves, such as utilizing a shared provider workbook and 
developing other CBSST tracking and monitoring tools. The 
stakeholder comments affirmed that strategic and purposeful 
adaptations are crucial components of the implementation 
process that facilitate intervention fit and ongoing interven-
tion sustainment (Aarons et al. 2012). While many of the 
tools and strategies created or refined during this current 
study will be available to facilitate future CBSST into ACT 
implementation endeavors, it will be important to continue 

to maintain feedback mechanisms that systematically iden-
tify and inform any other needed organizational adaptations.

The findings suggest that use of the TIMI would be ben-
eficial in other settings where a new intervention is being 
introduced into the context of an existing intervention a new 
EBP. By utilizing the TIMI to review the characteristics 
of the new EBP and existing intervention(s) side-by-side, 
researchers may be able to: (1) gain a clearer picture into 
how best to integrate the EBPs; (2) identify potential areas of 
difference or tension between the new and existing practices; 
and (3) create or plan adaptations and training prior to and 
during initial implementation that are intended to facilitate 
good structural and values fit with the existing ACT service 
delivery model and beliefs of the ACT service providers.

Certain limitations to the study should be noted. First, 
given that clients in the clinical trial were recruited to have 
schizophrenia or schizoaffective disorder and only clients 
with meaningful exposure to CBSST were invited to par-
ticipate in the focus groups, the opinions expressed by the 
clients may not generalize to other types of ACT clients. 
Second, in regards to the generalizability of the findings, the 
study collected data from nine ACT teams in two different 
agencies in a large metropolitan area; however, some studies 
have shown that ACT programs are prone to drift or expe-
rience variations over time (Monroe-DeVita et al. 2012). 
The potential for local variations across ACT programs 
reinforces the importance of and need for local adaptations 
before and during the implementation process to improve 
the perceived fit of CBSST (or other EBPs) and ACT within 
the local context. The seven ACT teams showed very similar 
fidelity in the fair to moderate range, so finding should gen-
eralize to teams that meet at least basic fidelity.

Returning to the domains where the structural or values fit 
seemed to be strained during initial implementation, stake-
holder comments highlighted specific areas that are crucial 
for guiding future efforts to integrate CBSST into ACT 
teams. Overall, the most important areas to address appeared 
to be: (1) the logistical challenges integrating CBSST ses-
sion delivery into ACT delivery (e.g., managing team-based 
delivery of a multi-week structured EBP); and (2) provider 
perceptions about CBSST and ACT as competing for lim-
ited time during visits, with ACT providers emphasizing 
management to a greater extent than skills training for reha-
bilitation. Both of these issues can be addressed in future 
implementation endeavors by utilizing the implementation 
support tools and practices developed during this study (e.g., 
requiring a lead CBSST clinician for each client), as well 
as providing refined trainings and leadership coaching that 
highlight the importance of a rehabilitation focus and dem-
onstrates its contribution to meeting overall ACT objectives.

Team supervisors and providers also commented that 
some client characteristics, such as substance use, home-
lessness, and greater severity of cognitive impairments, 
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made CBSST delivery more difficult. We previously found 
that severity of cognitive impairment did not influence the 
effectiveness of CBSST when delivered in groups in a more 
structured and controlled research setting (Granholm et al. 
2008), but clients on ACT teams in the community are typi-
cally lower functioning than clients in other outpatient set-
tings. Additional research on the potential moderators of 
CBSST outcomes is needed to determine whether specific 
clients will benefit more from receiving CBSST on ACT 
teams. It is important to note that these client characteristics 
may not be specific moderators of outcome in CBSST. As 
suggested by providers in our focus group, factors such as 
homelessness, substance abuse, and cognitive impairments 
are likely to make delivery of all treatments more difficult, 
including ACT.

In future studies, we plan to develop and test the utili-
zation of technological tools, such as smartphone applica-
tions and web-based resources, which will provide real-time 
coaching, fidelity feedback, and progress-tracking capabili-
ties in a way that is more accessible to providers. Utilizing 
this type of technology will allow providers to reinforce their 
skills, share information about sessions with other providers, 
monitor recovery outcomes, and track logistics more easily 
while out in the field. Monitoring and rapid feedback of out-
comes may also help providers identify and highlight clients 
who are benefitting from CBSST, which, according to the 
current study, may contribute to improved provider satisfac-
tion and greater utilization of CBSST. These enhanced tools 
have the potential to strengthen the perceived structural and 
values fit between CBSST and ACT.

