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Measurement of Fidelity in Psychiatric Rehabilitation
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Until recently, most psychiatric rehabilitation models have been poorly defined and few
have had systematic methods for measuring their implementation. We review the historical
roots for the development of fidelity measures and describe recent applications in both
research and practice.
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Fidelity refers to the degree to which a particular
program follows a program model. By program
model we mean a well-defined set of interventions
and procedures to help individuals achieve some de-
sired goal. Fidelity measures are tools to assess the
adequacy of implementation of program models. In-
creasingly, measures of program model fidelity have
become standard requirements in mental health ser-
vices research (Heflinger, 1996; Henggeler, Pickrel, &
Brondino, 1999) and in other applied fields, such as
criminal justice, education, and medicine (Leith-
wood & Montgomery, 1980; Rezmovic, 1984;
Schreier & Rezmovic, 1983). Despite this attention,
no systematic body of theory and research on fidelity
has yet appeared in the mental health services area.

In this paper we review the promise of fidelity
measures for advancing the research and practice of
one area of mental health services, namely, psychiat-
ric rehabilitation. By psychiatric rehabilitation we
mean services and programs intended to help adults
with severe mental illness attain optimal integration
into normal adult roles in the community.

Psychiatric rehabilitation has evolved in an un-
usually eclectic and pragmatic fashion because many
areas lack clearly articulated models or theory explic-
itly linked to the nature of severe mental illness (Ho-
garty, 1995). In addition, many influential leaders in
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the psychiatric rehabilitation field have emphasized
the advantages of eclecticism, innovation, and experi-
mentation in program design (Dincin, 1995). Psychi-
atric rehabilitation approaches typically are classified
according to areas of role functioning, namely com-
munity integration, independent living, employment,
academic achievement, social relationships, commu-
nication skills, and family relationships (Dincin,
1995). Corresponding to this list are the following
broad categories of psychiatric rehabilitation ap-
proaches: case management (community integration),
residential programs (independent living), vocational
programs (employment), supported education (aca-
demic achievement), drop-in centers (social rela-
tionships), skills training (communication skills),
and family psychoeducation (family relationships).
Within each of these categories are specific program
models. Models of case management, for example,
include assertive community treatment, the strengths
model, the rehabilitation model, and the brokered
model (Solomon, 1992).

In this paper we provide a historical context for
the development of fidelity measurement. We then
offer examples of the ways that fidelity measures have
been and could be used. We examine two separate
uses and traditions—the scientific and the practical.

ORIGINS OF FIDELITY MEASURES IN
RESEARCH APPLICATIONS

The concept of fidelity emerged in the 1960s,
when psychotherapy researchers discovered the im-
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possibility of sorting out the methodological and in-
terpretative problems in the early outcome studies
(Moncher & Prinz, 1991; Waltz, Addis, Koerner, &
Jacobson, 1993). Researchers naively assumed that
therapists subscribing to particular forms of psycho-
therapy intervened in a consistent and distinctive
fashion based on their affiliation (e.g., client-cen-
tered, rational-emotive, psychodynamic). Eysenck
(1952) and other critics pointed out the weaknesses
in these arguments. In seeking to refute critics, it
became increasingly clear that psychotherapy models
were not operationally defined. Replication studies
were difficult, because most studies did not provide
sufficient information on the treatment used. It also
became increasingly obvious that psychotherapy ap-
proaches with different labels often overlapped.
Moreover, even when models were dramatically dif-
ferent conceptually, there was often little assurance
that the therapists representing different approaches
would show this behaviorally. In fact, studies showed
that therapists subscribing to a particular approach
did not necessarily behave similarly, nor did thera-
pists subscribing to theoretically very different ap-
proaches always behave that differently (Lieberman,
Yalom, & Miles, 1973; Sloane, Staples, Cristol, York-
ston, & Whipple, 1975).

Client-centered therapy was among the first to
systematically examine its therapeutic methods and
techniques (Rogers, 1951, 1957). In an early formula-
tion, Rogers defined the three critical ingredients of
client-centered therapy: unconditional positive re-
gard, genuineness, and empathy, which he hypothe-
sized to be the ‘‘necessary and sufficient ingredients
of effective psychotherapy.’’ These constructs were
used as the basis for the development of process
ratings scales—what we would call fidelity measures.
The formulation of the critical ingredients of client-
centered therapy, along with empirical methods to
measure them, spawned an enormous and highly pro-
ductive literature, which has helped to shape later
theoretical and practical formulations of basic lis-
tening techniques in psychotherapy (Mitchell, Bo-
zarth, & Krauft, 1977). A similar process is unfolding
in the psychiatric rehabilitation field in relation to a
few well-defined and experimentally evaluated pro-
gram models.

Fidelity measurement accelerated the matura-
tion of psychotherapy research by making standard-
ized treatments possible and by providing methods
to document differences between different forms of
treatment. The measurement of fidelity developed in
two directions associated with two related method-

ological issues (Moncher & Prinz, 1991). The first,
referred to as treatment integrity, concerns the degree
to which a treatment condition is implemented as
intended. The second, referred to as treatment differ-
entiation, refers to ‘‘whether treatment conditions dif-
fer from one another in the intended manner such
that the manipulation of the independent variable
occurred as planned’’ (Moncher & Prinz, 1991, p.
247). In a similar vein, Waltz et al. (1993) suggested
four types of therapist behaviors to be considered in
assessing adherence: (a) behaviors that are unique
and essential to the model; (b) behaviors that are
essential but not unique; (c) behaviors that are com-
patible with the model, but are neither necessary nor
unique; (d) behaviors that are prohibited. A compre-
hensive list of essential and prohibited behaviors for
a model provides a blueprint for assessing treatment
integrity and for differentiating a program model
from others.

