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Early intervention may improve
long-term outcomes for psychotic
illnesses. Early-intervention serv-
ices in other countries have fo-
cused on reducing the duration of
untreated illness and adapting in-
terventions for younger patients.
This column describes the pro-
cess of building such a service,
called specialized treatment early
in psychosis (STEP), at the Con-
necticut Mental Health Center.
This effort is rooted in a long-
standing collaborative relation-
ship between the Connecticut
Department of Mental Health
and Addiction Services and Yale.
The authors describe the critical
contribution of such partnerships
in evaluating the cost-effective-
ness of early intervention in a
“real-world” U.S. setting. (Psychi-
atric Services 60:1426–1428, 2009)

Psychotic disorders rank among
the top ten causes of global dis-

ability (1). Health care policy in Aus-
tralia, the United Kingdom, and
Scandinavia (2) has included system-
atic efforts to implement, study, and

refine early-intervention services.
These are models of care that attempt
to reduce the duration of untreated
illness and provide care adapted to
younger patients. Three randomized
controlled trials of early-intervention
programs have demonstrated modest
reductions in symptom severity, re-
lapse rates, and suicidality and im-
provements in social and vocational
functioning and quality of life (3–5).

Early intervention for psychotic
disorders: the U.S. paradox
There is a conspicuous absence of a
comparable U.S. strategy for early in-
tervention. Care for psychotic disor-
ders must be seen against the backdrop
of mental health care in the United
States in general. Epidemiologic as-
sessments have shown that less than
half of the population with mental dis-
orders receive treatment (6), with evi-
dence of a worsening since 2000 in
treatment rates for those with serious
mental illnesses (7) and longer delays
between illness onset and care (8). The
fragmentation of payment for and de-
livery of mental health services makes a
coherent approach to early interven-
tion difficult to implement. According
to studies conducted in countries with
national health care systems (9,10),
savings related to early intervention
emerge over a longer period than the
typical annual enrollment period. Sav-
ings are thus likely to be realized by
public and not private payers. We de-
scribe the implementation of an early-
intervention initiative in a U.S. com-
munity mental health center and its
particular salience as a model of suc-
cessful public-academic collaboration.

Early intervention in Connecticut
via public-academic collaboration
In 2005, a workgroup of faculty mem-
bers from the Yale Department of Psy-
chiatry began meeting to address a
problem long recognized by members
of the Yale Prevention Through Risk
Identification, Management & Educa-
tion (PRIME) research clinic. This
clinic has since 1998 pioneered the
early identification and treatment of
individuals at risk for psychotic disor-
ders. When conversion to full-blown
psychosis occurred, the PRIME staff
experienced considerable difficulty
finding providers to care for them, es-
pecially when family income or insur-
ance made them ineligible for public-
sector care. Evidence linking longer
durations of untreated illness with
poorer outcomes (11) added to the
more acute concerns for these pa-
tients’ unmet needs. The notion of cre-
ating a clinic for first-episode psy-
chosis patients was raised.

Initially the group explored private-
sector models for funding the service.
The local teaching-hospital leadership
felt that the proposed service was clin-
ically important and would provide an
attractive training site but were con-
cerned about fiscal viability. The only
models perceived to break even finan-
cially were time-limited partial-hospi-
talization or intensive outpatient pro-
grams that would require patients to
participate daily for two to four hours.
We expected that many individuals ex-
periencing an initial psychotic episode
would require lower-intensity, longer-
term treatment that better fit active
work or school schedules. Several oth-
er arrangements were similarly at-

Early Intervention for Psychotic Disorders
in a Community Mental Health Center
VViinnoodd  HH..  SSrriihhaarrii,,  MM..DD..
NNiicchhoollaass  JJ..  KK..  BBrreeiittbboorrddee,,  PPhh..DD..
JJeessssiiccaa  PPoollllaarrdd,,  PPhh..DD..
CCeennkk  TTeekk,,  MM..DD..
LLeesslliiee  HHyymmaann,,  LL..CC..SS..WW..

With the exception of Dr. Frisman, who is
affiliated with the Connecticut Depart-
ment of Mental Health and Addiction Ser-
vices, Hartford, the authors are affiliated
with Connecticut Mental Health Center
and Yale University School of Medicine,
New Haven. Send correspondence to Dr.
Srihari, Connecticut Mental Health Cen-
ter, 34 Park St., 2nd Floor, New Haven, CT
06519 (e-mail: vinod.srihari@yale.edu).
Lisa B. Dixon, M.D., M.P.H., and Brian
Hepburn, M.D., are editors of this column.

PPuubblliicc--AAccaaddeemmiicc  PPaarrttnneerrsshhiippss

LLiinnddaa  KK..  FFrriissmmaann,,  PPhh..DD..
TThhoommaass  HH..  MMccGGllaasshhaann,,  MM..DD..
SSeellbbyy  JJaaccoobbss,,  MM..DD..
SSccootttt  WW..  WWooooddss,,  MM..DD..



tempted but failed because of the mis-
match between ideal clinical care and
available reimbursement structures.
These included discussions with a suc-
cessful local multispecialty private
practice group and a large managed be-
havioral health care organization. The
group also approached a local federal-
ly qualified community health center,
but its behavioral health component
was undergoing reorganization, and
the timing was not right for creation of
an innovative program.

