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Abstract 

Background Individual placement and support (IPS) is an evidence-based practice (EBP) designed to help people 
with severe mental illness re-enter the labour market. Implementing an IPS program within a new context (e.g., 
primary health care setting) to support populations that are complex and multi-barriered presents a set of unique 
challenges and considerations. This paper provides community-based perspectives that identify implementation 
strengths and challenges and highlights potential strategies aimed at addressing emergent barriers.

Methods A case study was conducted across three community health centres in British Columbia (BC), Canada, 
where a novel IPS program was embedded within primary care services. Data collection consisted of open-ended sur-
veys and focus groups with service providers directly involved in program implementation and their associated clini-
cal and managerial support teams (n = 15). Using the updated Consolidated Framework for Implementation Research 
(CFIR) as a guide, we performed deductive thematic analysis to identify key areas impacting IPS implementation.

Results Integration with existing health care systems and primary health care teams and support from leadership 
across all levels were identified as both key facilitators and barriers to implementation. Facilitators and barriers were 
identified across all domains, with those within innovation and process most easily addressed. Four cross-cutting 
themes emerged for promoting more integrated and sustainable program implementation: investing in pre-imple-
mentation activities, supporting a dynamic and flexible program, building from community experiences, and devel-
oping a system for shared knowledge.

Conclusions Implementing an IPS program embedded within primary health care settings is complex and requires 
extensive planning and consultation with community-based service providers and decision-makers to achieve full 
integration. Future practice and policy decisions aimed at supporting employment and well-being should be made 
in collaboration with communities.
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Background
 Individual placement and support (IPS) is an evidence 
based practice (EBP) aimed at helping people with severe 
mental illness obtain mainstream or competitive employ-
ment [1]. EBPs are intended to improve the quality and 
efficiency of services for clients, with the goal of creat-
ing a positive shift in their outcomes [2, 3]. There is cur-
rently a large body of literature demonstrating that IPS 
produces better employment outcomes compared to 
traditional vocational services [4–7], with 55% of people 
with severe mental illness finding employment [8]. IPS 
programs have demonstrated improved outcomes across 
certain settings for other employment related outcomes 
(e.g., time to employment, employment length, hourly 
wage, number of hours), as well as non-employment out-
comes (e.g., measures of quality of life) [4, 8]. Variability 
in these outcomes is associated with the degree to which 
a program adheres to the EBP model as it was originally 
designed, and the compatibility of the EBP with the tar-
get population.

Many EBPs embedded within a health setting fail dur-
ing initial implementation, sustained implementation, 
or scaling-up because of implementation challenges 
[9]. This has fueled the field of implementation science 
and the development of implementation frameworks, 
theories, and models marked by one of three overarch-
ing aims: to describe implementation processes (process 
models), to explain implementation influences (deter-
minant frameworks, classic theories, implementation 
theories), or to evaluate implementation (evaluation 
frameworks) [10]. In this paper, we focus on the aims of 
determinant frameworks, specifically using the updated 
Consolidated Framework for Implementation Research 
(CFIR) [11] for its broad and detailed consideration of 
contextual factors.

Known implementation challenges exist for health and 
social initiatives aimed at prevention, promotion, and/or 
intervention and often span multiple levels or domains, 
from individual and organizational characteristics to sys-
tem-wide features. Each factor that holds influence can 
act as a facilitator towards successful implementation 
(strength) or a barrier impeding successful implementa-
tion (challenge), with factors often identified as both [12] 
based on different perspectives. Influencing factors also 
vary based on the EBP that is being implemented and 
the community-specific context surrounding it. Factors 
that are known to influence implementation include his-
torical, cultural, and political context, health and social 
infrastructure, funding and resources, societal norms 
and stigma, organizational structure, climate, and readi-
ness to change, along with knowledge, beliefs, and atti-
tudes of service providers and clients [12–15]. Processes 
related to implementation, such as establishing protocols 

for communication, as well as the initiative or innovation 
itself, such as the degree to which it is compatible and 
adaptable for varying community contexts, also play a 
role in influencing the success of implementation [2, 14].