The twin concepts of model integrity and model
differentiation are directly applicable to the mental
health services field, where program labels abound
and where the same labels often are used with differ-
ent meanings. To take one such example, intensive
case management, assertive case management, mobile
treatment teams, continuous treatment teams, and as-
sertive community treatment are sometimes intended
to mean the same thing, sometimes something differ-
ent (Marshall & Creed, in press). Although experts
may agree to some extent on what is meant by each
of these program labels (McGrew & Bond, 1995;
Schaedle & Epstein, 2000), there is no unanimity on
elements for these models that are unique, essential,
compatible, and prohibited. Behaviors that are essen-
tial in one program model but prohibited in another
are particularly useful for treatment differentiation.
For example, one study contrasted two vocational
approaches which were sharply differentiated on the
job placement process (initial prevocational skills
training versus rapid job search) and on the location
of services (at a separate rehabilitation agency versus
at the mental health center) (Drake, McHugo,
Becker, Anthony, & Clark, 1996).

In the psychotherapy literature, the next logical
step after developing measures for assessing adher-
ence to a program model was to tease out which
ingredients had the most influence on client out-
comes. The search for critical ingredients led to a
broader inquiry into ‘‘process’’ variables influencing
psychotherapy outcomes. The ensuing explosion of
psychotherapy process-outcome research has been
staggering. Orlinsky, Grawe, and Parks (1994) identi-
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fied 2354 separate findings in studies conducted over
a three-decade period.

The notion of operationally defining program
models had another set of implications for research,
namely, that elements of an effective program model
could be systematically implemented by training staff
in the application of the model principles and tech-
niques. Following the client-centered therapy exam-
ple, the standard in psychotherapy has been to de-
velop ‘‘treatment manuals’’ (also called practice
manuals), which provide detailed descriptions of how
a program should be organized and how providers
should perform their responsibilities.

Unfortunately, psychotherapy researchers have
not always employed even minimal efforts at estab-
lishing fidelity. In a review of 359 psychotherapy stud-
ies, Moncher and Prinz (1991) found that 32% used
a treatment manual, 22% had a systematic method for
ensuring supervision of therapists, and 18% checked
adherence to the protocol. Altogether, only 6% of the
studies in their review employed all three methods
for enhancing fidelity, and 55% did not use any of
these measures.

Fidelity in Psychiatric Rehabilitation

Like the early psychotherapy literature, much
of the psychiatric rehabilitation literature has lacked
rigorous assessment of adherence to program models.
In his review of 33 controlled studies of community
support programs (i.e., psychiatric rehabilitation),
Brekke (1988) found that only one satisfied his crite-
ria for a complete program description. More re-
cently, a case management review found that 79%
of the studies failed to procedurally define program
models (Gorey et al., 1998). Other case management
reviews also observe the lack of program model clar-
ity (Latimer, 1999b; Marshall & Creed, in press; Mar-
shall, Lockwood, Green, & Gray, 1998; Mueser,
Bond, Drake, & Resnick, 1998). Reviews of voca-
tional rehabilitation for people with severe mental
illness similarly have noted the ambiguities in pro-
gram descriptions (Bond, Drake, Becker, & Mueser,
1999a). In fact, in all of the psychiatric rehabilitation
areas noted above, commentators have made similar
observations about model ambiguity and lack of ade-
quate program descriptions.

Measurement of fidelity in psychiatric rehabilita-
tion has not been completely ignored, however. In a
pioneering effort, Paul and his colleagues developed
a hospital-based social learning approach with an in-

tricate method for assessing program fidelity (Paul &
Lentz, 1977). Their measurement approach was not
widely adopted, partly because of its labor-intensive
requirements. In another early effort to measure fi-
delity, Anthony, Cohen, and Farkas (1982) identified
10 ‘‘essential ingredients’’ for determining if a pro-
gram followed psychiatric rehabilitation principles.
They later developed a formal coding system for as-
sessing partial hospitalization programs on these
principles (Fishbein, 1988). Anthony and his col-
leagues then developed a series of training manuals
to provide concrete guidelines for implementing their
approach (Anthony, Cohen, & Pierce, 1980). Their
approach was not intended to define a specific model,
but rather a set of practices that are applied in differ-
ent practice settings (Anthony, 1994).

The psychiatric rehabilitation model with proba-
bly the longest history of attention to model standards
is the assertive community treatment (ACT) model,
developed by Stein and Test (1980). Their landmark
study was important not only for demonstrating an
effective alternative to hospitalization, but also for
the clarity of its program model. Their work laid the
foundation for a process study of ACT (Brekke &
Test, 1987) and the later development of ACT fidelity
scales (e.g., McGrew, Bond, Dietzen, & Salyers, 1994;
Teague, Bond, & Drake, 1998; Teague, Drake, &
Ackerson, 1995).

