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Abstract 

Background  Heterogeneity in implementing essential evidence-based early intervention for psychosis services (EIS) 
components persists despite existing fidelity standards/guidelines in many countries. Rapid-learning health systems 
(RLHS) may remedy these challenges, improving service delivery through systematic data collection, analysis, feed-
back and capacity-building activities. SARPEP (Système Apprenant Rapide pour les Programmes de Premiers Épisodes 
Psychotiques) is the first Canadian RLHS for EIS. This paper presents qualitative findings from the mixed-method study 
that evaluated the feasibility and acceptability of SARPEP.

Methods  We conducted six focus groups on the implementation of SARPEP with 25 participants from all SARPEP 
stakeholder groups; most were involved from project inception and throughout the 3-year implementation. The 
Reach, Effectiveness, Adoption, Implementation, Maintenance (RE-AIM) framework (Glasgow, et al., 2019) and Lessard’s 
dimensions for learning health systems guided data collection and deductive analysis.

Results  Reach: focus group participants reflected SARPEP reach and included all stakeholders involved (six  
service users, two family members, four psychiatrists, six managers, seven team leaders) who shared their experiences. 
Effectiveness: participants confirmed that SARPEP improved program capacity for data collection on core indica-
tors and promoted evidence-based practices. Adoption: participants supported the selection of specific indicators 
and need to improve data-gathering technologies in the RLHS, even while challenges persisted regarding the inte-
gration of digital platform use by service users into routine care. Implementation and maintenance: all participants 
credited the RLHS with enabling mutual learning, self-reflection of programs and shared improvement of practices.

Conclusions  SARPEP contributes to promote evidence-based care and a sense of belonging within the Quebec EIS 
network.
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Introduction
More effective than routine care [1–7], early interven-
tion services (EIS) have become the treatment of choice 
for psychosis in many countries such as Australia, the 
United Kingdom, Singapore, Hong Kong, the United 
States [8], Denmark [9, 10], Canada [11] and elsewhere. 
International guidelines [1–3, 12, 13] describe key com-
ponents of EIS such as open referral, timely treatment 
access, service user and family engagement, appropriate 
patient–staff ratios, case management and continuous 
staff development. Team-based care combines pharma-
cological treatment with evidence-based psychosocial 
interventions (e.g. cognitive behavioural therapy, CBT).

In Canada, EIS have been implemented for over two 
decades under provincial jurisdiction, with British 
Columbia [14], Nova Scotia, Ontario [15] and Quebec 
[16, 56] leading policy development and creating EIS 
guidelines and standards. Vibrant EIS networks, such 
as the EPI APP [17] in British Columbia, EPION [18] 
in Ontario, AQPPEP [19] in Quebec and the Canadian 
Consortium for Early Intervention in Psychosis (CCEIP) 
[20], promote knowledge translation and evidence-based 
care. Yet, as in other countries [21, 22], EIS implementa-
tion in real-life Canadian settings has proven challenging 
[23–25] in the uptake of certain essential components 
[26] based on evidence-based practices and provincial 
quality indicators (e.g. open referral processes; appro-
priate patient/case manager ratios) [23–25]. Many pro-
grams struggle with maintaining fidelity due to variations 
in training, resource allocation and staff turnover [27, 
28], which may compromise the implementation of evi-
dence-based practices [29]. Engagement of service users, 
another important aspect of EIS, remains challenging, 
with lower engagement sometimes resulting from lack of 
family support and involvement in treatment [30].

The rapid-learning health system (RLHS) embeds data 
collection in clinical settings for real-time, problem-
focused learning and continuous quality improvement 
[31]. The RLHS is “a continuously learning health system 
in which science, informatics, incentives, and culture are 
aligned for continuous improvement and innovation, 
with best practices seamlessly embedded in the delivery 
process and new knowledge captured as an integral by-
product of the delivery experience” [31]. Core principles 
include commitment to a culture of continuous learning 
and improvement, stakeholder integration in planning 
and implementation and care guided by the systematic 
use of real-time evidence. Using information technol-
ogy methods, the RLHS captures and analyzes data on 
care experiences, continually evaluating outcomes and 
refining processes (e.g. training) while integrating a 
feedback cycle for learning and improvement [32]. The 
RLHS promotes innovation and responsiveness [33], 

bridges evidence and practice and improves efficiency, 
effectiveness and quality in healthcare delivery [34–39]. 
Successful implementation of a RLHS in EIS hinges on 
developing practices that ensure safety, accountability 
and evidence-based, quality care while fostering engage-
ment, collaboration, appreciation of diverse knowledge 
and innovation.

While the concepts of learning health system (LHS) 
and “rapid”-learning health system (RLHS) are closely 
related in leveraging data generated from routine clini-
cal practice to enhance healthcare quality and outcomes, 
their primary distinction lies in the immediacy of learn-
ing and adaptation in the RLHS. The LHS focuses on 
continuous learning, adaptation and improvement over 
time, integrating new knowledge at a measured pace [40, 
41], while  the RLHS has the same aims but emphasizes 
rapid cycles of learning and implementation, aiming to 
translate evidence into practice in almost real time [36]. 
The United States, United Kingdom, Australia and Can-
ada [42] are currently leading the work on implementa-
tion of LHS/RLHS, with most studies focused on patient 
populations or clinical contexts related to medicine [41, 
43]. LHS research has more recently focused on early 
psychosis services (EIS), known as Coordinated Specialty 
Care in US services. The US Early Psychosis Interven-
tion Network (EPINET) comprises 100 programs organ-
ized under eight academic hubs [44] which are part of 
a LHS. Different large-scale studies driven by this LHS 
pinpointed areas to be targeted for improvement of prac-
tices such as low EIS program completion rates (20–30%) 
[44]; while other studies allowed for the monitoring of 
important patient outcome domains such as reduction 
of suicide risk [45] and improvement of patient function-
ing and symptoms over the first year of treatment, and 
more emergency service use [46]. OnTrack NY, one of the 
EPINET regional hubs, used the infrastructure develop-
ment to promote quality improvement in services, sup-
port practice-based research and accelerate innovation 
[8]. The uniqueness and potential of this LHS for advanc-
ing research on early psychosis is reflected in the system’s 
capacity to support longitudinal research  on thousands 
of early intervention patients treated in real-life settings, 
using the US national repository, the EPINET National 
Data Coordinating Center, that houses clinical measures, 
assessment and intervention strategies, as well as de-
identified person-level data for all EIS nationwide [47].