Known implementation challenges for IPS programs 
are centered around the compatibility and integration of 
IPS with existing services and systems providing employ-
ment support and/or social benefits, collaboration 
between IPS teams and different partners across men-
tal health services, service provider or organizational 
resistance to change, and lack of security and funding to 
ensure sustainability [16–19]. IPS was originally devel-
oped in rural community mental health centres in the 
United States [20] but has since gained popularity world-
wide. While implementation does not significantly differ 
in Canada [21], there are certain contextual differences 
(e.g., unique cultural factors, health systems and funding 
structures) that need to be considered to ensure appro-
priate implementation strategies are selected to address 
implementation barriers, specifically when integrating 
IPS into primary health care settings aimed at a more 
complex subpopulation. For example, in Canada, pri-
mary care teams increasingly have wraparound services, 
providing an opportunity to support both the health and 
social well-being of clients and their families. As primary 
health care settings are often the first point of contact 
for those seeking mental health supports, they have the 
potential to enhance the accessibility and effectiveness of 
employment services for individuals with mental illness. 
By integration of IPS within primary health care settings, 
for example within community health centres or other 
spaces where health and social services are co-located, 
opportunity exists to utilize a team-based or integrated 
approach to address both client health care needs and 
their employment goals [22]. There is currently little 
known about IPS implementation, including processes 
and facilitators/barriers, within this unique Canadian 
context.

Our overarching goal is to support the implementation 
of evidence-based IPS programs integrated into primary 
health care settings in British Columbia (BC), Canada. 
Specifically, through this paper we examined the follow-
ing questions: What are the factors influencing IPS imple-
mentation within primary health care settings and what 
actions can address prominent implementation barriers? 
We explore the perspective of health care and social ser-
vice providers to better understand community-driven 
solutions.

Materials & methods
All components of this study were approved by the Uni-
versity of British Columbia Behavioural Research Eth-
ics Board (BREB) on March 17, 2021 (UBC BREB# 
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H20-02198). Informed consent was received from all 
study participants.

Program design
Links to Employment is a supported employment pro-
gram, operating through the Canadian Mental Health 
Association BC Division (CMHA BC), aimed at sup-
porting the employment goals of at-risk populations 
(e.g., those with severe mental illness and/or at risk of 
homelessness). The program is funded by the BC Min-
istry of Social Development and Poverty Reduction and 
based on the IPS model and guided by its eight princi-
ples: zero exclusion, competitive employment, mental 
health integration, benefits counseling, rapid job search, 
targeted job development, time unlimited, and individu-
alized preferences [1]. Links to Employment is currently 
embedded within three community health centres (pro-
gram sites), where primary health care services are avail-
able, in two BC communities (community sites). Within 
each community the program is delivered by vocational 
rehabilitation counsellors who have been trained in IPS 
through a combination of online courses (ipsworks.org) 
and internal educational sessions focused on practi-
cal application. The teams also include an occupational 

therapist(s) who conducts assessments to support voca-
tional planning and provides clinical support and skills 
development through individual sessions and workshops. 
Additionally, the program teams work alongside a health 
care team, which includes integrated primary care pro-
viders who support crisis management and overall health 
maintenance of shared clients. Figure 1 below illustrates 
the intended program pathway that includes traditional 
IPS services as well as the wraparound health care ser-
vices available.

Study design
A multi methods study was conducted using open-ended 
surveys and focus group discussions with health care and 
social service providers.

Study participants
Study participants consisted of service providers working 
directly and indirectly with the Links to Employment pro-
gram. All health care and social service providers, includ-
ing vocational rehabilitation counsellors, occupational 
therapists, social workers, and clinical and operational 
management directly involved with the program, were 
invited to participate in both data collection activities. 

Fig. 1 Program pathway
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Snowball sampling was then used to identify key indi-
viduals from associated clinical and managerial support 
teams across all participating community health centres. 
These individuals were invited to participate in a focus 
group and additionally asked to extend the invitation 
to key individuals within their own networks who may 
be impacted by or have impact on the program and its 
implementation. There were no exclusion criteria.