Acknowledgements  We thank the participants who volunteered for 
this study. Research reported in this publication was supported by the 
Department of Veterans Affairs, Veterans Health Administration, Office 
of Research and Development, Rehabilitation Research and Develop-
ment Service, the National Institute of Mental Health of the National 
Institutes of Health (Grant R01MH091057-05 to Dr. Granholm). The 
content is solely the responsibility of the authors and does not neces-
sarily represent the official views of the Department of Veterans Affairs 
or National Institutes of Health. Dr. Granholm has an equity interest 
in Granholm Consulting, Inc., a company that may potentially benefit 
from the research results as he receives income from the company for 
CBSST workshops and consulting and royalties for a CBSST book. 
The terms of this arrangement have been reviewed and approved by 
the University of California, San Diego in accordance with its conflict 
of interest policies.

Funding  This study was funded by the Veterans Medical Research 
Foundation (5R01MH091057-05).

Compliance with Ethical Standards 

Conflict of interest  David H. Sommerfeld, Gregory A. Aarons, 
Jeanean Naqvi, Dimitri Perivoliotis and Kim Mueser declare that they 
have no conflict of interest. Jason Holden conducts CBSST training 
workshops as a paid consultant and receives royalties from Guildford 
Press for CBSST book sales. Eric Granholm conducts CBSST training 

workshops as a paid consultant through Granholm Consulting Inc. and 
receives royalties from Guildford Press for CBSST book sales.

Ethical Approval  All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the 1964 Helsinki 
declaration and its later amendments or comparable ethical standards.

Informed Consent  Informed consent was obtained from all individual 
participants included in the study.

References

Aarons, G. A., Green, A. E., Palinkas, L. A., Self-Brown, S., Whi-
taker, D. J., Lutzker, J. R., et  al. (2012). Dynamic adapta-
tion process to implement an evidence-based child maltreat-
ment intervention. Implementation Science, 7, 32. https​://doi.
org/10.1186/1748-5908-7-32.

Aarons, G. A., Hurlburt, M., & Horwitz, S. M. (2011). Advancing a 
conceptual model of evidence-based practice implementation in 
public service sectors. Administration and Policy in Mental Health 
and Mental Health Services Research, 38(1), 4–23.

Allness, D. J., & Knoedler, W. H. (1998). The PACT model of commu-
nity-based treatment for persons with severe and persistent mental 
illnesses: A manual for PACT start-up. NAMI Campaign to End 
Discrimination, NAMI Anti Stigma Foundation.

Burroughs, T., & Somerville, J. (2013). Utilization of evidenced based 
dialectical behavioral therapy in assertive community treatment: 
Examining feasibility and challenges. Community Mental Health 
Journal, 49(1), 25–32.

Corbin, J., & Strauss, A. (2008). Basics of qualitative research: Tech-
niques and procedures for developing grounded theory (3rd edn.). 
Thousand Oaks: Sage.

Curran, G. M., Bauer, M., Mittman, B., Pyne, J. M., & Stetler, C. 
(2012). Effectiveness-implementation hybrid designs: Combining 
elements of clinical effectiveness and implementation research 
to enhance public health impact. Medical Care, 50(3), 217–226.

Dixon, L. B., Dickerson, F., Bellack, A. S., Bennett, M., Dickinson, D., 
Goldberg, R. W., et al. (2010). The 2009 schizophrenia PORT psy-
chosocial treatment recommendations and summary statements. 
Schizophrenia Bulletin, 36(1), 48–70.

Drake, R. E., Bond, G. R., & Essock, S. M. (2009). Implementing 
evidence-based practices for people with schizophrenia. Schizo-
phrenia Bulletin, 35(4), 704–713.

