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Objectives: This review examined rates and definitions of disengagement
among services for first-episode psychosis (FEP) and identified the
most relevant demographic and clinical predictors of disengagement.
Methods: A comprehensive search for and review of published studies
that reported rates and predictors of disengagement within FEP services
were conducted. The databases PubMed (1966–2012) and PsycINFO
(1882–2012) were searched. Relevant terms were used to search the
Internet and the reference sections of relevant papers for other pertinent
studies. Independent searches for recent publications by leading
researchers in the field were also conducted. Results: Ten articles were
included in the review. There was a lack of consensus on a clear definition
of engagement and disengagement. However, despite differences in
definitions and study settings, the evidence reviewed indicates that ap-
proximately 30% of individuals with FEP disengage from services.
Variables that were consistently found to exert an influence on disen-
gagement across studies were duration of untreated psychosis, symptom
severity at baseline, insight, substance abuse and dependence, and in-
volvement of a family member. Conclusions: Given the importance of
continuity of care for FEP, there is a need for a clearly defined and
agreed measurement of service engagement and disengagement across
FEP services. In particular, those who enter an FEP program without
family involvement and support as well as those who maintain persistent
substance abuse are at higher risk of disengagement. Early identification
of such individuals and the development of approaches to reduce risk of
service disengagement are likely to increase the effectiveness of these
services. (Psychiatric Services 65:603–611, 2014; doi: 10.1176/appi.
ps.201200570)

Much research on psychosis
has focused on early detec-
tion and the development

of effective interventions. However,
the effectiveness of any intervention
depends on the willingness of the

patient to engage with an intervention
in a sustained manner. Disengage-
ment from treatment by patients with
serious mental illness is a major con-
cern of mental health services. Up to
one-third of individuals with serious

mental illnesses who have had contact
with a mental health service disen-
gage from care (1). Studies indicate
that long-term treatment can improve
symptoms and functioning and re-
duce relapse risk among individuals
experiencing a first episode of psy-
chosis (2–4). Therefore, disengagement
from or nonadherence to treatment is
of particular concern (5).

This article examines engagement
with intervention services for first-
episode psychosis (FEP). FEP interven-
tion services were set up internationally
in response to evidence that effective
intervention during the early stages of
a first psychotic episode could have
a significant impact on the course and
outcome of the illness (6,7).

The effectiveness of an early inter-
vention program is tied to the quality
of its constituent parts, but the pro-
gram’s benefits are also likely to be
influenced by adherence to treatment
and service disengagement (8). One
of the principles of best practice in
an FEP service is a specific focus on
therapeutic engagement (7). Further-
more, monitoring and targeting en-
gagement levels are important measures
of the quality of services. An investi-
gation by Addington and others (9)
identified 24 performance measures
considered by stakeholders to be es-
sential in the evaluation of an early-
intervention service. Disengagement
was emphasized as one such mea-
sure. Despite the importance of treat-
ment disengagement as a performance
measure for early-psychosis treatment
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services, relatively few studies have
examined rates and predictors of
treatment disengagement from FEP
services (10).
This article reviews the research on

engagement, specifically in relation
to the treatment of individuals with
FEP. The objective of the review
was to examine rates and definitions
of engagement across FEP early-
intervention services and to identify
the most relevant predictors of
engagement.

Methods
The databases PubMed (1966–2012)
and PsycINFO (1882–2012) were
searched. For the PubMed search,
we used the following MeSH head-
ings: psychotic disorders (entry terms
included “psychosis,” “psychoses,”
“schizoaffective disorder,” and “brief
reactive psychosis”), schizophrenia
(entry terms included schizophrenias;
schizophrenic disorders; disorder,
schizophrenic; disorders, schizo-
phrenic; schizophrenic disorder; and
dementia praecox), and schizophrenia
and disorders with psychotic features
(no entry terms were given because
these are major topics). These were
combined with the following free-text
search terms: engagement, disen-
gagement, engagement predictors,
and drop-out.
PsycINFO was searched by the

terms “psychotic disorders” and “schizo-
phrenia,” both by using them as major
topics and by combining them with the
same free-text terms listed above. We
also searched on the Internet by the
following terms: engagement and psy-
chosis; disengagement and psychosis;
engagement and FEP or first episode
psychosis; engagement and FES or first
episode schizophrenia; psychosis and
drop-out; psychosis and nonadherence;
and psychosis and engagement predic-
tors. Reference sections in relevant
papers were reviewed for other per-
tinent studies. Finally, we conducted
independent searches for recent pub-
lications by leading researchers in the
field of early intervention in psychosis.
[Details of the search strategies are
available online as a data supplement
to this article.]
These combined search strategies