Parallelly, in 2019 our research team created SARPEP 
(Système Apprenant Rapide pour les Programmes de Pre-
miers Épisodes Psychotiques) [48], the first RLHS for EIS 
in Canada, following substantial investment in EIS by the 
Quebec Ministry of Health and Social Services. The 18 
existing EIS programs in 2016 expanded to a network of 
33 EIS teams dispersed throughout Quebec by 2020 [48, 
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49]. Our multi-stakeholder team implemented SARPEP 
in 11 of the Quebec EIS, where more than 128 healthcare 
professionals, including 33 psychiatrists, 11 team leaders, 
and 10 managers, were providing services to more than 
1695 active patients, with 734 new cases annually. These 
very diverse EIS in terms of the socio-geographic charac-
teristics of the catchment areas (e.g. urban versus semi-
rural), years of operation (e.g. < 5 years versus > 10 years) 
and patient age ranges covered were selected to represent 
the Quebec reality. Stakeholders (former service users, 
family members, psychiatrists, managers, team leaders) 
and researchers participated in all phases of the SARPEP 
project, starting with the selection of meaningful EIS 
quality indicators. As described in Table 2 of our protocol 
paper [48, p. 6], all stakeholder groups were involved in 
the various steps for co-creating SARPEP: identification 
of relevant indicators, selection and co-creation of digi-
tal tools (e.g. REDCap data collection platform) and con-
ception and participation in capacity-building activities 
(e.g. conferences, webinars, co-creation of clinical tools, 
paired program mentorship).

The primary objective of the SARPEP evaluation pro-
ject was to determine the feasibility and acceptability of 
implementing a RLHS in EIS [48], using the five dimen-
sions of the RE-AIM framework [50] (Reach, Effective-
ness, Adoption, Implementation and Maintenance) to 
achieve this aim. Using the RE-AIM framework allowed 
us to meticulously evaluate RLHS processes and out-
comes (e.g. acceptability, fidelity, sustainability) to ensure 

not only that measures were adopted, but also to capture 
the processes that were effective in promoting the uptake 
and sustainability of practices over time in the RLHS 
[51]. The present study reports the qualitative findings 
from focus groups conducted with SARPEP stakeholders, 
adding depth and insight to the quantitative results [79] 
and enhancing rigour by integrating multiple perspec-
tives including those of service users and families.

Methods
Context
A digital infrastructure with a user-friendly interface 
was designed and implemented, including three tech-
nologies for routine data collection, aggregation and 
sharing (every 3–4 months) among EIS. Data were col-
lected from: (1) team leaders on their program prac-
tices (REDCap platform); (2) service users and family 
members, using: (a) “Happy or Not” digital terminals 
located in waiting rooms (see Fig. 1) and a mobile app 
to collect data from a three-question evaluation of ser-
vices received that day, and (b) an in-depth electronic 
questionnaire on care received and nine recovery 
dimensions including health and quality of life (RED-
Cap platform).

The collected data were aggregated and anonymized. 
Data analysis and graphical data visualization per-
formed by the digital infrastructure provided partici-
pating programs with real-time feedback on how their 
practices reached standards, compared with other 

Fig. 1  The “Happy or Not” terminal for service user evaluation
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SARPEP programs, and tailored recommendations for 
reaching the  targeted best practices. However, family 
members and service users did not receive graphical 
feedback on their data during the study, as develop-
ment of this component was still ongoing. SARPEP 
also offered community of practice activities, leverag-
ing insights from data to build program capacity while 
aligning program practices with provincial standards.

Study design
Qualitative evaluation of the SARPEP project followed 
publication of the study protocol [48]. All stakeholders 
were invited to participate in focus groups: service users, 
family members, psychiatrists (medical directors of their 
respective EIS), managers (decision-makers overseeing 
mental health services in public health organizations 
located in catchment areas where EIS operated) and team 
leaders (team coordinators of clinical activities and staff, 
who also worked as case managers). Focus group meth-
ods were selected, as small group discussions generate 
rich data from individuals with a shared interest, who 
may support or disagree on issues [52]. To avoid power 
imbalances, homogeneous stakeholder groups were cre-
ated (e.g. service users only, team leaders only), creating 
safe spaces where participants could speak freely.

The qualitative research incorporated the RE-AIM 
framework [50], while development of the focus group 
questions drew upon the five dimensions of the Lessard 
et al. [53] LHS, namely: goals pursued by a RLHS in pro-
moting evidence-based, quality care; a social dimension 
focused on creating community; a technical dimension 
concerning integration of digital data into routine care; 
a scientific dimension enabling learning, innovation 
and discovery; and an ethical dimension to ensure that 
learning and innovation activities in the RLHS protected 
patient rights and privacy.

The five RE-AIM dimensions [50] used to guide data 
collection were:

–	 Reach: Representativeness of the focus group par-
ticipants, shown by the number of participants from 
each stakeholder group (service users, family mem-
bers, psychiatrists, managers, team leaders) [54], 
reflecting stakeholder involvement in SARPEP.

–	 Effectiveness: perceptions of RLHS capacity to pro-
mote evidence-based, quality care in EIS.

–	 Adoption: perceptions regarding the feasibility for 
EIS to integrate data collected on indicators and digi-
tal technology into routine care, including the rela-
tive importance of indicators, their meanings and the 
ease/difficulty of collecting data on them.

–	 Implementation: Perceptions on the deployment and 
uptake of three innovative digital technologies for 
collecting and aggregating data and sharing feedback 
on data analyzed in routine care (e.g. service user’s 
recovery self-assessment and clinical service evalu-
ations), as well as on measures to protect patient 
rights and privacy.

–	 Maintenance: Perceptions of how the RLHS main-
tains and fosters a learning community, innovation 
and discovery.

Recruitment and participants
Eleven of the  total 33 Quebec EIS were purposefully 
selected for the SARPEP pilot project using maximum 
variation sampling on the basis of a number of distin-
guishing characteristics: environment (academic/non-
academic affiliation), socio-geographic area (urban, 
semi-urban, rural) and presence of a higher concentra-
tion of vulnerable populations (e.g. First Nations, immi-
grant, racialized youth) in the applicable catchment 
area, years of operation (< 5 years versus > 10 years) and 

Table 1  Focus group recruitment and composition

a Of the nine service users invited, six were former service users involved in the design and integration of SARPEP (of which many were, or had been, peer workers in 
EIS; one who was not a peer worker but a very recent EIS user, discharged from EIS), and three were current EIS service users who used the SARPEP digital platform, 
but were not involved in the design of SARPEP. Service users were divided into two focus groups (one with three participants, the other with two), because their 
availabilities did not match, precluding formation of a single group
b The four family members invited were actively involved in SARPEP design and integration
c The head psychiatrists of only nine EIS were invited, to avoid bias and because those from the two other EIS were also principal researchers in SARPEP (A.A.B., M.A.R.)
d Some teams did not have team leaders or managers at the time of the focus groups because of staff turnover
e The discrepancy between positive responses and participation occurred because some participants (most of whom had already signed consent) did not show up for 
the focus group

Service usersa Family membersb Psychiatristsc Managersd Team leadersd

Contacted 9 4 9 8 10

Responded positively 6 (67%) 3 (75%) 4 (44%) 7 (88%) 8 (80%)

Participatede 5 (56%) 2 (50%) 4 (44%) 6 (75%) 7 (70%)
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age-related admission criteria for service users (ado-
lescents only, young adults only, both). EIS were also 
selected for their diversity in terms of previous imple-
mentation challenges and interest in improving services.