Advances in Measurement

Although paper-and-pencil surveys of staff and
program participants show some promise for differ-
entiating among program models (Burt, Duke, &
Hargreaves, 1998; Jerrell & Ridgely, 1999), most ob-
servers would argue for the importance of using a
multimodal approach, including chart review, obser-
vation of team meetings, service logs, etc., in addition
to surveys (Hargreaves, Shumway, Hu, & Cuffel,
1998). Using a diversity of data sources, Brekke
showed that systematic measurement of theoretically
relevant dimensions of psychiatric program models
was possible (Brekke, 1987; Brekke & Aisley, 1990;
Brekke & Test, 1992; Brekke & Wolkon, 1988). His
work highlighted the feasibility of model differentia-
tion through empirical methods.

Progress in developing psychiatric rehabilitation
fidelity measures has been hampered by several fac-
tors. One major factor has been the lack of well-
defined models. With the exception of ACT (All-
ness & Knoedler, 1998; Stein & Santos, 1998), skills
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training (Wallace, Liberman, MacKain, Blackwell, &
Eckman, 1992), the Individual Placement and Sup-
port (IPS) model of supported employment
(Becker & Drake, 1993), and some family approaches
(Mueser & Glynn, 1999), practice manuals have been
rare in psychiatric rehabilitation. The development
of fidelity scales is much easier with detailed prac-
tice manuals.

The complexity of psychiatric rehabilitation ser-
vices poses a great challenge to fidelity measurement.
Whereas in psychotherapy, the focus is on therapist
behaviors, model fidelity in psychiatric rehabilitation
typically concerns not only practitioner behavior, but
also structural aspects of a program (e.g., caseload
size, staff qualifications), location of services (e.g., in
community settings), and ‘‘behind the scenes’’ activi-
ties (e.g., integration of treatment and rehabilitation).
Manualizing counseling and psychotherapy often in-
volves minute-to-minute specification of specific ther-
apist interventions, whereas practice manuals for psy-
chiatric rehabilitation models inevitably must be
conceptualized at a more macro level. Thus, psychiat-
ric rehabilitation models are inherently difficult to
manualize because the interventions occur in multi-
ple settings, with multiple providers and recipients,
and involve diverse activities that go far beyond a
counseling setting.

THE PROMISE OF FIDELITY MEASURES:
RESEARCH APPLICATIONS

Fidelity measures serve many research purposes,
including uses related to internal, discriminant, exter-
nal, construct, and predictive validity (Moncher &
Prinz, 1991). We distinguish four uses of fidelity, each
addressing different aspects of validity: (a) ensuring
model adherence in program evaluations, (b) facili-
tating communication in the literature, (c) synthesiz-
ing a body of research, and (d) identifying critical
ingredients of program models. We illustrate each of
these uses with examples from the psychiatric reha-
bilitation literature.

Ensuring Model Adherence in
Program Evaluations

Moncher and Prinz (1991) define fidelity of treat-
ment in outcome research as ‘‘confirmation that the
manipulation of the independent variable occurred
as planned’’ (p. 247). Measuring program fidelity,

then, can be viewed as a ‘‘manipulation check,’’ in-
tended to determine if the independent variable
yielded the desired difference between the treatment
groups. However, unlike classic experimental studies,
in which the researcher manipulates one specific vari-
able while holding all other variables constant, stud-
ies evaluating the effectiveness of a program model
usually must contend with comparisons between two
or more treatments that differ on many dimensions.

In order to obtain significant outcome differ-
ences, the designs for outcome studies should ‘‘max-
imize the systematic variance’’ (Kerlinger, 1986) by
ensuring that the experimental and control condi-
tions are different. Logically, there are two strategies
for making the conditions different. One is by em-
ploying a neutral control condition (i.e., one that
is not expected to result in large improvements in
outcomes), and the other is to use a powerful experi-
mental condition. (Of course, a control condition that
represents standard services will be of more scientific
and practical interest than an approach already
known to be ineffective.) Making sure the treatments
are different is one main way to increase statistical
power (Lipsey, 1990). More generally speaking, it is
important to examine the implementation of both
the experimental and control groups along the same
study dimensions in order to determine the degree
of treatment differentiation, which is the systematic
variance that is expected to account for any differ-
ences in outcomes.

Several multisite randomized controlled trials il-
lustrate the use of fidelity measures to assess model
adherence. Fidelity of program implementation was
examined in a New Hampshire multisite study com-
paring ACT to standard case management (Teague
et al., 1995). Although demonstrating significant dif-
ferences between experimental and control condi-
tions, this study also found site differences, with some
control programs rating relatively high on the ACT
fidelity scale. In a subsequent analysis, McHugo,
Drake, Teague, and Xie (1999) found that among the
ACT clients in their sample, those in high-fidelity
ACT programs had higher rates of retention in treat-
ment, greater remission from substance use disorders,
and fewer hospital admissions than those in low-
fidelity programs. In an Indiana multisite ACT study,
the investigators rated program fidelity after the fact,
speculating that drift from the ACT model (e.g., lack
of stringent admission criteria, increased caseload
sizes, diffusion of staff responsibilities, and combined
team meetings for ACT and standard case manage-
ment) accounted for the lack of experimental differ-
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ences in client outcomes (Bond, Miller, Krumwied, &
Ward, 1988). In a vocational study, fidelity to a sup-
ported employment model was stronger in one of
two sites, which also had more favorable employment
outcomes (Drake et al., 1996).