yielded over 750 abstracts, which were
independently reviewed for eligibility

by two authors (RD and FF). We in-
cluded only studies that reported rates
of engagement or disengagement from
services for FEP or early-intervention
psychosis among individuals with a di-
agnosis of FEP or first-episode schizo-
phrenia. [Henceforth, the term FEP
encompasses first-episode schizophre-
nia.] If a title or abstract appeared to
meet inclusion criteria, the same two
authors obtained the full article and
independently assessed its relevance.
The article was also reviewed by one
of the senior authors (EL). In the
case of disagreements about whether
to include a study, a consensus was
achieved by consulting the other se-
nior author (MC). Studies that were
not specifically relevant to early-
intervention services were excluded
from the review. That is, only studies
about services that were specifi-
cally aimed at providing a service
for FEP were included. Studies re-
porting rates of engagement or dis-
engagement related to services for
FEP or early intervention in psy-
chosis and to patients with a specific
FEP diagnosis (including first-episode
schizophrenia) were included. Stud-
ies reporting rates of disengagement
from general mental health services
were excluded.

Results
Study selection
When combined with the free-text
terms, the PubMed search of MeSH
headings generated 255 results for
the term “engagement,” 44 results for
“disengagement,” zero results for “en-
gagement predictors,” and 93 results
for “drop-out.” The free-text combined
search using quoted phrases generated
21 results for “first episode psychosis”
and “engagement,” six results for “first
episode psychosis” and “disengage-
ment,” and eight results for “first
episode psychosis” and “nonadherence.”

When combined with the free-text
terms, the PsycINFO search of “psy-
chotic disorders” or “schizophrenia”
yielded 196 results for the term
“engagement,” 36 results for “disen-
gagement,” zero results for “engage-
ment predictors,” and 52 results for
“drop-out.” The free-text combined
search using quoted phrases gener-
ated 30 results for “first episode
psychosis” and “engagement,” eight

results for “first episode psychosis”
and “disengagement,” and nine re-
sults for “first episode psychosis” and
“nonadherence.”

Combined with Internet searches,
the search strategies described above
yielded over 750 abstracts for review.
Following review of these abstracts,
714 were immediately excluded be-
cause they were clearly not relevant.
A total of 44 papers were analyzed
for more detailed evaluation. Those
that did not meet detailed eligibility
criteria were excluded (N=34, in-
cluding 27 that were not specifically
about FEP and seven that did not
report or investigate rates of engage-
ment or disengagement). As a result,
ten articles met inclusion criteria and
were deemed suitable for the current
review (Table 1). [A flow diagram il-
lustrating the search results is avail-
able in the online data supplement.]

Definitions of engagement
There was no accepted definition of
engagement or disengagement across
studies. Definitions ranged from
“when there has not been a clinical
resolution or agreed termination
from treatment” (11) to termination
of treatment despite therapeutic
need (10).

In one of the largest studies exam-
ining rates and predictors of disen-
gagement, the term disengagement
was defined as present if “case notes
suggested that patients actively re-
fused any contact with the treatment
facility or were not traceable” (8).
Similarly, in a study by Stowkowy
and others (2), disengagement was
described as “dropping out of the
program before 30 months,” with
dropping out defined as not returning
phone calls or not attending appoint-
ments for three months. A study
examining determinants of negative
pathways to care and their impact on
service disengagement in FEP de-
fined disengagement from the service
as no contact for a continuous period
of three months (12).

Lecomte and others (13) assessed
engagement by using the Service
Engagement Scale (14), a brief, 14-item
measure that is used by case workers
to rate client engagement with services
(15). In a study investigating cannabis
use as a risk factor for treatment dropout,
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participants were considered to have
disengaged if they had dropped out of
treatment for more than one month
and were not receiving treatment else-
where (16). Álvarez-Jiménez and others
(17) investigated predictors of adher-
ence to cognitive-behavioral therapy
within an FEP program. Individuals
who did not initiate the intervention,

terminated against the therapists’ ad-
vice, or did not complete 80% of the
treatment protocol were considered
nonadherent.

