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Abstract
Background: Family involvement for persons with psychotic disorders is under-implemented in mental health care,
despite its firm scientific, economic, legal and moral basis. This appears to be the case in Norway, despite the
presence of national guidelines providing both general recommendations on family involvement and support in
the health- and care services, and specific guidance on family interventions for patients with psychotic disorders.
The aim of this project is to improve mental health services and the psychosocial health of persons with psychotic
disorders and their relatives, by implementing selected recommendations from the national guidelines in
community mental health centres, and to evaluate this process.
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Methods: The trial is cluster randomised, where 14 outpatient clusters from community mental health centres
undergo stratified randomisation with an allocation ratio of 1:1. The seven intervention clusters will receive
implementation support for 18 months, whereas the control clusters will receive the same support after this
implementation period. The intervention consists of: 1. A basic level of family involvement and support. 2. Family
psychoeducation in single-family groups. 3. Training and guidance of health care personnel. 4. A family coordinator
and 5. Other implementation measures. Fidelity to the intervention will be measured four times in the intervention
arm and two times in the control arm, and the differences in fidelity changes between the arms constitute the
primary outcomes. In each arm, we aim to include 161 patients with psychotic disorders and their closest relative
to fill in questionnaires at inclusion, 6 months and 12 months, measuring psychosocial health and satisfaction with
services. Clinicians will contribute clinical data about patients at inclusion and 12 months. Use of health and welfare
services and work participation, for both patients and relatives, will be retrieved from national registries. We will also
perform qualitative interviews with patients, relatives, health care personnel and leaders. Finally, we will conduct a
cost-effectiveness analysis and a political economy analysis.
Discussion: This project, with its multilevel and mixed methods approach, may contribute valuable knowledge to
the fields of family involvement, mental health service research and implementation science.
Trial registration: ClinicalTrials.gov Identifier NCT03869177. Registered 11.03.19.
Keywords: Family intervention, Psychotic disorders, Schizophrenia, Family psychoeducation, Family involvement,
Mental health service research, Clinical ethics, Implementation

Background
There are compelling reasons to intensify the implementation of family involvement in mental health care, particularly for persons with severe mental illness. This study
limits its scope to psychotic disorders [1], which are characterised by severe, enduring symptoms and functional
and social challenges, affecting the psychosocial health,
coping abilities and communication patterns of both patients and their families [2, 3].
We intend the terms ‘family’ and ‘relative’ to cover anyone who provides substantial and unpaid support to a person with a psychotic disorder, including friends and other
significant persons. The concept ‘family involvement’
comprises both a basic level of involvement and support
and family interventions, such as family psychoeducation
[4]. The basic level includes meeting the relatives, assessing their strengths, burdens and needs, establishing a system of safety (crisis plan), listening to their experiences,
concerns and preferences, receiving their information
about the patient and providing them with general information about the health service, the illness and where they
can obtain further support [5]. This necessary foundation
may also constitute the initial phase of family psychoeducation, where the patient and relatives can develop coping
strategies and helpful communication patterns [4].
Research indicates that family interventions may improve social function, self-experienced health and adherence with medication, as well as reduce the frequency of
relapse, hospital admissions and days spent in hospital
for persons with psychotic disorders [6–10]. Evidence
also suggests that such interventions may improve the
experience of caregiving, the quality of life among family

members and family function, and further reduce the
family burden, levels of ‘expressed emotion’ and relatives’ psychological distress [6, 11–15]. Economic analyses, of family-based interventions versus standard care
only, consistently report net saving in direct or indirect
costs [6]. Family psychoeducation has the most solid
evidence-base among these interventions [2] and is
highly compatible with other pillars of psychiatric treatment, including antipsychotic medication and cognitivebased therapy. However, various family interventions
have several elements in common, even if deriving from
contrasting philosophical and therapeutic traditions [16].
We also consider it a moral imperative to involve
those providing unpaid care and support, in collaboration with professional care. The deinstitutionalisation
of mental health care services in high-income countries
has led to an increase in caring responsibilities for relatives, and their efforts are estimated to save the public
health services significant costs [11]. Yet, regardless of
the documented benefits and a broadly acknowledged
ethical and legal rationale, studies indicate that family
caregivers for persons with severe mental illness experience less involvement, cooperation and support than
they feel is adequate [17]. The poor implementation of
family interventions in mental health care points to a
similar tendency [18, 19]. This may be due to both specific barriers to implementing family involvement in
mental health care, and barriers that are more general to
translating evidence-based treatment into everyday clinical practice [18, 20–22].
Health authorities in several countries have attempted
to bridge the gap between scientific evidence and clinical
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practice by launching guidelines that recommend family
interventions as a first-line treatment during all stages of
psychotic disorders [23–26]. Such clinical guidelines are
based on evidence synthesis from individual studies,
where skilled and motivated clinicians provide an intervention to study participants, who may be carefully selected through narrow inclusion and exclusion criteria.
Yet, to implement these guidelines in everyday practice,
non-selected clinicians are supposed to change their
clinical practice towards unselected patients and families
with various comorbidities. The pathway from evidence
generation to evidence synthesis and guideline development is well developed, whereas the pathway from
evidence-based guidelines to evidence-based practice has
more recently come to attention.
In Norway, the Directorate of Health has launched
national guidelines on families/next of kin in the
health- and care services. These are general recommendations on family involvement and support based
on ethical considerations, legal regulations, research
evidence and discussions between key stakeholders
and experts [27]. Additionally, the national guidelines
on the treatment of psychotic disorders and the newly
launched clinical pathways in mental health care specifically recommend family interventions as a first-line
treatment of psychotic disorders [28, 29]. Preliminary
mapping indicate that the implementation of these
guidelines vary considerably in Norwegian community
mental health centres (CMHCs). However, we know
little about whether implementing the national guidelines in a naturalistic setting would be associated with
improved outcomes for patients, relatives and the
public health and welfare services.
Within this context, our project group will develop,
conduct and evaluate a complex intervention [30] to
implement guidelines on family involvement for persons with psychotic disorders in Norwegian CMHCs.
Through a pragmatic trial design, we will employ
mixed methods to investigate and explore the implementation process in a naturalistic setting. Fidelity
scales will be used to assess and influence the implementation, inspired by the groundbreaking work of
the US National Evidence-Based Practices (NEBP)
project and its Norwegian counterpart ‘Bedre psykosebehandling’ (BPB), both large-scale studies on the implementation of evidence-based practices for persons
with psychotic disorders [31, 32]. Our implementation
support will target a wide spectrum of clinical outpatient units and their non-selected personnel, while
we measure and compare changes in implementation-,
service- and client outcomes, between intervention
and control sites. To study this particular intervention, a cluster-randomised design is appropriate and
necessary to minimise contamination.
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Objectives
Primary objective
 To evaluate whether our implementation support is

associated with a higher level of implementation of
the selected recommendations in the national
guidelines.
Secondary objectives
 To measure the current level of implementation of









the selected recommendations in the national
guidelines in participating clinical units.
To explore barriers to and facilitators for
implementing the national guidelines among the
stakeholders at the clinical, organisational, and
policy level.
To explore moral dilemmas and conflicting interests
related to family involvement, and strategies on how
to resolve them.
To investigate whether a higher level of
implementation of the selected recommendations is
associated with improved outcomes for patients and
relatives.
To analyse whether outcomes for patients, relatives
and the public health and welfare services, justify the
costs of implementing family involvement for
persons with psychotic disorders.

Trial design

The study is a cluster randomised controlled trial,
employing stratified randomisation with an allocation ratio of 1:1 within each block. The clinical outpatient
unit(s) with the main responsibility of treating patients
with psychotic disorders, in their discrete geographical
catchment area, will constitute a single cluster and unit
of randomisation. Please see Fig. 1 for a general overview
of the study design. This article conforms to the Standard Protocol Items: Recommendations for Interventional
Trials (SPIRIT) [33].