Data collection
Open-ended surveys were administered to all program 
staff after one year of program implementation or at the 
end of their involvement with the program, whichever 
occurred first. To ensure that we captured the experience 
of all service providers who were involved with program 
implementation, we did not place a minimum time from 
which surveys could be administered. Of the surveys 
completed, the range of time was no less than 6 months, 
with most surveys completed in August 2022 at or after 1 
year. The service provider survey covered topics related 
to service providers’ personal and professional experi-
ences with IPS implementation and perspectives on the 
barriers and facilitators to supporting clients achieve 
their employment goals. Example questions included, 
In your opinion, what key factors are needed to maxi-
mize the employment/education potential of Persons with 
Persistent Multiple Barriers (PPMB) over the long term?; 
How would you describe the implementation of this IPS 
program?;What were the key strengths/challenges around 
implementing this IPS program?. The aggregate of these 
results were shared back during subsequent focus groups 
to guide wider discussion and consensus building, as well 
as included in the final analysis.

Second, a series of three focus groups were conducted 
between September – October 2022. Each focus group 
consisted of 4–7 individuals. Session #1 was tailored 
to those directly implementing the IPS program and 
involved semi-structured discussion around the experi-
ences working with the priority population and imple-
menting a new IPS program within primary care settings. 
The goal of the session was to build from the individual 
survey responses to collectively identify the range of 
implementation strengths and challenges or facilita-
tors and barriers, including those that were perceived 
as key to successful implementation. Sessions #2 and 
#3 were inclusive of the wider team of health care and 
social service providers that either directly supported 
the program and/or worked alongside the same priority 
population. These sessions were used to validate the key 
strengths and challenges identified in Session #1, includ-
ing clarifying and adding factors, as well as to discuss 
potential actions and adaptations to address key barri-
ers. Each session was tailored to a specific community to 

allow for divergence based on unique contextual factors. 
Although participants across all focus groups were given 
a chance to individually respond to each facilitated ques-
tion or prompt, the group was encouraged to interact 
and engage with one another to provide richer and more 
in depth discussion [23]. Example questions/prompts 
included, Based on your experience with this program, 
are there other barriers or facilitators to implementation 
that haven’t been mentioned?; Discuss & identify the top 
3 implementation challenges in your community; Is there 
anything about the implementation process that surprised 
you or didn’t surprise you?. Each focus group was audio 
recorded and transcribed verbatim.

Data analysis
All qualitative data were imported into NVivo 12 Pro 
data software managing tool. A deductive thematic anal-
ysis was employed using the domains and constructs 
outlined in the updated CFIR [11] as a guide. Not all con-
structs were represented in the focus group transcripts 
and emergent areas were not restricted to these catego-
ries. Analysis was performed in accordance with Braun & 
Clarke’s recommendations [24] to produce domain sum-
maries and cross-cutting themes or areas for strategic 
action across all levels of influences on implementation.

Results
A total of 15 service providers participated in this study, 
with 10 service providers directly involved with pro-
gram implementation completing surveys and 11 service 
providers directly and indirectly involved with program 
implementation participating in focus groups. Table  1 
below is a summary of participants, categorised by their 
role and whether they were internal or external to the 
program. Program externals were associated with the 
program and provided some aspect of program sup-
port (e.g., administrative, clinical) but were not directly 
involved in implementation. Given the sample size, par-
ticipant demographics are not disclosed beyond role and 
level of involvement with implementation. The participa-
tion rate was 77% and 69%, respectively, for surveys and 
focus groups for those eligible and invited to participate.

Through survey responses and focus groups, par-
ticipants discussed the range of factors impacting their 
ability to delivery appropriate services to support the 
employment goals and well-being of clients. Participant 
perspectives are presented as domain summaries below 
with quotes to highlight their typical views.

Innovation factors
The innovation in this study refers to the Links to Employ-
ment program or IPS program, as described in the “Pro-
gram Design” section above. Participants identified 
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that drawing from an evidence-based model supported 
implementation because others were familiar with IPS 
and confident in its effectiveness and approach (innova-
tion source and evidence base), which helped give the 
program greater credibility and promote wider program 
buy-in. IPS principles also provided the implementation 
team with structure and guidance around best practice, 
especially when dealing with complex client cases or situ-
ations, although not all the principles consistently aligned 
with immediate client goals.