The complexity of defining the
phenomenon of engagement means
that attendance rates are often used as
measures of engagement (18). O’Brien
and others (18) noted that although it

is obvious that a patient who is not
attending services cannot be described
as engaged, most studies do not dis-
criminate between persons who ter-
minate treatment independently and
those who make the decision collab-
oratively with their treating team. It
may be beneficial for FEP services
to divide the concept of engagement

Table 1

Results of studies that reported rates of disengagement from services for first-episode psychosis (FEP)a

Disengagement

Study Location Setting Sample N Definition Rate

Anderson et al.,
2012 (12)

Montreal,
Canada

Prevention and early
intervention for
psychosis program

Defined catchment
area

324 No contact for a con-
tinuous period of
3 months prior to
completion of the
2-year program

28%

Stowkowy et al.,
2012 (2)

Calgary,
Canada

Specialist early-
psychosis
treatment
service

Serves a majority of
incidents in a popu-
lation of approxi-
mately 1.3 million

286 Dropping out (not
returning phone
calls or not attend-
ing appointments
for 3 months) be-
fore 30 months

31% after 30 months

Conus et al.,
2010 (8)

Australia Early Psychosis Pre-
vention and Inter-
vention Centre
(EPPIC) FEP
treatment service

Treated epidemiologi-
cal sample

786 Active refusal of any
contact with treat-
ment facility

23.3%

Turner et al.,
2009 (21)

New
Zealand

Early intervention for
psychosis service
and outreach
program

Representative cohort 41 Terminated treatment
against clinicians’
advice

34%

Álvarez-Jiménez
et al., 2009
(17)

Australia EPISODE II trial,
cognitive-behavioral
intervention for
FEP

Participants in two
youth-oriented spe-
cialist FEP
programs

236 Prematurely discon-
tinued treatment or
did not attend
appointments

31.7%

Miller et al.,
2009 (16)

New York Study examining anti-
psychotic medica-
tions at 2
community
hospitals

Patients presenting for
the first time for
treatment of
schizophrenia (in-
patient and
outpatient)

112 Left treatment for
more than 1 month

20.5% (33% nonad-
herent to medica-
tion at some point)

Lecomte et al.,
2008 (13)

Vancouver,
Canada

FEP treatment service Participants in cross-
sectional study of an
early-psychosis in-
tervention program

118 Results of Service
Engagement Scale
(15)

Almost 50% experi-
enced difficulties
engaging with clini-
cian or case worker

Turner et al.,
2007 (10)

New
Zealand

Early-intervention
service

Representative longitu-
dinal FEP cohort—
all FEP patients in
Christchurch catch-
ment area

232 Termination of treat-
ment despite thera-
peutic need within
12 months of entry

24.6%

Schimmelmann
et al., 2006
(4)

Australia EPPIC FEP treat-
ment service–
adolescents

Epidemiological co-
hort (retrospective)

134 Refusal of any contact
or nontraceable
within 18 months

23%

Garety and
Rigg, 2001
(20)

South Lon-
don,
United
Kingdom

Defined geographical
area served by the
South London and
Maudsley National
Health Service
Trust

All presentations of
FEP and second-
episode psychosis in
a defined catch-
ment area

21 Contact with services
at 1 year

40%

a FEP services include services for early intervention in psychosis. All studies were limited to patients with diagnoses of FEP or first-episode
schizophrenia.
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into two entities—one, engagement
in the literal sense of appointment at-
tendance or recommended interven-
tion or treatment; and two, the more
intangible concept of therapeutic en-
gagement. O’Brien and others (18)
concluded that engagement should be
seen as a more “complex phenome-
non” encompassing factors that in-
clude “acceptance of a need for help,
the formation of a therapeutic alliance
with professionals, satisfaction with
the help already received, and a mu-
tual acceptance and working towards
shared goals.”

Service-level disengagement
Rates of disengagement from general
mental health services as high as 46%
have been noted (19), and overall
there are large variations in the
reported rates. The variation is due to
the differences in setting and type of
service provided and in how each
study defined engagement. An early
study in south London noted that 38%
of persons with FEP had dropped out
of a treatment intervention within one
year (20).
FEP services reported a broadly

consistent rate of disengagement of
one-third or less (2,4,8,10,12,16,21),
with rates varying between 20.5%
and 40%. Stowkowy and others (2)
reported an overall rate of treatment
disengagement of 31%, with disen-
gagement defined as not returning
phone calls or attending an appoint-
ment for three months prior to
completing 30 months of the pro-
gram. Using a similar definition of
disengagement (no contact for a con-
tinuous period of three months prior
to completion of a two-year program),
Anderson and others (12) found a
comparable rate of disengagement
(28%). A final analysis by Conus and
others (8), who defined “disengagers”
as persons who actively refuse any
contact with a treatment facility,
revealed a rate of disengagement of
23.3%. Schimmelmann and others
(4), who investigated predictors of
service disengagement among adoles-
cents with FEP, reported a similar
rate of disengagement of 23.4%.
Adolescents who disengaged from
the service did so within the first 18
months, and disengagement was de-
fined as refusing any contact or being

untraceable. Turner and others (21)
reported a rate of disengagement from
services of 34%, and a majority of
those who disengaged did so within
the first 12 months. Disengagement
was defined as terminating treatment
against a clinician’s advice. In an
earlier study with the same definition
of disengagement, the same research
group reported a rate of disengage-
ment of 24.6% (10).

