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The illness management and
recovery program is a stan-
dardized intervention that was

developed on the basis of a thorough
review of research on teaching illness

self-management strategies to people
with severe mental illness (1). Five
empirically based strategies were
identified from this body of research
and incorporated into the illness

management and recovery program:
providing psychoeducation to im-
prove understanding about mental ill-
ness and treatment, using cognitive-
behavioral approaches to improve
medication adherence, providing
training in the prevention of psychi-
atric relapses, using social skills train-
ing to strengthen social support and
buffer stress, and teaching coping
skills to reduce the severity and dis-
tress of persistent symptoms. Impor-
tant aspects of the program are the
emphases on helping clients set per-
sonally meaningful goals for recovery
and a strong therapeutic alliance
aimed at achieving these goals. Illness
management and recovery can be
provided either in an individual or
group format and generally takes be-
tween five and ten months to com-
plete. Consumers progressively work
through ten modules. These modules
are listed in the box on the next page.

Various pilot studies have suggest-
ed that illness management and re-
covery can significantly improve
client functioning in various psy-
chosocial domains (2,3). These in-
clude ability to cope with symptoms,
basic functioning, and overall well-
being. A recent randomized con-
trolled trial indicated that clients as-
signed to illness management and re-
covery showed greater improvements
in knowledge, progress toward goals,
and overall outcomes, compared with
those who received care as usual (4).

The Surgeon General’s report con-
cludes that interventions such as ill-
ness management and recovery are
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Objective: There is little research on how to effectively implement the
illness management and recovery program for people with severe men-
tal illness in community mental health settings. This study aimed to ex-
amine which factors promote or hinder successful implementation of ill-
ness management and recovery in these settings. Methods: Twelve com-
munity mental health centers implemented illness management and re-
covery over a two-year period. They were supported in this endeavor by
an implementation resource kit and regular meetings with a consultant
trainer. Implementation efforts at each center were monitored by a su-
pervised researcher (an implementation monitor) over the two years.
This researcher conducted qualitative interviews with key informants
every six months and conducted more frequent observations of routine
activity in order to discern the implementation progress. These qualita-
tive data were gathered into a database that was examined by the au-
thors to discern key cross-site barriers to and facilitators of the imple-
mentation of illness management and recovery. Results: Through con-
tent analysis of the qualitative data, four broad cross-site themes
emerged that appear to meaningfully determine success or failure of
implementation. These were leadership, organizational culture, train-
ing, and staff and supervision. These overlapping themes worked syn-
ergistically to effect implementation. Conclusions: Implementation of
illness management and recovery in community mental health settings
is facilitated through strong leadership, an organizational culture that
embraces innovation, effective training, and committed staff. Where
these factors are lacking, strategies may need to be developed to effec-
tively implement and sustain illness management and recovery. (Psychi-
atric Services 60:202–209 2009)



not available to a great majority of
adults with severe mental illnesses
(5). The government and consumer
advocacy organizations recognize that
facilitating the widespread adoption
of these interventions in community
mental health care settings is an ur-
gent priority (6–8). However, there is
little research on barriers and facilita-
tors to the effective implementation
of illness management and recovery.
Addressing this issue will fill a signifi-
cant gap in the literature (5–9).

Given the evidence supporting ill-
ness management and recovery as an
effective practice, the intervention
was selected for a study of implemen-
tation processes as part of the Nation-
al Implementing Evidence-Based
Practices Project (10). This project
examined the process and outcome of
implementing these practices in vari-
ous community mental health centers
across the United States over a two-
year period. Fifty-three centers par-
ticipated in this research, 12 of which
implemented illness management
and recovery. 

These centers received an imple-
mentation resource kit for the illness
management and recovery program
and received training aimed at assist-
ing implementation. The resource kit
included a manual, handouts for each
module, practitioner guidelines for
each module, information brochures,
an introductory video, a practitioners’
training video, a fidelity scale, and
outcome measures. Sites also re-
ceived training and consultations over
a two-year period. The first year in-
volved the delivery of training by a
consultant trainer, who conducted an
initial one- or two-day workshop, fol-
lowed by further training and consul-
tation as requested. There was varia-
tion across sites in the use of the con-
sultant trainer’s services. At some
sites, the consultant trainer spent at
least one day a month at the center
over the two-year period. At other
sites, training was provided only once
per quarter over the first year of im-
plementation. Each site appointed an
illness management recovery pro-
gram leader. These components be-
came known as the “evidence-based
practice implementation model.” The
study presented here aimed to dis-
cern prominent facilitators and barri-

ers to successful implementation of
illness management and recovery by
qualitatively analyzing the implemen-
tation processes at these 12 centers.