Methods
Setting

We selected five counties in the South-Eastern Norway
Regional Health Authority to limit travel distances and
the use of project resources. The selected counties had
16 CMHCs (In Norwegian ‘Distriktspsykiatrisk Senter
(DPS)’), which were composed of both inpatient and
outpatient units. Of these 16 centres, 12 agreed to
participate in the study. The main reason given for nonparticipation was the lack of capacity to engage in a
research project. Preliminary mapping indicate major
differences, both between and within centres, in the level
and character of family involvement. Furthermore, the
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Fig. 1 The study design of the IFIP trial

distinct populations covered by the various centres show
substantial differences in size, ethnic composition and
median income level. A comprehensive list of study sites
is available at clinicaltrials.gov.
Selection, sample size and allocation of clusters

To be eligible as clusters, clinical outpatient units had to
be part of a participating CMHC and have the main responsibility of treating patients with psychotic disorders
in their discrete geographical catchment area. We accepted all types of clinical outpatient units, from Flexible
Assertive Community Treatment teams (FACT) [34] to

stationary outpatient clinics. The study recruited both
clinics solely dedicated to the treatment of psychotic disorders and units covering a wider spectrum of conditions, including substance abuse and bipolar disorder.
Some of the centres had multiple outpatient units caring
for patients with psychotic disorders. When these covered the same area, we invited all of them to participate
in the same cluster. After having recruited 15 clinical
units in total, the project had to join two of them in
order to have 14 clusters for randomisation. We merged
the two units who collaborated the most into a single
cluster, and these came from different CMHCs. In line
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with the pragmatic nature of the trial, there were no exclusion criteria for clusters.
Based on the average results from the NEBP project
[31] and similar research we used a mean difference in
fidelity scores of 1.82 with an average standard deviation
(SD) of 0.80, after 18 months of implementation support
to calculate sample size [35, 36]. Choosing 5% two-tailed
significance and 80% power, we estimated that 4 clusters
in each arm were needed to show that implementation
support gives a significant increase in fidelity, compared
to baseline or low fidelity. Since these previous studies
were not randomised, a premise for this calculation is
that the mean fidelity will not change in the control
arm. To secure sufficient power in the quantitative study
on patients and relatives (see below), we recruited 7
clusters to each arm.
The project group generated a sequence by ranking
the clusters from 1 to 14, according to their current
number of patients with psychotic disorders. We then
stratified the clusters into three blocks; 4 clusters with
between 130 and 217 patients, 6 clusters with between
60 and 129 patients, and 4 clusters with between 1 and
59 patients. Within each block, the clusters were randomised to either the intervention or the control arm, with
an allocation ratio of 1:1. An independent statistician
performed the allocation, drawing 14 numbers using the
Microsoft Excel RAND-function, being blind to both the
sequence of clinical units and the stratifying variable.
The purpose of doing stratified randomisation was primarily to achieve a balance in the number of patients
and relatives between the two arms, and secondly to include units of various sizes in both. Since the larger
units are located in metropolitan areas, the stratification
inadvertently resulted in both urban and rural clusters in
each arm.
Interventions

The clinical units in the intervention arm will receive
implementation support for 18 months to assist the implementation of selected recommendations in the national guidelines. The control units will receive training
and guidance only after this period. Meanwhile, control
sites will not be obligated to follow any specific practice.
Since the IFIP intervention is a complex intervention,
this section is structured after the Medical Research
Council (MRC)‘s framework to give a clear overview
[30]. The framework was used actively to guide the development- and feasibility-stages described below.
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evidence of relevant and favourable outcomes for patients, relatives, or the public health and welfare services;
b) legal regulations and requirements; c) feasibility for
the mental health services; and d) acceptability and relevance to patients, relatives and clinicians. We developed
the IFIP intervention in conjunction with the selection
of appropriate outcome measures in an interactive
process to cluster the selected recommendations into
key interventions [37].
Inspired by a responsive evaluation approach [38], the
project group carried out an assessment by panel groups
of 3–9 participants, one for each of the three main
stakeholders; i.e. patients, relatives, and clinicians.
Through these, we explored the acceptability, feasibility
and relevance to the main stakeholders of the selected
recommendations, the key interventions and the proposed outcome measures. We also appointed a stakeholder committee to give advice throughout the project.
The members of this committee, and representatives of
the cooperating CMHCs, were given the opportunity to
review the same elements. Based on this preliminary exploration, we made significant changes both to the contents of the IFIP intervention and the outcome
measures, before the start of data collection and implementation. For instance, relatives emphasised the need
to speak to the patient’s primary clinician, and not just
the family coordinator, to be involved in treatment decisions. The intervention therefore includes at least one
meeting between the primary clinician, patient and relative(s). Family workers were concerned that family involvement would remain their exclusive domain and not
be adopted by all clinicians as a standard approach.
Thus, the intervention and implementation strategy employs a whole-ward approach, where all clinicians will be
offered training in basic family involvement and FPE. A
few psychometric instruments in the questionnaires
were substituted by other measures because the respondents found them stigmatising and/or not accurate in
addressing their situation.
The resulting IFIP intervention consists of the following elements (see Additional file 1):
I. Clinical interventions
1.1 A basic level of family involvement and support
1.2 Family psychoeducation in single-family groups
II. Implementation interventions
2.1 Training and guidance of health care personnel
2.2 A family coordinator
2.3 Other implementation measures

Development

In the development phase, our project group selected
recommendations in the national guidelines on family
involvement for persons with psychotic disorders based
on the following non-ranked criteria: a) scientific

Piloting, feasibility, evaluation and reporting

Recently the Norwegian research project BPB conducted
and evaluated a large-scale implementation of family
psychoeducation, among other evidence-based practices
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for persons with psychotic disorders, employing fidelity scales and questionnaire-based outcomes [32].
Clinical, procedural and methodological input from
that project limits our need for a full-scale pilot with
correspondent evaluation and reporting, beyond the
feasibility and acceptability assessments outlined
above. The basic level of family involvement and support has not been tested and evaluated in a similarly
rigorous way. However, we consider this element a
necessary foundation for family psychoeducation and
a similar model was piloted with limited, but positive,
evaluation [39].
The implementation strategy

The implementation strategy will be adapted continuously in response to local requirements and conditions,
as well as data and feedback from the clinical units. A
comprehensive and final account of this process will
therefore be available only after the implementation
period is finished. Our approach is based on the groundbreaking work of the NEBP and its Norwegian counterpart BPB, adapting relevant strategies, tools and fidelity
scales from these projects to suit the IFIP trial. The central components of our implementation strategy are
listed as ‘implementation interventions’ in the IFIP intervention (2.1–2.3). Training and guidance of health care
personnel and the appointment of a family coordinator
are both part of the strategy to implement the clinical
interventions. At the same time, the national guidelines
recommend these two elements as permanent organisational structures which themselves need to be implemented. Thus, we will encourage the services to
gradually assume responsibility for these elements and
implement them on a permanent basis. Element 2.3 lists
the remaining components of our implementation strategy, to support the implementation of both the clinical
interventions and the permanent implementation interventions. The components include a focus on management commitment and support, a local implementation
team, kick-off sessions, fidelity assessments with systematic feedback, work plans, network meetings, and exchange of experiences and tools (see Additional file 1).
Our implementation strategy addresses all of the five
major domains in the Consolidated Framework for Implementation Research (CFIR): characteristics of the program (e.g., evidence strength and quality, complexity);
the outer setting (e.g., patient/relatives’ needs and resources); inner setting (e.g., compatibility of the intervention with existing programs, leadership engagement);
the process used to implement the program (e.g., quality
and extent of planning, engagement of key stakeholders)
and characteristics of individuals involved (e.g., knowledge and attitudes) [40], although we did not use this
framework actively when designing the strategy.
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Participants

