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The First Episode Psychosis Fidelity Scale, first published in
2016, is based on a list of essential components identified by
systematic reviews and an international consensus process.
The purpose of this paper was to present the FEPS-FS 1.0
version of the scale, review the results of studies that have
examined the scale and provide an up-to-date review of evi-
dence for each component and its rating. The First Episode
Psychosis Services Fidelity Scale 1.0 has 35 components,
which rate access and quality of health care delivered by
early psychosis teams. Twenty-five components rate service
components, and 15 components rate team functioning. Each
component is rated on a 1-5 scale, and a rating of 4 is satis-
factory. The service components describe services received by
patients rather than staff activity. The fidelity rater completes
ratings based on administrative data, health record review,
and interviews. Fidelity raters from two multicenter studies
provided feedback on the clarity and precision of compo-
nent definitions and ratings. When administered by trained
raters, the scale demonstrated good to excellent interrater
reliability. The selection of components can be adjusted to
rate programs serving patients with bipolar disorder or an at-
tenuated psychosis syndrome. The scale can be used to assess
and improve the quality of individual programs, compare
programs and program networks. Researchers can use the
scale as an outcome measure for implementation studies and
as a process measure for outcome studies. Future research
should focus on demonstrating predictive validity.
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Introduction

Fidelity scales are an important tool for successful im-
plementation of evidence-based practices, and attention

to their psychometric properties is important.' Integrated
team-based care for first episode psychosis is now an
evidence-based practice. There is extensive evidence
supporting the superiority of intensive, team-based care
for treating a first episode of psychotic disorders.? A large
cluster randomized controlled trial in the United States
demonstrated the cost-effectiveness of team-based in-
tensive first episode psychosis services.* Implementation
of first episode psychosis services varies internationally.*
Where implementation is most consistent, fidelity scales
or quality indicator sets have been used to assess the de-
gree of implementation.’ The challenge in designing
a fidelity scale is to develop a practical method that is
rigorous, but feasible to apply to all programs. Fidelity
scales need to be convincing to funders, service delivery
organizations, clinicians, and service users.®

Overview of the First Episode Psychosis Services
Fidelity Scale (FEPS-FS 1.0)

The First Episode Psychosis Services Fidelity Scale
(FEPS-FS) was developed using standardized meth-
odology for developing fidelity scales.” The original
version first published in 2016® was based on a list of
essential components identified by systematic reviews
and an international consensus process.” The scale
and manual have been revised based on feedback from
clinicians, researchers, and funders during the course
of two multicenter studies.!®!! Fidelity raters from two
multicenter studies provided feedback on the clarity
and precision of component definitions and ratings.
The revised scale and manual showed good-to-excellent
inter-rater reliability when used by trained raters.'® The
current 1.0 version of the scale has 35 components which
rate access and quality of health care delivered by early
psychosis teams.'”> Each component is rated on a 1-5
scale, in which a rating of 4 is satisfactory. The service
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components describe services received by patients rather
than staff activity. The fidelity rater completes ratings
based on administrative data, health record review, and
interviews with clinicians. The selection of components
can be adjusted to rate programs serving patients with bi-
polar disorder or those at clinical high risk for psychosis.

The purpose of the current paper is to present the
FEPS-FS 1.0 version of the scale, review the results of
studies which have examined the scale, and provide an
up-to-date review of evidence for each component and
its rating.

Methods

This paper uses a “literature review,” a type of review
which uses published materials that provide examina-
tion of recent or current literature. It can cover a wide
range of subjects at various levels of completeness and
comprehensiveness.!* The review included studies using
the FEPS-FS which used both quantitative and qualita-
tive analyses. In addition, it covered literature supporting
each FEPS-FS component, and the ratings for each com-
ponent. The levels of evidence ranged from high, when
supported by a recent systematic review or meta-analyses,
to the level of good clinical practice for items addressing
clinical assessment.