The research coordinator sent emails inviting to the 
focus groups all stakeholders still actively involved in 
designing and implementing SARPEP (except research-
ers) (Table 1). Therefore, all those involved as head psy-
chiatrists, team leaders and managers from each of the 11 
programs were invited. All family members and service 
users involved in the design and implementation of SAR-
PEP were also invited, as well as some active service users 
who used the electronic data capturing platform. The 
focus group moderator contacted interested stakeholders 
to explain the study and complete the consent process. 
With the aim of fostering a secure space for open discus-
sion, and  keeping in mind issues such as power imbal-
ance, six focus groups (1.5  hrs. each) were conducted: 
two with service users, and one each with family mem-
bers, psychiatrists, managers and team leaders.

Materials and data collection
Regarding questionnaire development, the general topics 
used in the focus groups were agreed upon by all stake-
holders, while the specific questions were developed 

by the research team in line with the RE-AIM frame-
work. The open-group discussion of the focus group 
format maximized information-sharing on individual 
experiences, perceptions and the impact of SARPEP 
on stakeholders’ work and the EIS, including willing-
ness to change, attitudes toward data collection (SAR-
PEP indicator, Table 2) and facilitators/barriers to RLHS 
implementation.

The focus groups were conducted online (Zoom plat-
form) and co-facilitated by a trained moderator (M.S.S.) 
and senior research staff (K.M.), both experienced with 
EIS and focus groups but not otherwise involved in SAR-
PEP. Engaging facilitators without direct involvement 
in the SARPEP community aimed to enhance sharing 
and minimize desirability bias among participants. The 
sessions were conducted in French and audio-/video-
recorded; the audio files were transcribed verbatim.

Data analysis
The overall analytical deductive approach was theory 
driven, using the five dimensions of the Lessard LHS to 
develop focus group questions and the RE-AIM frame-
work for analysis. Following the qualitative research 
process from Braun and Clark [55], team members first 
read the full transcripts, checking them for accuracy. 

Table 2  SARPEP indicators presented during focus groups

INDICATORS Examples

1. Service users’ engagement and satisfaction with services • Services adapted to the needs of service users
• Youth-friendly environment
• Disengagement
• Outreach practices
• Youth satisfaction

2. Family engagement • Type of intervention offered
• Percentage of families reached
• Number of visits
• Family member satisfaction

3. Access to care – Pathways • Direct access
• Referral sources, including self-referral and community referral
• Inclusion and exclusion criteria
• Number of contacts before access

4. Access to care – Systemic delays Time between referral and:
• First contact
• First assessment
• Start of treatment

5. Continuous education • Number and type of continuing education events attended by workers
• Supervision and mentoring

6. Provider-to-patient ratios • Patient: mental health professional ratio
• Patient: Psychiatrist ratio

7. Evidence-based and recovery-oriented practices • Cognitive behavioural therapy, family intervention, employment or study 
programs, integrated treatment for substance use disorders and peer 
support
• Types of specialists who offer interventions
• Percentage of patients receiving long-acting injectable antipsychotics
• Percentage of patients receiving clozapine

8. Self-reported recovery outcomes by patients • Patient evaluations of their health, recovery and quality of life
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Researchers (M.F., M.S.S.) developed a standardized code 
book sensitive to the RE-AIM framework [50] and Les-
sard [53] LHS dimensions. Data coded independently 
by the researchers were verified by the project coordi-
nator, then mapped onto tables for the five respondent 
groups, whose experiences were then compared/con-
trasted. Analyses and feedback involving multiple team 
members ensured methodological effectiveness [56] 
and enhanced rigour. The analyses, produced in French, 
included identification of themes and sub-themes, add-
ing descriptions/links between them. At the writing 
stage, the quotations were translated into English (J.S.), 
with oversight by K.M.  and A.A.B., who are fluent in 
both languages. The principal investigators (A.A.B., M.F., 
S.I., M.A.R.) reviewed and refined the themes and sub-
themes after exposure to the various analytical phases, 
including meetings to discuss previously shared analy-
ses. The analysis was further deepened as research team 
members elaborated drafts of the manuscript.

Study participants provided member checking of the 
manuscript, further enhancing trustworthiness of the 
data. Senior researchers experienced in qualitative meth-
odology and implementation science trained and men-
tored research staff throughout the research process. 
The study findings presented below follow the consoli-
dated criteria for reporting qualitative research (COREQ) 
[57], a 32-item checklist and  recommended tool by the 
Enhancing the QUAlity and Transparency Of health 
Research (EQUATOR) database [58].

Positionality
As researchers, we continuously reflect on our roles, 
status and power dynamics within our interactions 
with stakeholders, for example, members of participat-
ing EIS in SARPEP, service users and family members. 
Uniquely, A.A., M.F., S.I. and M.A.R. advocate for, and 
greatly value, participatory methods where stakehold-
ers, particularly service users and family members, par-
ticipate as co-creators in our team research projects. 
We applied these principles to SARPEP, where EIS team 
leaders, staff and managers, as well as service users and 
family members, were treated as co-researchers/co-crea-
tors of the project and evaluation phases (qualitative and 
quantitative). This participatory approach acknowledges 
the unique positionalities of all contributors, ensuring 
that their knowledge and experiences are valued in the 
co-creation of health solutions. Positionality is a core 
dimension of rigour that aligns with the core tenets of 
the SARPEP project: adaptability, inclusivity and respon-
siveness in real-world contexts. This is also the primary 
criterion for assessing the rigour and trustworthiness 
(credibility, authenticity and integrity) of the qualitative 
research process.

Findings
This section presents the findings according to the RE-
AIM framework:

Reach
The six focus groups included each stakeholder group 
(see Table  1 for details) and represented a majority of 
those invited, for most groups. The focus group partici-
pants generally represented the diversity of the SARPEP 
stakeholders in terms of individual characteristics, expe-
rience in EIS and professional background. For example, 
the focus groups with service users, managers and psy-
chiatrists represented different sexes and gender iden-
tities; the team leaders included diverse professional 
backgrounds (social worker, occupational therapist, 
nurse and psychologist); and among the psychiatrists, 
two had been working in EIS for less than 5 years, one for 
more than 5 years and one more than 10 years.

Effectiveness
Before implementation of SARPEP, few EIS routinely 
collected clinical or program-level data, and only rarely 
asked service users or family members to complete forms 
or questionnaires. Moreover, data were not systemati-
cally analyzed, unless for research purposes, yearly pro-
gram evaluations or reports:

We work with an Excel database that we created 
ourselves. For sure, (data) were missing compared 
with what you would find in SARPEP. It’s not the 
same thing; some information requested by SARPEP 
was unavailable to us, which forced our team leader 
to rework things to find certain data (Psychiatrist 3).

SARPEP offered EIS an opportunity to improve their 
measurement-based practices. Importantly, the feed-
back provided by SARPEP comparing EIS performance 
on various indicators offered a comparative perspective 
on their services, allowing EIS to better evaluate their 
strengths and weaknesses, adherence to norms, and areas 
for improvement:

In terms of the project, I would say that it provides 
a view of the services we offer compared with what 
is offered in other EIS: what our strengths are; what 
points we need to improve as a clinic (Psychiatrist 
4).