The IFIP trial has three categories of participants: Patients, relatives, and clinicians. These will be recruited
from the participating clusters to take part in the quantitative and qualitative studies described later in this article. A political economy analysis will involve further
stakeholders, as detailed later.
Clinicians

Clinicians in the participating units perform a wide
range of tasks in this trial. They will recruit patients and
relatives, collect clinical data, and measure selected clinical outcomes. In addition, they will participate in research themselves, by taking part in fidelity assessments
and qualitative interviews, or answering questionnaires.
Apart from these mainly research-related activities, the
clinicians in the intervention arm will also help implement and provide better family involvement for patients
with psychotic disorders. There are no baseline requirements of the local staff, such as specific training, competency or professional background.
Patients and relatives

Patients and relatives will be included in dyadic pairs by
the local clinicians.
Patients’ inclusion criteria
 To have an established psychotic disorder (F20–29)

[1] or a tentative diagnosis of psychotic disorder,
certain enough to begin treatment. This need not be
the patient’s primary diagnosis. Clinicians do not
have to use a specified instrument or procedure to
diagnose the patient, but must record how the
diagnosis was made.
 To be 18 years or older at the time of inclusion.
Patients’ exclusion criteria
 To be sentenced to psychiatric treatment (forensic

clients).
 Not being competent to consent to participation in

research.
 Having completed more than five joint sessions of

family psychoeducation in single-family groups
(patient and relative together) or more than ten joint
sessions (multiple families together) in multiplefamily groups, or a similarly structured family
intervention. Does not apply to participants in the
qualitative studies.
 Not having any relatives or next of kin (see
definition below).
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Relatives’ inclusion criteria
 Being a relative of a patient with a diagnosis as

described above. We use the term ‘relative’ broadly,
to signify any family member, close friend, next of
kin, or other significant person who support the
patient, without being a professional/paid helper.
 To be 18 years or older at the time of inclusion.
Relatives’ exclusion criterion
 Having completed more than five joint sessions

(patient and relative together) of family
psychoeducation in single-family groups or more
than ten joint sessions (multiple families together) in
multiple-family groups, or a similarly structured
family intervention. Does not apply to participants
in the qualitative studies.
Patients and relatives must fulfill the criteria above and
patients must receive treatment in a participating clinical
unit at inclusion, but there are no further requirements.
Recruitment of these pairs should be entirely independent
from the decision to offer family involvement and other
treatment. This means that recruited patients and relatives
do not have to receive any specific treatment, intervention,
or support during the trial period, in neither the intervention nor the control arm. Correspondingly, the patients
and relatives receiving a project-backed intervention, such
as family psychoeducation, do not have to participate in
the study. For example, forensic clients and their relatives
can benefit from family involvement, without taking part
in the research. Disconnecting research from treatment in
this way serves an ethical purpose, by not favoring study
participants with better care. However, there is also an
academic rationale: to investigate the impact of improved
family involvement practices in the clinical unit on a wider
group of patients and relatives, and not just those who received a particular intervention.
Outcomes

Evaluations of complex interventions usually require a
complementary use of quantitative and qualitative
methods, to investigate and inform the process [41]. Following Proctor et al.’s framework for implementation research outcomes, our study comprises implementation
outcomes (acceptability, adoption, appropriateness, fidelity, penetration, and costs), service outcomes (efficiency,
effectiveness, and patient-centeredness) and client outcomes (satisfaction, function, and symptomatology) [42].
Intervention fidelity

In this part, we seek to quantify the implementation of
the selected national guidelines by employing three five-
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point fidelity scales, where 1 equals poor fidelity and 5
equals high fidelity. Researchers use such scales to assess
and influence the implementation process based on the
hypothesis that the replication of core elements, previously tested through rigorous research designs, will
achieve similar outcomes [43, 44]. We use one scale to
assess the practice and content of family psychoeducation (scale 1) and a general organisational index (GOI)
scale (scale 2) to assess the organisation, penetration
rate, and general integration of family psychoeducation
in the unit’s clinical practice. These scales were used in
BPB and demonstrated robust psychometric properties
[45, 46]. The third scale (scale 3) gives a composite assessment of structure, content, implementation, and
penetration rate of basic family involvement and support. The project group developed the latter scale to
measure other elements of the IFIP intervention. Thus,
our fidelity instruments measure both fidelity and penetration rate, as defined by Proctor et al. [42].
Data collection

Project members will measure fidelity on site visits, by
the aid of interviews with clinicians, leaders and
resource-persons, as well as written material, observations, and quantitative data (e.g. the number of eligible
patients who receive family psychoeducation). Each assessment team will consist of two persons to counteract
bias and be able to calculate inter-rater reliability. The
raters will score fidelity independently and then sort out
any discrepancies to reach a consensus score. Clusters in
the intervention arm will be scored at baseline, and with
new assessments at 6, 12, and 18 months after the implementation start date, whereas units in the control arm
will be measured at baseline and 18 months only. This is
both to allocate our resources effectively and to avoid influencing the control clusters through repeated fidelity
measurements.
Outcomes and data analysis

Project members scored baseline fidelity before randomisation of the clusters, to counteract experimenter bias.
To complete objective three, we will examine the baseline fidelity scores and analyse their distribution in both
arms, while exploring contributing factors such as cluster characteristics. We will investigate the psychometric
properties of all three fidelity scales. When addressing
objective two, we will compare change in fidelity to the
intervention after 18 months, between the two arms,
controlling for baseline fidelity and other relevant covariates. These latter changes constitute the IFIP trial’s only
primary outcomes. These outcomes will be reported as
change in total fidelity, change in fidelity scales 1, 2, and
3 separately, and for scale 3; change in the subscale for
penetration rate and change in the subscale for content,
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structure and implementation, respectively. The two
additional fidelity measurements in the intervention arm
will help us monitor and influence the implementation
process closely. We will employ analysis of variance
(ANOVA) models for the statistical analysis.
Patients’ and relatives’ quantitative outcomes

The main purpose of this part is to determine whether a
higher level of implementation of family involvement is
associated with relevant and favorable outcomes for patients and relatives, as put forth in objective six.
Sample size

All the outcomes of this part are secondary outcomes.
With regards to sample size however, for patients we
elected the ‘interpersonal relationships’-subscale from
the Behavior and Symptom Identification Scale (Basis24) (questions 4–8). This instrument covers six domains:
depression/ functioning, interpersonal relationships, selfharm, emotional lability, psychosis, and substance abuse,
as seen from the patient’s perspective, and has shown
good reliability and validity [47]. For relatives we chose
the outcome ‘experienced support’ measured with the
Carer Well-being and Support (CWS) questionnaire
short version 2 part B. This part measures support from
the health services, as experienced by the relative, with
demonstrated good reliability. However, validity for this
scale was not available, due to the lack of appropriate
validating measures [48]. Since we have not found comparable studies that have published data on these instruments, we decided to use a 0.5 SD improvement
(medium effect) when calculating the sample size. With
80% power and 5% two-tailed significance, we would
need 64 patients and 64 relatives in each arm, in a study
with individual randomisation. For our cluster randomised trial, assuming an intraclass correlation coefficient
(ICC) of 0.05 and having 7 clusters in each arm, we need
112 patients and 112 relatives in each arm. Calculation
is done as defined for cluster randomised trials in health
services research [49, 50] and the elaboration of the
CONSORT statement in relation to cluster randomised
trials [51, 52]. Taking into account the possibility of a
30% drop out, we need to recruit 161 patients and 161
relatives per arm.
Recruitment