Disengagement from
specific interventions
Álvarez-Jiménez and others (17)
reported a 31.7% rate of disengage-
ment from cognitive-behavioral ther-
apy, with disengagement defined as
premature discontinuation or nonat-
tendance of the program. A study by
Lecomte and colleagues (13) noted
that almost half of participants expe-
rienced difficulties engaging with
their clinician or case worker. A
limitation of the study, as noted by the
authors, was that “true disengagers”
(those who refused any contact with
the service) were not included in the
analysis. Indeed, this was a limitation
shared by several studies discussed here
(2,4,8,10,12,13,16,17,20,21), given that
they did not account for “true non-
engagers,” those who refuse any contact
with a service from the start (1).

Overall, rates of disengagement
from FEP services appeared to be
one-third or less. A majority of studies
reported rates somewhere between
23% and 34%, implying that one in
every three or four people disengage
from an FEP service.

Predictors of disengagement
Table 2 summarizes findings related
to predictors of disengagement.

Sociodemographic predictors. Al-
though male gender is a known risk
factor for disengagement (1,5,18),
three large FEP studies did not
demonstrate an effect for gender
(2,8,12). Miller and others (16)
concluded that male gender is a sig-
nificant risk factor for cannabis
abuse and dependence and for
cannabis use and that this associa-
tion explains males’ greater hazard
of nonadherence to medication.
Lecomte and others (13) found that
males who had more trouble com-
plying with the law were more likely

not to adhere to medication and had
a poorer level of service engagement.

A review by Nosé and others (5)
indicated that young age was associ-
ated with poor compliance. In con-
trast, two large FEP studies found
that age did not predict engagement
(2,8). However, that finding may re-
flect the relatively narrow age range in
those two studies. Notably, Anderson
and others (12) found older age to
be associated with increased risk of
service disengagement within a large
FEP service.

The study by Stowkowy and others
(2) found no significant differences
in marital status between those who
disengaged from and those who com-
pleted treatment.

Clinical predictors. Three studies
reported an association between
symptom severity and risk of disen-
gagement (2,4,8). Conus and others
(8) found that those with a lower
severity of illness at baseline were
almost twice as likely to disengage.
They postulated that those with a
higher severity of illness and their
families may have greater motivation
for treatment or that there may be
“greater effort by the treating teams
to prevent disengagement when
symptoms are perceived as higher
intensity.” Reporting similar results,
Schimmelmann and colleagues (4)
found that lower severity of illness
at baseline was one of the strongest
predictors of disengagement (4). In
contrast, Stowkowy and others (2)
did not find a significant relationship
between lower illness severity at
baseline and rate of disengagement.
However, the authors noted that their
finding may be related to the differ-
ence in time to discontinuation in their
particular study (30months) compared
with other studies or to differences in
the population or service delivery (2).
Findings from the studies that exam-
ined severity of illness and engagement
with services suggest there may be
a “bimodal” relationship between the
two variables (22). Although a com-
mon reason for disengagement may
be that someone is feeling “better,”
it may also be the case that someone
is feeling too unwell to attend or en-
gage, the latter having a far more
serious impact on an individual’s road
to recovery.
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Stowkowy and others (2) found that
shorter duration of the untreated
psychosis significantly predicted dis-
engagement from treatment. As a pos-
sible explanation, the authors noted
that those who seek treatment earlier
may be the quickest to leave should
there be a remission of symptoms.
Alternatively, they speculated, factors
that influence a delay in treatment-
seeking behavior may serve to main-
tain engagement.
Notably, Conus and others (8) re-

ported that a shorter duration of the
untreated prodromal phase was a sig-
nificant baseline and pretreatment
predictor of disengagement. Dura-
tion of untreated psychosis was not
found to be a significant predictor of
disengagement.
Contrary to Stowkowy and others

(2), Turner and colleagues (10) re-
ported a strong association between
longer duration of untreated psy-
chosis and treatment disengagement.
Álvarez-Jiménez and others (17) also
found that longer duration of un-
treated psychosis predicted poor en-
gagement with cognitive-behavioral
therapy. This association remained
significant even after the authors
controlled for confounding variables.
These findings addweight to the prem-
ise that delay of treatment for FEP
reduces the therapeutic potential of
interventions (10,17). These conflict-
ing findings with regard to duration of
untreated psychosis may mirror the
bimodal effect noted in the discussion
of symptom severity, above.
Overall, the results indicate that

there is an association between dura-
tion of untreated psychosis and risk of
disengagement. However, how this
predictor exerts its influence remains
inconclusive.
Studies indicate that forensic his-

tory may be a significant risk factor
associated with disengagement from
mental health services (18). Conus
and others (8) found that among
individuals with FEP, those with a
previous forensic history were almost
twice as likely to disengage as those
without such a history. Lecomte and
colleagues (13) found that a forensic
history was associated with lower
scores on the Service Engagement
Scale (15). However, Conus and others
(8) noted that they did not assess other

