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Abstract 

This study was a part of a larger PhD’s study on the effectiveness of a newly 

implemented treatment for young adults after psychosis in Iceland. The aim of the current 

study was to evaluate the psychometric properties of the treatment by assessing therapist’s 

fidelity, which was examined using adherence and competence ratings regarding the Social 

Cognition (SCIT) protocol and Compensatory Cognitive Training (CCT) fidelity rating form. 

Researcher listened to 12 randomly chosen recordings of therapeutic sessions and rated how 

well the therapist delivered the intervention as designed, and if the therapist appropriately 

covered the content of each session. There were 39 volunteering young adults with early 

psychosis who received the treatment, ranging in age from 18 to 30 years old.  

By examining the fidelity, we can demonstrate the effectiveness of the treatment and 

therefore justify its implementation as a viable treatment option. Should the treatment prove 

to be effective with a high fidelity rating it could be concluded that its effectiveness is due to 

the treatment itself rather than other external factors.  

The presentation of the results was descriptive statistics. The results showed that the 

therapist complied high treatment fidelity or 86.6%.  

Keywords: treatment fidelity, therapist fidelity, social cognition, schizophrenia, 

cognitive remediation treatment, psychosis. 

Útdráttur 

Rannsókn þessi var hluti af stærra doktorsverkefni, sem snýst um innleiðingu nýrrar 

meðferðar fyrir ungt fólk eftir geðrof á Íslandi. Meðferðin kallast Vitræn endurhæfing með 

félagsþjálfun (VEF) og er aðallega byggð á tveimur meðferðarformum sem kallast SCIT og 

CCT. Markmið þessarar rannsóknar var að meta meðferðartryggð, en það var gert út frá 

tveimur þáttum. Fyrri þátturinn vísar til þess að hve miklu leyti meðferðaraðili fylgir 

meðferðahandbók. Seinni þátturinn felur í sér hæfni meðferðaraðila til að fylgja fyrirhuguðum 

aðferðum tiltekinnar meðferðar. Meðferðin var tekin upp á upptökutæki og voru í heildina 

valdar 12 upptökur af handahófi sem rannsakandi hlustaði á, eða 27% af heildarupptökum. 

Þátttakendur meðferðarinnar voru 39 einstaklingar með byrjandi geðrofssjúkdóma á aldrinum 

18 til 30 ára.  

Sýni meðferð árangur og mælist með góða meðferðartryggð má ætla að árangurinn sé 

vegna meðferðarinnar sjálfrar en ekki annarra utanaðkomandi þátta. Notast var við lýsandi 

tölfræði við framsetningu niðurstaðna og leiddu niðurstöður í ljós að meðferðaraðili uppfyllti 

fullnægjandi meðferðartryggð eða 86,6%.  

Lykilorð: meðferðartryggð, vitræn endurhæfing, geðklofi, geðrof.  
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Therapist Fidelity with Integrated Cognitive Remediation for Early Psychosis 

Schizophrenia is a severe psychiatric disorder, which profoundly affects both the 

individuals affected and the society (Vita, Barlati, De Peri, Deste, & Sacchetti, 2016). About 

0.7% of the adult population is affected, and most of the individuals are diagnosed at the age 

of 15-35 years (World Health Organization, 2014). Schizophrenia is characterized by complex 

psychopathology, which is divided into positive and negative symptoms, as well as cognitive 

impairments. Cognitive impairment is considered as a core factor of schizophrenia, which 

includes problems in speed of processing, attention, working memory, verbal- and visual 

learning, problem solving and social cognition (Green, 2006).  

Social cognition and cognitive training 

Social cognition refers to how individuals think about themselves, other people, social 

situations and interaction (Penn, Corrigan, Bentall, Meg, & Newman, 1997). Social cognitive 

deficits contribute to poor functional outcomes, which have been defined as social 

functioning/adaption in a community, independent living, financial management, employment 

and social activities (Green, 2006).  

Over the past 5 to 10 years, research on social cognition in schizophrenia has 

expanded progressively. It has been shown that this disorder is characterized by substantial 

and extensive social cognition impairments (Green & Horan, 2010). Therefore, many believe 

it is time to consider social cognition as an intervention target (Couture, Penn, & Roberts, 

2006), and many social cognitive treatment interventions have shown promising results in 

improving functional outcome in patients with schizophrenia (Horan et al., 2009).  

Social cognition and interaction training is a group psychotherapy, developed to target 

social cognition. It is a manualized intervention, designed to improve emotion perception, 

attributional style and theory of mind abilities for persons with schizophrenia (Combs et al., 

2007). Results from previous studies have shown that this treatment improves social cognition 
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in participants (Combs et al., 2007; Roberts & Penn, 2009). Compensatory cognitive training 

is another form of treatment developed to target cognitive impairments in schizophrenia. It is 

also a group based and manualized intervention, which focuses on prospective memory, 

attention, learning/memory and executive functioning. The objective is to make strategies, 

such as calendar use, self-talk and note taking, become habits, so they can be used when they 

are needed in everyday activities (Twamley, Vella, Burton, Heaton, & Jeste, 2012).  