Local clinicians will assess the patients in their respective
unit for eligibility and competence to consent to participate. If a patient fulfills the criteria, the clinician informs
the patient about the study and, if he or she wishes to
participate, obtains a written informed consent. The
clinician will then ask for permission to contact the closest relative to inform and possibly include her or him.
We would like to include patients and relatives in dyadic
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pairs, but if this proves difficult, we might include relatives and patients separately. The recruitment process
will follow a written and uniform procedure in both
arms, where every eligible patient is asked to participate,
to counteract selection bias. The inclusion period will
start 1 month before the implementation start date, and
continue for 12 months. Since many patients are discharged from specialist health care services to follow-up
in their local municipalities after 1–2 years, recruitment
has to start after the randomisation of clusters. This is to
ensure that participating patients are still in treatment
when the intervention units are ready to begin implementation. The clinical units will receive financial compensation for each pair recruited, and to promote
retention, patients and relatives will each receive a symbolic compensation (gift card) after completing the third
questionnaire. When this manuscript was submitted, the
trial was actively recruiting patients and relatives.
Data collection and outcomes

Clinicians will fill in a questionnaire with the patient’s
demographic, social, and clinical data at inclusion. They
will also score the Global assessment of functioning
scale (GAF), split versions for symptoms and functioning
[53], along with the Health of the Nation Outcome Scale
(HoNOS). The latter instrument contains 12 items on a
5-point Likert-scale, assessing clinical problems and social functioning with reasonable adequacy. HoNOS has
been generally acceptable to clinicians who have used it,
is sensitive to change or the lack of it, showed good reliability in independent trials and compared reasonably
well with equivalent items in the Brief Psychiatric Rating
Scales and Role Functioning Scales [54]. Both instruments will be repeated after 12 months or upon discharge. Before starting recruitment, clinicians attended a
1.5-h long course in scoring HoNOS and GAF, to improve the reliability of these measurements. In the majority of our clinical sites, GAF was in frequent use and
HoNOS was familiar to some clinicians. We choose
these instruments partly because of their brevity to reduce the burden on local clinicians.
At inclusion only, relatives will provide general demographic and social data about themselves, and patients
will be screened for drug and alcohol abuse with the 11item ‘drug use disorders identification test (DUDIT) and
the 10-item ‘alcohol use disorder identification test’
(AUDIT), respectively. Both self-reported instruments
have shown satisfactory psychometric properties in clinical and non-clinical samples [55, 56].
Patients and relatives will fill in their respective questionnaires at inclusion, 6, and 12 months, containing the
self-reported variables and instruments in Table 1. The
self-reported instruments assess the psychosocial health of
patient and relative, their experience of the mental health
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Table 1 Self-reported variables and instruments at inclusion, 6
and 12 months
Variable

Instrument

Items Scalea

Patients’ self-reported outcomes
Experience of
mental health
and functioning

Basis-24 [47], The Behavior and
Symptom Identification scale

24

L-5

Quality of life

ReQoL-10 [57], The Recovering
Quality of Life questionnaire

10

L-5

Perceived criticism
and warmth from
relative

PCW [58], Perceived criticism
and warmth

5

L-10

Experienced shared CollaboRATE [59]
decision making

3

L-10

General satisfaction MANSA [60], the Manchester
Short Assessment of Quality of
Life – first item

1

L-7

Experienced
burden of mental
health problems

1

L-7

IFIP trial question

Relatives’ self-reported outcomes

a

Experienced
support

CWS v2 [48], Carer Well-being
and Support questionnaire,
short version part B

18

L-4

Experience of
caregiving

ECI [61], The Experience of
Care-giving inventory
questionnaire

66

L-5

Caregiver quality
of life

CarerQoL [62], The Care Related 7
Quality of Life questionnaire

L-3

Experienced shared An instrument inspired
decision making
by CollaboRATE [59]

3

L-10

Expressed emotion FQ [63], The Family
questionnaire

20

L-4

L Likert scale and number of steps for each item

services, including shared decision-making, and the emotional climate between patient and relative. The latter is a
primary target for family psychoeducation, whereas the
two first domains might be affected by various degrees of
improved family involvement and support. At the same
time points, exposure to family psychoeducation for patients and relatives, and exposure to involvement and support measures for relatives will be reported. Adherence
with medication will be monitored with a single question
to the patient, relative and clinician.
Number of psychiatric hospital admissions and days
spent in hospital for patients will be obtained from national registries, for the period of 18 months before and
18 months after inclusion. Use of public health resources
and work participation will be recorded for both patients
and relatives over the same period of time, with data
from national registries.
Data analysis

All analyses will be conducted on an intention-to-treat
(ITT) basis. The primary analysis will be carried out by

the use of generalised linear mixed models (GLMM), to
test differences in outcome measures for patients and
relatives between the intervention and control groups, as
well as moderator effects. To investigate possible mediating factors, we will use techniques from modern causal
mediation analyses. In order to take into account the
trial design in which patients and relatives (level 1) are
nested within treatment units (level 2), the treatment
units will be included in the models as a random effect
in accordance with CONSORT guidelines for cluster
randomised trials [51]. Multiple imputation procedures
will be used to manage missing values of individual characteristics. To assess the robustness of the findings, tests
will be redone by only including the subset of patients/
relatives with complete outcome data at 6 and 12
months. Tests will also be redone by only including the
subset of patients/relatives who still satisfy the inclusion
criteria (F20–29 diagnosis) at 12 months. To address objective six, we will investigate whether higher fidelity
scores are associated with improved outcomes for patients and relatives, within the same model setup as described above.
Blinding

For obvious reasons, local clinicians and project members providing the implementation support cannot be
blinded to the clinical units’ allocation status. The project’s researchers also contribute to the implementation
program, and will accordingly neither be blinded. However, most of the data gathered by project members is either self-reported or retrieved from national registries,
and therefore less susceptible to experimenter bias. Patients and relatives will not be informed about their clinical unit’s allocation status until after they have agreed
to participate, to counteract selection bias.
Qualitative outcomes

In this part, we seek to explore the implementation
process, including barriers, facilitators, ethical dilemmas,
conflicting interests and other aspects, both positive and
negative, of family involvement during psychotic disorders, from multiple perspectives to address objectives 4
and 5. In addition, we will employ qualitative data to assist the implementation process directly, by identifying
and dealing with barriers and ethical dilemmas.
We will conduct semi-structured interviews with
members of each respective stakeholder group (patients,
relatives, and clinicians), during the middle of the implementation period. For relatives, we will have 3–6 focus
groups with 3–8 participants each and a similar number
for clinicians, with the possibility to conduct individual
or additional interviews with the same group when necessary. About 10–15 patients will be interviewed individually, with the option of having focus groups where
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feasible. We will only include patients, relatives and clinicians from the intervention arm and the sampling will
be purposive in the sense that we wish to have participants with different experiences of, and views on, family
involvement. Relatives and patients can be recruited
both through the local clinicians and from the participant pool in the patient- and relative study. We will explore the stakeholders’ perspectives on current family
involvement practices in their unit, the selected recommendations, barriers and facilitators, ethical dilemmas,
and positive and negative experiences with family involvement and with the implementation project. The
unit’s implementation team (3–8 members) will form
separate focus groups, one per intervention cluster, at
the beginning of the implementation period and in the
middle of it. These interviews will cover the same issues,
but place particular emphasis on barriers, facilitators,
ethical dilemmas, and the implementation process. All
interviews will be recorded digitally, and written consent
will be obtained from the participants.
Project members will transcribe the interviews verbatim and the main analytic strategy will be manifest qualitative content analysis, using the topics in the interview
guide as a starting point for the analysis, and inspired by
relevant theories from the fields of ethics, implementation- and social science. However, the analysis will also
allow for emerging and latent themes through a more
naïve reading of the transcribed text. In addition, the
project group will seek to integrate other ethnographic
kinds of qualitative data, such as field notes and document analysis to obtain a more comprehensive understanding of the implementation process, the institutional
context, and the research questions.
Health economics