There’s other health authorities that are utilizing IPS 
– I had a great conversation with one of the direc-
tors of mental health and substance use and his [for-
mer workplace] had an IPS program in it. So, people 
know and people see the value.

Outer setting factors
The outer setting in this study refers to both the wider 
health, social, and employment systems that provide pro-
grams, services, and supports for individuals across BC 
and the individual communities in which the IPS pro-
gram was operationalized.

Financing
Insecure long-term funding was identified as a barrier 
that directly and indirectly impacted multiple aspects of 
program implementation, including staff turnover, health 
care service provider and organizational buy-in, and pro-
gram integration into existing local systems of support.

We do feel like part of the primary care clinics now 
but having to qualify our work on whether we will 
continue or not because of funding, creates a barrier 
between us, our clinics, and our clients. To able to 
say we will support our clients through challenges 
long term, can give [them]the stability to trust us 
more.

Local conditions
Economic and environmental conditions were identi-
fied as a barrier impacting community-based engage-
ment and support from local employers, as well as 

other agencies and organizations providing health or 
social services. Residual effects from the COVID-19 
pandemic have created greater demand for services 
while capacity and human resources have simultane-
ously decreased, resulting in many businesses and 
organizations struggling to maintain current levels of 
operation.

[Our community] does have quite a lot of agen-
cies and programs but I just think everything is so 
strained and challenged right now due to the cur-
rent economic climate, the health care system … all 
of those factors. So that proves to be a big challenge.

Some of the challenges have been [around] making 
the local connections – having an employer that’s 
open and excited and wants to join the program and 
really have [that] community-based support.

Inner setting factors
The inner setting in this study refers to the commu-
nity health centres, which include primary health 
care services, where the IPS program is available, and 
the specific IPS program teams directly involved in 
implementation.

Information technology infrastructure
Being fully integrated into the system of electronic medi-
cal records within the primary care setting was identi-
fied as a facilitator towards promoting wider integration 
and collaborative care across both the program team 
and their associated health care service providers. An 
integrated system allowed both teams to independently 
stay up to date with all aspects of a client’s well-being, 
whether related to health or employment, allowing client 
needs to be met more quickly and with less repetition. 
Where the infrastructure was not in place to allow for a 
shared system of records, participants identified that it 
created multiple barriers.

Our lack of current integration with primary care is 
actually causing a barrier to clients because if they 
had a full network of support and integrated sup-

Table 1 Summary of service provider participants

Number Completed/In Attendance

Role Survey (n = 10) Focus Group (n = 11)

Vocational Rehabilitation Counsellor/IPS specialist 5 4

Clinical Support/Management (program internal) 5 4

Clinical Support/Management (program external) n/a 3
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ports, then some of these challenges would be bet-
ter solved or better supported and would just aid in 
[the] longevity of employment.

Work infrastructure
Staffing levels were identified as a continuous barrier 
to implementation. Not being able to find and/or retain 
highly qualified staff (e.g., occupational therapists) at 
each of the three program sites decreased program 
capacity and slowed program development. Gaps in staff-
ing structure and supervision also limited the support 
available to the program team in areas such as overall 
program management and organization administration 
or reporting (e.g., waitlist management, funder reports, 
presentations), creating additional tasks and responsi-
bilities outside the scope of employment-based service 
delivery.

More training and supervision was needed, espe-
cially in the early days of the program.

Participants also reported that staff turnover and 
capacity within their associated health care teams was a 
challenge, which often resulted in their clients being dis-
connected from health services or added to waitlists for 
health services. This required participants to shift their 
focus from traditional IPS or employment services to 
address critical health care needs.

There’s a lot of people in our community that need 
support and not a lot of resources for people to access 
at the moment. There’s been scope creep because 
there’s no support to refer people to in some cases.

Relationship connections
Although there was consensus around the importance 
of working relationships, there was a large disparity in 
relationship connections across the two levels of the 
inner setting and across both community sites. Work-
ing in collaboration, both through formal and informal 
pathways, with a health care team, which includes pri-
mary care providers, within the community health cen-
tre was identified as one of the key strengths supporting 
program implementation. An existing connection facili-
tated a more seamless transfer and sharing of clients 
between health and employment services and reinforced 
the important role that employment has in shaping an 
individual’s overall well-being. Additionally, being con-
nected with a clinical team provided added support to 
clients with higher needs during times of immediate cri-
ses and for maintenance of overall health, which allowed 
program staff to focus more exclusively on employment 
related goals and work sustainment. Conversely, where 
there were not strong working relationships, integration 

was low or absent and IPS teams struggled to secure time 
with individual clinical staff to discuss shared clients and 
as a larger team to discuss program structure, referrals, 
and overall supports.