Methods
Procedures
Four states volunteered to imple-
ment illness management and recov-
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Recovery strategies
Sets optimistic tone
Helps people define what recovery means to them
Helps people identify recovery goals and break them down into small steps

Practical facts about mental illness
Provides information about schizophrenia, bipolar disorder, and major depression
Describes how diagnoses are made, describes the symptoms of the illnesses, 

and provides information about prevalence
Gives examples of famous people with a psychiatric disorder

The stress-vulnerability model and strategies for treatment
Establishes foundation for treatment
Describes how psychiatric disorders are biological in nature and how their 

severity and course can be affected by stress
Provides strategies for minimizing the effects of both biological vulnerability 

(for example, taking medications and avoiding drugs and alcohol) and stress 
(for example, learning coping strategies and improving social support)

Building social support
Helps people evaluate their satisfaction with their social supports, identify 

places to meet people, and develop strategies for increasing closeness in 
personal relationships

Uses social skills training techniques to help clients learn needed skills in the
session and practice them in the community

Using medication effectively
Provides information about the role of medications and how they can help 

people achieve their goals
Discusses benefits and side effects of medications
Teaches clients to use strategies for taking medications as part of their daily 

routine (that is, behavioral tailoring)
Drug and alcohol use

Provides information about commonly used substances and their effects
Identifies common reasons that people use substances
Helps people explore the pros and cons of using substances
Helps people who want to change their substance use to develop a personal 

sobriety plan
Reducing relapses

Helps people examine their past relapses in order to prevent future ones
Identifies triggers and early warning signs of relapse
Helps clients develop their own relapse prevention plan, which they are 

encouraged to share with staff and significant others
Helps clients rehearse elements of their relapse prevention plans

Coping with stress
Helps clients identify sources of stress in their lives and learn to recognize 

their own physical and emotional reactions to stressors
Teaches strategies for coping with stress, including the relaxation techniques

of relaxed breathing, imagining a peaceful scene, and muscle relaxation
Coping with problems and symptoms

Teaches clients a step-by-step problem-solving method
Helps clients identify and amplify skills they are already using for coping with 

persistent symptoms, such as hearing voices
Teaches additional coping skills (for example, using positive self-talk to 

respond to hearing voices)
Getting your needs met in the mental health system

Provides an overview of the mental health system, including services and 
programs commonly offered by community health centers (for example, 
social skills training groups and vocational services)

Explains the financial benefits (for example, Social Security Disability Income) 
and insurance benefits (for example, Medicare and Medicaid) to which 
clients may be entitled

Provides strategies for advocating for oneself in the mental health system



ery. More detailed information is giv-
en on participating states, relevant
state-level data, and the role of state
mental health authorities in other ar-
ticles (11–13). To summarize, various
mechanisms were used among these
states to recruit public-sector com-
munity mental health agencies as
study sites. Some chose among so-
licited proposals; others used less for-
mal procedures. At each site, illness
management and recovery was imple-
mented in programs for people with
severe mental illness. Implementa-
tion efforts occurred over a two-year
period, from 2002–2003 to 2004–
2005 (sites had different start dates).

Standardized instructions (de-
scribed below) regarding systematic
observation of implementation efforts
were designed and distributed by a
central coordinating center (Dart-
mouth Psychiatric Research Center)
to ensure rigor and comparability
across sites. Each site had a super-
vised researcher (an implementation
monitor) who functioned as an inde-
pendent observer of implementation,
documenting the process both quali-
tatively and quantitatively. Following
the instructions given by Dartmouth
Psychiatric Research Center, the im-
plementation monitor made monthly
visits (occasionally by phone) that
were written up as field notes. The
implementation monitor also con-
ducted interviews every six months
with the illness management and re-
covery program leader and the con-
sultant trainer. These were taped and
later transcribed. The implementa-
tion monitor also wrote down his or
her own responses to the same ques-
tions posed to the program leader and
the consultant trainer. These inter-
views followed a standardized topic
guide designed to elicit opinions and
experiences regarding barriers to and
facilitators of implementation. Topics
covered in the interview included
“reasons for success,” “reasons for
shortcomings,” and “assessment of
the implementation package.” Exam-
ples of questions include, “For those
elements that are not high-fidelity,
what has gotten in the way?” The im-
plementation monitor also inter-
viewed the agency director and the
clinical director at baseline and 24
months; all these interviews were

taped and transcribed. Transcriptions
and field notes were imported into
Atlas.ti qualitative software.