As the first example suggests, fidelity measures
should be used to assess both experimental and con-
trol conditions. On the experimental side, the ques-
tion is whether the program has been implemented as
intended, or if it in actuality looks similar to habitual
practices of service provision. On the control side,
the question is typically whether the control group
has been contaminated by imitating the strategies of
the experimental program. In the New Hampshire
ACT study, the main source of infidelity was that
standard case management drifted toward the ACT
model; in the Indiana study, the problem was the
opposite, namely that the newly developed ACT
team at one site did not fully embrace the model. In
the latter case, a lack of staff training and program
monitoring may have been a major factor. Such
program drift is unfortunately quite common in the
literature (Bond, 1991; Rosenheck, Neale, Leaf,
Milstein, & Frisman, 1995). Rather than simply docu-
menting failures to implement, a far more useful ap-
proach is to use fidelity measures in conjunction with
systematic efforts to achieve excellence in program
implementation, to help guide development and keep
programs on course (Henggeler et al., 1999). Finally,
as these examples also suggest, the measurement of
fidelity is especially important in multisite studies, in
which findings may be stronger in some sites than
in others.

A key issue in ensuring program fidelity is to
make sure that the program model is clearly defined
at the outset. Initial ambiguity about the program
model may have been a factor in the ambiguous find-
ings in two recent large-scale studies (Becker, Hol-
loway, McCrone, & Thornicroft, 1998; Burns et al.,
1999). In both studies, intensive case management
was defined largely in terms of lower caseload ratios
without detailed prescriptions for program imple-
mentation.

Another fidelity issue that is not frequently dis-
cussed in the literature is the need for continued fi-
delity measurement over the course of a study, espe-
cially for multiyear studies. Programs change over
time, sometimes showing marked improvement as
they move beyond their startup period. Conversely,
they sometimes lose their wholehearted commitment
to the program model, for example, as they approach
the end of grant funding, especially if this means (as

it often does) that staff workers are transferred to
other positions (McHugo et al., 1998).

Fidelity measures are equally valuable when
program evaluations do yield significant treatment
outcomes. In addition to increasing the confidence
in the study’s internal validity, the fidelity measures
provide a roadmap for replication. Moreover, with
significant findings, the research questions shift to
asking what the critical ingredients of program suc-
cess are. Fidelity measures provide the basis for more
fine-grained inquiry into such questions.

Facilitating Communication in the Literature

One source of confusion in the psychiatric reha-
bilitation literature has been distinguishing between
related program approaches within specific domains.
Earlier, we gave the example of the case management
area, in which many different variants have been
reported in the literature. A recurring question has
been the conceptual and empirical overlap between
these different models (Mueser et al., 1998).

The Dartmouth ACT Scale (DACTS) is an ex-
ample of a fidelity scale that has been helpful in
mapping out a psychiatric rehabilitation domain
(Teague et al., 1998). Although developed to discrimi-
nate well-implemented ACT programs from tradi-
tional (less intensive) case management services, the
DACTS also may be useful for delineating a typology
of case management services in general. Teague et
al. (1998) piloted the DACTS in 50 case management
programs representing four distinct types of service
models: ACT, intensive case management provided
by the Veterans Administration, outreach programs
for people who were homeless and mentally ill, and
traditional case management. The DACTS discrimi-
nated across the four types of case management, con-
sistent with predicted order of similarity to ACT.
However, a subsequent study comparing DACTS rat-
ings in a sample of 18 outreach programs for homeless
people with mental illness found nonsignificant dif-
ferences between programs subscribing to nominally
different program models (Johnsen et al., 1999).
Thus, more work is needed to determine the capacity
of the DACTS to make fine-grained discriminations.

Another example of the use of fidelity measures
for mapping out a domain is given by Bond, Becker,
Drake, and Vogler (1997), who found that vocational
programs subscribing to the IPS model of supported
employment sharply differed from ‘‘traditional’’ vo-
cational services across a wide range of observable
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criteria. The IPS fidelity scale also found less dra-
matic, but significant differences between IPS and
other forms of supported employment.

One variation on the theme of using fidelity
scales to map out a domain is defining model adapta-
tions. Once a program model is well defined, varia-
tions of it can be assessed in relation to the original
model. An example illustrating the use of a fidelity
scale to measure model adaptation is given in a study
examining the effectiveness of transferring clients
from an ACT program to a modified ACT program
referred to as a ‘‘step-down’’ program (Salyers, Mas-
terton, Fekete, Picone, & Bond, 1998). This step-
down program emulated many of the positive fea-
tures of ACT, while serving clients at a less intensive
level. The ratings on the DACTS indicated specific
ways in which the step-down program differed from
the parent ACT program (e.g., frequency of team
meetings, percentage of home visits) and ways in
which it was similar (e.g., use of multidisciplinary
team, focus on practical problems).