All referral sources should be from integrative health 
care teams; otherwise, clinical support and supervi-
sion is lacking.

Across the inner level of the inner setting (i.e., within 
the program team), relationship connections were con-
sistently identified as a key strength for implementation. 
Built on shared values and working norms, the strong 
personal and professional relationships within the pro-
gram team enabled sharing of difficult tasks, collective 
brainstorming, and collaborative troubleshooting and 
outreach. The team-based approach utilizes individual 
strengths to collectively support the diverse employment 
goals and well-being needs of clients across all program 
sites.

Culture (human equality and recipient‑centredness)
Many of the guiding IPS principles, notably zero exclu-
sion, time unlimited supports, individual preferences, 
and integration with mental health [25], were reported 
as aligning well with the needs of the population served, 
as well as with the existing client-centred values of each 
local community health centres and CMHA BC. This 
enabled the program to fit as a natural addition to exist-
ing services.

Focus[ing] on individualized support has been a 
great strength. The team has been able to work with 
clients who have a vast array of preferences and 
needs to develop goals that align with their desires.

Individual factors
This domain highlights the roles and/or characteristics 
across various groups involved with the IPS program, 
as well as those that may impact or be impacted by its 
implementation.

High‑ and mid‑level leaders
In this study, high-level leaders refer to those within the 
provincial government and/or provincial non-profits that 
hold decision-making power related to funding alloca-
tion and policies for health or social services and service 
delivery. Mid-level leaders refer to those responsible for 
making decisions and/or overseeing services at the local 
community level. Support at each of these levels was con-
sidered a vital component in securing buy-in to allow 
for the program to be operational and sustainable. Chal-
lenges at these levels created trickle-down implementa-
tion barriers for the IPS team.
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If we could find the right person in the chain – I 
know we’ve had meetings with quite high-level 
health people, and they’re really enthusiastic … and 
we’ve had meetings with frontline staff, and they’re 
really enthusiastic. It’s sort of that mid mid-level 
management.

Integration into the clinics was also a long and ardu-
ous process that was greatly hindered by lack of 
communication from upper management.

Other implementation support
This role refers to all other health care service providers 
that support the program in various ways. Their sup-
port for the program was identified as the key factor for 
promoting integration between health and employment 
services, not only for incoming referrals, but also for con-
tinued communication and collaborative care. Where 
program support and buy-in from clinical teams was 
lacking, program staff struggled to build working rela-
tionships and ensure their clients had sufficient access to 
a range of other health resources.

[There’s] enthusiasm and support from partner clin-
ics and the recognition of vocational rehabilitation 
as an important aspect of a person’s overall well-
being. Clinicians have always been receptive and 
appreciative of the work that the team has been 
doing and are always open to consult with.

Implementation or program team
This role refers to those directly involved with imple-
menting the IPS program and delivering IPS services to 
clients. Participants reported that the program team’s 
skills and experience, along with motivation and commit-
ment to supporting clients, were critical components for 
successful implementation.

[There are] strong and diverse team members who 
are all devoted to serving the demographic we work 
with.

While most participants felt they had the tools and 
resources to implement the program, some reported 
inconsistent messaging and conflicting priorities across 
various levels of leaders and decision makers, includ-
ing those internal and external to the program/commu-
nity health centre. For example, during the early phases 
of implementation there was confusion around program 
requirements (e.g., inclusion criteria), service expecta-
tions (e.g., scope of services offered, IPS model), and 
operational logistics (e.g., where/how to document). 
Some participants also felt that additional training, espe-
cially for those without a clinical background, would be 

beneficial to ensure that complex client needs could be 
appropriately met.

The start to the program required education and 
courses on IPS, development of resources and pro-
gram policies, and community networking. The time 
that it took to do these things were useful to ensure 
[there was] a solid base for the program to grow 
from.