Psychiatrists and team leaders underlined the timeli-
ness of the SARPEP project, coming in the early days of 
the pandemic, with more communication difficulties and 
a loss of resources, as one team leader described:

I find that (SARPEP) has helped us keep a common 
thread in sustaining an EIS. Because, with all that 
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has happened … the pandemic, and all that, I would 
say that we lost some benchmarks along the way. The 
SARPEP project, coming at the time it did, allowed 
us to keep track of what we were doing, to under-
stand what an EIS is, and how to provide the service 
for the public and for our young people (Team leader 
7).

One psychiatrist emphasized that the new RLHS put 
Quebec EIS “on the map as a community that offers early 
intervention services for youth with psychosis …” (Psy-
chiatrist 1). For another psychiatrist, the RLHS helped 
them evaluate data collected (or not) in their program 
and identify areas of improvement. Participating in a 
RLHS also encouraged more disciplined data collection, 
considered a positive outcome as it prompted self-assess-
ment in their program (Psychiatrist 4).

Regular and automatic feedback provided to the EIS 
after each period of data collection (see Fig. 4) was well 
received and valued, as a team leader described:

[As a new EIS], we are finishing our first 3 years [of 
operation]; so, I am thinking about transition [to 
other services post-EIS]. For me, it was very helpful 
to know how this was done elsewhere, and how we 
could apply this to our clinic. I find that it’s help-
ful for newer EIS to sit down with more established 
ones, and learn [from them] how to do things, share 
tools, and how to use them … it’s really great (Team 
leader 2).

Overall, participants across stakeholder groups empha-
sized that SARPEP had created a “common thread” or 
“sharing forum” for mutual assistance among EIS, keep-
ing them vigilant about performance and opportunities 
to improve their services:

It offers a sharing forum between EIS (Family mem-
ber 1).

Adoption:
Feasibility of integrating indicators, or digital data, 
into routine care
Focus group participants were given a list of eight indi-
cators (Table 2) identified from a synthesis of the litera-
ture and EIS guidelines [48]. SARPEP stakeholders had 
selected these indicators by consensus as impactful for 
service user outcomes and service quality but amenable 
to change within the initial, two-year implementation 
period.

Participants were asked to comment on the indicators 
in terms of personal recovery for service users and qual-
ity of care for them and family members, and the ease or 

difficulty of collecting these data. Participants regarded 
the indicators as precise, relevant and helpful:

I think the indicators are pretty specific. They give 
you a general idea of how things are going (Service 
user 1).

Opinions also converged around the importance of cer-
tain indicators. Several participants viewed access to care 
as most urgent and highly consequential for the quality of 
care and service user recovery:

I would say that the wait time for access to care is 
important, so the person’s condition doesn’t deterio-
rate rapidly (Service user 5).

Stakeholders endorsed the establishment of standard-
ized practices throughout Quebec EIS to support RLHS 
implementation, for instance, developing standards 
around referral sources, inclusion/exclusion criteria for 
access to care and direct access:

… there are several important aspects to consider in 
the process of accessing care. In terms of inclusion 
and exclusion criteria, to have a good understanding 
of who needs to enter EIS, or not; as well as referral 
sources and direct access, because I think that these 
measures are still not well established in a homoge-
neous manner everywhere in Quebec (Manager 4).

Participants viewed reinforcing staff capacity and com-
petence as essential in actualizing the RLHS. Managers 
prioritized the need for proper service intensity, some 
emphasizing the need for continuous staff training and 
mentorship in a fluid environment:

Continuous staff training is also a must (Team 
leader 2).

Appropriate service user/provider ratios also helped 
maintain service delivery standards:

For sure, in the larger scale of things the patient/cli-
nician ratio is important for good services … (Service 
user 2).

All stakeholder groups viewed the indicators aligned 
with service user and family satisfaction and engagement 
as crucial elements for EIS, reflecting acceptability of the 
RLHS by the primary beneficiaries:

Engagement and satisfaction of youth … I would say 
that it’s the patient who is at the centre of everything 
(Family member 2).

Concerning the ease or difficulty of collecting data on 
indicators, quantifiable indicators were generally consid-
ered easiest, as noted below:
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… delay in access to care is easy. It’s quantitative, so 
it goes well enough (Manager 1).
It’s about dates in a system (Service user 1).
… the patient-provider ratio, that’s easy to count 
(Service user 2).

One team leader found family engagement more diffi-
cult to measure than other indicators such as staff train-
ing activities:

It was easier to keep statistics on group interven-
tions, presentations and conferences than on family 
engagement (Team leader 5).

Asked to comment on the quality of services, partici-
pants offered different insights. They viewed data collec-
tion following clinical appointments using the "Happy 
or Not” devices and the REDCap questionnaire (via QR 
code) as straightforward for service users (Service user 
5; Psychiatrist 3). For instance, service users responding 
to the question: “Are you satisfied with the service you 
received today?” would select the appropriate smiley-
face emoticon button on the terminal: very happy, happy, 
unhappy or very unhappy (see quotes: next section). 
However, some clinicians mentioned difficulties around 
inviting patients to complete the REDCap questionnaires:

For us that was a clear challenge, the whole question 
of having patients fill out (satisfaction) question-
naires (Psychiatrist 3).

Stakeholders viewed data collection as challenging, due 
more to subject matter than technical aspects. Service 
user satisfaction was one area:

Satisfaction is also difficult to grasp, I find, because 
we are often in relationships where patients are 
under involuntary care, or some kind of treatment 
order … (Manager 3).

Service users noted another challenge in collecting 
information about engagement in treatment related to 
the issue of disengagement:

Information about engagement in treatment can be 
difficult to collect when the person disengages from 
treatment. It often becomes difficult to know why, 
exactly the situation … it can be difficult to obtain 
information directly from the person who left … 
(Service user 4).

Service users also found it potentially difficult to cap-
ture data on family engagement, as family members bring 
different standpoints:

A family has several members. Should families 
respond as a unit? That would be biased. Should 
each family member fill out their own questionnaire, 

one day the brother and another day the sister? Like, 
if one day it’s the brother or the sister who sees the 
patient, or not (Service user 2)?

Providers endorsed data collection around recovery-
oriented practices and patient-reported outcomes, but 
did not always know whether these data were being 
collected:

I was not aware of patient self-assessment of clini-
cal outcomes, and I’m very, very interested in this. A 
clinical measure for symptoms, but also for recovery 
(Manager 1).

Various stakeholders also reported needing further 
data (Table 3).

Psychiatrists expressed the need for specific indicators 
to better track symptomatic and functional patient out-
comes over time:

We are talking about an illness that affects function-
ing, but we do not have the elements that indicate 
improvement or stagnation in the patient’s level of 
functioning (Psychiatrist 1).