Synthesizing a Body of Research

Literature reviews aim at understanding the ex-
tent to which findings from individual studies are
generalizable. In integrating the literature on the out-
comes for a program model (or for an entire service
domain, such as vocational services), reviewers face
the dilemma of determining which studies to include
and how to weight those that are included. Many
factors go into these decisions, but one main consider-
ation is the fidelity of implementation. The ideal cir-
cumstances for a reviewer would be a body of studies
in which all investigators prospectively applied a sin-
gle standardized fidelity measure which previously
had been shown to be psychometrically adequate.
Under these ideal circumstances, the reviewer could
then establish a minimum criterion for program fi-
delity. If a program fell below the criterion, then that
study would be excluded from the review. Alterna-
tively, fidelity scores could be used as an independent
variable in a meta-analysis (Lipsey, 1990).

Unfortunately, there are no examples in the
mental health services area that come anywhere close
to this ideal. Few domains have a critical mass of
studies, and even fewer have used prospective fidelity
ratings that would lend themselves to this procedure.
However, two reviews using retrospective fidelity rat-
ings hint at the promise this methodology might have.
In one synthesis, McGrew et al. (1994) retrospectively

coded 18 programs on a fidelity index which was
correlated with a program-level client outcome mea-
sure. This study found a strong correlation between
the fidelity index and reduction in hospital use. More
recently, Latimer (1999b) retrospectively coded pro-
grams within a sample of 34 ACT studies using a
simplified fidelity scale and found that high-fidelity
ACT programs reduced hospital days more than low-
fidelity programs.

Identifying Critical Ingredients

A fourth use of fidelity scales is to help identify
critical ingredients that predict client outcomes. Criti-
cal ingredients refer to the elements of a model, such
as the caseload ratio or location of services, which
account for its effectiveness. In this application, theo-
retically important ingredients are represented by
items or subscales on a fidelity measure. The usual
method for demonstrating empirically that a program
element is a critical ingredient is by obtaining a sig-
nificant correlation with a criterion measure (i.e., a
measure of client outcome). Following the logic of
this design, the criterion measures should be congru-
ent with the purposes of the program model; for
example, a vocational model should have a primary
impact in the employment domain. Although re-
search has used different statistical methods, one typ-
ical strategy is to convert individual client outcomes
into aggregate program-level measures (e.g., percent-
age employed). This general strategy relates to the
predictive validity of a fidelity measure, by examining
its relationship to outcome, and to construct validity,
by showing the contribution of the elements of the
model to program effectiveness.

A study illustrating this strategy was conducted
by McGrew et al. (1994). The study was based on a
17-item scale, the Index of Fidelity to ACT (IF-
ACT), which assessed objective features of a pro-
gram, such as the inclusion of a nurse on the team,
frequency of team meetings, and frequency of con-
tacts with clients in the community. The items were
retrospectively coded for 18 ACT programs in com-
pleted studies. Five of the 17 fidelity items signifi-
cantly predicted reduction of hospital use: shared
caseloads, total number of contacts, 24-hour avail-
ability, nurse on the team, and daily team meetings.
Thus, this study suggested that specific program in-
gredients were associated with better client out-
comes.

We add some cautionary notes about the limits
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of this strategy. One limitation is that the criterion-
oriented method for identifying critical ingredients
only makes sense if one is confident in the validity
of the criterion outcome measure and the potency
of the model for impacting that outcome. Thus, the
reduction of hospital use is, by all accounts, an excel-
lent criterion for ACT programs. Similarly, one might
presume that the placement rate into employment
would be a sensible criterion for vocational programs.
However, defining the annual employment place-
ment rate for a vocational program is not as simple
a matter as it might seem. Complications include time
frames, caseload mix issues, client status (open cases,
program dropouts, and successful closures), and vari-
ability in job tenure. Such complications may have
partly accounted for the disappointing findings in a
study seeking to identify the critical ingredients of
supported employment (Bond, Picone, Mauer, Fish-
bein, & Stout, 1999).

A second obvious limitation is that this method
works poorly for small samples, especially if there is
a restriction in the range of programs on either the
predictor or criterion measure (Zahrt, Bond, Sal-
yers, & Teague, 1999). From a practical standpoint,
assembling large samples of sites with requisite fidel-
ity and outcome measures is a formidable under-
taking.

We earlier mentioned the evolution of the psy-
chotherapy literature toward the quest for identifica-
tion of general process measures that predict better
outcomes, regardless of the therapy model used. A
parallel development in the psychiatric rehabilitation
field has been the development of general-purpose
instruments that seek to measure program features
across a broad range of models (Burt et al., 1998;
Jerrell & Hargreaves, 1991; Moos, 1974). Although
these instruments have demonstrated their utility in
a growing body of studies, the complexities involved
make this undertaking quite ambitious.