Table 2

Studies that reported predictors of disengagement from treatment for first-
episode psychosis, by reference numbera

Predictor 12 2 8 17 21 16 13 10 4 5

Sociodemographic
Age or age at onset + – – – +
Gender

Male – – – – – +
Female – – –

Family member involved
Yes +
No + +

Living alone or without family + – + – – +
Marital status

Not single –
Single –

Race-ethnicity + –
Clinical
Insight – + – +
Duration of untreated

psychosis + – + +
Duration of untreated

prodromal phase +
Positive symptoms – + +
Negative symptoms + – + –
GAF current scoreb – +
CDSS total scorec –
QLS total scored –
General psychopathology –
Substance use during treatment – + – + +
PANSS total scoree + –
Unemployed (includes

no school) + + – +
Persistent substance use

disorder (SUD) +
Premorbid

Functioning – +
PAS scoref – – –
GAF score +
Family history of psychosis –
Past psychiatric history –
Past SUD – +
Forensic history + +
History of sexual abuse –
History of physical abuse – +
Suicide attempts –
Childhood trauma +
Lack of knowledge regarding
consumer rights +

Baseline
GAF + +
Substance abuse +
HoNOS scoreg +
Severity of illness – + +
Cognitive score –

Diagnosis
Schizophrenia –
Schizophreniform –
Schizophrenia spectrum –
Psychosis not otherwise specified –
Brief psychotic disorder –
Delusional disorder –
Schizoaffective –
Other psychoses +
Other –

Continues on next page
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factors that may be linked to criminal
activity, such as personality traits. An-
tisocial personality disorder or traits
such as impulsivity, irresponsibility,
and failure to comply with perceived
authority may contribute to disengage-
ment with services (18). Patients with
this particular history may have diffi-
culty establishing rapport and trusting
relationships or dealing with authorita-
tive figures (8).
It is also the case that offenses

may be committed while someone is
acutelyunwell.Offensescommitteddur-
ing an acute phase of psychosis may
signify a link between severity of illness
and insight into their need for treat-
ment, which may have a subsequent
impact on service disengagement. Past
forensic issues may also be linked with
other issues of a practical nature, such
as difficulties with housing and em-
ployment, which in turn “may lead to
a more disorganized lifestyle” (8).
Poor insight has been proposed as

one of the most pertinent factors
impeding service engagement among
individuals with psychosis. However,
the evidence for a direct association
between insight and engagement
remains inconclusive (23). Three
large studies did not find level of
insight to be a significant predictor of
disengagement (2,4,8).
In contrast, Álvarez-Jiménez and

colleagues (17) reported that a lower
level of insight was one of the strongest

predictors of poorer engagement with
cognitive-behavioral therapy; the asso-
ciation remained strong and significant
even after adjustment for confounding
variables. Turner and others (10) re-
ported that those who disengaged
from an early-intervention program
had significantly lower level of insight
than those who did not.

A novel investigation by Tait and
others (14) examined whether insight,
symptoms, and recovery style predicted
service engagement during an acute
episode of psychosis and at three- and
six-month follow-ups. Insight mea-
sured at three months had no signif-
icant correlation with engagement as
measured by the Service Engagement
Scale at six months. Thus insight scores
at three months did not predict the
Service Engagement Scale scores at six
months. There was also no correlation
between insight scores and the Service
Engagement Scale at six months. No-
tably, the authors found that recovery
style contributed more to engagement
than did insight.

There is no doubt that insight or lack
of insight is of relevance when consid-
ering engagement or disengagement
(18); however, the role of insight is
likely to involve other factors.

Most of the research studies re-
ported that substance abuse and de-
pendence play a significant role in
determining rates of disengagement in
this population. A review byKreyenbuhl

and coauthors (1) reported that indi-
viduals with schizophrenia who disen-
gage from services typically have a
co-occurring substance use disorder.