Fidelity 

For treatments to be adopted by clinicians and/or integrated into existing 

infrastructures, information about fidelity is needed. Treatment fidelity refers to two related, 

but separate factors. The first factor is treatment differentiation, which refers to the degree to 

which a given treatment is distinct from others. The second factor is treatment integrity, 

which is the degree to which a treatment condition is implemented as intended. This is 

divided into two aspects, called adherence and competence (Moncher & Prinz, 1991). 

Therapist adherence ratings refers to how closely the therapists follows the manual for each 

treatment, avoidance of aspects that are not important to the treatment, and apply elements 

that are nonspecific and shared by most therapies (Barber, Triffleman, & Marmar, 2007). 

Therapist competence refers to how skilfully therapists manage to follow the prescribed 

techniques of the intervention (Barber, Sharpless, Klostermann, & McCarthy, 2007).  

Research have shown that the most reliable fidelity method is direct examination 

(Borrelli, 2011), which is conducted by independent raters that are present and observe the 

treatment setting or watch the therapy sessions through a one-way mirror. It can also be 

conducted with monitors or by watching recorded videotapes where therapist performance is 

rated (Perepletchikova, Treat, & Kazdin, 2007). It is also possible to use audio recordings, 

which is often preferred since it is less intrusive than video recording. However, audio 

recordings do not capture non-verbal communication, which might influence adherence and 
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competence ratings. This is though one of the most commonly used method (Breitenstein et 

al., 2010). Therapist performance is usually rated using fidelity scales, which compare 

intervention that is being implemented, to the tested model which the intervention is based on 

(Mowbray, 2003).  

Treatments for psychotic disorders can be complex and difficult to implement 

(McHugo et al., 2007) and have a tendency to differ significantly from other psychotherapies 

constructed for non-psychotic disorders (Startup, Jackson, & Pearce, 2002). Examining 

fidelity to guidelines is therefore especially important for treatment outcome studies which 

involves patients with severe psychotic disorders (McHugo et al., 2007).  

Importance of enhancing treatment fidelity 

Treatment fidelity influences a variety of study questions. Reliability and validity of 

behavioural interventions are monitored and enhanced by methodological strategies, and the 

goal is to increase scientific confidence. By carefully considering treatment fidelity it is 

possible to explain study findings, revise interventions for future testing, and increase 

statistical power and effect size by decreasing random and unintended variability (Moncher & 

Prinz, 1991). For example, when a novel treatment is evaluated, which has shown significant 

results, it is impossible to assess whether the outcome is due to an effective treatment or to 

unknown factors that might have been inadvertently added to or taken from the treatment if 

fidelity was not observed (Bellg et al., 2004).  

Treatment fidelity can also be an important component of successful research 

dissemination. If investigators can accurately describe and employ strategies to enhance 

treatment fidelity, it could be used as a guideline for implementing new treatments to the 

clinic. By making guidelines, it could simplify the translation from research settings to the 

clinic of the behavioural change interventions (Bellg et al., 2004). It could also be interesting 

to evaluate therapist performance over a period of time by enhancing treatment fidelity, but 
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results have shown that therapist performance does not improve with more experience. 

Indeed, results have suggested that therapists become less effective over time (Goldberg et al., 

2016). 

Furthermore, the ethic code for Icelandic psychologists states that clients should be 

protected from unnecessary or harmful treatments (“Siðareglur sálfræðinga - Embætti 

landlæknis,” n.d.). This code cannot be fulfilled unless treatment fidelity is measured because 

it is not certain whether or not a treatment is effective unless it has been examined. The same 

can be said about Icelandic law, but they state that every citizen has the right to the best health 

service available at all times. 

Fidelity prevalence studies 

Despite the fact that the importance of treatment fidelity in psychotherapy research is 

becoming progressively more known, research of fidelity when treatments are being 

implemented is still limited in the literature.  

Research conducted by Moncher & Prinz (1991), examined the outcome of studies 

that were made between 1980 and 1988, regarding prevalence of treatment fidelity. In total 

359 treatment outcome studies were evaluated from eight high valued professional journals. 

Results of the study showed that the majority, or 55.3% of the studies, did not evaluate 

treatment fidelity at all.  