ORIGINS OF FIDELITY MEASURES IN
PRACTICAL APPLICATIONS

Although fidelity measures only recently have
begun to receive attention in the psychiatric rehabili-
tation literature, efforts to enhance program quality
through specification of criteria for best practices in
psychiatric rehabilitation have been an enduring con-
cern of program administrators and planners. For
example, the National Institute of Mental Health
sponsored a series of conferences in the 1970s culmi-

nating in a set of guidelines intended to help reform
the practice in community mental health centers
(CMHCs). A program following these guidelines be-
came known as a community support program (CSP;
Turner & TenHoor, 1978). CSP guidelines were in-
tended to provide criteria for CMHCs to be more
responsive to serving clients with severe mental ill-
ness. Over the past two decades, the changes in meth-
ods for financing public mental health also have di-
rectly influenced the movement toward defining
psychiatric services. In the early days of deinstitutio-
nalization, CMHCs were funded primarily through
state general funds, which typically provided grants
or contract payments for approved costs, with few
linkages to performance measures. In the 1980s, state
departments of mental health increasingly began us-
ing Medicaid as a source for funding mental health
services, including case management and rehabilita-
tion services. Medicaid reimbursed for specific reha-
bilitation and treatment services defined under the
state Medicaid plan; hence, CMHCs increasingly
have been required to be explicit in documenting
what interventions they provided, to whom, and for
how long (Hogan, 1999). The need to specify the
components of specific levels of service provision
(e.g., levels of case management) provides a natural
bridge to the development of fidelity measures.

Recently, the medical field has witnessed the
proliferation of practice guidelines. Like treatment
manuals, practice guidelines explain what services to
provide, to whom, and how. Unlike treatment manu-
als, practice guidelines often are not ‘‘model spe-
cific,’’ but rather indicate recommended services
across a range of program models all targeted to a
specific population (e.g., people with schizophrenia).
Thus, expert panels formed by the American Psychi-
atric Association (Herz et al., 1997) and other groups
(McEvoy, Scheifler, & Frances, 1999) have developed
clinical practice guidelines for the treatment of
schizophrenia, including recommendations for both
psychopharmacological and psychosocial interven-
tions. Practice guidelines have been produced by pro-
fessional organizations, such as the International As-
sociation of Psychosocial Rehabilitation Services
(IAPSRS, 1997b) and the National Association of
Case Management (Giesler & Hodge, 1998). Govern-
ment agencies have also been active in commissioning
task forces to generate guidelines (Cochrane, Dur-
bin, & Goering, 1997; Latimer, 1999a; Torrey &
Wyzik, 1997). Managed care organizations are also
involved in the development and use of practice
guidelines (Dewan & Carpenter, 1997).
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An especially influential example of an outline
for practice guidelines comes from the Schizophrenia
Patient Outcomes Research Team (PORT) treat-
ment recommendations, which consisted of 30 medi-
cation and psychosocial treatment guidelines (Leh-
man, Steinwachs, & PORT Co-Investigators, 1998).
For example, the PORT recommends ACT services
for persons with schizophrenia who are either at high
risk for rehospitalization or heavy service users.

Thus, these trends in the medical field suggest
a growing emphasis on concretely specifying what
services should be provided to a target population.
Because of the dearth of empirical studies, most of
the guidelines produced to date pertaining to psychi-
atric rehabilitation have been based on ‘‘clinical con-
sensus’’ rather than empirical studies, and some
guidelines are statements of broad principle rather
than useable, specific prescriptions for intervention.
Putting this into perspective, Hughes (1999) noted
that ‘‘only 20% of all medical treatments meet the
level of ‘evidence-based’ treatments when the re-
quirement is a body of studies using a rigorous experi-
mental design’’ (pp. 11–12). Consequently, fidelity
measures could be seen as serving a complementary
function of spelling out the interventions and models
described in the practice guidelines, as well as provid-
ing one tool needed for establishing a firmer empirical
basis for guidelines.

Another influence on the development of fidelity
measures as practical tools has been the desire of
proponents of well-established approaches to main-
tain high standards as their model is disseminated. An
example is given by the Fountain House clubhouse
model (Beard, Propst, & Malamud, 1982). Although
the roots of this model date to the 1940s, it has
evolved over the years and, like other psychiatric
rehabilitation models, has yielded many variants. Re-
cently, a set of clubhouse standards was adopted by
an international conference of clubhouses, partly as
a reaction to model diffusion (Propst, 1992). These
standards have been the basis for a certification pro-
cess, which is operated by the International Center
for Clubhouse Development (ICCD), located at
Fountain House. The formal process of certification is
based on a site visit by a group of approved clubhouse
trainers, who use a semistructured guide in determin-
ing adherence to standards (Gold Award, 1999; Mox-
ley, 1993). Clubhouses are classified into ‘‘certified’’
programs (i.e., those approved by the ICCD) and
noncertified programs. Recently, a content analysis
of ICCD site visit reports was used as a way to infer
critical program ingredients, by demonstrating ways

in which programs often fall short of certification
standards (Wang, Macias, & Jackson, 1999). The
technique of ‘‘program model errors’’ is reminiscent
of a scale developed to identify psychotherapeutic
errors (Suh, O’Malley, & Strupp, 1986). It is possible
that a focus on areas in which programs typically
deviate from a model—i.e., ‘‘prohibited behaviors’’
(Waltz et al., 1993)—may prove to be an especially
efficient way to measure fidelity.

Still another trend increasing the interest in fi-
delity measures has been the role of consumer organi-
zations in advocating for quality services. In state-
by-state surveys, Torrey and his colleagues rated the
adequacy of mental health services for people with
serious mental illness in the U. S., broadly character-
izing such domains as case management and reha-
bilitation services in each state (Torrey, Erdman,
Wolfe, & Flynn, 1990). The resulting state ranking
provided a ‘‘report card’’ that consumers and families
could use to evaluate and select among providers and
to advocate for better services. The National Alliance
of the Mentally Ill has used a similar checklist ap-
proach to rate managed care organizations (Hall, Ed-
gar, & Flynn, 1997). These evaluations suggest poten-
tial practical uses of fidelity measures for consumers.
It remains to be seen how well the instruments devel-
oped by researchers can be adapted to such purposes.
For example, many consumer report cards emphasize
customer satisfaction dimensions, e.g., promptness of
response and friendliness of staff, which comprise
a very different set of concerns than researcher-
generated fidelity measures.