Results
Review of Studies with the FEPS-FS

The scale was first tested in six programs in Canada and
the United States and demonstrated both feasibility and
reliability. Fidelity ratings were conducted by expert
raters during onsite visits.® The scale has since been shown
to be feasible and acceptable when used by trained cli-
nician raters working with healthcare evaluators during
site visits." In this cross-sectional study of 9 programs,
the scale was evaluated based on assessor focus groups,
program staff interviews, data from raters’ consensus
meetings, and time-tracking logs. A general inductive
approach for analyzing qualitative data was used, and
quantitative data were aggregated and summarized.
Fidelity rater feedback was positive and indicated that
use of peer assessors and the in-person site visit added
value to the process. It was generally perceived that the
model provided valuable information to assist internal
quality improvement efforts. Further, assessors re-
ported direct benefits from participating, including net-
working and learning opportunities. The fidelity raters
provided important feedback on clarity of component
descriptions and the structured interview, resulting in in-
terview revisions and clarification of rating criteria in the
manual. The fidelity ratings from the study demonstrated
that the FEPS-FS captured variation in program im-
plementation and provided a baseline for measuring
change.!!
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Investigators in Italy used an Italian translation of the
scale as a self-report measure to assess the quality of serv-
ices in 29 programs. The results demonstrated variability
in the quality of care delivered by individual programs
and some deficiencies common to programs.’

The Mental Health Block Grant 10% Set Aside study
of 36 programs receiving Federal Government funding in
the United States provided the opportunity to first revise
the scale for remote assessment and then test the revisions
[http://nri-inc.org/media/1620/2-state-involvement-
in-csc-programs.pdf]. Fidelity was assessed at 2 time
points 1 year apart using a remote fidelity assessment
process. De-identified administrative data provided by
the programs were uploaded to a secure website. Local
staff were trained in data abstraction from selected health
records using a standardized template uploaded to the
secure website. Finally, a trained fidelity rater completed
structured telephone interviews with staff. During the
first year, the scale was revised based on feedback from
the fidelity raters.

The modifications to the scale based on the feedback
from both the Canadian and the first year of the US study
resulted in a revised version of the scale. The scale was
made more concrete with less scope for interpretation.
Some components were dropped because they proved
hard to measure reliably. The rating criteria were made
more consistent. The interview was made into a struc-
tured interview and more clearly linked to ratings. In the
second year, the revised version of the scale was tested for
inter-rater reliability. Based on 5 programs and 4 raters,
inter-rater reliability was in the good-to-excellent range,
with a mean ICC of 0.91 (95% confidence interval = 0.72—
0.99, P = 0.001)." Feasibility was further supported by
the remote assessment study, which indicated that data
collection during the second year required only 10.5 h of
program time, and the interviews were completed in 5 h.

In 2020, the fidelity scale was modified by adding
two components, one on assessment of fidelity, a com-
ponent recommended in the Coordinated Specialty
Care model.'® The second on the age range served as
recommended by the National Institute of Health and
Care Excellence.!” The addition of these two components
should not change the reliability of the scale because
both the age range served by the program and whether
or not they use a fidelity scale are clear and easily
measured components. The reliability of a scale lies
both on the structure of the scale and on the training
of the raters; as a result, reliability should be assured
within research studies.'® The changes in the scale can be
seen by comparing the original published version with
the current version.®

General Changes to the Scale and Manual

Two general challenges were identified when using the
scale. One was how to deal with diagnostic heterogeneity
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Table 1. Research Supporting Individual Components and Ratings

Component

Supporting Evidence

1.

9.

10

11.

12.

13.

14.

15.

16.

17.

18.

Practicing Team Leader

. Patient-to-Provider Ratio

. Services delivered by Team

. Assigned Case Manager/

Care Coordinator

. Psychiatrist Caseload

. Psychiatrist Role on Team

. Weekly Multi-

disciplinary Team
Meetings

. Explicit Diagnostic

Admission Criteria

Population Served

. Age Range Served

Duration of FEP
Program

Targeted Education to
Health/Social Service/
Community Groups
Early Intervention

Timely Contact with
Referred Individual

Family Involvement in
Assessments
Comprehensive Clinical
Assessment
Comprehensive
Psychosocial Needs
Assessment
Treatment/Care Plan
After Initial Assessment

The role of the practicing team leader is reportedly a key ingredient for the successful implementa-
tion of evidence-based practice in adult mental health. Important behaviors include facilitating team
meetings, building and enhancing staff skills, monitoring and using outcomes, and continuous quality
improvement activities.??

A low participant/provider ratio has been a feature of all tested first episode psychosis services

from OPUS which had a caseload per worker of 15 patients.”® The importance of small caseloads is
supported in most guidelines.?

Multidisciplinary teams have been identified as a core component of successful mental health teams.?
They are a core component of all successful first episode psychosis services, since the time of OPUS up
to and including the time of RAISE Navigate.?>%

Assignment of a case manager or care coordinator is an essential component of all successful first ep-
isode psychosis services.” There are many models of case management,”’ but the overall effectiveness
may depend on the case manager and others delivering specific evidence-based services.?