Miller and others (16) found that
44% of individuals who had experi-
enced a first episode of schizophrenia
also had a diagnosis of cannabis abuse
and dependence, which increased the
risk of nonadherence tomedication and
of treatment dropout, independent of
age, race, socioeconomic status, and
gender. This finding is in line with
several other studies (24,25). The
authors concluded that psychiatric
symptoms, addictive disorders and en-
vironmental factors combine to jeop-
ardize treatment adherence, similar to
what they have observed clinically (16).
The study also indicated that many
first-episode schizophrenia patients re-
turn to cannabis use early in treatment.
Such behavior can alter the chances of
poor adherence and subsequent re-
lapse. A limitation of the study was that
cannabis was the primary substance
used by participants, who were en-
rolled in a program of medication re-
search, and, therefore, the results may
not generalize (16).

Stowkowy and coauthors (2) found
that multivariate analysis of baseline
substance abuse did not predict dis-
engagement from treatment. How-
ever, univariate analysis of the initial
group comparisons indicated that use
of cannabis or other substances at base-
line was significantly associated with
treatment dropout within the first six
months. The authors noted that the
results should be interpreted with cau-
tion, given that the study investigated
current rather than persistent substance
use. Similarly, in a two-year outcome
study of individuals attending an FEP
service, individuals who disengaged
were marginally more likely than those
who completed treatment to report
substance abuse at baseline (21).

Conus and others (8) found that
comorbid substance abuse and de-
pendence were also linked to a higher
probability of disengagement from
treatment. Notably, they concluded
that substance abuse and dependence
were linked to disengagement only if
the misuse persisted throughout the
treatment period.

Consistent with the findings de-
scribed above, Turner and colleagues

Table 2

Continued from previous page

Predictor 12 2 8 17 21 16 13 10 4 5

Substance use
Alcohol use – –
Cannabis use – –
Other drug use – –
Comorbid SUD
Comorbidity excluding SUD

Psychological
High agreeableness +
Low neuroticism +
Difficulties in alliance +
Recovery style

a All studies except reference 5 included only patients with first-episode psychosis. +=significant;
–=not significant

b GAF, Global Assessment of Functioning
c CDSS, Calgary Depression Scale for Schizophrenia
d QLS, Quality of Life Scale
e PANSS, Positive and Negative Syndrome Scale
f PAS, Premorbid Adjustment Scale
g HoNOS, Health of the Nation Outcome Scales
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(10) reported that current substance
abuse and dependence were signifi-
cantly associated with disengagement.
In another study, persistent substance
use was associated with a 2.6-fold in-
creased risk of disengagement from
treatment services among adolescents
with FEP (4).
However, Lecomte and colleagues

(13) did not find substance abuse to
be a predictor of service engagement.
The authors noted that this finding
was not due to a ceiling or a floor ef-
fect. A ceiling effect is the level at
which an independent variable—in
this case, substance abuse—no lon-
ger has an effect on the dependent
variable—in this case, service engage-
ment. A floor effect occurs when low
scores on the dependent variable mask
a potential effect on the independent
variable. Similar to the study by Miller
and others (16), this study represented
persons who were in contact with an
FEP service or outpatient service and,
therefore, excluded persons who had
disengaged initially.
Historically, research on the role of

the family has examined the potential
negative impact of highexpressedemo-
tion (2). Recently, it has become ev-
ident that family support is a critical
element of “success in the treatment
of FEP” (8). Stowkowy and others (2)
concluded that a lack of family in-
volvement significantly predicted dis-
engagement from treatment. Living
without a family member was also a
significant predictor of disengagement,
according to Conus and others (8).
Schimmelmann and others (4) found

that adolescents living without family at
baseline were more likely to disengage
from the service. In fact, the authors
concluded, those without family sup-
port during treatment were at a 4.8-
fold increased risk of disengagement.
In contrast, Anderson and others

(12) reported that living away from
family was associated with a reduced
risk of service disengagement. A
possible explanation for this finding
suggested by the authors is that clin-
icians may use more assertive follow-
up for those without a support system
and those who have strong social sup-
port may perceive that they are less in
need of services.
Nonetheless, Turner and col-

leagues (10) found no significant

differences related to living with par-
ents between those who disengaged
from and those who completed treat-
ment. Álvarez-Jiménez and others (17)
found that family measures had little
predictive power in relation to adher-
ence to cognitive-behavioral therapy
for FEP.

Psychological predictors. Tait and
others (14) explored the premise that
lack of insight or denial of the need for
treatment may be a way of dealing
with stigma associated with psychosis.
The authors assessed 50 individuals
during an acute episode of psychosis
and at three-month and six-month
follow-ups. The measures included in
the study were insight, service engage-
ment, and recovery style. The authors
investigated two recovery styles—“sealing
over” and “integration.” Sealing over
refers to the minimization of the sig-
nificance of symptoms and a lack of
curiosity about the experience. Inte-
gration refers to an acknowledgment
of and curiosity about the significance
of psychosis and active attempts to
cope in managing the illness. The
results indicated that sealing over at
three months predicted poor engage-
ment at six months. The authors con-
cluded that recovery style contributed
more to engagement than did insight.