To meet objective seven, we will evaluate whether improved outcomes for patients and relatives are justified
by the costs of implementing family involvement for persons with psychotic disorders, in a cost-effectiveness
analysis. Based on this analysis, we aim to create a realistic overview of implementation costs and address possible risks associated with scaling up, such as austerity.
First, we will assess the nature and extent of costs and
resources needed to enable and support family involvement. All intervention sites will be asked to register data
about the costs of implementing family involvement,
and further to add the implementation-related costs covered by our project. To compare the cost of systematic
implementation of family involvement to ‘implementation as usual’ (see discussion), we will collect various
baseline economic data from the clinical units, such as
annual budgets, range of services, direct, indirect and investment costs of current family work, to identify the
average cost of different therapeutic sessions. Variation
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in cost levels between centres will be accounted for by
assigning a distribution to the average cost.
Second, we will perform a cost-effectiveness analysis,
by comparing the costs and health outcomes for patients
and relatives. The health outcome will be estimated by
quality adjusted life years (QALYs), calculated from
CarerQol-7D for relatives and ReQoL-10 for patients.
Costs will be estimated from both a health care- and societal perspective. Health care utilisation for patients and
relatives, such as hospital admissions, appointments with
different health providers, length of stay/number of
treatments, day care and medication use will be included
in the health care perspective. In the societal perspective,
informal care (caregivers time allocated to care), and
production loss due to absence from work for patients
and relatives will be included. Production loss among
those not in the work force (unemployed, retired and at
home) will be discussed.
Statistical analysis will consist of estimating the total
costs and health outcomes of both systematic implementation and ‘implementation as usual’. The results will be
presented by the incremental cost-effectiveness ratio
(ICER), defined by the incremental costs (differences in
cost of systematic implementation versus ‘implementation as usual’) to the incremental QALYs (differences in
total QALYs of systematic implementation versus ‘implementation as usual’). Uncertainty will be displayed by
the bootstrap method, a non-parametric approach. Based
on the cost-effectiveness analysis a budget impact analysis of scaling up the intervention will be estimated.
Political economy analysis

This part of the study will explore facilitators for and
barriers to successful implementation of family involvement on a broader sociocultural, institutional and political level by the use of political economy analysis (PEA),
thereby addressing objective four [64, 65]. PEA is concerned with the interaction of political and economic
processes in a society such as interests and initiatives,
the role of the formal institutions (e.g. legislation and
policy making), structural aspects, the impact of norms,
values and ideas, and the distribution of power and
wealth between different groups and individuals, and the
processes that create, sustain and transform these relationships over time [66]. Subsequently, PEA situates the
implementation strategies of family involvement in a
broader understanding of the prevailing political and
economic processes [67] and is useful to increase dialogue and reduce conflicts amongst stakeholders and to
provide more effective policy and political programs on
the targeted issue.
A document analysis will be performed on a sample of
previous research, selected official publications and
country-wide surveys from the period of about 2000–
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2018 concerning the most important relevant historical
and current policy development, legal framework, health
economy aspects and educational programs and codes of
ethics for key professions that might influence stakeholders’ perceptions and affect the implementation of
the national guidelines. The sample is based on a combination of desk research with search on relevant literature bases/websites, snowballing/reference nesting, and
information from key experts.
Moreover, semi-structured focus group interviews with
a purposive sample of key stakeholders from: a) politicians
on a national level (n = 1), b) national health authorities
(n = 1), c) national organisations dealing with complaint
cases in mental health care (n = 1), d) professional associations and service user- /next-of-kin- organisations (n = 3),
e) the regional health trust administration (n = 1), f) local
health trust administration (n = 2–3) and g) political/administrative stakeholders from municipalities (n = 2–3),
amounting to 11–15 interviews in total. We aim for larger
focus groups with up to 10–15 participants, since this
might give us a broader picture of considerations and contribute to display influencing power relations, interests
and incentives through group interactions. However, the
interview design will be flexible and adjusted to the preferences of informants (e.g. individual interviews) to ensure
sufficient participation and information. Semi-structured
interview guides, developed and adjusted to each stakeholder group, will address political/policy-making, legal
and financial issues as described above, as well as interests,
power relations and structural and cultural/ideological incentives regarding family involvement. Written consent
will be obtained before the interviews, and the interviews
will be recorded digitally and transcribed verbatim.
The main objective of the analysis is to identify barriers and facilitators on a political and institutional level
that might be addressed to improve implementation of
family involvement in CMHCs, by drawing on the analytic framework for PEA as developed by the Department for International Development (DFID) [64, 65].
The document analysis will make use of a combination
of discourse analysis and content analysis, while the interviews will undergo a qualitative thematic content analysis [68–70]. The interview analysis and document
analysis will be integrated with other data sources from
the trial in the overall PEA, including future policy assessments before publication. Final choice of data
analysis and assessments strategies will be decided upon
after a closer consideration of the collected data
material.
Data management and monitoring

All collected data will be stored in the University of
Oslo’s secure database (In Norwegian ‘Tjenester for Sensitive Data’ - TSD) and only project members will have
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access to the storage area. Questionnaires filled in online
in the University’s ‘nettskjema’-application will be
encrypted and stored directly in TSD. Questionnaires
filled in on paper will be stored securely at the clinical
units, before a project member transfers them to TSD.
Personal data will always be stored separately from questionnaires, in the form of a code list/encryption key. A
local research coordinator at each clinical unit will
supervise local data collection and storage. The University of Oslo has signed individual contracts with each
participating Health Trust, which specifies responsibilities for data collection and storage in accordance with
Norwegian legislation. Since IFIP is a minimal risk trial,
we do not have a data monitoring committee, but project members monitor the recruitment process and collection of outcomes closely to ensure conformity with
the trial’s ethical and methodological standards. Each
study site has at least one designated project member to
oversee and assist the implementation process (in the
intervention arm) and data collection (in both arms).
Research ethics

The study will only include participants who are competent to make the decision to participate in research. We
will obtain both oral and written consent and the participants can withdraw from the study at any time, without
giving any reason and without experiencing any consequences for their treatment. Patients with psychotic disorders can be considered a particularly vulnerable group and
we have made considerable efforts to make our research
responsive to their needs, while also ensuring that they
stand to benefit from the knowledge we may generate.
By using a cluster randomised design, the project
needs to include more patients than would a study with
individual randomisation, and it is therefore important
that the choice of study design is justified. Consent to be
exposed to our intervention is also sought at cluster level
and not from patients and relatives within the cluster.
Family involvement is a low-risk intervention and the
local clinicians must assess whether it is contraindicated
for certain patients and relatives. We also maintain that
the treatment options in the intervention clusters will
improve, and that we do not reduce the quality of the
services offered in the control arm. After the implementation period, we will offer training and guidance to the
control clusters as well.
In the political economy analysis we will interview political leaders and health administrators about issues
which might be controversial. Therefore, confidentiality
and possibilities for additional individual interviews will
be underlined. The interviews will not gather information in terms of personal or political party nature, and
the results will have to be published in a generalised
way, without reference to their particular source.

Hestmark et al. BMC Health Services Research

(2020) 20:934

All our procedures are in accordance with national
and international standards for research ethics, including
the Helsinki Declaration [71]. The study has been approved by the Norwegian regional committee for medical and health research ethics (REC) South East with
registration number 2018/128. Important protocol modifications will be reported to REC, and the trial registry at
clinicaltrials.gov will also be updated.