The importance of the frequency of medication visits was demonstrated in the RAISE Navigate
study.” The psychiatrist caseload is, however, a proxy for the detailed best practices of antipsychotic
medication prescription.’

Integration of psychiatrists was identified as a core component of successful mental health treatment
teams.” They have been a component of all tested first episode psychosis services.?*2

Team meetings are essential to the functioning of multi-disciplinary teams providing integrated care.
This was first established in assertive community treatment teams.? They are an essential component
of the RAISE Navigate program team fidelity assessment.*

The first episode psychosis team treatment model was developed and tested for individuals meeting
criteria for a schizophrenia spectrum disorder.?»* In practice, the services have been made available to
both individuals with a first episode of bipolar disorder®® and those at clinical high risk of developing
a psychosis.’* The treatment needs and outcomes of those at clinical high risk are significantly different
from those with a first episode of a schizophrenia spectrum disorder, and therefore it is necessary to
identify the diagnoses of the patients served by the program.

The annual incidence of schizophrenia is roughly 16:100,000 people. This incidence varies with
urbanicity and immigrant status.’ If there is a known, specific annual incidence rate for the population
served, that rate should be used rather than a generic incidence rate.

The age of onset of schizophrenia rises steeply from (pre-)adolescence, to a peak in early adulthood
followed by a gradual decline to age 60 years, after which incidence rates level off.*” There is no justifi-
cation for a cut-off of age 35 years.** Serving the full age range is a National Institute of Health and
Care Excellence Quality Standard."”

Randomized controlled studies of first episode psychosis services have focussed on evaluating programs
for up to 2 years.? Three studies comparing longer versus shorter programs and follow-up in usual care
found improved outcomes in longer first episode psychosis programs.®+

Education and outreach have been shown to reduce duration of untreated psychosis.* A local ap-
proach to reducing DUP has also been successful.* However, a systematic review found too many
methodological problems to draw clear conclusions.*

Prior hospitalization is a robust predictor of future hospitalization.* There is an inconsistent associ-
ation between duration of untreated psychosis and rehospitalization.*” The RAISE Navigate study,
which found an association between DUP and future hospitalization, had a long median DUP of 74
weeks.*” While duration of untreated psychosis is a predictor of long-term outcome,* it is difficult to
measure reliably.

Timely access to treatment is important due to high rates of deliberate self-harm* and violence and ag-
gression before treatment.’! Furthermore, the duration of untreated psychosis is related to outcome.*
In addition, the time to first appointment is related to both attendance and engagement with mental
health services.” Two weeks is the national benchmark in the United Kingdom.'’

Family involvement in the initial assessment is seen as important for diagnostic assessment™** and the
engagement of families.

Recommendations on comprehensive clinical assessment can generally be found in clinical practice
guidelines.” Comprehensive clinical assessments include diagnostic and risk assessments.

The assessment of patient needs, as defined by the patient, can be completed with structured
questionnaires®® or by clinician identification of patient goals. Patients have identified working toward
their goals as important for maintaining engagement.>

The Joint Commission, which accredits healthcare organizations in the United States, has a standard
PC 4.40: “The organization has a plan for care, treatment, or services that reflects the assessed needs,
strengths, preferences, and goals of the individual served.”

https://www.jointcommission.org > standards. A structured approach to assessing needs and developing
collaborative care plans has shown benefit when compared with control condition.”’
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Table 1. Continued

Component

Supporting Evidence

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29

30.

31.

Antipsychotic Medication
Prescription

Antipsychotic Dosing

Within Recommendations

Clozapine for
Medication-Resistant
Symptoms

Patient Psychoeducation

Family Education and
Support

Cognitive Behavior
Therapy (CBT)

Supporting Health

Annual Formal
Comprehensive Assess-
ment

Services for Patients with
Substance Use Disorders

Supported Employment
(SE)

. Supported Education

(SEd)

Active Engagement and
Retention

Patient Retention

Antipsychotic pharmacotherapy is an essential component of all first episode psychosis treatment
services. 23 Antipsychotic pharmacotherapy is effective in reducing symptoms of psychosis and
preventing relapse.** ¢!