The quantitative measurement of
implementation performance was
based on assessments of fidelity to the
practice model, which were conduct-
ed at baseline and every six months
thereafter. Further information on
these processes is given in another ar-
ticle (10). Consultant trainers and im-
plementation monitors conducted
these assessments by using a standard
illness management and recovery fi-
delity scale with 13 items, such as the
use of motivational interviewing, the
use of cognitive-behavioral tech-
niques, follow-up on personal recov-
ery goals, and involvement of signifi-
cant others. Interrater agreement was
evaluated across pairs of independent
raters and found to be high for this fi-
delity scale (intraclass correla-
tion=.97, N=50). The Dartmouth
Medical School Institutional Review
Board approved the overall study, and
similar approval for each state was ob-
tained through the local principal in-
vestigator’s affiliated university.

Analysis
Twenty-six dimensions hypothesized
to be important to the implementa-
tion process, nested within five
broad domains, were designated
through expert consensus a priori af-
ter review of relevant literature
(Table 1). The five domains were
prioritization, leadership, workforce,
workflow, and reinforcement. This
deductive a priori approach to data
analysis is recommended as optimal
for large multisite, multi-investigator
studies. It creates standard cate-
gories that can be compared across
sites with ease (14).

Implementation monitors were in-
structed to code the transcribed
qualitative interviews and the site-
visit field notes in Atlas.ti according
to this dimensional schema. Once fi-
nal interviews and site visits were
completed and coded, implementa-
tion monitors generated 26 Atlas.ti
output files (a list of all text allotted
under a code) for each dimension.
Through careful content analysis of
this list, implementation monitors
then judged the bearing that each di-
mension had as a facilitator of or bar-

rier to overall implementation, sum-
marizing their judgment in a dimen-
sional display table. Each dimension
was also given a summary score from
2 (high facilitator) to –2 (high barri-
er). This summary score was created
in order to facilitate cross-site com-
parison and also to allow analysts a
means of quickly assessing and cate-
gorizing the impact of a dimension.

At the end of the two-year imple-
mentation period, implementation
monitors wrote summary site re-
ports in which the dimensional dis-
play table was included, along with a
brief synopsis discussing and analyz-
ing the implementation process over
the 24 months in narrative format.
These reports followed a standard-
ized template.

For this article, the site reports
were assembled in rank order from
highest fidelity to lowest fidelity. The
first and second authors (hereafter re-
ferred to as evaluators) then inde-
pendently reviewed and evaluated
each site report. This form of multi-
ple evaluation is considered a robust
check and balance on rigor in qualita-
tive research (15). The overall aim
was to distill prominent facilitators
and barriers to implementation.
Prominence was defined as dimen-
sions that were labeled with a 2 or a
–2 in the dimension display, that co-
occurred in the synopsis, and that
were described in strong, forceful
language in both the dimension dis-
play and the synopsis.

Evaluators listed prominent di-
mensions for each site report, some-
times synthesizing dimensions into
broader themes where the site re-
ports implied dimensional overlap.
This process resulted in two lists, one
for each evaluator, documenting eval-
uator-identified barriers and facilita-
tors for each site. Once this process
was finished, the evaluators com-
pared their lists of overall dimension-
al and thematic extractions, formulat-
ing the final schema presented in the
results. At this stage, the two last au-
thors read a subsample of site reports
in order to examine the verisimilitude
of the first two authors’ final schema.
All authors agreed on four broad
emergent themes as strongly influ-
encing the success (or lack thereof) of
implementation.
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Results
The four factors emerging as promi-
nent themes affecting implementa-
tion were leadership, organizational
culture, training, and staff and su-
pervision. These are described in
turn below. These themes are broad
and subsume some of the narrower
dimensions listed in Table 1. The re-
sults thus blend a priori themes de-
duced before the study began and a
posteriori themes induced from the
empirical data. This is a common ap-

proach in qualitative research, pro-
viding structure to the analytical
process while simultaneously giving
the perspicacious analyst freedom to
build and synthesize in light of in-
coming data (14). There is obvious
overlap between themes; however,
they are presented separately for
ease of comprehension. Two case
studies are presented at the end of
the Results section to embody the
impact of the emergent themes on
implementation.