There were many clients in our program with sui-
cidal ideation. Additional training on this would be 
extremely necessary. Clients were much more com-
plex and had much more trauma than we were pre-
pared to address.

Implementation process factors
In addition to sharing experiences and discussing the 
range of factors impacting program implementation, the 
focus group discussions provided opportunities for col-
lective brainstorming around implementation strategies, 
suggested actions, and potential program adaptations to 
strengthen current implementation processes.

Assessing needs (program team)
Participants reported wanting clearer standards, guide-
lines, and tools for daily operation to increase consist-
ency across messaging and operations and to minimize 
the time spent on administrative responsibilities. Where 
possible, participants wanted to reduce documentation 
and eliminate process redundancy. Participants also sug-
gested developing an information resource that would 
provide a current list of available health programs, ser-
vices, and supports within their community to ensure 
access to the existing network of health services. This 
type of resource would include local services offered 
within each community health centre (e.g., pain manage-
ment, substance use support), as well as those available at 
the provincial level.

I had a lot of trouble directing [clients] to a place 
within primary care. Kind of like if they had addic-
tions issues, directing them to a place where they can 
be supported – it’s not just the need to integrate, it’s 
also navigation, help navigating to specific services.

Lastly, participants noted that their perspectives and 
opinions should have greater weight in the decisions 
made around program practices and policy. Many report-
ing feeling that routinely incorporating service provider 
feedback and moving towards a bottom-up leadership 
structure could benefit program design, ensure ongo-
ing fit with client needs, and support timely solutions to 
address implementation challenges.
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Assessing needs (program clients)
Participants suggested additional program-based 
wraparound supports to help meet the complex and 
dynamic needs of the program clients. Specific sugges-
tions included adding peer support and opportunities 
for more community connection, workshops focused 
on basic life and job skills (e.g., money management, 
basic computer literacy, communication), and inte-
gration of other psychosocial rehabilitation practices 
aimed at promoting recovery and wellness. Addition-
ally, participants suggested greater integration and use 
of allied health support. In BC, the allied health work-
force consist of multiple regulated health providers 
such as dieticians, social workers, massage therapists, 
music therapists, kinesiologists, etc., that provide a 
range of preventative, diagnostic, technical, and thera-
peutic health services considered outside the scope of 
primary health care [26].

Client cases are quite complex and require much 
more support outside of vocational activities – Cli-
ents often require outside referrals and resources to 
support their day-to-day.

Tailoring strategies
Participants identified the need for different program 
sites to focus on different implementation strategies 
based on their unique barriers. For sites struggling 
with referrals and program integration, participants 
suggested increasing visibility to spread awareness and 
promote the program. Suggested strategies included 
developing program advertisements (e.g., brochures, 
posters) and securing co-location within a dedicated 
space. In addition, frequent opportunities to share 
client outcomes and successes with broader clini-
cal teams would highlight the value of the program 
to overall client well-being, helping to foster relation-
ship connections across various partners and levels of 
management, particularly those identified as mid-level 
leaders.

Continuing just to connect as much as possible, to 
go over to that site – I think that lack of presence is 
a real contributing factor to the challenges that the 
team is experiencing.

For sites struggling to build community-based 
employer relationships, participants suggested ongoing 
resources and educational opportunities for employers 
to help address stigma in the workplace and to create an 
inclusive and flexible working environment (e.g., creating 
lower barrier jobs to meet hiring demands).

Support for employers to know how to hire and 
accommodate those with multiple barriers.

Engaging (program team)
Participants suggested options to build existing staff 
and team capacity and capability by providing addi-
tional resources, training, and supports. In addition, 
participants felt that the program team should include 
an occupational therapist at each site and an integrated 
counsellor at each community health centre dedicated 
specifically to program clients. This would ensure low-
barrier and consistent access to mental health services in 
addition to primary care services.

Adapting
Participants identified the need for program flexibility as 
a key component for supporting ongoing implementa-
tion. This included extending the scope of services pro-
vided beyond traditional IPS to help support clients in 
other areas of their life that would bolster transferable 
skills and indirectly increase work readiness. For exam-
ple, including peer support opportunities for being men-
tored and/or offering mentorship.