Patients with a first episode psychosis respond to lower doses of antipsychotics than those with
multi-episode psychosis. In addition to diminishing benefit with higher doses, there are increased side
effects.®> A systematic review found no evidence of benefits and increased side effects to antipsychotic
doses higher than approved guidelines and to combinations of antipsychotics.®

In a longitudinal cohort study of 244 first episode psychosis patients, the response rate to a first-line
antipsychotic was 75.4% in the first trial, 16.7% in the second trial, but 75% in the third trial with clo-
zapine.* This suggests that the prevalence of treatment resistance is approximately 25%. In a separate
first episode psychosis cohort, median time to clozapine treatment was 42 weeks, which suggests that
early psychosis services play a crucial role in the initiation of clozapine.®

Patient psychoeducation has been described as “systematic, structured, didactic information on the ill-
ness and its treatment and includes integrating emotional aspects in order to enable patient or family to
cope with the illness.”% A systematic review concluded that a course of at least 12 sessions of patient
psychoeducation for people with schizophrenia resulted in reduced relapse and hospitalization, greater
medication adherence, and self-rated social functioning.®’

Family psychoeducation recognized as an evidence-based practice.®® There is evidence that longer
interventions are associated with better outcomes.” Family psychoeducation combines informational,
cognitive, behavioral, problem-solving, emotional, coping, and consultation therapeutic elements.

The effectiveness of cognitive behavioral therapy (CBT) is supported by systematic reviews.”* 7

A standardized and widely used definition of a minimal effective dose of psychotherapy is 8 or more
sessions.” A recent health technology assessment found that brief or low intensity CBT at between 6
and 10 sessions was effective, although most studies were in the range of 16 sessions.”

Monitoring weight gain and intervening with effective programs can prevent weight gain and achieve
weight loss.” Monitoring of extrapyramidal side effects such as akathisia and tardive dyskinesia can
lead to evidence-supported strategies to reduce these side effects.’*”” Detailed assessment of physical
health in people with schizophrenia indicates an excess of health problems in this population that could
be improved with patient involvement in primary care.”® Glucose and triglyceride abnormalities have
been documented in first episode psychosis patients, suggesting that early intervention may be helpful.”
Systematic reviews indicate that pharmacological interventions are effective in smoking cessation.®

As patients recover from a first episode of psychosis, their levels of symptoms decline, level of functioning
improves, and goals change to become more recovery-oriented.®! Clinicians need to adapt to fluctuating
clinical presentations. While some funders demand more frequent formal assessments and treatment
plans to maintain funding, a documented annual formal review can ensure that progress is monitored.

A large proportion of patients in first episode psychosis services have substance use disorders and these
have a significant negative impact on outcomes. A systematic review of course and treatment of sub-
stance use disorders in first episode psychosis found a general positive impact of program participation
on reductions in substance use.®> The impact of more specialized services within first episode psychosis
services was harder to determine. Results of the RAISE Navigate study indicated low participation in
substance use treatment modules and no change in substance use over time.®? The criteria for services in
the FEPS-FS are drawn from the Dual Diagnosis Capability in Mental Health Treatment (DDCMHT)
scale.®

A systematic review of employment outcomes in early psychosis programs found an employment rate
for supported employment patients of 49%, compared with 29% for patients receiving usual serv-

ices. The authors concluded that in early intervention programs, supported employment moderately
increases employment rates in addition to modest effects early programs alone have on vocational/ed-
ucational outcomes compared with usual services.® The rating criteria are drawn from the Individual
Placement and Support Fidelity Scale.%

Supported education adopts principles of supported employment programs and applies them to educa-
tion.’” Supported education was a component of the Recovery After an Initial Schizophrenia Episode
(RAISE) Navigate program.®>* To date, there have been insufficient well-controlled studies to provide
evidence of the effectiveness of supported education in first episode psychosis.®” The RAISE Navigate
program combined Supportive Education and Employment (SEE) and reported increased participation
in education and work compared with the control condition.*

Active outreach has been identified as an essential component of first episode psychosis services.’ It has
been a component of all the first episode psychosis services tested in randomized controlled trials and
fidelity scales based on these trials.”

A systematic review of retention strategies in mental health services has identified several essential
components of first episode psychosis effective in increasing retention. These include addressing mental
health knowledge, mental health attitudes, and barriers to treatment.”’ An epidemiological cohort
study demonstrated a 23% dropout rate.”” The FEPS-FS dropout index was developed as a simple ratio
that could be calculated by programs using readily accessible data.

Page 4 of 9

1202 udy 2z uo 1senb Aq 61096 19/2000EBS/|/z/01e/uado]NgzZIyos/Wwod dno-oiwspeoe)/:sdiy Wo.y papeojumod



Table 1. Continued

D. Addington

Component

Supporting Evidence

32. Crisis Intervention
Services

33. Communication Between
FEP and Inpatient Serv-
ices

34. Timely Contact After
Discharge from Hospital

35. Assuring Fidelity

The range of services described varies from the traditional 24-h team care provided by Assertive Com-
munity Treatment,*! which is rated as a 5.