Leadership
As seen in Table 1, leadership was
preidentified at the start of the study
as a broad domain potentially influ-
encing implementation. Strong and
active leadership appeared to charac-
terize high-fidelity sites, with both
evaluators identifying leadership as
the strongest facilitator at the four
highest-fidelity sites. Leadership was
exercised at various organizational
strata. We identified four strata of
leadership that had an influence on

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' February 2009   Vol. 60   No. 2 220055

TTaabbllee  11

A priori coding schema determined to be important to the process of implementing the illness management and recovery
program and other psychosocial evidence-based practices

Domain and dimension Description

Prioritization
Attitude Evidence of expressions of support for or opposition to implementing or offering of the 

evidence-based practice
Understanding Evidence of whether understanding of the evidence-based practice is or is not present or being sought
Mandate Evidence that the mental health agency does or does not require that this evidence-based practice be

implemented or offered
Money Evidence of the presence or absence of financial backing for implementing or offering this evidence-

based practice
Leadership

Responsibility Evidence that a program leader has or does not have responsibility or authority to implement or offer
this evidence-based practice

Leadership skills Evidence that leadership skills for evidence-based practice implementation or delivery are or are not
present or being sought

Plan enactment Evidence that there is or is not planning for the implementation of the evidence-based practice
Engagement Evidence that there are or are not efforts to build active support among other stakeholders for

implementing or offering this evidence-based practice
Plan sustaining Evidence that there is or is not planning for the sustained offering of this evidence-based practice
Change culture Evidence that there is or is not a culture that is open to the kind of changes needed to implement or 

offer this evidence-based practice
Workforce

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

Personnel action Evidence that personnel problems that detract from evidence-based practice implementation or delivery
are or are not addressed

Mastery Evidence that the skills needed by practitioners to offer the evidence-based practice are or are not
present or being sought

Training Evidence that training in the evidence-based practice is or is not being offered
Supervision Evidence that clinical supervision of the evidence-based practice is or is not being offered

Workflow
Staff meetings Evidence that a meeting structure that supports the evidence-based practice is or is not present
Documentation Evidence that documentation structures that support the evidence-based practice are or are not present
Support staff Evidence that support staff functions that support the evidence-based practice are or are not present
Physical environment Evidence that the physical environment needed to support the evidence-based practice is or is not present
Policies Evidence that policies that support the evidence-based practice are or are not present

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

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

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

practice
Reward Evidence that success is or is not celebrated or acknowledged to reinforce the evidence-based practice
Credential Evidence that programs are or are not credentialed to reinforce the evidence-based practice
Feedback Evidence that feedback from practitioners or consumers is or is not solicited or used to monitor or

improve the evidence-based practice



implementation. These were leader-
ship by the state mental health au-
thority, the agency director, the com-
munity support program director, and
the illness management and recovery
program leader. Implementation ap-
peared to be most effective when
there was creative synergy between
leadership at these different levels.
This was often the case, because
strong leadership at higher levels gen-
erally permeated down to leaders at
lower levels. Similarly, we found that
low-fidelity sites were marked by a
leadership void. Both evaluators iden-
tified this as the strongest barrier at
the four lowest-fidelity sites. Some
sites appeared to lack state mental
health authority leadership, whereas
others lacked agency or program
leadership. Again, this operated in a
synergistic manner, with low-fidelity
sites lacking leadership across the or-
ganizational spectrum. For example,
in one state, the state mental health
authority was underfunded and ap-
peared to lack the time to champion
new programs, such as illness man-
agement and recovery. This was mir-
rored by a lack of enthusiasm dis-
played by leaders at community men-
tal health centers in the state.