A lot of the time that mental health aspect is lacking 
because a lot of people have become quite isolated 
and then they actually don’t have that peer con-
nection and that can be a limiting factor, so maybe 
expanding that peer support.

Participants also discussed adapting core IPS princi-
ples to better meet the specific needs of their clients. 
For example, where IPS exclusively promotes competi-
tive employment and discourages the use of sheltered or 
temporary work placements [27], participants described 
clients with higher needs were interested in volunteering 
or engaging in temporary work placements to build con-
fidence and gain “low-risk” experience.

Some sort of work experience placement that could 
help with community buy-in with employers, while 
at the same time, providing clients who maybe don’t 
have education or experience with real experience 
[to] you know, help them with some skills. And also 
provide references and things like that for jobs that 
they want to do in the future.

Implementation barriers are present in all five CFIR 
domains described above. Barriers within the innova-
tion and process domains were identified as easiest to 
address; however, there was recognition of the importance 
of addressing key barriers and/or influential barriers, for 
example those centered on upstream factors.
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Discussion
The aim of this study was to determine community-based 
perspectives around how different factors influence 
implementation of an IPS program integrated within 
primary health care settings and identify cross-domain 
strategies that might mitigate implementation challenges 
being experienced. Analysis across domains identified 
four emergent cross-domain themes or strategies based 
on service provider experiences: the need to invest more 
in pre-implementation activities, support a dynamic and 
flexible program, build from community experiences, and 
develop a system for shared learnings to support success-
ful implementation. Each cross-cutting strategy or theme 
is discussed below.

Invest in pre‑implementation activities
Although many pre-implementation activities occurred 
(e.g., a problem/service gap was identified, funding for a 
new program was secured, high level stakeholders were 
engaged for program operations and evaluation), there 
were necessary components at this stage that were under-
developed or incorporated ad hoc during the implemen-
tation stage, most critically consistent engagement and 
buy-in from mid-level leaders. During pre-implemen-
tation, all relevant partners and stakeholders should be 
engaged and share an understanding of the responsibili-
ties and resources required for successful implementation 
[2]. Leadership plays an important role in defining organ-
izational context and setting cultural norms [28] that can 
mitigate or contribute to common inner setting barriers, 
such as clinical engagement, organizational resistance 
to change, and cooperation between employment teams 
(program team) and health care teams [29, 30]. More 
time and resources should be allocated to securing early 
buy-in from all levels of leadership when implementing 
any IPS program, but it is especially important given the 
inter-sectoral space of the Links to Employment program 
and the potential difference in priorities of employment 
and primary care services.

In addition to this, pre-implementation activities 
should also focus on defining expectations and develop-
ing a process for clear communication within and across 
teams. While these findings are consistent with support-
ing integration of IPS with mental health services [31], 
we emphasize the necessity of these processes during 
pre-implementation before program clients are involved, 
and across all relevant health services. Not only would 
this strengthen individual and team capabilities but it 
could help prevent known barriers related to knowledge 
gaps (e.g., sufficient understanding of IPS) and resulting 
negative attitudes or beliefs [18, 32] that subsequently 
impact relationship connections during implementation.

Support a dynamic and flexible program
To support strict adherence to the IPS model, the eight 
core principles are further broken down into 25 fidel-
ity items that provide specific guidance around goals 
for quality improvement across the areas of staffing, 
organization, and services [27]. Flexibility and adapta-
tions from these are not encouraged under the standard 
IPS model; however, the complexity and range of barri-
ers beyond mental health challenges experienced by our 
program’s priority population requires a more enhanced 
and dynamic approach, with sustained funding to sup-
port those that need ongoing IPS engagement over time. 
Adherence to EBP models developed for other popula-
tions are not sufficient for supporting all sociodemo-
graphic groups or considering the cultural or contextual 
differences that may exist [33]. In practice, supported 
employment programs across Canada have high vari-
ability in different measures of fidelity and program pri-
ority [21] as a result of local program adaptations. While 
adaptations may reduce program effectiveness [34, 35], 
there is limited evidence as to which components of IPS 
are essential and how certain adaptations might impact 
employment outcomes for complex adult populations 
who concurrently experience a range of barriers in a 
Canadian setting (e.g., unique cultural factors, drug tox-
icity crisis, funding structures). There is a growing body 
of literature examining IPS in comparison to other inter-
ventions or combinations of interventions (e.g., aug-
mented supported employment, pre-vocational training, 
transitional employment, enhanced IPS) [7, 36] beyond 
traditional vocational services, and focusing on addi-
tional program enhancements that may provide a more 
matched and tailored level of support for those with var-
ying needs [37]. This study supports the need to explore 
IPS adaptation and enhancements, specifically for com-
plex populations that have been underrepresented in the 
employment space and employment research. Flexible 
implementation processes, guided by the needs of pro-
gram clients and service providers, could result in more 
targeted and wraparound services specific for a popula-
tion with complex needs, which could result in higher 
health and employment outcomes over time.