Figures 2 and 3 show how different stakeholder groups 
positioned themselves in relation to the relevance and 
simplicity of collecting data on indicators used in the 
SARPEP project. Overall, the data suggest that partici-
pants agreed on the meaningfulness of the selected indi-
cators (Fig.  2), yet some disagreement emerged on the 
ease (+) or difficulty (−) of collecting the relevant data 
(Fig. 3).

In this figure, (+) means indicators are considered easy 
to collect, and (−) not as easy to collect. The experience 
of participants in using different technologies to collect 
data are part of both the Adoption and Implementation 
dimensions of the RE-AIM framework, as described in 
the following section.

Implementation and Maintenance: the feasibility 
of implementing the RLHS in EIS
Deploying and using technologies
Stakeholders viewed the REDCap digital platform as an 
effective tool, but found data reporting time consuming. 
Yet having an infrastructure to support data collection, 
visualization (Fig. 4) and sharing was appreciated:

I think it is pertinent to continue filling that out … 
However, this is not a small task. It’s time-consuming 
(Psychiatrist 2).

Team leaders found the periodic evaluation of their 
work through graphical feedback especially useful, and 
important for lifting morale. The reports gave clear 
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Access to care – Pathways

Access to care – Systemic delays

Service users’ engagement and satisfaction

Family engagement

Type of interventions offered based on evidence-based 
and recovery-oriented practices

Formation continue du personnel

Provider-to-patient ratios

Self-reported outcomes by patients

Managers PatientsTeam leadersPsychiatrist
s
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Fig. 2  Stakeholders’ acceptance of selected and used SARPEP indicators

Access to care – Pathways

Access to care – Systemic delays

Service users’ engagement and satisfaction

Family engagement

Type of interventions offered based on evidence-based 
and recovery-oriented practices

Continuous education

Provider-to-patient ratios

Self-reported outcomes by patients

Managers PatientsTeam leadersPsychiatrist
s

FamilyP M T Pssssss F

Fig. 3  Stakeholders’ assessment regarding the ease of collecting data on selected and used SARPEP indicators
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indications of where the EIS stood in meeting their objec-
tives and documenting needs:

I think if the parameters are very well and clearly 
defined, and very well collected, the information 
is reliable, and it will therefore always be useful to 
receive this information [graphical feedback] (Psy-
chiatrist 1).

This graphical feedback provides clinics with infor-
mation on different indicators (such as access delays, by 
indicating the number of days between referral and the 
psychiatric evaluation) (Fig.  4). Clinics can track their 
own progress over time, and compare their perfor-
mance to that of other programs, provincial averages and 
standards.

Many EIS managers and team leaders found it chal-
lenging to implement satisfaction questionnaires to ser-
vice users and family members and observed that they 
were “not generating a lot of data” (e.g. Manager 3): “you 
could count on your fingers those who responded to the 
long-form questionnaire” (Team Leader 6). While clini-
cians and psychiatrists initially attempted to implement 
these questionnaires, many reported discomfort in ask-
ing patients to fill them out; uptake was therefore weak. 
Moreover, some noted concerns that the lack of system-
atic data collection risked biasing results in favour of 
individuals wholly satisfied or wholly dissatisfied, if not 
upset, after receiving services. Comments by stakehold-
ers also reflected the challenge of replacing their informal 

client assessment practices with a more systematic evalu-
ation process:

For sure, this is new to us, but we had difficulty get-
ting clients to fill it out. There were reminders … 
but it wasn’t filled out regularly by our clients. So, 
we still have things to work on regarding this aspect 
(Manager 5).
You end your meeting, it goes well; then you give the 
evaluation to the patient. But it’s a bit embarrass-
ing; it’s like asking to give me positive feedback (Psy-
chiatrist 4).

A service user participant also underlined the impor-
tance of encouraging service users to express their opin-
ions about their care; otherwise “people will only write 
when they are frustrated, and that can bias the data col-
lection” (Service user 3).

Other stakeholders considered data collection on ser-
vice user and family satisfaction as extremely important, 
suggesting that the timing of questionnaire administra-
tion could impact client uptake and the relevance of their 
feedback. They also viewed the QR code as an effective 
solution for accessing questionnaires:

I find that there are pivotal moments in follow-up 
where, if we encouraged the young person in a well-
defined way to fill it out, we would maybe get better 
feedback … (Team leader 6).

On using the “Happy or Not” terminal to measure cli-
ent satisfaction, participants generally gave positive feed-
back (Fig. 1):

I would say that it’s set up well. It was just in the 
corridor where we go for our psycho-ed activities or 
meetings with providers. The tablets are big enough, 
so they’re easy to read (Service user 4).

Others described issues that made installation of the 
“Happy or Not” terminal somewhat complicated, includ-
ing distancing measures during the pandemic, sharing 
space with other services or lack of a fixed clinic location 
since they were mainly offering outreach services.

Stakeholder perceptions of how the RLHS protects the rights 
and privacy of service users
Digital tools and the shift to measurement-based care 
were viewed by professionals as inevitable. The key issues 
around use of digital tools concerned the need to develop 
competence around technical issues, ethical issues and a 
desire to put people at ease:

Currently, there is a strong will at the ministerial 
level; there is a culture of measurement that comes 
with a new technology every six months or so … and 

Fig. 4  Example of graphical feedback provided to the clinics 
after each round of data collection
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documents to complete. Then, we mentioned earlier 
how important it was to convince our supervisors of 
various elements (Manager 2).

For some service users and family members, confiden-
tiality and data security were important issues:

This is not a worry, but rather a comment. I would 
say [what is important is] that the psychological pro-
file stays confidential. This is the only thing that is 
important for me … (Service user 1).

Others expressed further concern about equity in the 
use of technology and about service users who may be 
left behind:

Well, for sure I have already expressed a cer-
tain worry in terms of the technology that is being 
deployed. It’s a good technology, “user friendly” for 
people who are still young, with telephones, QR 
codes, etc. But there are still many young people … 
who would have a lot of trouble using this, QR codes 
(Service user 5).

Service users described the importance of creating safe 
spaces where they could speak up on issues:

Yes, it is important that the patient feels comfortable 
saying things. There can’t be “backlash” in the inter-
ventions if someone complains, and afterward they 
don’t feel comfortable (Service user 2).

A family member reflected on ensuring full represen-
tation of service user voices, even when most feedback 
was positive and service users seemed satisfied, how to 
prevent biases and attend to the needs of service users 
less apt to express their opinions or whose experiences 
diverged from majority opinion:

I always see that it may be biased in the end, you 
know. Even if 90% of our clients are satisfied, this 
may be because people who weren’t satisfied didn’t 
answer … (Family member 1).