THE PROMISE OF FIDELITY MEASURES:
PRACTICAL USES

Practical uses of fidelity measures can be concep-
tualized as a four-dimensional cube consisting of (a)
purpose, (b) sample, (c) timing, and (d) target audi-
ence. With regard to purpose, fidelity measures can
be used to communicate standards, monitor progress
over time, identify outliers, compare programs to
norms, or document the relationship between model
adherence and outcome. With regard to sample, fi-
delity measures can be used with a single program
or a sample of programs. Obviously, the number of
programs involved influences the logistics of fidelity
assessment. With regard to timing, fidelity measures
can be introduced before an organization has even
decided what program models might be imple-
mented, at the initial stages of development of a
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new program, or at any stage after implementation.
Fidelity measurement can take place once or at multi-
ple time points. With regard to target audience, many
stakeholder groups, including funding agencies, pro-
gram managers and other program staff, consumers,
and their families, are interested in maintaining stan-
dards for the sake of attaining quality of care. Practi-
cal applications of fidelity measures can of course
incorporate several purposes, samples, points in time,
and target audiences.

Thus, the potential practical applications of fi-
delity measures in psychiatric rehabilitation are enor-
mous. Many of these applications have already been
attempted, although a complete inventory of actual
applications has never been compiled. The intense
interest in learning about and obtaining user-friendly
fidelity checklists became apparent to us with the
surprisingly enthusiastic response to an early publica-
tion of a fidelity instrument (McGrew et al., 1994).
When fidelity is used in a practical setting, the results
often go unrecognized in unpublished reports and
documents. ‘‘Underground,’’ however, we believe
there are many groups who are using such tools. We
illustrate practical applications of fidelity measures
with the following examples.

Guidelines for Considering Adoption of a Model

One practical use of fidelity scales is to introduce
a program model to groups who have not had first-
hand experience with it. For example, if a state men-
tal health authority is seeking to introduce a new set
of psychiatric rehabilitation services, it is helpful if
decision-makers have concrete details before adopt-
ing a specific program model. Fidelity scales can pro-
vide a template for thinking about practice guide-
lines, whether or not a specific program model is
adopted as is. Examples of task forces to develop
practice guidelines can be found throughout the
United States (Barton, 1997; Torrey & Wyzik, 1997),
Canada (Cochrane et al., 1997; Latimer, 1999a), and
overseas (Marshall & Creed, in press). In addition
to practice guidelines, fidelity measures can be used
as a quick reference guide to program design and as
a starting point for estimating program costs.

Monitoring Programs

The history of deinstitutionalization has been a
recurring cycle of reform movements, each one

hoped to be the innovation that would take hold.
Often with great fanfare, states announce initiatives
to improve services, often through the introduction
of a new program model. New York’s early experi-
ence with supported employment is illustrative of
the implementation problems that occur as provider
agencies implement wildly disparate services, often
falling short of the effectiveness promised by the ini-
tiative (Noble, 1991).

Currently a number of states and local authori-
ties are using checklists (i.e., fidelity measures) as
tools to help avert such mistakes. With appropriate
databases, evaluators can provide cross-site monitor-
ing of program implementation, making compari-
sons such as (a) between target programs and
established norms (if they exist), (b) across regions
of the state (e.g., rural versus urban), (c) between
individual sites and state averages, and (d) within
programs and groups of programs over time. The
comparisons can help identify specific areas in which
the state as a whole falls short of established norms;
regional differences that may be reflective of varying
populations, resources, local traditions, or other
factors; individual sites that may be exceptionally
well-implemented and worthy of recognition; indi-
vidual sites departing from the intended model; and
improvement over time as programs develop. From
a management standpoint, it is valuable to know
what sites are outliers, so that one can intervene
early. Even a fairly crude fidelity measure may be
capable of serving as an early warning system for
such sites.

Program monitoring has been most widely used
for ACT programs. Since the early 1980s, Michigan
has sponsored the dissemination of ACT programs
throughout the state, requiring new ACT teams to
follow standards for program operation (Mowbray,
Plum, & Masterton, 1998). Other states have fol-
lowed suit (Deci, Santos, Hiott, Schoenwald, & Dias,
1995). Since 1996, Illinois has been monitoring agen-
cies funded through their statewide ACT initiative
(Zahrt et al., 1999). Using the staff from the state
mental health authority to make ratings, program
planners have found the DACTS to be a useful tool
for communicating program expectations and ensur-
ing their implementation.

One variation of a statewide monitoring ap-
proach concerns converting an existing program to
a new program model. For example, Rhode Island
recently has been involved in converting their day
treatment services to supported employment (Mc-
Carthy, Thompson, & Olson, 1998). State planners
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used the IPS fidelity scale to help shape expectations
for provider agencies.