 Borrelli and her partners (2005), conducted a research where they evaluated treatment 

fidelity practices in the literature regarding health behavioural changes in the years between 

1990 and 2000. The study examined the same treatment strategies as Moncher and Prinz, that 

is usage of treatment manuals, treatment supervision and treatment adherence. In total there 

were 342 articles examined. Of those articles, 54% were reported to use none of the three 

strategies, compared to 55.3% reported by Moncher and Prinz (Borrelli et al., 2005).  
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In another recent study, 147 articles, published between 2000 and 2004, were 

examined. Results of that study reveal that treatment fidelity was only measured sufficiently 

in 3.5% of the psychological intervention being evaluated (Barber, Sharpless, Klostermann, & 

McCarthy, 2007). This difference in measured fidelity between studies is probably due to 

different methodology of researchers rather than an actual difference in prevalence of 

measured fidelity.  

As previous results show, treatment fidelity examination has been very limited in the 

last decades, even though it is becoming increasingly recognized as an important factor for 

reliability, validity and statistical power in psychotherapy research (Moncher & Prinz, 1991; 

Perepletchikova & Kazdin, 2005). In addition, this last study is 10 years old and it could be 

considered that there has been an increase in fidelity measurements in recent years. 

The aim of this study was to test the fidelity of a cognitive remediation treatment 

recently implemented at a psychiatric department at Landspitali, treating young people with 

psychosis. Research indicates the importance of fidelity research for psychotherapies, 

especially for psychotic patients. Therefore, the research questions proposed for this study 

were: (1) Does the therapist comply with the treatment manual and if so how well? (2) Is there 

a difference in the therapist performance between the first and the second treatment group? 

Furthermore, earlier research have shown that therapist performance does decline with time 

and therefore the third research question proposed for the study was: (3) Does the therapist 

performance decrease over time, i.e. does the therapist show poorer performance as the 

treatment progresses?  
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Method 

Participants  

  Participants in the treatment were in total 39 of which 83% were male and 17% 

female. The age range was from 18 to 30 years old. Participants were all young individuals 

with early psychosis seeking service at an early intervention treatment center, called 

„Laugarásinn“, which is a part of the psychiatric department at Landspitali, National 

University Hospital of Iceland. Cognitive function, psychiatric symptoms, social functioning, 

and quality of life were evaluated for each participant before treatment. The results of which 

will be used as a baseline for the performance analysis of the treatment. All of the participants 

were then re-evaluated after receiving the treatment to evaluate its effectiveness.  

Treatment 

The participants were treated with a newly implanted treatment called Integrated 

cognitive remediation (ICR), an individualized group therapy where three evidence based 

forms of cognitive remediation are combined. The first treatment form is called Social 

cognition and interaction training (SCIT) (Combs et al., 2007), developed by David L. 

Roberts, PhD, David L. Penn, PhD, and Dennis R. Combs, PhD. The second one is called 

Compensatory cognitive training (CCT) (Twamley et al., 2012), developed by Elizabeth W. 

Twamley, PhD. The third one is restorative cognitive training with tablet computers. 

The goal of the treatment was to improve cognitive processes that are believed to 

enhance social skills, skills in everyday life and thus improve the quality of life of the 

individuals. The treatment was a 12-week manualized program where participants attended 

sessions twice a week. Effectiveness was evaluated immediately after the treatment, and will 

also be re-evaluated 10 months later, to see whether performance persists, as well as to 

identify factors that could have a positive or negative effect on the long-term outcome of the 

treatment.  
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Therapist 

A clinical psychologist, with six years of clinical work experience, managed every 

therapy session and was therefore the only therapist rated in this study. The therapist was at 

the time a doctoral student at the Department of Psychology at University of Iceland, doing 

research on the effectiveness of the previously mentioned treatment. Prior to the study, the 

therapist received training by the authors of the treatments and attended several conferences 

regarding cognitive remediation. Throughout the study, the therapist received supervision 

from the authors through Skype. 

Assessment  

  Instruments of this study were two fidelity scales, which were issued with each of the 

treatment manuals; SCIT and CCT. The researcher enhanced the SCIT fidelity scale first for 

each session, as the treatment was adapted to the patients’ group. The researcher then rated 

how well the therapist delivered the intervention as designed. The possible scores were 0 

(poor quality), 1 (fair quality), 2 (acceptable quality) or N/A (not applicable for this session). 

The scale composed of eight factors of which the researcher evaluated either six or eight 

depending on the content of the session. The first factor was „Orientation and organization“. 

A rating of 2 was given if the therapist welcomed members to the group, stated the name of 

the group, and reminded participants of the group goals. The second factor was „Review 

previous session activities“. A rating of 2 was given if the therapist reminded the participants 

about the previous session and discussed important aspects. The third factor was „Check-in“. 