Discussion
The cluster randomised design of the IFIP trial will help
us compare implementation-, service- and client outcomes between intervention and control arm. We will
not compare the effectiveness of different implementation strategies or the effectiveness of different family interventions. Rather, we seek to combine recommended
clinical interventions with recommended implementation interventions and compare the results of their systematic implementation with ‘implementation as usual’
[72]. We use the term ‘implementation as usual’ rather
than ‘treatment as usual’ because the project will not
prevent the control clusters from improving their family
involvement practices, and there are considerable incentives for them to do so. The implementation of new clinical pathways in Norwegian mental health services
coincides with the implementation period of our study.
These clinical pathways set standards and deadlines for
documentation, diagnostic evaluations and treatments,
including family involvement practices, and will probably
affect both intervention and control conditions. Since we
measured baseline fidelity before the clinical pathways
were launched, we might be able to monitor some of
these effects.
Another challenge for our study is the timing of the inclusion of relatives and patients. To avoid selection bias, it
would be optimal to include them prior to the randomisation of clusters. However since the implementation of
complex practices requires time, we would risk that many
patients would be discharged before being exposed to the
intervention. By recruiting patients and relatives in the
early- and mid-phases of the implementation period, they
are likely to have various degrees of exposure to family involvement practices at inclusion. We hope to monitor
parts of this exposure through the questionnaires.
Our trial may contribute to the paradigmatic change
in mental health services towards working with relatives, building on the scientific evidence and moral
arguments in favour of a family-oriented treatment
approach. This study will employ a whole-ward strategy to implement family involvement for persons with
psychotic disorders to make it an integrated part of
every clinician’s practice, rather than the domain of
especially motivated personnel. Through our implementation support, we seek to alter both clinical
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practice and the structural and organisational conditions that may sustain this effort over time. This requires family involvement to be embedded in daily
clinical activities, through routines, checklists and
documentation [22]. At the same time, we recognise
that many of the barriers to implementation represent
genuine ethical dilemmas and conflicts of interests.
We also use a whole-ward research strategy, in the
sense that we use broad inclusion criteria and do not require exposure to any specific intervention for our participants. In addition to the whole-ward strategy, our
study has several characteristics that combined, to our
knowledge, constitute a novel approach. We seek to implement a basic level of family involvement and support
and family psychoeducation at the same time. Our study
has a strong focus on sustainability and feasibility, where
we encourage the clinical units to integrate some implementation interventions as part of their permanent
structure. We employ responsive evaluation to ensure
that both implementation and research is responsive to
the needs of clinicians, patients and relatives. The IFIP
trial includes patients and relatives in dyadic pairs and
measures outcomes on multiple levels with both qualitative and quantitative methods. Finally, we also aim to
see family involvement practices in a broader societal
and public health context, by conducting a costeffectiveness analysis and a political economy analysis.
Our study may provide valuable knowledge to the fields
of family involvement, mental health service research
and implementation science.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12913-020-05792-4.
Additional file 1. The IFIP Intervention. Detailed description of the trial’s
intervention.
Abbreviations
ANOVA: Analysis of variance; BPB: Bedre psykosebehandling;
CFIR: Consolidated Framework for Implementation Research;
CMHC: Community Mental Health Centres; DFID: Department for
International Development; DPS: Distriktspsykiatrisk Senter; FACT: Flexible
Assertive Community Treatment; GLMM: Generalised linear mixed models;
GOI: General organisational index; IFIP: Trial acronym: Implementation of
Family Involvement for persons with Psychotic disorders; ICC: Intraclass
correlation coefficient; ICER: Incremental cost-effectiveness ratio;
ITT: Intention-to-treat; MRC: Medical Research Council; NEBP: National
Evidence-Based Practices project; QALY: Quality adjusted life years;
PEA: Political economy analysis; REC: Regional committee for medical and
health research ethics; SD: Standard deviation; TSD: Tjenester for Sensitive
Data
Acknowledgements
The project group would like to thank The Early Intervention in Psychosis
Advisory Unit for South East Norway, Oslo University Hospital Trust (TIPS SørØst), for providing teaching and guidance in family psychoeducation to the
participating units and valuable input to the project in general. We would
also like to thank Senior Executive Officer Kristin Weaver for her assistance
with various project-related tasks.

Hestmark et al. BMC Health Services Research

(2020) 20:934

Authors’ contributions
RP, KSH, BW, TR, RN and EGML developed the original research protocol,
which this article is based on, and thus made significant contributions to the
conception and design of the study. LH, MR, RP, KSH, BW, KMH, IN, EA, RN
and TR made substantial contributions to the further development of the
intervention, study design and outcomes. LH continuously updated the
research protocol in line with the project’s developments and wrote the first
draft of this article, with major contributions from MR and RP and also
received contributions from KSH, TR, RN, IN, EA, and KMH. The authors
critically revised the article, gave their final approval before submission, and
agreed to be accountable for all aspects of the work in ensuring that
questions related to the accuracy or integrity of any part of the work are
appropriately investigated and resolved.

Page 13 of 15

5.

6.
7.

8.

9.
Funding
The study is funded by The Research Council of Norway. This funding source
had no role in the design of this study and will not have any role during its
execution, analyses, interpretation of the data, or decision to submit results.

10.

Availability of data and materials
Not applicable.

11.

Ethics approval and consent to participate
The study has been approved by the Norwegian regional committee for
medical and health research ethics (REC) South East with registration
number 2018/128. REC provides a general ethical approval to conduct the
study as described in recruited clinical units. On the advice of local data
protection officers at the trial sites, the PI on behalf of the University of Oslo
has signed contracts on shared responsibility for data processing with each
participating health care trust, allowing us to carry out the study at each trial
site in accordance with the General Data Protection Regulation. Verbal and
written informed consent to participate in the study will be obtained from
all participants.

12.

13.

14.

Consent for publication
Not applicable.

15.

Competing interests
The authors declare that they have no competing interests.

16.

Author details
1
Centre for Medical Ethics, University of Oslo, Kirkeveien 166 Fredrik Holsts
hus, 0450 Oslo, Norway. 2Division of Mental Health Services, Akershus
University Hospital, Sykehusveien 25, 1474 Nordbyhagen, Norway. 3Faculty of
Health Sciences, Oslo Metropolitan University, Oslo, Norway. 4School of
Nursing and Midwifery, Queens University, Belfast, Northern Ireland. 5Institute
of Clinical Medicine, University of Oslo, Oslo, Norway. 6Work Research
Institute, Oslo Metropolitan University, Oslo, Norway. 7Division of Mental
Health and Addiction, Vestre Viken Hospital Trust, Lier, Norway. 8Department
of Health Management and Health Economics, University of Oslo, Oslo,
Norway. 9Department of General Practice and Elderly Care Medicine,
University of Groningen, University Medical Center Groningen, Groningen,
the Netherlands.

17.

Received: 17 January 2020 Accepted: 1 October 2020

18.

19.

20.

21.
22.

References
1. International Statistical Classification of Diseases and Related Health
Problems - ICD-10. Schizophrenia, schizotypal and delusional disorders (F20F29): World Health Organization; 2016 [Available from: https://icd.who.int/
browse10/2016/en#/F20-F29.
2. McFarlane WR. Family interventions for schizophrenia and the psychoses: a
review. Fam Process. 2016;55(3):460–82.
3. Shiraishi N, Reilly J. Positive and negative impacts of schizophrenia on
family caregivers: a systematic review and qualitative meta-summary. Soc
Psychiatry Psychiatr Epidemiol. 2019;54(3):277–90.
4. Lucksted A, McFarlane W, Downing D, Dixon L. Recent developments in
family psychoeducation as an evidence-based practice. J Marital Fam Ther.
2012;38(1):101–21.