Overall, service users were strongly on board with 
digital tools, welcoming the “technological leap” (Service 
user 1), with another service user underlining that service 
users are “in permanent contact with technology, which 
is instinctive for us” (Service user 2). Moreover, only ser-
vice users addressed the conditions for successfully inte-
grating digital tools, emphasizing measures that would 
make their peers more amenable to completing surveys. 
One noted that service users would have more ideas and 
be more “mentally prepared” when informed prior to 
meetings with providers or others that a questionnaire 
would be offered. They also requested better explana-
tions of questionnaire concepts (Service user 2). Others 

noted the need for service users to better understand the 
importance of participation:

It would be important to inform the service user 
about the purpose of the survey … how services are 
useful, and to demonstrate that their opinions can 
make a difference in improving care. It is also impor-
tant to state this in advance … (Service user 3).

As another service user emphasized regarding mean-
ingful participation of service users in RLHS data 
collection:

… the participation of users needs to be meaningful 
enough that the findings represent something reli-
able, not just summary, or partial findings that lack 
credibility. Youth participation is central (Service 
user 4).

How the RLHS maintains and promotes learning, innovation 
and discovery
Stakeholders across the board were enthusiastic about 
participation in capacity-building activities. One psy-
chiatrist characterized SARPEP as a “community of psy-
chiatrists and carers meeting for the first time to discuss 
problems. Before, this did not exist” (Psychiatrist 2).

Capacity-building activities addressed practical issues, 
reassuring stakeholders about the RLHS:

I find (them) super pertinent because, again, I find 
that this is where the learning system really comes 
to life; it’s okay to see that I have a gap, but how do I 
improve on it (Manager 1)?
Sometimes I say to myself, ‘heck, are we the only ones 
functioning like this?’ … So, when we met, I said to 
myself, ‘Okay, my reality isn’t so different from that 
of other regions or teams’. So, when we met maybe 
twice in the past year … I found that it normal-
ized our challenges as well as our successes, and the 
organization of our services. It was pleasant (Team 
leader 6).

All service users felt welcomed at capacity-building 
activities and encouraged to share their ideas:

I found it very respectful. I knew some people when 
I did the meetings … I wasn’t alone in my corner. I 
didn’t feel isolated. I felt really accepted by the oth-
ers. I have only positive points to make … Listen, I 
gave my opinion many times … I said what I think. 
I asked some very frank questions to certain people 
(Service user 5).

A family member added: “it’s a plus, plus, plus … It was 
a good experience” (Family member 2).
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Psychiatrists and managers commented on how SAR-
PEP helped promote learning and innovation regarding 
quality care in EIS. As a psychiatrist suggested:

SARPEP gave legitimacy to the entire implementa-
tion process for EIS and shed light on the Quebec 
EIS guidelines written by the Ministry. It’s as if, at 
least symbolically, it signals a new tendency, a kind 
of accountability, I would say. It puts the managers 
in front of a structured project, for which there were 
objectives to be met … from my point of view, it con-
tributed to the implementation of programs that are 
well structured, that work well and are useful (Psy-
chiatrist 2).

Finally, the findings suggest that SARPEP succeeded in 
creating a learning community, although for newer staff 
this was not always obvious:

I think there is a nice feeling of community. There 
was a nice collaboration in meetings. All the EIS 
representatives spoke about their different realities. 
A lot of stuff was brought up by patients, psychia-
trists, providers, and case managers (Service user 2).

Only a couple managers noticed that the early inter-
vention for psychosis community in Quebec included 
many “communities of practice”; and that SARPEP is 
“one element among many” (Manager 4), showing the 
importance of effectively integrating SARPEP within the 
various Quebec initiatives:

Within the PPEP [Programmes pour premiers épi-
sodes psychotiques – Quebec acronym for EIS] 
context, we have so many communities of practice. 
There is AQPPEP, then there are meetings of team 
leaders with the Ministry’s National Centre of Excel-
lence, there is SARPEP, there are lots of things. I am 
not sure whether SARPEP brings a community of 
practice, as such. It is one element among so many 
others. Nor am I sure whether people can separate 
very well what belongs to what … (Manager 4).

How to sustain and improve the RLHS over time 
and the future of SARPEP
Stakeholders expressed interest in developing train-
ing resources to support continued data collection and 
in disseminating information to make SARPEP better 
known in their networks:

Basically, SARPEP should be better known to clini-
cians, managers, and higher-level managers, even to 
the general management (Manager 3).
We must sensitize those responsible for the program 
in the hospital administration about the importance 

of this type of activity. So, we really must continue 
to engage these people in the process. And there, I 
think, it is important to utilize the Quebec mental 
health plan as a lever for SARPEP (Psychiatrist 1).

Team leaders expressed a desire to involve various 
stakeholders (clinicians, service users, family members) 
in data collection:

If clinicians were also more involved in data col-
lection, that would perhaps make more sense, and 
would become a real team mobilization project. I 
think it would be easier to get the data, perhaps on 
a day-to-day or weekly basis, and the entire team 
could be involved, rather than just having the team 
leader enter the data (Team leader 6).

Several stakeholders favoured the extension of 
SARPEP:

If we put SARPEP in all Quebec EIS, I think that 
would be good, but, again, having the tools [infor-
mation technology tools and support] so that utili-
zation will be easier (Manager 4).

Others, including service users, viewed extending SAR-
PEP as well aligned with their interests:

Yes, because it gives patients a certain usefulness 
when they come. It allows them to regain a clear 
understanding of the importance of treatment (Ser-
vice user 1).

Asked about key learning from the project on how to 
improve EIS services, service users, family members and 
team leaders identified integrating peer support:

For sure, the development of peer support … will be 
very important for the future development of EIS 
(Service user 4).

One family member said: “… psychosis affects every-
one, not just the person, but the family, the entourage, a 
lot of people. And I think the service offered wasn’t broad 
enough” (Family member 2). Managers also called for 
better engagement with families and their inclusion:

Well, do families have a space to propose improve-
ments? I think that this is information we would like 
to have, as managers anyway ... We have patient 
partners ... we have, or will have, family partners 
(Manager 2).

A service user provided the last word on priorities for 
SARPEP in the EIS:

Whatever the digital tools, the research, most impor-
tant is that the person remains at the centre of the 
project, that the opinion of the person who receives 
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care continues to be considered, and that s/he be 
considered a whole person with full potential for 
recovery (Service user 3).

Discussion
In response to increasing public expectations of evi-
dence-based and patient-centred healthcare, the RLHS 
represents a new paradigm for revamping health sys-
tems to achieve evidence-based, patient‐centred care 
grounded in safe, timely, efficient and equitable practices. 
Yet very few RLHS have been developed or evaluated in 
the mental health context. The SARPEP project created 
one of few RLHS in EIS for psychosis worldwide [59, 47], 
and the first in Canada.