Lecomte and others (13) found that
high agreeableness among individuals
with early psychosis was linked to poor
medication adherence and poor ser-
vice engagement. The authors mea-
sured agreeableness by using the
NEO Five Factor Inventory-3 by
Costa and McCrae (26). While often
considered a positive personality trait,
agreeableness can also be associated
with a higher likelihood of being
influenced by peers and with eager-
ness to be accepted in a group (13). In
the context of service disengagement,
the authors noted, high agreeableness
could prompt persons with FEP to
avoid stigmatizing settings and behav-
iors in order to ensure acceptance by
peers and avoid social rejection linked
to psychosis.

The study by Lecomte and others
(13) also indicated that having expe-
rienced childhood physical abuse
predicted poor service engagement.
Early trauma could be an etiological
cause of psychotic symptoms (27,28).
Lecomte and others (13) noted that

their findings suggest that individuals
with childhood trauma may experi-
ence more difficulties in trusting
others, especially authority figures.
In contrast, Conus and others (8) did
not find that childhood physical or
sexual abuse was a predictor of service
engagement.

Discussion
Robust findings
The most robust predictors of disen-
gagement were comorbid substance
abuse and dependence and the in-
volvement or support of family. All
the studies that investigated substance
abuse and dependence and disengage-
ment, with the exception of the study
by Lecomte and others (13), indicated
that substance use increases the risk of
service disengagement (2,4,8,10,16,21).
These studies indicated that use of
cannabis is an increased risk factor for
treatment disengagement. These find-
ings suggest a need to address comor-
bid substance use in early-intervention
programs for FEP. Early-intervention
services should also be aware that of-
ten cannabis abuse and dependence
are “long-term problem[s] or [a] life-
style and that relapse of cannabis use in
this population can significantly inter-
fere with treatment” (16).

Family support and involvement
appear to be significant factors in
treatment engagement with an FEP
service. Three studies, including two
of the largest (N=786 [8] and N=286
[2]), concluded that lack of involve-
ment by a family member significantly
predicted treatment disengagement
(2,4,8). However, as noted by Anderson
and others (12), the complex mecha-
nisms by which family involvement
influence engagement warrant further
examination.

Conflicting findings
Conflicting findings were reported for
several predictors of disengagement
from FEP services, including symp-
tom severity, duration of untreated
psychosis, and insight. The mecha-
nisms by which these factors exert
their influence are complex and often
act in opposite directions across the
studies.

Two studies found that a lower se-
verity of illness at baseline significantly
increased the risk of disengagement
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(4,8), with another study finding no
significant relationship between the
two (2). One possible explanation
for this discrepancy could be the
differences between studies in terms
of service delivery or populations
served (2). Alternatively, the contra-
dictory findings could reflect a bi-
modal relationship between illness
severity and service engagement. Qual-
itative investigations may help elaborate
this question.
There were also conflicting findings

in relation to duration of untreated
psychosis, with one study reporting
that shorter duration of untreated
psychosis significantly predicted dis-
engagement from treatment (2) and
others reporting a strong association
between longer duration of untreated
psychosis and risk of disengagement
(10,17). These conflicting findings,
again, may mirror the bimodal re-
lationship between symptom severity
and service engagement, but key
differences between the studies in
service delivery and intervention
could also play a significant role.
There is no doubt that insight is of

relevance to disengagement, but the
studies reviewed reported contrary
findings, with three large studies
reporting that lack of insight did not
influence disengagement (2,4,8) and
others reporting that low level of
insight was a strong predictor of
disengagement (13,19). Insight is
considered a multidimensional con-
cept underpinned by many theories;
this may account for the numerous
insight assessment tools used within
clinical practice (29). The complexities
surrounding the dimension or con-
cept of insight being measured make
comparisons across studies difficult
(29). The studies in this review used
different methods of assessing insight,
which may explain the conflicting
findings (2,4,8,10,13,17). Furthermore,
as noted by Lecomte and others (13),
the conflicting results may suggest
that service engagement could be
influenced by different variables
depending on whether the individual
is experiencing early psychosis or
a more enduring course of illness.
The inconsistent findings of these

studies indicate a clear need for
qualitative investigations. Such quali-
tative information would help services

distinguish between patients who
disengage because of a perception
that no more help is needed or that
a level of independent coping with the
illness has been achieved or because
of high severity of symptoms. Clarify-
ing the reasons for disengagement as
early as possible may identify “patient-
cited” barriers to service engagement
(22). If barriers are identified early,
attempts to address the issues and
provide alternatives can be made.