23.

24.

25.

Mottaghipour Y, Bickerton A, Mottaghipour Y. The pyramid of family care: a
framework of family involvement with adult mental health services. Aust e-J
Advancement Mental Health. 2005;4(3):210–7.
Pharoah F, Mari J, Rathbone J, Wong W. Family intervention for
schizophrenia. Cochrane Database Syst Rev. 2010;(12):Cd000088.
Baandrup L, Ostrup Rasmussen J, Klokker L, Austin S, Bjornshave T, Fuglsang
Bliksted V, et al. Treatment of adult patients with schizophrenia and
complex mental health needs - a national clinical guideline. Nord J
Psychiatry. 2016;70(3):231–40.
Bird V, Premkumar P, Kendall T, Whittington C, Mitchell J, Kuipers E.
Early intervention services, cognitive-behavioural therapy and family
intervention in early psychosis: systematic review. Br J Psychiatry. 2010;
197(5):350–6.
Claxton M, Onwumere J, Fornells-Ambrojo M. Do family interventions
improve outcomes in early psychosis? A systematic review and metaanalysis. Front Psychol. 2017;8:371.
Pilling S, Bebbington P, Kuipers E, Garety P, Geddes J, Orbach G, et al.
Psychological treatments in schizophrenia: I. Meta-analysis of family
intervention and cognitive behaviour therapy. Psychol Med. 2002;32(5):
763–82.
Yesufu-Udechuku A, Harrison B, Mayo-Wilson E, Young N, Woodhams P,
Shiers D, et al. Interventions to improve the experience of caring for people
with severe mental illness: systematic review and meta-analysis. Brit J
Psychiatry. 2015;206(4):268–74.
Sin J, Gillard S, Spain D, Cornelius V, Chen T, Henderson C. Effectiveness
of psychoeducational interventions for family carers of people with
psychosis: a systematic review and meta-analysis. Clin Psychol Rev.
2017;56:13–24.
Lobban F, Postlethwaite A, Glentworth D, Pinfold V, Wainwright L, Dunn G,
et al. A systematic review of randomised controlled trials of interventions
reporting outcomes for relatives of people with psychosis. Clin Psychol Rev.
2013;33(3):372–82.
Ma CF, Chien WT, Bressington DT. Family intervention for caregivers of
people with recent-onset psychosis: a systematic review and meta-analysis.
Early Interv Psychiatry. 2018;12(4):535–60.
Hasan AA, Jaber AA. The effect of a family intervention on primary
caregivers psychological outcomes: findings from the integrative literature
review. Perspect Psychiatr Care. 2019;55(2):277–90.
Dirik A, Sandhu S, Giacco D, Barrett K, Bennison G, Collinson S, et al. Why
involve families in acute mental healthcare? A collaborative conceptual
review. BMJ Open. 2017;7(9):e017680.
Vermeulen B, Lauwers H, Spruytte N, Van Audenhove C, Magro C,
Saunders J, et al. Experiences of family caregivers for persons with
severe mental illness: an international exploration. Leuven: LUCAS KU
Leuven/EUFAMI; 2015.
Bucci S, Berry K, Barrowclough C, Haddock G. Family interventions in
psychosis: a review of the evidence and barriers to implementation. Aust
Psychol. 2016;51(1):62–8.
Rummel-Kluge C, Pitschel-Walz G, Bauml J, Kissling W. Psychoeducation in
schizophrenia--results of a survey of all psychiatric institutions in Germany,
Austria, and Switzerland. Schizophr Bull. 2006;32(4):765–75.
Landeweer E, Molewijk B, Hem MH, Pedersen R. Worlds apart? A scoping
review addressing different stakeholder perspectives on barriers to family
involvement in the care for persons with severe mental illness. BMC Health
Serv Res. 2017;17(1):349.
Tansella M, Thornicroft G. Implementation science: understanding the
translation of evidence into practice. Brit J Psychiatry. 2009;195(4):283–5.
Eassom E, Giacco D, Dirik A, Priebe S. Implementing family involvement in
the treatment of patients with psychosis: a systematic review of facilitating
and hindering factors. BMJ Open. 2014;4(10):e006108.
Galletly C, Castle D, Dark F, Humberstone V, Jablensky A, Killackey E, et al.
Royal Australian and new Zealand College of Psychiatrists clinical practice
guidelines for the management of schizophrenia and related disorders. Aust
New Zealand J Psych. 2016;50(5):410–72.
Dixon LB, Dickerson F, Bellack AS, Bennett M, Dickinson D, Goldberg
RW, et al. The 2009 schizophrenia PORT psychosocial treatment
recommendations and summary statements. Schizophr Bull. 2010;36(1):
48–70.
Gühne U, Weinmann S, Arnold K, Becker T, Riedel-Heller S. S3 guideline on
psychosocial therapies in severe mental illness: evidence and
recommendations. Eur Arch Psychiatry Clin Neurosci. 2015;265(3):173–88.

Hestmark et al. BMC Health Services Research

(2020) 20:934

26. Kuipers E, Yesufu-Udechuku A, Taylor C, Kendall T. Management of
psychosis and schizophrenia in adults: summary of updated NICE guidance.
Bmj. 2014;348:g1173.
27. Helsedirektoratet. Veileder om pårørende i helse- og omsorgstjenesten.
Oslo: Helsedirektoratet; 2017. Available from: https://www.helsedirektoratet.
no/veiledere/parorendeveileder.
28. Helsedirektoratet. Nasjonal faglig retningslinje for utredning, behandling
og oppfølging av personer med psykoselidelser. Oslo: Helsedirektoratet;
2013. Available from: https://www.helsedirektoratet.no/retningslinjer/
psykoselidelser.
29. Helsedirektoratet. Psykoselidelser, inkludert mistanke om psykoseutvikling –
barn, unge og voksne - Pakkeforløp 2018 18.09.19. Available from: https://
www.helsedirektoratet.no/pakkeforlop/psykoselidelser-inkludert-mistankeom-psykoseutvikling-barn-unge-og-voksne.
30. Craig P, Dieppe P, Macintyre S, Mitchie S, Nazareth I, Petticrew M.
Developing and evaluating complex interventions: the new Medical
Research Council guidance. BMJ: Brit Med J. 2008;337(7676):979–83.
31. Torrey WC, Drake RE, Dixon L, Burns BJ, Flynn L, Rush AJ, et al.
Implementing evidence-based practices for persons with severe mental
illnesses. Psychiatr Serv. 2001;52(1):45–50.
32. Ruud T. Implementation of National Guidelines for treatment of psychoses
ClinicalTrials.Gov; 2017. updated 05.11.17. Available from: https://clinicaltrials.
gov/ct2/show/NCT03271242.
33. Chan AW, Tetzlaff JM, Gotzsche PC, Altman DG, Mann H, Berlin JA, et al.
SPIRIT 2013 explanation and elaboration: guidance for protocols of clinical
trials. BMJ (Clinical research ed). 2013;346:e7586.
34. Van Veldhuizen J, Bahler M. Manual flexible assertive community treatment
(FACT); 2015.
35. McHugo GJ, Drake RE, Whitley R, Bond GR, Campbell K, Rapp CA, et al.
Fidelity outcomes in the National Implementing Evidence-Based Practices
Project. Psychiatr Serv. 2007;58(10):1279–84.
36. Kealey EM, Leckman-Westin E, Jewell TC, Finnerty MT. Multifamily group
Psychoeducation in New York state: implementation and Fidelity outcomes.
Psychiatr Serv. 2015;66(11):1194–9.
37. Sermeus W. Modelling process and outcomes in complex interventions. In:
Hallberg DARIR, editor. Complex interventions in health: an overview of
research methods. New York: Routledge; 2015. p. 111–20.
38. Abma TA. The practice and politics of responsive evaluation. Am J Eval.
2006;27(1):31–43.
39. Mottaghipour Y, Woodland L, Bickerton A, Sara G. Working with families of
patients within an adult mental health service: development of a
programme model. Australas Psychiatry. 2006;14(3):267–71.
40. Damschroder LJ, Lowery JC. Evaluation of a large-scale weight management
program using the consolidated framework for implementation research
(CFIR). Implement Sci. 2013;8:51.
41. Borglin G. The value of mixed methods for researching complex
interventions. In: Hallberg DARIR, editor. Complex interventions in
health: an overview of research methods. New York: Routledge; 2015. p.
29–45.
42. Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, et al.
Outcomes for implementation research: conceptual distinctions,
measurement challenges, and research agenda. Adm Policy Ment Health.
2011;38(2):65–76.
43. Allen JD, Shelton RC, Emmons KM, Linnan LA. Fidelity and its relationship to
implementation effectiveness, adaptation, and dissemination. In: Brownson
RC, Colditz GA, Proctor EK, editors. Dissemination and implementation
research in health: translating science to practice (2nd ed). New York:
Oxford University Press; 2018. p. 267–84.
44. Bond GR, Drake RE, McHugo GJ, Rapp CA, Whitley R. Strategies for
improving Fidelity in the National Evidence-Based Practices Project. Res Soc
Work Pract. 2009;19(5):569–81.
45. Heiervang KS, Egeland KM, Landers M, Ruud T, Joa I, Drake RE, et al.
Psychometric properties of the general organizational index (GOI): a measure
of individualization and quality improvement to complement program fidelity.
Adm Policy Ment Health. 2020. https://doi.org/10.1007/s10488-020-01025-2.
Online ahead of print.
46. Joa I, Johannessen JO, Heiervang KS, Sviland AA, Nordin HA, Landers M,
et al. The family Psychoeducation Fidelity scale: psychometric properties.
Adm Policy Ment Health. 2020. https://doi.org/10.1007/s10488-020-01040-3.
Online ahead of print.