One of the most ambitious efforts in measuring
program fidelity at a statewide level has been under-
taken in Kansas. With the help of the University of
Kansas School of Social Welfare, community mental
health centers are currently using a comprehensive
packet of materials known as ‘‘Best Practices Fidelity
Tools’’ (Rapp, 1999). This packet spans the important
domains of mental health services for adults with
severe mental illness, providing specific behavioral
indicators of what programs should be achieving in
each service domain. Another example is given by
Connect98, an initiative of the Illinois Office of Men-
tal Health. This statewide program is using a set of
fidelity tools to assess implementation of three psy-
chiatric rehabilitation components: peer support, vo-
cational services, and skills training (Bond, Evans,
Kim, & Goodman, 1999b).

DISCUSSION

We are seeing increasing demands for the mea-
surement of adherence to program standards, not
only from the scientific community, but also from a
variety of stakeholders involved in funding, provid-
ing, and receiving psychiatric rehabilitation services.
Increasingly, journal editors are insisting that empiri-
cal studies include fidelity measures. Review panels
for grants submitted to the National Institute of Men-
tal Health and to other federal agencies also expect
to see fidelity measures. We applaud these trends.

The use of fidelity measures in practice settings
can have salutary effects on quality improvement.
One litmus test that a fidelity measure has become
widely accepted occurs when individual fidelity
checklist items become the basis for policy discus-
sions around what the standards should be. Insofar
as these discussions become centered on specific data
and empirical criteria, these debates represent a con-
structive advance over policy driven by politics.

In this paper we have sought to illustrate the
advantages of using fidelity measures and the disad-
vantages of not using them. Clearly, the demand for
these measures has grown in response to the prob-
lems that have emerged when fidelity has been ig-
nored. Program implementation, of course, is not the
only important element in facilitating effective psy-
chiatric rehabilitation. Many other factors must be
considered, including adequate resource allocation,
staff competencies, and specification of target popu-

lations. Adequate funding is a necessary, but clearly
not sufficient condition to ensure adequate services.
Staff competencies are obviously also critically im-
portant to a program’s success. No program, if staffed
by inexperienced or demoralized workers, can be
effective, yet this obvious fact too often is overlooked
or ignored in practice. Specification of the target pop-
ulation is still another neglected aspect of program
practice. Practice guidelines, including the PORT rec-
ommendations, have sought to define phase of illness
and characteristics of clients for whom interventions
are effective. To date, fidelity scales generally have
not incorporated items relating to client character-
istics.

We have made the leap in this paper of linking
research and practical uses of fidelity measures. Some
readers will argue that we have blurred some distinc-
tions between different types of monitoring activities.
Certainly there is a continuum of monitoring activi-
ties ranging from the highly detailed program moni-
toring and fidelity measurement that should be done
in a randomized controlled trial to brief surveys that
may be suitable for monitoring implementation of a
new statewide program model. We propose that there
are advantages to thinking of these activities as more
closely related than they have been historically
viewed.

The most significant influence of the growing
emphasis on fidelity measurement is the pressure to
define program models operationally. Historically,
psychiatric rehabilitation has been a field that has
prided itself in its innovation, creativity, and flexibil-
ity. Not everyone is keen on the idea of program
models. IAPSRS, for example, has pointed out an
alarming trend for state and local mental health au-
thorities to fall prey to the ‘‘single model trap’’
(Hughes & Clement, 1999; IAPSRS, 1997a). The im-
plicit assumption with an emphasis on a single model
is that ‘‘one shoe fits all.’’ When policymakers stipu-
late that funding be provided only for a specific model
of services, they foreclose other options. In response,
providers often argue that their existing eclectic pro-
grams are equally or more effective for their clients,
or that the designated model is inappropriate for
some segments of their population. According to this
reasoning, the idea of a single program model is anti-
thetical to the idea of a ‘‘flexible array of options’’
that has been at the heart of the psychiatric rehabilita-
tion philosophy.

Another historical objection to promulgating
program models is given by Bachrach (1988), who
argued that model programs are developed in a par-
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ticular sociocultural and economic context that do
not generalize to local conditions. Providers know
their constituencies best, and they should adapt the
models to their conditions, rather than mechanically
apply what the original developers did. This particu-
lar argument has been applied repeatedly to the Mad-
ison model of ACT (Stein & Test, 1980) over the
past 20 years.

We agree that these ‘‘anti-model’’ viewpoints
have merit. Unfortunately, such arguments can be
conveniently used to maintain the status quo, to reas-
sure providers that whatever they are doing is ade-
quate. Sometimes programs follow no apparent
model at all, with individual clinicians varying widely
in their intervention strategies. Another common re-
sponse by providers is to blend an existing approach
with the new model, accepting elements of the new
model while discarding others. If the philosophy of
operationally defining program models and then test-
ing their effectiveness is applied to alternative ap-
proaches, then we see no conflict between the
‘‘model’’ viewpoint and the viewpoint of critics.

Most fidelity measures in the psychiatric rehabil-
itation field are rudimentary. We have our work cut
out for us if we want to pursue the agenda suggested
above. We believe that we should apply the lessons
from the psychotherapy fidelity literature, as well as
the broader literature on measurement. Although
fidelity measurement is no panacea, it can help in
both the research and practice of psychiatric rehabili-
tation.
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