Organizational culture
Organizational culture was not one of
the preidentified domains or dimen-
sions listed in Table 1. However we
created this superordinate theme af-
ter noticing that preidentified dimen-
sions such as “attitude,” “reward,”
“policies,” and “change culture” all
reflected different components of
what could broadly be labeled “orga-
nizational culture.” The highest-fi-
delity sites were marked by a strong
culture of innovation accompanied by
a positive attitude to new practice in
general and to illness management
and recovery in particular. This may
be a corollary of previously described
state mental health authority and
agency leadership, policies, and atti-
tudes that encourage innovation and
cutting-edge practice. Both evalua-
tors identified this theme as one of
the top three facilitators in four of the
five highest-fidelity sites. These sites
had successfully implemented evi-
dence-based practices in the recent
past and considered themselves mod-

els of vanguard agencies. These agen-
cies thus embraced implementing the
illness management and recovery
program as an opportunity to develop
expertise in a new, recovery-oriented,
and consumer-centered approach. In
contrast, low-fidelity sites appeared
much more conservative and marked
by organizational inertia. These sites
had not embraced new practices in
the recent past and expressed a strong
preference toward the status quo. At-
titudes toward practice change were
generally negative. Implementing ill-
ness management and recovery was
thus seen as a burden or a threat
rather than an opportunity. For some
agencies, maintaining the status quo
meant staying afloat in troubled wa-
ters, marked by diminishing budgets
and state mental health authority in-
stability, with the view that imple-
menting a new practice would con-
sume precious resources and energy.

Training
Training was one of the preidentified
dimensions hypothesized as impor-
tant in the implementation process.
We found that the provision of high-
quality training in illness manage-
ment and recovery by competent and
respected trainers appeared to be a
key factor in some of the high-fidelity
sites, with one evaluator noting train-
ing as an important facilitator at three
of the top six sites and the other eval-
uator noting its import at two of the
top six sites. In low-fidelity sites, the
picture was more complex. In a few
lower-fidelity sites, program leaders
stated that training was insufficient
and of low quality. However in the
four lowest-fidelity sites, neither eval-
uator identified training as a signifi-
cant barrier. When taking the wider
data set into consideration, we cau-
tiously posit that the few complaints
about trainers by program leaders
were due more to interpersonal con-
flict or to an effort to shift blame. In
fact, the quality of training was gener-
ally extolled at the four lowest-fidelity
sites by the implementation monitor,
the program leader, and other agency
staff. This suggests that training may
act synergistically in the presence of
other facilitating variables, such as
strong leadership. However, strong
training may be insufficient to over-

come the tide of wider macro-level
barriers, such as lack of leadership
and an inert organizational culture.
This may especially be the case where
intensity of training is dependent
upon leadership request. Leaders in
inert organizational cultures were not
proactive in engaging trainers or in-
corporating their suggestions. Train-
ing therefore appeared to have some
influence on successful implementa-
tion, but it appeared dependent upon
strong leadership and an organiza-
tional culture that was open to
change.

Staff and supervision
Supervision was one of the 26 prei-
dentified dimensions posited as im-
portant to implementation. There
was no dimension labeled “staff,” al-
though many comments related to
staff skills, attitudes, and abilities
were coded under dimensions such as
“staffing,” “attitude,” and “mastery.”
The data suggested a strong link be-
tween quality and commitment of su-
pervisors and their staff. The highest-
fidelity sites were characterized by
staff that was strongly committed to
consumer well-being and recovery,
displaying a positive attitude to the
new practice. Many of these staff
members also had previous experi-
ence with interventions involving
similar clinical skills (for example,
cognitive-behavioral therapy) and
were eager to learn and practice
something considered innovative and
cutting edge. Supervisors in high-fi-
delity sites seemed equally convinced
of the desirability and efficacy of ill-
ness management and recovery. This
intervention was seen as an opportu-
nity for staff and supervisors to ex-
pand their skills and experience. One
evaluator identified staff and supervi-
sion in four of the six highest-fidelity
sites, the other in five of them.

In contrast, low-fidelity sites had
serious staffing problems across many
dimensions. Many had high turnover
of frontline practitioners, seemingly
as a result of low pay, demoralization,
and unappreciative or unsupportive
leadership. Staff and supervisors at
these low-fidelity sites seemed unin-
terested in learning new practices,
and they seemed to perceive illness
management and recovery imple-
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mentation as adding to an already
heavy workload. Some were also un-
convinced about illness management
and recovery as an intervention. For
example, staff at some low-fidelity
sites complained that the written ma-
terials were dense and difficult for
clients, especially those who had liter-
acy problems, whereas staff at high-fi-
delity sites did not express this con-
cern. Others did not see how illness
management and recovery differed
from extant “wellness” programs.
This negative attitude among staff
and supervisors could be an in-
evitable outcome of lack of leadership
and negative organizational culture.
Both evaluators identified this as a
significant barrier in four of the bot-
tom six sites.