A rating of 2 was given if the therapist engaged all members during the check-in and followed 

check-in guidelines for that session. The fourth factor was „Adherence to session goals, 

objectives, and activities“. This factor rated whether the therapist followed the manual in 

terms of structured activities and recommended procedures. A rating of 2 was given if the 

therapist gave a full and comprehensive coverage of the activities specified in the manual. The 
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fifth factor was „Quality of the delivered interventions“. This item measured therapeutic 

competence or how well the therapist delivered the interventions contained in the manual. For 

a rating of 2 the therapist had to be empathic and warm, establish adequate alliance with 

clients and demonstrate satisfactory mastery of skills and techniques. The sixth factor was 

„Conclusion and wrap-up“. A rating of 2 was given if the therapist reviewed and summarized 

important information and how the session focused on the goals for the group. The seventh 

factor, which was „Skill maintenance – Emotion identification”, was only rated for session 8 

and further sessions. This factor measured the therapist’s reinforcement of emotion 

identification skills. The eighth factor, which was „Skill maintenance – Strategies for 

avoiding jumping to conclusions”, was only rated for session 16 and further sessions. This 

factor measured the therapist’s reinforcement of strategies for avoiding jumping to 

conclusions (see Appendix A). The researcher then rated the second half of the treatment 

using CCT fidelity rating form. The therapist was rated by adherence ratings, where the 

researcher determined if the therapist appropriately covered the content of each session. The 

possible scores were 0 (if the criterion was not met), 1 (if the criterion was met) or N/A (not 

applicable). The factors were different for each session based on the content of the particular 

session (see Appendix B). 

 Almost all sessions of the treatment were recorded, and the researcher listened to 27% 

(12 of 44) of randomly selected sessions. The researcher only listened to recordings for 

sessions when it was present for both groups. The first five sessions were excluded since there 

were problems with the recordings or the therapist forgot to turn the recorder on. The first 

session that met the criteria was number six and the researcher listened to every other session 

after that. 
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Procedure  

 The treatment began on September 19th 2016 and lasted for 12 weeks, until December 

21st 2016 and there were in total 22 sessions for each group. Participants divided themselves 

into two groups, depending on when it was more suitable for them to have appointments. 

Group 1 had appointments on Mondays and Wednesdays, and group 2 on Tuesdays and 

Thursdays. The ethical committee at Landspitali approved the recordings and the participants 

in the treatment signed a consent (see Appendix C). The researcher received the recordings on 

a computer. All of the recordings were deleted after the study. 

 The researcher adjusted both of the fidelity scales to this treatment in consultation with 

the authors. After that, the researcher sorted the recordings for each group and deleted 

unusable recordings. Results were calculated and documented in Microsoft Excel where 

analysis of data was carried out. 

Design and data analysis 

The research design of the study was descriptive statistics. Methodology of the 

research was quantitative since it was based on statistical analysis of data. There were two 

independent variables. The first one was which group the participant belonged to and the 

second one was sessions. The dependent variable was the rating of performance for the 

therapist. Microsoft Excel was used for data analysis and creation of tables. 

Results 

 The purpose of this study was to examine the psychometric properties of a newly 

implemented treatment called Integrated Cognitive Remediation (ICR), by assessing the 

therapist’s adherence and competence rating. The treatment is mainly based on two forms of 

cognitive remediations, where the first treatment form is called Social Cognition and 

Interaction Training (SCIT), and the second form is called Compensatory Cognitive Training 
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(CCT). The participants of the treatment were divided into two groups, where group 1 had 

treatment sessions the day before group 2.  

For the first part of the treatment (SCIT), the therapist's competence was measured 

with the SCIT fidelity rating scale. Figure 1 demonstrates the therapist's score for both groups 

and the 6 sessions that were rated. The score ranged from 71.4% to 100% and was similar 

between groups. Though the therapist's score is similar between groups, there is a tendancy 

for the therapist to deviate more from the manual (session 10, 14 and 16) when providing the 

treatment for the second time (group 2) compared to the first time (group 1).  

 

 

Figure 1. Therapist's competence score, indicating how well the therapist delivered the 

intervention of SCIT, for both groups in 6 different sessions. 

SCIT fidelity rating scale is divided into eight factors, where each factor consists of 

different items that rated the therapist. Figure 2 demonstrates the total score for each factor of 

the SCIT scale (mean score for both groups). As can be seen the therapist scored 100% for 

factors 3, 4, 5 and 8. These factors represent check-in on participants (3), adherence to session 

goals (4), quality of the delivered interventions (5) and strategies for avoiding jumping to 
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conclusions (8) respectively. The therapist scored lowest for factors 1, 6 and 7, or 80% or less. 

These factors represent introduction (1), conclusion (6) and emotional identification (7) 

respectively.  

 

Figure 2. Therapist's total competence score (mean score for both groups), i.e. how well the 

therapist delivered the intervention of SCIT, for each factor of the the SCIT fidelity scale. 