There is also an important differ-
ence between those who refuse any
contact at all with a service from the
initial stages and those who disengage
after having attended or engaged with
a service for a while. Individuals may
disengage immediately because of pre-
existing beliefs surrounding mental
health or mental health services (for
example, stigma) or because of severity
of symptoms at baseline. Disengage-
ment at later stages may be related to
therapeutic alliance, the patient’s over-
all satisfaction with the service, and the
perceived need for further help (22).
Alternatively, it may reflect a change
in symptoms over time. As noted by
Stowkowy and others (2), persons in
remission may stop attending, and “fu-
ture research could investigate how
a change in symptoms or other char-
acteristics might also contribute to
disengagement.” When addressing
therapeutic alliance in FEP services,
simple measures can be administered
to improve the quality of care.

A parsimonious explanation for the
conflicting findings in relation to
predictors of disengagement may be
related to differences between studies
in terms of service delivery and
populations served. In terms of pop-
ulations served, two samples were
defined as epidemiological and were
drawn from patients at a specialist
early-intervention service; another
two samples were drawn from spe-
cialist early-intervention services that
captured a majority of patients with
FEP in a defined catchment area
(2,12); three samples were from spe-
cialist early-intervention services with
a representative FEP cohort (10,17,21);
one was a cross-sectional sample from
an early-intervention service (13); and
one was a sample of patients present-
ing for the first time for treatment of
schizophrenia at two community hos-

pitals that were not a specialist early-
intervention service (16).

Future directions
In a review investigating disengage-
ment from mental health services in
general, O’Brien and coauthors (18)
noted that “there is a need for a reli-
able, validated, agreed [upon] scale to
measure engagement with services.”
This is also the case with specialized
FEP intervention programs. The de-
velopment of a clearly defined and
approved measurement of service
engagement and disengagement across
FEP programs would help clinicians
to identify predictors that influence
engagement in treatment. Recently,
Meaden and colleagues (30) devel-
oped the Residential Rehabilitation
Engagement Scale for Psychosis, a re-
liable, observer-rated, multidisciplinary
measure of engagement for inpatient
populations. Within the scale, engage-
ment is divided into three subcatego-
ries (active participation and openness,
agreement with treatment and basic
relationships, and medication compli-
ance). The authors suggested that this
division allows clinicians to identify spe-
cific aspects of engagement and to em-
ploy suitable interventions at critical
time periods. Undoubtedly, the devel-
opment of a similar scale that captures
all relevant aspects of the complex
process and multidimensional nature
of engagement during treatment of
FEP would be of great benefit to
early-intervention services.

Limitations
This review should be considered in
the light of some limitations and
difficulties in the comparison of the
studies due to methodological differ-
ences. Although all the studies exam-
ined engagement among persons with
FEP, they had a number of shortcom-
ings. Some studies were based on a
retrospective audit of files, and others
had small sample sizes. In addition,
none of the studies provided data on
those who disengaged from but sub-
sequently reengaged with services.
Comparison across studies was fur-
ther hindered by different lengths of
follow-up and definitions of engage-
ment. None of the studies provided
qualitative information about the rea-
sons for leaving the service.
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Conclusions
The evidence reviewed indicates that
approximately 30% of individuals with
FEP disengage from services. This
suggests that individuals with psycho-
sis are at high risk of disengaging from
services, even from programs that pro-
vide specialized treatment for FEP or
early-intervention services. Variables
that were consistently found to exert
an influence on disengagement were
symptom severity at baseline, dura-
tion of untreated psychosis, insight,
substance misuse or dependence, and
involvement of a family member.
Continuity of care is of particular

importance with FEP, given evidence
suggesting that long-term care can
improve symptoms and functioning
and reduces relapse risk. Engagement
is considered a key performance mea-
sure of an FEP service and should
be monitored. Strategies to improve
engagement should be a core feature
of an FEP service. As part of quality
improvement initiatives, services should
aim to promptly detect and intervene
with those who are at higher risk of
service disengagement.
Clinicians should particularly focus

on family involvement with and sup-
port for the individual, given that in-
dividuals without family support are at
higher risk of disengagement. In ad-
dition, persons with substance abuse
should be considered at risk of dis-
engagement, and specific strategies
tomaintain engagement should be im-
plemented as early as possible. Fur-
thermore, reports of contrary findings
for several predictors of disengage-
ment suggest that qualitative studies
are needed to explore why individu-
als disengage from early-intervention
services.
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