Case studies
The following case studies are includ-
ed in this article to embody the
themes outlined in the Results sec-
tion. The first is from the highest-fi-
delity community mental health cen-
ter; the second, from the center scor-
ing second lowest in fidelity. The lat-
ter was chosen because the lowest-fi-
delity site had missing data.

High-fidelity case study. This site
had a baseline fidelity of 2.2, which
rose to 4.2 at six months and reached
4.5 at two years. (Fidelity was meas-
ured with the 13-item fidelity scale
mentioned in the Methods section.
Possible scores range from 1 to 5,
with higher scores indicating better
fidelity.) All four factors identified
above coalesced at this site. The im-
plementation monitor noted that
“the local mental health authority is
very pro evidence-based practice—
[it] had representatives who has [sic]
historically provided forward-think-
ing and fiscal guidance and support
for the agencies’ new initiatives.” In-
deed the state mental health author-
ity provided generous resources to
support the project throughout the
two-year implementation period.
This seemed to encourage clinical
leadership, which was also strong.

The implementation monitor noted
that “The team leader and the pro-
gram leader were able to provide ex-
cellent supervision and mentoring in
house. . . . Clinicians take pride in
their programs.” The agency has a

well-utilized open-door policy, where
staff can seek advice from any avail-
able clinical professional. This sug-
gests a strong agency commitment to
mentoring, as well as proactive staff
willing to initiate supervisory contact.
There is a strong culture of innova-
tion at this agency, which is strongly
recovery oriented. The implementa-
tion monitor noted that the “agency is
committed to recovery . . . [it] has [a]
history of striving for excellence and
innovation.” It was regularly chosen
as a site for pilot studies and had suc-
cessfully implemented other innova-
tive practices already. The communi-
ty support program leader stated that
this was done “because it fit with our
mission of balancing practicality with
high standards. It was very successful,
beginning three years ago and still go-
ing strong.” Good leadership mani-
fested itself in hiring and allocating
decisions. The consultant trainer not-
ed that the staff were “enthusiastic
and energized . . . filled with high-
achievers” who were a model of suc-
cess. From this pool, illness manage-
ment and recovery clinicians were
chosen on the basis of their being “ea-
ger” or “positive.” The implementa-
tion monitor noted that “a major
strength is the level of education and
the training of staff selected for illness
management and recovery. Most have
master’s degrees and experience with
evidence-based practices.” Leaders,
staff, and consumers utilized regular
feedback from the research team to
improve performance. News of suc-
cess further motivated involvement,
and action steps were taken to ensure
continued success. All this inter-
twined to ensure smooth implemen-
tation at this site.

Low-fidelity case study. This site
had baseline fidelity of 1.6, which
rose to 3.6 at six and 18 months but
dropped to 2.8 at 24 months. There
was a leadership void at all levels of
implementation. The implementa-
tion monitor noted that “A great deal
of financial and leadership upheaval
at the state mental health authority
in early implementation led to de-
creased involvement at the state lev-
el. Competing commitment led
agency leaders to become less inter-
ested . . . the evidence-based prac-
tice program leader was viewed as

lacking in initiative and not success-
ful at identifying and removing barri-
ers.” These problems in leadership
appeared to demoralize staff, to the
extent that by month 12 all illness
management and recovery therapists
had resigned. The implementation
monitor noted that “Several clini-
cians stated that their reason for
leaving was because of disagreement
with the evidence-based practice
program leader’s leadership. The cli-
nicians felt the program leader was
not responsive to their needs and
was too controlling.” For several
months, the program leader was the
only illness management and recov-
ery practitioner and had reduced
ability to provide illness manage-
ment and recovery services because
of time spent recruiting new clini-
cians. These newly hired clinicians
were very inexperienced. They re-
ported trouble understanding illness
management and recovery and were
skeptical about its benefits. The
agency was not marked by a culture
of innovation. It had never attempt-
ed to implement an evidence-based
practice in the past. The implemen-
tation monitor noted that its recent
past was “a period of great instability
and lack of funding.” The implemen-
tation monitor reported that the con-
sultant trainer attempted various
strategies to energize the leaders and
clinicians at this agency, such as pro-
viding additional training in illness
management and recovery for new
clinicians. However, these met with
very limited success, because agency
inertia and indifference appeared to
work against the consultant trainer’s
efforts to advance implementation.