Table 1 provides information on the content of the factors with the lowest scores on 

the SCIT fidelity scale, as well as the therapist's score for each group.  
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information and how session focused on 

the goals for the group) 

7. Skill maintenance – Emotion 

Identification (clinican appropriately 

reinforces the use of one or more 

emotion identification skills) 

90% 70% 80% 

 

 

For the second part of the treatment (CCT), the adherence to manual was measured 

with the CCT fidelity rating form. Figure 3 shows a comparison of therapist's adherence score 

at different sessions, between the two groups. As can be seen, there is good compliance 

between groups, since there is only one session where the score is not equal between groups. 

As figure 3 demonstrates, the therapist scored 100% in the first three sessions, but during later 

sessions, there is more deviation from the manual and the score drops. 

 

 

Figure 3. Therapist's adherence score, which measures how closely the therapist follows the 

CCT manual, between groups and sessions. 
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ICR, the newly implemented treatment which is being rated, was a combination of 

SCIT and CCT. Figure 4 demonstrates the total score for ICR for both groups, between 

sessions. As can be seen, the therapist's score is above 90% for the first three sessions, but the 

score drops as the treatment progresses. The therapist's score for the second half of sessions is 

less than 90%, and is lowest for session 11 or 71.5%. Furthermore, the avarage score for the 

last three sessions was below 80% compared to the first three sessions which was 96%. 

 

 

Figure 4. Therapist's mean adherence and competence score for each session (combined total 

score for both CCT and SCIT), which refers to the total score for the newly implemented 

treatment: ICR. 
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Table 2 

Therapist's total score for CCT and SCIT between groups. Combined total score for both CCT 

and SCIT, which refers to the total score of the newly implemented treatment: ICR.  

 

 

 CCT SCIT ICR  

(Combined mean of CCT and SCIT) 

Group 1 86.1% 91.5% 88.9% 

Group 2 
80.6% 

88.3% 
84.4% 

Total 83.3% 89.9% 86.6% 

 

In table 2 the total score for both treatments is provided and mean scores summarized. 

Combined total score for both CCT and SCIT was 86.6%, which is the total score for the 

newly implemented treatment ICR. The therapist's score for SCIT was 89.9% and for CCT 

83.3%.  

As can been seen, the therapist’s total score for group 1 was 88.9% compared to 

84.4% for group 2. Once again results show that the therapist deviates more from the manual 

when providing the treatment for the second time.  

Discussion 

The purpose of this study was to examine psychometric properties of a newly 

implemented treatment called Integrated Cognitive Remediation (ICR), by assessing the 

therapist’s adherence and competence rating. In line with previous studies, three research 

questions were proposed. The first question was whether the therapist complied with the 

treatment manual, and if so how well. The results indicate that the therapist complied high 

treatment fidelity or 86.6%. Very few studies define the value of high or low fidelity, but in a 



THERAPIST FIDELITY    

 

18 

research by Borrelli et al. (2005) “high treatment fidelity” was defined as those studies that 

score 80% or higher. It can therefore be concluded that the therapist complied high treatment 

fidelity overall in our research. The results shows fidelity that is similar to earlier studies 

within this field, for example a study by Roberts et al. (2014) where the mean fidelity score 

was 91%.  

The second question was whether there was a difference in therapist performance 

between the first and the second treatment group. The results show a small difference in three 

of six sessions where the therapist scored lower for group 2. In the remainder of the sessions, 

the therapist’s score was the same in two of the sessions, but higher for group 2 in one of the 

sessions. A possible explanation for the higher score for group 2 could be that the therapist 

became more confident when providing the treatment for the second time, since group 2 was 

treated the day after group 1.  

The third question was whether the therapist’s performance decreased over time, as the 

treatment progressed. The results show a small decrease in therapist’s performance in the 

latter three sessions compared to the first three sessions. These results are consistent with 

prior studies that suggest that therapists become slightly less effective over time. Again, a 

possible reason for this could be that the therapist considers himself more confident as the 

treatment progresses and therefore adheres less to the treatment manual. 