Page 14 of 15

47. Eisen SV, Normand SL, Belanger AJ, Spiro A 3rd, Esch D. The revised
behavior and symptom identification scale (BASIS-R): reliability and validity.
Med Care. 2004;42(12):1230–41.
48. Quirk A, Smith S, Hamilton S, Lamping D, Lelliott P, Stahl D, et al.
Development of the carer well-being and support (CWS) questionnaire.
Ment Health Rev J. 2012;17(3):128–38.
49. Donner A, Birkett N, Buck C. Randomization by cluster. Sample size
requirements and analysis. Am J Epidemiol. 1981;114(6):906.
50. Eldridge S, Kerry S. A practical guide to cluster randomised trials in health
services research. Chichester: Wiley; 2012.
51. Campbell MK, Piaggio G, Elbourne DR, Altman DG. Consort 2010
statement: extension to cluster randomised trials. BMJ (Clinical research
ed). 2012;345:e5661.
52. Moher D, Hopewell S, Schulz KF, Montori V, Gotzsche PC, Devereaux PJ,
et al. CONSORT 2010 explanation and elaboration: updated guidelines for
reporting parallel group randomised trials. BMJ (Clinical research ed). 2010;
340:c869.
53. Karterud SPG, Løvdal H, Friis S. S-GAF: global Funsjonsskåring - Splittet
Versjon [global assessment of functioning - Split version]. Oslo: Klinikk for
psykiatri, Ullevål sykehus; 1998.
54. Wing JK, Beevor AS, Curtis RH, Park SGB, Hadden J, Burns A. Health of the
nation outcome scales (HoNOS): research and development. Br J Psychiatry.
1998;172(1):11–8.
55. Berman AH, Bergman H, Palmstierna T, Schlyter F. Evaluation of the drug
use disorders identification test (DUDIT) in criminal justice and
detoxification settings and in a Swedish population sample. Eur Addict Res.
2005;11(1):22–31.
56. Saunders JB, Aasland OG, Babor TF, de la Fuente JR, Grant M. Development
of the alcohol use disorders identification test (AUDIT): WHO collaborative
project on early detection of persons with harmful alcohol consumption--II.
Addiction. 1993;88(6):791–804.
57. Keetharuth AD, Brazier J, Connell J, Bjorner JB, Carlton J, Taylor Buck E, et al.
Recovering quality of life (ReQoL): a new generic self-reported outcome
measure for use with people experiencing mental health difficulties. Br J
Psychiatry. 2018;212(1):42–9.
58. Hooley JM, Teasdale JD. Predictors of relapse in unipolar depressives:
expressed emotion, marital distress, and perceived criticism. J Abnorm
Psychol. 1989;98(3):229–35.
59. Elwyn G, Barr PJ, Grande SW, Thompson R, Walsh T, Ozanne EM.
Developing CollaboRATE: a fast and frugal patient-reported measure of
shared decision making in clinical encounters. Patient Educ Couns.
2013;93(1):102–7.
60. Priebe S, Huxley P, Knight S, Evans S. Application and results of the
Manchester short assessment of quality of life (MANSA). Int J Soc Psychiatry.
1999;45(1):7–12.
61. Szmukler GI, Burgess P, Herrman H, Benson A, Colusa S, Bloch S. Caring
for relatives with serious mental illness: the development of the
experience of caregiving inventory. Soc Psychiatry Psychiatr Epidemiol.
1996;31(3–4):137–48.
62. Brouwer WB, van Exel NJ, van Gorp B, Redekop WK. The CarerQol
instrument: a new instrument to measure care-related quality of life of
informal caregivers for use in economic evaluations. Qual Life Res. 2006;
15(6):1005–21.
63. Wiedemann G, Rayki O, Feinstein E, Hahlweg K. The family questionnaire:
development and validation of a new self-report scale for assessing
expressed emotion. Psychiatry Res. 2002;109(3):265–79.
64. Harris D. Applied political economy analysis - a problem-driven framework;
2013. 04.11.19. Available from: https://www.odi.org/sites/odi.org.uk/files/odiassets/publications-opinion-files/8334.pdf.
65. Fritz V, Kaiser K, Levy B. Problem-driven governance and political
economy analysis : good practice framework. Washington, DC: World
Bank; 2009.
66. Collinson S. Power, livelihoods and conflict: case studies in political
economy analysis for humanitarian action: Overseas Development Institute;
2003. Available from: https://www.odi.org/sites/odi.org.uk/files/odi-assets/
publications-opinion-files/289.pdf.
67. Mcloughlin C. Political economy analysis. Topic guide. 2nd ed. Birmingham:
GSDRC, University of Birmingham; 2014.
68. Malterud K. Systematic text condensation: a strategy for qualitative analysis.
Scand J Public Health. 2012;40(8):795–805.

Hestmark et al. BMC Health Services Research

(2020) 20:934

69. Tosh J. The pursuit of history : aims, methods and new directions in the
study of modern history. 5th ed. ed. Harlow: Pearson Education; 2010.
70. Kjeldstadli K. Å analysere skriftlige kilder. Oslo: Universitetsforl., cop. 1997;
1997. p. 207–33.
71. WMA Declaration of Helsinki – Ethical principles for medical research
involving human subjects: World Medical Association; 2013 [updated 09.
07.2018. Available from: https://www.wma.net/policies-post/wmadeclaration-of-helsinki-ethical-principles-for-medical-research-involvinghuman-subjects/.
72. Brown CH, Curran G, Palinkas LA, Aarons GA, Wells KB, Jones L, et al. An
overview of research and evaluation designs for dissemination and
implementation. Annu Rev Public Health. 2017;38:1–22.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 15 of 15