Build from community expertise
Poor implementation and implementation challenges 
contribute to the failure of many complex and expensive 
innovations embedded within health care settings [9]. 
A known solution to this is to build underlying support 
for new EBP through strong, engaged partnerships that 
involve active participation and community-led or shared 
decision-making across all individuals/organizations that 
may impact or be impacted by implementation [14]. One 
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example is adopting an implementation process that not 
only routinely assesses service provider and client needs 
but also includes a formal and iterative process where 
their feedback and suggestions on current practices or 
processes can be trialed within the program. Engaging 
frontline service providers, including relevant clinicians 
and health care teams, is essential to ensure that the 
program itself, as well as implementation decisions and 
strategies, are suitable to the existing local context [2, 14]. 
Given the rigidity of IPS implementation when adhering 
with fidelity practices, a community-based participatory 
research approach has not been widely considered by 
IPS programs, despite having the potential to strengthen 
local ownership of community-based initiatives, such as 
the Links to Employment program, thereby increasing 
program support and future sustainability [38, 39].

Develop a system for shared and sharing knowledge
The final emergent theme for promoting a more inte-
grated and sustainable program involves developing a 
system for sharing knowledge that enables multiple pro-
grams sites to learn from themselves and their shared 
network. This is especially important as the Links to 
Employment program scales to include more sites across 
the province. A learning health system (LHS), defined as 
a system where “science, informatics, incentives, and cul-
ture are aligned for continuous improvement and inno-
vation, with best practices seamlessly embedded in the 
delivery process and new knowledge captured as an inte-
gral by-product of the delivery experience” [40], would 
support a more effective approach to program implemen-
tation, program adaptation, and localized service delivery 
by drawing from continuous and collective data. Access 
to real-time data and its interpretation could also pro-
mote greater buy-in across individuals and organizations 
by supporting rapid dissemination of client success sto-
ries and program-level metrics that showcase the added 
value of the program towards overall client well-being. 
Development of a LHS within an IPS program embed-
ded within primary health care settings would be a novel 
addition to the existing systems of health and employ-
ment support in BC.

Study limitations
This study provides novel insights into the strengths and 
challenges associated with implementing an IPS program 
within a primary health care setting, however, there are 
study limitations to be noted. First, our sample size was 
small given the current scope of the program, and we 
did not have representation from all external health care 
teams due to conflicting schedules and capacity. We also 
did not engage decision makers or leadership at every 
level. Greater representation across all primary health 

care settings would ensure that unique contextual fac-
tors are being sufficiently considered. Second, our study 
was focused on the perspectives of service providers dur-
ing the early phases of implementation an EBP. Ongoing 
research is needed to understand additional facilitators 
and barriers across different phases of implementation, 
including during iterative cycles of adaptation and re-
design, and towards processes that enable long-term sus-
tainment of service delivery and funding.

Conclusion
Our objective was to understand service provider per-
spectives on the factors that facilitate and impede pro-
gram implementation within a multi-sector context and 
identify potential strategies towards more integrated and 
sustainable service for adult populations with complex 
health and social needs. The Links to Employment pro-
gram provides an example of how employment and pri-
mary health care services can complement one another in 
a real-world setting and the range of factors that should 
be considered. Further research should move towards 
building a more participatory process with service pro-
viders positioned to guide practice and policy decisions 
impacting implementation.
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