 In the beginning, the researcher adjusted both of the fidelity scales to this treatment in 

consultation with the authors. For factor 1 in the SCIT fidelity scale, it was decided to exclude 

the criterion that the therapist was required to state his or her name in the beginning of each 

session. It was decided because the therapist knew all of the participants from previous 

clinical work. In other studies where the therapist and participants do not know each other, 

this criterion should be included.  
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The results of this study show that there were three factors that stood out as having the 

lowest score of the SCIT fidelity scale. Factor 1, that had the lowest score, includes 

welcoming participants to the sessions, mentioning the name of the group and declaring the 

goal of the session's treatment. The reason for the low score on this factor could be that the 

therapist had greeted the participants before the session began. Mentioning the name of the 

group was usually combined with the welcome greeting and therefore was probably dismissed 

as well. In future studies it should be considered to re-evaluate this factor since it is mainly a 

formality to welcome participants. In other settings, where the therapist does not know the 

participants well, an introduction would be more appropriate and as the treatment is for people 

with cognitive deficits the introduction has to take place in more than one session, as is stated 

in the manual. The goal of each session’s treatment should be considered more important as it 

is more likely to influence the effect of the treatment. Factor 6 had the second lowest score 

and it includes conclusion at the end of each session. The reason for that could be that the 

duration of the sessions were insufficient or it could have been unsuitable for the group at that 

time and the therapist therefore decided to skip that part. The conclusion is thought to be 

important for the patients to remember what was taught in the session and future therapists 

should therefore be aware of not skipping this part. The third lowest score was for factor 7, 

which included reinforcing the use of a special technique for emotion identification. The 

reason for that could simply be that the therapist forgot to use this technique or some parts of 

it. This technique is an important part of the treatment and future therapists should be careful 

in reinforcing its use in most sessions. It should be noted that the therapist scored over 90% 

for all the other factors. Furthermore, factor 5 should be considered for re-evaluation, since it 

measures the quality of the delivered intervention, which is rather subjected to the rater. It can 

be difficult to assess whether the therapist is minimally empathic or empathic and warm. This 

rating is very subjective and should be considered to be more objective or rated by more than 
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one researcher. The overall difference in the therapist’s score between sessions could also be 

because the therapist was better suited for giving therapy sessions some days more than 

others. That could be compensated for by rating further treatments in future studies.  

There are a number of limitations to the current study. The recordings for the first 

sessions were unavailable and therefore it is possible that the results of the study could have 

been different if these sessions had been included. The same can be said about the last 

sessions, which were not included in the sampling of the study due to lack of time. The 

therapist knew from the beginning that recordings from the sessions would be evaluated and 

therefore there is a possible bias in the therapist’s performance. Another bias is regarding the 

CCT fidelity rating form, where the score was either 0 or 100%. For example if there were 

two items being rated for a particular session and the therapist only adhered to one of them, 

the score dropped to 50% which biases the total score for CCT. It could be useful to develop a 

fidelity scale similar to the SCIT fidelity scale for the CCT, as it would give more accurate 

information on fidelity. 

 It could have strengthened the study if another independent rater would have listened 

to samples of the recordings to ensure compatibility. Especially considering how subjective 

many of the factors of the scale were. It had been intended for this study to have another rater 

but was cancelled due to lack of time. There was only one therapist being evaluated and 

therefore comparison between therapists and their performance was not possible. On the other 

hand, it is also a strength to the study that there was only one therapist providing the treatment 

and therefore the outcome of the treatment in whole can be evaluated. Furthermore, the 

effectiveness of the treatment can not be attributed to different therapists. Another strength is 

that the therapist and participants knew each other before the treatment began. Thus, it is 

likely that participants trusted the therapist and consequently communications were more 

sincere and relaxed. 
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 In future fidelity studies it should be considered to re-evaluate the fidelity scales and 

adjust them to each setting. With respect to previous studies that demonstrate decrease in 

therapist performance over a period of time, it would be interesting to evaluate therapists that 

have been providing treatment for a while to assess deviations from treatment manual. Lastly, 

therapist fidelity should be evaluated more extensively, since studies have shown them to be 

limited in the literature (Barber, Triffleman, et al., 2007; Borrelli et al., 2005; Moncher & 

Prinz, 1991).  

 Overall the results from this study indicated high fidelity, i.e. the therapist delivered 

the treatment as intended. These results are important for the doctoral student, which was 

examining the effectiveness of a newly implemented cognitive remediation treatment for 

young adults after psychosis in Iceland. Should the treatment prove to be effective, it can 

therefore be concluded that its effectiveness is due to the treatment itself rather than other 

external factors. 
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Appendix A 

SCIT Fidelity Scale 

The purpose of this coding system is to assess clinician adherence and competence regarding 
the Social Cognition and Interaction Training (SCIT) protocol. SCIT is a psychosocial treatment 
designed specifically to improve the social cognitive abilities of persons with schizophrenia. 
  
The items described below quantify the extent to which the SCIT clinicians delivered the 
intervention as designed. Using this manual and the corresponding rating scale, you will be 
asked to rate the clinician’s adherence to the treatment protocol and the quality with 
which the intervention was delivered. In order to rate these sessions reliably and validly, 
you will need to become familiar with the intervention manual and this coding manual.  
 