Ehrhart, M. G., Aarons, G. A., & Farahnak, L. R. (2014). Assessing 
the organizational context for EBP implementation: The devel-
opment and validity testing of the implementation climate scale 
(ICS). Implementation Science, 9, 157. https​://doi.org/10.1186/
s1301​2-014-0157-1.

Gaebel, W., Weinmann, S., Sartorius, N., Rutz, W., & McIntyre, J. 
(2005). Schizophrenia practice guidelines: International survey 
and comparison. British Journal of Psychiatry, 187(1), 248–255.

Granholm, E., Holden, J., Link, P. C., McQuaid, J. R., & Jeste, D. V. 
(2013). Randomized controlled trial of cognitive behavioral social 
skills training for older consumers with schizophrenia: Defeat-
ist performance attitudes and functional outcome. The American 
Journal of Geriatric Psychiatry, 21(3), 251–262.

Granholm, E., Holden, J. L., Sommerfeld, D., Rufener, C., Perivoli-
otis, D., Mueser, K., & Aarons, G. A. (2015). Enhancing assertive 
community treatment with cognitive behavioral social skills train-
ing for schizophrenia: Study protocol for a randomized controlled 
trial. Trials, 16(1), 438.

https://doi.org/10.1186/1748-5908-7-32
https://doi.org/10.1186/1748-5908-7-32
https://doi.org/10.1186/s13012-014-0157-1
https://doi.org/10.1186/s13012-014-0157-1


199Administration and Policy in Mental Health and Mental Health Services Research (2019) 46:188–199	

1 3

Granholm, E., McQuaid, J. R., McClure, F. S., Auslander, L. A., 
Perivoliotis, D., Pedrelli, P., & Jeste, D. V. (2005). A randomized, 
controlled trial of cognitive behavioral social skills training for 
middle-aged and older outpatients with chronic schizophrenia. 
American Journal of Psychiatry, 162, 520–529.

Granholm, E., McQuaid, J. R., McClure, F. S., Link, P. C., Perivoliotis, 
D., Gottlieb, J. D., & Jeste, D. V. (2007). Randomized controlled 
trial of cognitive behavioral social skills training for older peo-
ple with schizophrenia: 12-month follow-up. Journal of Clinical 
Psychiatry, 68(5), 730–737.

Granholm, E. L., McQuaid, J. R., & Holden, J. L. (2016). Cognitive-
behavioral social skills training for schizophrenia: A practical 
treatment guide. New York: Guilford.

Granholm, E. L., McQuaid, J. R., Link, P. C., Fish, S., Patterson, T., 
& Jeste, D. V. (2008). Neuropsychological predictors of func-
tional outcome in Cognitive Behavioral Social Skills Training for 
older people with schizophrenia. Schizophrenia Research, 100(1), 
133–143.

Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., & Kyriakidou, O. 
(2004). Diffusion of innovations in service organizations: Sys-
tematic review and recommendations. Milbank Quarterly, 82(4), 
581–629.

Haddock, G., Devane, S., Bradshaw, T., McGovern, J., Tarrier, N., 
Kinderman, P., & Harris, N. (2001). An investigation into the 
psychometric properties of the Cognitive Therapy Scale for Psy-
chosis (CTS-Psy). Behavioural & Cognitive Psychotherapy, 29, 
221–233.

Horner, R., Blitz, C., & Ross, S. (2014). The importance of contextual 
fit when implementing evidence-based interventions. Washington, 
DC: U.S. Department of Health & Human Services, Office of the 
Assistant Secretary for Planning and Evaluation.

Klein, K. J., & Sorra, J. S. (1996). The challenge of innovation 
implementation. The Academy of Management Review, 21(4), 
1055–1080.

Kurtz, M. M., & Mueser, K. T. (2008). A meta-analysis of controlled 
research on social skills training for schizophrenia. Journal of 
Consulting and Clinical Psychology, 76(3), 491.

Lehman, A. F., Steinwachs, D. M., Dixon, L. B., Postrado, L., Scott, 
J. E., Fahey, M., et al. (1998). Patterns of usual care for schizo-
phrenia: Initial results from the Schizophrenia Patient Outcomes 
Research Team (PORT) Client Survey. Schizophrenia Bulletin, 
24(1), 11.