This study is the first to our knowledge to present qual-
itative findings on RLHS implementation in EIS. From 
the mixed-method SARPEP project, this paper describes 
experiences and insights of stakeholders involved in 
the design and two-year implementation of the Quebec 
RLHS in EIS for psychosis. Overall, the findings con-
firmed that the EIS accepted and highly valued the intro-
duction of this innovative, measurement-based, digital 
system supporting the routine collection and sharing of 
program-level data within a RLHS. The RLHS also suc-
ceeded in implementing capacity-building activities and 
in creating a learning community where all SARPEP 
stakeholders, particularly service users and families, felt 
welcomed and motivated to target areas of improve-
ment in services. Yet, at the same time, focus group par-
ticipants expressed a variety of positions, experiences, 
knowledge and sometimes divergent opinions in relation 
to core indicators, for example, the concerns of clinicians 
and family members for symptom reduction and clinical 
outcome data, while service users focused more on qual-
ity of life and issues of personal well-being. Remarkably, 
participants commonly endorsed the necessity of a holis-
tic approach to care that prioritized rapid access to ser-
vices, while near unanimous convergence also emerged 
on the pressing need to integrate peer support and fam-
ily peer support into EIS as SARPEP moves forward. This 
could be the result of the capacity of our RLHS to bring 
together different perspectives, give voice to persons with 
lived experience and emphasize this expertise as very rel-
evant to service improvement.

The importance of timely and effective treatment 
underlined by all stakeholders in these findings repre-
sents a crucial element in EIS, given evidence that early 
intervention can lead to better long-term outcomes for 
individuals experiencing psychosis. EIS are designed to 
provide comprehensive, phase-specific treatment during 
the initial stages of psychosis [60], and individuals who 
receive early intervention are less likely to experience 

prolonged episodes of psychosis and more likely to 
achieve better social and occupational outcomes [61, 
62]. SARPEP’s focus on rapid learning and adaptation of 
services can enhance the responsiveness of EIS, ensuring 
that interventions are tailored to the evolving needs of 
patients and addressing the critical factor of maintaining 
engagement and improving outcomes [63]. The empha-
sis on engagement and therapeutic alliance in this study 
corresponds to pivotal themes in the literature on early 
psychosis, as the establishment of a strong working alli-
ance between clinicians and patients was associated with 
better treatment adherence and outcomes [64, 65]. Simi-
larly, the importance of peer support and a client-centred 
approach for promoting patient engagement during the 
initial stages of treatment is well documented [65, 66].

Stakeholder views on the key indicators, technologies 
for data collection and feedback
Study participants viewed the eight selected key indica-
tors as highly relevant and useful. Access to care stood 
out as most consequential for recovery, followed by ser-
vice user and family satisfaction. For some, maintain-
ing quality standards depended upon ensuring service 
intensity (engaging/training staff; appropriate provider–
patient ratios). Participants relied on the RLHS to boost 
their capacity to capture and monitor precise indica-
tors aligned with evidence-based and recovery-oriented 
practices (Indicator 7) and patient-reported outcomes 
(e.g. self-evaluation of recovery dimensions) (Indicator 
8). Participants found the selected indicators meaningful 
(Fig. 2) but disagreed somewhat on the ease or difficulty 
of collecting related data (Fig. 3).

Regarding the three technologies for data collection, 
aggregation, analysis and visualization, SARPEP stake-
holders considered the REDCap digital platform as effec-
tive overall, although challenges persisted for managers 
and team leaders around dedicated time and resources 
for data collection. The much-appreciated graphical 
feedback allowed them to evaluate clinical performance, 
celebrate good results with staff and set new objec-
tives. Uptake of the satisfaction questionnaires by ser-
vice users, whether using “Happy or Not” terminals or 
REDCap, was somewhat weak, provoking considerable 
discussion among stakeholders on how to encourage sys-
tematic patient self-assessment and service evaluation 
practices. Psychiatrists and clinicians expressed con-
cerns about biased results favouring extreme satisfac-
tion/dissatisfaction with services. Extended discussion by 
providers, service users and family members addressed 
issues around competence and comfort with technology, 
the full representation of service user voices and equity 
regarding access to digital tools and skills-building, so no 
service user would be left behind. Service users, families 
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and psychiatrists advised careful consideration of ethics 
and data security in shifting to a culture of measurement 
and in using digital technologies. Most crucial was the 
common concern for service user and family satisfaction, 
particularly in relation to the urgent need for more peer 
support and family engagement in EIS.

Reflections from the Lessard learning health system 
dimensions
Our findings also reflected the five dimensions of the 
Lessard et al. [53] LHS introduced above. Like other pro-
grams inspired by the LHS vision, SARPEP identified as 
primary objectives safe, high-quality services [53, 67, 68] 
and better patient outcomes, goals that were achieved 
according to participants. For instance, all 11 EIS started 
to collect and share data on the indicators, improved 
their measurement-based practices and committed to 
improve data quality and administrative/clinical prac-
tices. Moreover, the deployment of technologies by EIS 
demonstrated the capacity of the RLHS to support ser-
vices and stakeholders, including service users and family 
members, as competent and equal partners in program 
design and evaluation activities [69].

Regarding the social dimension, and contrary to the 
view that successful RLHS implementation implies 
heavy data collection using sophisticated digital plat-
forms and software, our findings supported a growing 
body of research suggesting that access to an integrated 
data platform is a necessary but insufficient condition 
for a successful LHS [34, 70]. Participants placed great 
importance on a social dimension, in the emergence of 
an active learning community and sense of belonging, 
spearheaded by SARPEP, which enabled EIS to compare 
practices and learn from each other’s strategies, activities 
and procedures. Lessard [53] also proposed a culture of 
continuous learning, citing transparency, collaboration, 
teamwork and innovation as essential [71, 72]. The core 
elements needed to generate this culture include shared 
decision-making processes, alignment of stakeholder 
goals, requisite clinical and analytic expertise and appro-
priate principles of governance and leadership [73]. SAR-
PEP stakeholders appreciated this new community for 
sharing both problems and solutions, while adding cred-
ibility to their work and strengthening their representa-
tions to decision- and policy-makers.

Empowering the social dimension, the technical 
dimension of the RLHS involved harnessing the digi-
tal infrastructure, designed to support data gathering, 
sharing, visualization and learning, to guide a shift in 
the healthcare ecosystem toward quality improvement 
and innovation. As findings described, the need for reli-
able and analyzable health data met with challenges: for 
example, making the REDCap platform and “Happy or 

Not” terminals more accessible and appealing to service 
users by introducing flexible digital solutions (QR code). 
Technical issues involving data lifecycle management 
and verification, mainly at the beginning of the project, 
and also the lack of time to changes practices between 
the data collection cycles reported by the clinicians and 
managers, ultimately resulted in a lengthening of the 
data collection–feedback–capacity-building cycles from 
3 months to 4 months, allowing for more adequate time 
for implementation and addressing challenges related 
to lack of time and resources for service providers, who 
recognized the need to involve multiple people in real-
time data collection and modification of practices. Other 
studies have described similar challenges [74–77]. Over-
all, service users and family members accepted both the 
short and long satisfaction questionnaires well, although 
their level of use (adoption) varied. Motivation among 
all stakeholders to participate fully in the RLHS also 
remained high, fostered by their sense of belonging to 
a movement nourished by a community of practice and 
recognition that the RLHS created the capacity to meas-
ure important indicators and bring about improvement.