When rating the clinician use the item descriptions provided below. 
___________________________________________________________________________
_  
1. Orientation and Organization for Session (i.e., setting the agenda)  
0 = No orientation to the group is provided (i.e. clinician begins talking without opening 
remarks and orientation; jumps into content; begins session without warning)  
1 = Clinician provides some information on the group (e.g., provides their name only, but 
does not state the name of the group, or remind clients of goals for the group)  
2 = Clinician provides complete and appropriate session orientation (e.g., welcomes 
members to the group, states their name, name of the group, and reminds clients of goals 
for the group)  
Criterion: In sessions 1 through 3, name of clinician, name of group, and goal for the group 
must be stated for a rating of 2 to be given. Following session 3, the name and goal for the 
group must be stated for a rating of 2.  
 
2. Review previous session activities  
0 = Clinician does not mention previous session  
1 = Clinician mentions previous session (e.g., mentions by name only), but does not discuss 
important parts or information  
2 = Clinician states session and reviews important content  
N/A = Not Applicable for this session (Score as 2)  
Criterion: A rating of 2 is given if the clinician reminds the clients about the previous session 
and discusses important aspects (can be clinician driven or client driven). The goal is to 
provide a bridge between sessions.  
 
3. Check-in  
0 = Clinician does not check-in with group members about current emotional status or social 
interactions  
1 = Clinician engages some members, but not all, and/or engages members without 
following check-in guidelines for that session  
2 = Clinician engages all members during the check in and follows check-in guidelines for 
that session  
N/A = Not Applicable for this session (Score as 2)  
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Criterion: The clinician should ask each members about their previous or current functioning 
as stipulated by check-in guidelines for that session stated in the manual. Each member 
should be addressed.  
 
4. Adherence to session goals, objectives, and activities (i.e., did the clinician implement 
and follow the manual in terms of structured activities and recommended procedures)  
0 = No coverage of activities specified in the SCIT manual  
1 = Partial coverage of activities (e.g., clinician does only one exercise or the exercise is only 
partially attempted)  
2 = Full and comprehensive coverage of the activities specified in the manual (clinician 
adheres to the manual in terms of all activities and instructions)  
Given that adherence depends on a variety of factors, the reason for non-adherence needs to 
be examined. If a rating of 0 or 1 is given, assess the context of this session and determine if 
this deviation is appropriate or not appropriate.  
Appropriate (e.g., out of time, member deteriorates, crisis occurs, equipment failure)  
Not Appropriate (e.g., there is no acceptable reason for the deviation based on the context 
of the group)  
 
5. Quality of the Delivered Interventions (this item measures therapeutic competence or 
how well the clinician delivered the interventions contained in the manual)  
0 = Poor Quality  
(e.g., clinician is non-empathic, critical and/or accusatory, cold and invalidating with clients; 
demonstrates no mastery of relevant skills and techniques)  
1 = Fair Quality  
(e.g., clinician is minimally empathic, seldom validating, makes superficial attempts to 
connect with clients; demonstrates limited mastery of skills and techniques)  
2 = Acceptable Quality  
(e.g., clinician is empathic and warm, and establishes adequate alliance with clients; 

demonstrates satisfactory mastery of skills and techniques) 

6. Conclusion and Wrap-up  
0 = No wrap up for the session is provided (i.e. clinician ends group abruptly or does not 
summarize major points at all).  
1 = Some attempt at summary is provided to the members but it is vague or inconsistent; no 
mention of goals for the group is provided.  
2 = Clinician reviews and summarizes important information and how session focused on the 
goals for the group. This can be clinician directed or client directed.  
Criterion: In sessions 1 through 3, name of clinician, name of group, goal for the group, and 
summary must be stated for a rating of 2 to be given. Following session 3, only the goal for 
the group and summary must be stated for a rating of 2.  
 
7. Skill Maintenance – Emotion Identification (this item measures clinicians’ ongoing 
reinforcement of emotion identification skills learned during Phase I)  
For sessions in Phases II & III only: Did the clinician facilitate clients’ use of the Emotion 
Poster, facial mimicry, and identification of facial cues? 
0 = Clinician did not facilitate emotion identification skill use 
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1 = Clinician insufficiently facilitated skill use (e.g., mentioned emotion poster, but did not 
facilitate its use)  
2 = Clinician appropriately facilitated one or more emotion identification skills  
N/A = Not Applicable (Score as 2)  
Criterion: This item should only be rated if emotion identification was discussed in the 
session. A rating of 2 should be given if the clinician appropriately reinforced use of one or 
more emotion identification skills.  
 