Mojtabai, R., Fochtmann, L., Chang, S. W., Kotov, R., Craig, T. J., & 
Bromet, E. (2009). Unmet need for mental health care in schiz-
ophrenia: An overview of literature and new data from a first-
admission study. Schizophrenia Bulletin, 35(4), 679–695.

Monroe-DeVita, M., Morse, G., & Bond, G. R. (2012). Program fidel-
ity and beyond: Multiple strategies and criteria for ensuring qual-
ity of assertive community treatment. Psychiatric Services, 63(8), 
743–750.

Monroe-DeVita, M., Teague, G. B., & Moser, L. L. (2011). The 
TMACT: A new tool for measuring fidelity to assertive com-
munity treatment. Journal of the American Psychiatric Nurses 
Association, 17(1), 17–29.

Mueser, K. T., Bond, G. R., Drake, R. E., & Resnick, S. G. (1998). 
Models of community care for severe mental illness: A review 
of research on case management. Schizophrenia Bulletin, 24(1), 
37–74.

QSR International. (2012). NVivo 10 [computer software]. Retrieved 
from http://www.qsrin​terna​tiona​l.com/pr oduct​s_nvivo​.aspx.

Salyers, M. P., McGuire, A. B., Rollins, A. L., Bond, G. R., Mueser, 
K. T., & Macy, V. R. (2010). Integrating assertive community 
treatment and illness management and recovery for consumers 
with severe mental illness. Community Mental Health Journal, 
46(4), 319–329.

Sedlar, G., Bruns, E. J., Walker, S. C., Kerns, S. E. U., & Negrete, 
A. (2017). Developing a quality assurance system for multiple 
evidence based practices in a statewide service improvement ini-
tiative. Administration and Policy in Mental Health and Mental 
Health Services Research, 44(1), 29–41.

Shea, C. M., Jacobs, S. R., Esserman, D. A., Bruce, K., & Weiner, B. 
J. (2014). Organizational readiness for implementing change: A 
psychometric assessment of a new measure. Implementation Sci-
ence: IS, 9, 7. https​://doi.org/10.1186/1748-5908-9-7.

Stein, L. I., & Santos, A. B. (1998). Assertive community treatment of 
persons with severe mental illness. New York: Norton.

Stirman, S. W., Miller, C. J., Toder, K., & Calloway, A. (2013). Devel-
opment of a framework and coding system for modifications and 
adaptations of evidence-based interventions. Implementation Sci-
ence, 8, 65.

Teague, G. B., Bond, G. R., & Drake, R. E. (1998). Program fidel-
ity in assertive community treatment: Development and use of 
a measure. American Journal of Orthopsychiatry, 68, 216–232.

Williams, C. H. J. (2008). Cognitive behaviour therapy within asser-
tive outreach teams: Barriers to implementation: A qualitative 
peer audit. Journal of Psychiatric and Mental Health Nursing, 
15(10), 850–856.

Wykes, T., Steel, C., Everitt, B., & Tarrier, N. (2008). Cognitive behav-
ior therapy for schizophrenia: Effect sizes, clinical models, and 
methodological rigor. Schizophrenia Bulletin, 34(3), 523–537.

http://www.qsrinternational.com/pr%20oducts_nvivo.aspx
https://doi.org/10.1186/1748-5908-9-7

	Stakeholder Perspectives on Implementing Cognitive Behavioral Social Skills Training on Assertive Community Treatment Teams
	Abstract
	Introduction
	Assertive Community Treatment (ACT)
	Cognitive Behavioral Social Skills Training (CBSST)
	Implementation of CBSST into ACT​
	Assessing Fit Between CBSST and ACT​
	Target Population
	Intervention Content and Structure
	FrequencyDuration
	ContextSetting
	Service Delivery Format
	Outcomes
	Summary of Anticipated Fit Between CBSST and ACT​

	Method
	Participants
	Data Collection
	Data Preparation and Analysis

	Results
	Target Population (Who)
	Content and Structure (What)
	Intervention Content
	Intervention Structure

	FrequencyDuration (When)
	ContextSetting (Where)
	Service Delivery Approach (How)
	Outcomes (Why)

	Discussion
	Acknowledgements 
	References