The scientific dimension focused on innovations for 
improved health outcomes [34]. According to Lessard 
[53], this dimension incorporates social and technical 
elements of the LHS into a continuous learning circle 
that moves from data aggregation and analysis to inter-
pretation and practice change. New data are generated 
for integration within the learning system. SARPEP pro-
moted discovery, revealing practice gaps (e.g. lack of peer 
support workers in Quebec EIS), while informing Quebec 
EIS guidelines related to the anticipated incidence of new 
cases by region, which prompted funding adjustments 
for human resources; in addition, the modification of 
clinic opening hours based on available resources while 
maintaining flexibility and easy patient access for regular 
appointments or crises. Supported by the Quebec Minis-
try, SARPEP will embark on a larger-scale implementa-
tion, adding two to three waves of EIS to the original 11 
and aiming to include all 33 Quebec EIS within approxi-
mately three years.

SARPEP has also inspired new research projects and 
collaborations. Researchers have proposed a CBT imple-
mentation study, using the RLHS infrastructure for 
data collection on EIS practices and participant evalu-
ations, the LHS media library for training, community 
of practice knowledge exchange sessions and service 
user evaluations. Second is a cognitive remediation pro-
ject that integrates user self-assessments into the RED-
Cap platform and features a co-designed, stepped care 
intervention with service users, and capacity training 
for clinicians. PAIRPEP is a third ongoing project on 
peer support and family peer support implementation 
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involving the entire RLHS system. PAIRPEP engages 
multiple RLHS stakeholders in partnership with local 
peer support organizations. The project also features a 
digital intervention (DIALOG+) for peer support work-
ers and digital training using avatars.

Finally, the ethical dimension in RLHS is often unac-
counted for [53], although preliminary work has led to a 
proposed ethical framework for RLHS activities [78]. Our 
study contributes to this area, especially in revealing the 
strong interest of service users and clinicians in preserv-
ing confidentiality and data security. Service users also 
expressed concerns about inequities in accessing digital 
technologies due to lack of skills or economic deprivation 
(e.g. youth homelessness). One peer support worker was 
assisting service user participation by helping them com-
plete satisfaction and recovery self-assessment question-
naires. Findings strongly suggest that the Quebec RLHS 
is advancing toward a truly participatory and inclusive 
EIS ecosystem.

Limitations
The strengths and limitations of this study should be 
noted. SARPEP stakeholder engagement and co-design 
with ongoing input throughout the implementation 
period was a definite strength, as was data collection 
using stakeholder-specific focus groups. Member check-
ing, a full review of study findings and contents by study 
participants, was also employed. Among the weaknesses 
of this qualitative evaluation, the fact that participants 
did not include family members of service users currently 
receiving care in the EIS should be underlined. The four 
family members actively involved in the SARPEP project 
(from design to implementation) were invited to attend 
the focus groups, and only two attended. However, as the 
focus of this study was on implementation of the SAR-
PEP project, we considered the inclusion of service users 
and family members who were research partners as more 
pertinent to the composition of focus groups than oth-
ers. Similarly, six former service users actively involved 
in the SARPEP project were invited to the focus groups, 
but only three attended; but only three service users cur-
rently receiving services were invited, and all attended. 
Moreover, we did not recruit persons who chose not 
to use our platform or be involved in our RLHS, which 
could be seen as a limitation … which could be seen as 
a limitation as their participation may have added infor-
mation on how to make the platform more acceptable … 
on  how to make the platform more acceptable to those 
who did not want to use it as actually organized. There-
fore, while our sample represented the majority of those 
very involved in SARPEP, these participants may not have 
fully represented the service user population for the 11 
SARPEP sites. Moreover, to protect the confidentiality of 

study participants (many of whom were still active mem-
bers of the SARPEP project), this manuscript did not 
present demographic information, a further limitation of 
this study.

Another limitation affecting the first phase of SAR-
PEP was our inability to provide service users and fam-
ily members with graphical feedback due to ethical and 
technological issues around confidentiality. Thus, we 
were not able to gather information on data visualization 
for those users.

For the SARPEP research, we dedicated a full manu-
script to the qualitative results given the richness of the 
data, even though mixed methods studies usually entail 
a simultaneous discussion of both qualitative and quan-
titative findings (convergent analysis). A future paper 
presenting a convergent analysis of qualitative and quan-
titative findings from the SARPEP project is planned, fol-
lowing the completion of further quantitative analyses.

A few reflections on the implementation of this pro-
ject, sharing lessons learned, could possibly inform future 
research evaluating similar projects. The 2019 coronavi-
rus pandemic (COVID-19), which seriously disrupted 
mental health service delivery at a crucial juncture for 
development of the SARPEP project, also brought a few 
positive factors for SARPEP. Indeed, the general shift to 
digital interventions, frequent use of virtual meetings 
and the felt need for better training in the use of tech-
nology probably raised interest and motivation for the 
SARPEP project. Staff turnover, greatly exacerbated by 
the COVID-19 pandemic as policymakers asked health 
organizations to concentrate human resources toward 
pandemic-related needs, was another issue encoun-
tered, occupying managers’ time with hiring new staff 
and team leaders, and training them. As well, although 
SARPEP tried to show some flexibility, allowing a few 
weeks for data collection around the due date and pro-
viding support to the team leaders for data collection, the 
data collection period was time sensitive, making it dif-
ficult for team leaders to gain adequate experience with 
the RLHS, and possibly shaping their perceptions of the 
new technology and their  recommendations. Accuracy 
in data collection was sometimes a challenge. To over-
come these issues, we provided common methods of data 
collection using electronic tools shared with the 11 EIS 
that included clear terminology/definitions and instruc-
tions on how to measure indicators within the REDCap 
questionnaire itself. These solutions were developed over 
the course of the first year and improved over time based 
on stakeholders’ feedback. Resource and funding scar-
city were also ongoing issues, both long-term funding 
for the RLHS itself and funds for conducting its ongoing 
evaluation.
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Finally, an important step that the SARPEP stakehold-
ers identified was the need to develop practical guidelines 
for a RLHS for EIS to support effective implementation. 
Following the pilot project described in this paper, our 
team has undertaken other projects, including consen-
sus-building activities where multi-stakeholder groups 
developed future recommendations regarding an RLHS 
for Canada.

Conclusions
This study described implementation of the first RLHS in 
early intervention services for psychosis in Canada, con-
firming the acceptability of the approach for promoting 
evidence-based care and measurement-based practices 
in EIS, despite initial challenges in deploying the tech-
nology and integrating data collection into routine care. 
The RLHS creates a welcoming community for learning 
and improvement. The findings support a range of pro-
vincial policies (system integration, healthcare monitor-
ing, health informatics solutions, etc.). Most importantly, 
SARPEP has advanced our understanding of how the 
RLHS may be used and implemented in healthcare ser-
vices, and lays the foundations for extending this para-
digm to other jurisdictions where existing EIS services 
are located, in Canada or elsewhere. Sharing common 
measures used in RLHS operating in different provinces 
or countries, as a wider community of practice, may allow 
us to compare the impact of health policies and provin-
cial health systems on the implementation of evidence-
based practices.
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