8. Skill Maintenance – Strategies for Avoiding Jumping to Conclusions (this item measures 
clinicians’ reinforcement of strategies for avoiding jumping to conclusions learned during 
Phase II)  
For sessions in Phase III only: Did the clinician appropriately link concepts and language of 
Thinking up Other Guesses, Separating Facts from Guesses, and Gathering More Evidence to 
completion of Checking-It-Out tables?  
0 = Clinician did not reinforce Phase II concepts/language (e.g., did not shape correct 
distinction between facts and guesses OR did not use language/concepts from any Phase II 
lessons)  
1 = Clinician minimally reinforced Phase II concepts/language (e.g., noted when a client listed 
a guess as a fact, but did not ensure comprehension of the distinction)  
2 = Clinician appropriately reinforced Phase II concepts/language (e.g., used the Mary, Eddie, 
and Bill characters to help clients to generate alternative guesses).  
Criterion: This item should be rated for all sessions in Phase III. A rating of 2 should not be 

given unless the clinician flexibly and appropriately used language and concepts associated 

with Thinking up Other Guesses, Separating Facts from Guesses, and Gathering More 

Evidence lessons. 
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Lead Clinician Name:________________________________________________  
Co-Clinician Name: __________________________________________________  
Circle the name of the clinician who is being rated  
Rater Name: _________________________________________________________  
Date of Rating: _________ Session Number: _________  
 

Session Title: 
_____________________________________________ 
Item  

Score  

1. Orientation and Organization  0 1 2 N/A  
 

2. Review previous session activities  0 1 2 N/A  
 

3. Check-in  0 1 2 N/A  
 

4. Adherence to manual goals, objectives, and 
activities  

0 1 2 N/A  
Was the Deviation Appropriate?  
Yes No (If Yes, score as 2)  

5. Quality of the Delivered Interventions  0 1 2 N/A  

6. Conclusion and Wrap-Up  0 1 2 N/A  

7. Maintenance: Emotion identification  0 1 2 N/A  

8. Maintenance: JTC strategies  0 1 2 N/A  

Total Score:  
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Appendix B 

CCT Fidelity Rating Form 

Please mark each criterion 0 if criterion was not met and 1 if criterion was met. Criteria may 

be marked N/A for “not applicable” in certain situations (e.g., if the client has already 

completed an exercise or if the client refuses to complete an exercise). Add the scores to 

create a total and calculate a percentage of criteria met for each session. 

Session 6-7: Short-term Prospective Memory, Conversational Vigilance 

0 or 1 Fidelity Criteria 

 1. Reinforce daily calendar checking and weekly planning. 

 2. Introduce the concept of short-term prospective memory. 

 3. Discuss writing on hand, leave self a message, etc. 

 4. Introduce the concept of conversational vigilance. 

 5. Introduce the four “golden rules” of conversational vigilance. 

Total: 

%: 

Session 8-9 :  Conversational Vigilance, Task Vigilance 

0 or 1 Fidelity Criteria 

 1. Review conversational vigilance skills (four golden rules). 

 2. Practice conversational vigilance skills (role-play). 

 3. Introduce the concept of task vigilance. 

 4. Discuss ways to take a break when the client needs to refocus. 

 5. Practice taking a break to refocus. 

Total: 

%: 

 

Session 10-11: Task Vigilance 

0 or 1 Fidelity Criteria 

 1. Introduce asking questions as the first step of task vigilance. 

 2. Introduce self-talk as the second step of task vigilance. 

 3. Review task vigilance skills: taking a break when needed, paraphrase and self-talk. 

 4. Practice task vigilance skills: Luria tasks or alphabetizing (Scenes to use in role 
plays). 

Total: 

%: 
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Session 12-13: Verbal Learning and Memory  

0 or 1 Fidelity Criteria 

 1. Introduce filing cabinet analogy for encoding, storage, retrieval. 

 2. Introduce encoding strategies: writing things down. 

 3. Practice note-taking. 

 4. Introduce encoding strategies: paraphrasing. 

 5. Introduce encoding strategies: association. 

 6. Practice paraphrasing/association without notes. 

Total: 

%: 

Session 14-15: Verbal Learning and Memory 

0 or 1 Fidelity Criteria 

 1. Review writing things down, paraphrasing, and association. 

 2. Introduce new encoding strategies: chunking and categorization.  

 3. Introduce new encoding strategies: acronyms. 

 4. Introduce new encoding strategies: rhymes. 

 5. Introduce new encoding strategies: imagery. 

 6. Introduce visual imagery and face-name strategy. 

 7. Review name learning strategies. 

 8. Name learning exercise.  

Total: 

%: 

Session 16-17: Verbal Learning and Memory 

0 or 1 Fidelity Criteria 

 1. Introduce the overlearning strategy. 

 2. Discuss overlearning. 

 3. Review chunking, categorization and visual imagery 

 4. Word list exercise.  

 5. Introduce retrieval strategies. 

Total: 

%: 
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Appendix C 

Approval for recording 

 

 