Communication between inpatient and outpatient teams significantly improves the likelihood of out-
patient follow-up on discharge.”® Patients who did not have an outpatient appointment at discharge
were two times more likely to be hospitalized again in the same year than patients who kept at least one
outpatient appointment. The proportion of patients seen within 2 or 4 weeks of hospital discharge is a
widely used quality indicator in mental health services and general medical services.**

The time from discharge to first outpatient appointment was the only health services variable that
predicted the likelihood of attending a first follow-up appointment.” Patients who did not have an out-
patient appointment after discharge were two times more likely to be hospitalized in the same year than
patients who kept at least one outpatient appointment.®

Successful implementation requires the identification and measurement of the core components of ev-
idence-based practices.”®” Quality indicators have been developed and applied to compare the quality
of first episode psychosis services.” 1% More recently, the Royal College of Psychiatrists of England has

applied a set of 8 quality indicators to assess early psychosis intervention programs.!”!

because some programs served a range of diagnostic
groups. The second was to support the reliability of the
self-report fidelity process.

A systematic review and meta-analysis of the cost-ef-
fectiveness of early intervention services identified vari-
ability in the diagnostic groups served by early psychosis
programs.”” Individual programs serve patients with
schizophrenia spectrum disorders, clinical high risk for
psychosis bipolar disorder, and mood disorders with
psychotic features. To address this challenge, the fidelity
scale includes a component that requires the program to
identify the diagnostic categories served by the program
(see table 1, Component 8). The fidelity process which
is described in the manual then requires the program to
identify the numbers in each group. Next in a process
described in the manual, the selection of components
used to calculate fidelity is modified for each diagnostic
group and a separate analysis of fidelity conducted for
groups that include sufficient numbers. For example, 3
pharmacotherapy items (table 1) including items 19 (anti-
psychotic prescription), 20 (antipsychotic dosing), and 21
(clozapine use) are only applied to patients with a schizo-
phrenia spectrum disorder and not to patients at clinical
high risk for psychosis.

The use of fidelity scales for self-report has been shown
to be potentially reliable,® and FEPS-FS has been used
for the assessment of broad trends in practice.>?' The
FEPS-FS 1.0 includes a guide, based on the structured
interview guide to help teams conduct a self-assessment.
The reliability of this approach has not been tested.

Discussion

The FEPS-FS 1.0 is a significant improvement on the
original FEPS-FS and can now be used reliably for re-
mote assessments. The reliability of onsite assessments
has not been tested for FEPS-FS 1.0, but it was high
in the original version.® The modifications to improve

reliability of the self-report version have not been tested.
The same scale, interview guide, and data are used for
onsite, remote, and self-report fidelity assessments.
The scale differentiates among programs with high, ac-
ceptable, and poor fidelity and can assess and compare
programs which use different models for service delivery
training and support.'

The modifications to the scale represent pragmatic
changes to the existing framework rather than funda-
mental changes in response to a changing evidence base.
For example, monitoring health indicators was moved
from a generic annual review component to a separate
supporting health component that included engagement
in primary care. This change fitted the pragmatics of who
was accountable for components of care and where the
data could be found in the healthcare record.

The scale uses the sum of the unweighted items to com-
pute a total score. Both individual item scores and total
scores can be used to compare programs and to measure
success in implementation studies or quality improve-
ment initiatives. Total scores and component scores can
be summed to assess the quality of care across networks
of programs. For example, a low score across a compo-
nent such as supported employment may be related to
large-scale funding for supported employment services or
it may reflect problems in staff training or other aspects of
implementation.

The review method used in this study has limitations.
The studies that used the scale were not designed to assess
the fidelity scale, and the evaluations of the scale were sec-
ondary outcomes of the studies. We did not conduct new
systematic reviews of each of the components; rather, we
identified up-to-date reviews and guidelines such as the
National Institute for Health and Care Excellence to sup-
port specific components.'” The review method is appro-
priate for the purposes presenting an update, but it does
not represent a fundamental review of the foundations
of the scale.
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Future studies should be designed to assess the predic-
tive validity of the scale. This will require an adequate
number of programs with a range of fidelity scores and
high rates of completion of reliable outcome data. This
should be feasible within the EPINET programs.!> New
systematic reviews of each of the components could
be used to modify existing components or identify new
components that have both strong evidence of effective-
ness and efficacy. Finally, the application of the scale
needs to be broadened to include services for patients
who are at clinical high risk of psychosis and those with
bipolar disorder.
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