Discussion and conclusions
The analysis identified four themes
that contributed to the success (or
lack thereof) of implementing the ill-
ness management and recovery pro-
gram: leadership, organizational cul-
ture, training, and staff and supervi-
sion. Among these factors, the role
of leadership appeared to be particu-
larly important. Strong leadership
was noted to be present at all of the
high-fidelity sites. Leadership at the
highest levels of state mental health
authority and the agency director in-
teracted synergistically with leader-
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ship at the community support pro-
gram and illness management and
recovery program levels. In contrast,
a leadership void characterized the
low-fidelity sites. Although the other
three themes were generally present
at successful implementation sites
and absent at unsuccessful sites, for
each theme there were exceptions to
the rule. That is, a few high-fidelity
sites lacked a strong organizational
culture, excellent staff and supervi-
sion, or good training and consulta-
tion (though never all three), where-
as some low-fidelity sites were strong
on some of these other factors (again
rarely all of them).

The data suggest that the four
themes interact with one another in
contributing to successful program
implementation, with stronger factors
compensating for weaker ones. Fig-
ure 1 depicts a model summarizing
these hypothesized relationships.
This figure is grounded in the empir-
ical data analyzed in this article, but it
may best be considered a model for
further testing, rather than a precise
specification of processes.

The importance of leadership to or-
ganizational change and innovation
has been frequently noted (16–18).
We speculate that the role of leader-

ship is especially critical in situations
in which there are few external pres-
sures, resources, or contingencies
that support the change, which is of-
ten the case for clinics implementing
new practices such as illness manage-
ment and recovery. Indeed, this was
generally the case for the agencies in
this study. Leadership may be partic-
ularly important for new practices,
such as illness management and re-
covery (in contrast to older practices,
such as assertive community treat-
ment), in that it can forcefully count-
er the inevitable skepticism and
doubt encountered when new prac-
tices are being implemented. This
can be seen in our data, where many
frontline workers in low-fidelity sites
were skeptical of illness management
and recovery. Resources are impor-
tant to implementing and sustaining
changes and improvements in organi-
zations (19,20). Effective leadership
may facilitate access to critical re-
sources within an organization that
enable changes in practice, such as
supplementary training and consulta-
tion and high-quality supervision.
Strengthening leadership on the
ground may be a helpful intervention
in ensuring successful implementa-
tion. This may come through support

and incentives from state mental
health authorities (11–13).

Leadership may also play an im-
portant role in creating an organiza-
tional culture of innovation and
change. Organizational culture in-
volves the shared expectations, per-
ceptions, and attitudes among
providers that contribute to the psy-
chological climate of how people
perceive their work environment
and the customs of how work is done
(21). Staff members who feel valued
by their agency and an organization-
al culture that embraces change and
is not overly averse to risk may facil-
itate the implementation of a new
practice, despite the uncertainties of
long-term funding and fiscal support
for that practice. Staff at low-fidelity
sites tended to view implementation
of illness management and recovery
as a burden and distraction from
business as usual, rather than an op-
portunity to improve the quality of
their services. Organizations charac-
terized by a culture that is rule
bound and invested in maintaining
the status quo may also be suscepti-
ble to one important obstacle identi-
fied by Davidson and colleagues (22)
—the belief that the current empha-
sis on recovery-oriented services is a
passing fad. Because illness manage-
ment and recovery somewhat redis-
tributes power and agency back to
the client and is formulated within
the wider recovery paradigm, it may
be particularly difficult to imple-
ment at agencies not fully committed
to recovery. Agency collective beliefs
about client capabilities may rein-
force the inherent inertia of all or-
ganizations, further reducing the
likelihood of successful change (23).
Strategizing to overcome these po-
tential barriers should be a key prior-
ity for those leading the implementa-
tion of illness management and re-
covery in community mental health
settings.
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