We concluded that financial incen-
tives within the local private sector
were not favorable and thus refocused
on public-sector options. As part of
this planning process, the workgroup
identified three relevant barriers to
constructing an optimal early-inter-
vention service in the Connecticut
public sector. First, our state mental
health centers are under no obligation
to accept privately insured patients.
Our clinical experience indicated that
such individuals often lost employ-
ment-based coverage after a psychotic
break or aged out of parental coverage
and thus represented an important tar-
get group for any early-intervention
program. Many of these patients were
eventually treated in the state mental
health system but often after a long
period of poor access to treatment and
after too much time had elapsed for
early intervention to be clinically
meaningful. Any early-intervention
service that excluded these patients
would thus miss an important oppor-
tunity for secondary prevention. Sec-
ond, Connecticut cares for adolescents
and young adults via separate agen-
cies, thereby fragmenting potential in-
terventions aimed at the peak ages of
onset of psychotic illnesses. Third, the
division of public mental health care
services by geographic catchment ar-
eas would limit the collection of a crit-
ical mass of early-psychosis patients
around which to organize care.

The Connecticut Mental Health
Center (CMHC), where many of the
workgroup members have clinical ap-
pointments, presented an excellent lo-
cation to pilot an early-intervention
service. CMHC is state owned and ad-
ministered under the Connecticut De-
partment of Mental Health and Addic-
tion Services (DMHAS). DMHAS
staffs the center through a profession-

al contract with the Yale Department
of Psychiatry, which provides the lead-
ership and the medical and psychology
staff for the center. DMHAS hires
state employees who serve as primary
clinicians for the patients. The center
has a long history of supporting clinical
research programs (12), including
PRIME. CMHC serves a population
of about 200,000 persons eligible for
public-sector care from the Greater
New Haven area, with an average dai-
ly census of 2,500 active outpatients
with a variety of serious mental illness-
es, personality disorders, and sub-
stance use disorders.

Given our interest in developing a
nationally relevant model of care, we
saw that CMHC offered three distinct
advantages. First, it is owned by
DMHAS, which is one of 50 nation-
wide single state agencies (SSAs) for
mental health that together constitute
a de facto national mental health sys-
tem. Although the degree of state
funding and the role of the SSAs in
mental health care vary across states,
these agencies provide a link to admin-
istrative structures and personnel who
are experienced in treating serious
mental illnesses. These resources
could serve as a platform for national
implementation of early intervention.
Second, the SSAs bear the brunt of the
financial burden and thus have the
greatest incentive to reduce disability
from psychotic illnesses. Third,
through Medicaid, each of the SSAs
already participates in cost-sharing
arrangements with the federal govern-
ment that could be adapted to an ear-
ly-intervention initiative.

The workgroup initiated discussions
with the director of the CMHC, who
consulted with the senior leadership of
DMHAS. The director agreed to sup-
port a pilot project by accepting a lim-
ited number of patients who were ear-
ly in their illness course and for whom
the center had no statutory obligation
to provide care (that is, individuals
who were privately insured or living
outside the catchment area or under
age 18). This decision removed the
three barriers identified by the work-
group. After signing informed con-
sent, these patients would be random-
ly assigned to either receive care at the
new early-intervention service in
CMHC or to referral, as per usual

practice, to community providers. A
randomized controlled design with six
monthly outcome assessments would
be used to collect data for cost-effec-
tiveness analysis. Patients early in the
course of a psychotic illness who also
were ordinarily eligible for CMHC
care would be offered the early-inter-
vention service (without going through
the randomization process). This fol-
lowed the workgroup’s interest in im-
proving care to patients who were al-
ready in the public system while also
gaining experience in implementing
an innovative service model. The new
early-intervention service was ap-
proved in April 2006 and named STEP
(for specialized treatment early in psy-
chosis). What follows is a description
of how the service was created within
this public-academic collaboration.

STEP: designing a specialized 
community mental health service
The broad goals of the project were to
improve the quality of care to an un-
derserved and vulnerable population
while also generating rigorous out-
comes data that could be meaningfully
interpreted in a U.S. public-sector con-
text. This led to the choice of using a
pragmatic randomized controlled de-
sign with three relevant features (13).

First, we decided to be broadly in-
clusive, or take a “real-world” ap-
proach, in admitting to the trial all in-
dividuals who were early in the course
of a psychotic illness, regardless of any
comorbid illness. The only exception
here was an already existing connec-
tion to the services of the state Depart-
ment of Disability Services for a diag-
nosis of intellectual disability. We used
a simple operationalization of “early” as
less than eight weeks of lifetime expo-
sure to antipsychotic medication.

Second, we designed the treatment
package with a view toward what
would be viable within the resources
of a community mental health center.
In addition to antipsychotic prescrip-
tion, we focused on psychosocial inter-
ventions known to reduce relapse in
chronic schizophrenia and for which
we had local expertise. A psychologist
trainee helped adapt a widely used
manual for multifamily group psy-
choeducation for use with our popula-
tion. A research psychologist devel-
oped a manual for group psychoeduca-
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tion based on principles of cognitive-
behavioral therapy (CBT). CMHC so-
cial work and nursing clinicians were
included as coleaders in both interven-
tions, and a train-the-trainer approach
envisioned sustainability within the
usual clinical resources of the center.
Additional services delivered would
include case management with a par-
ticular focus on the educational and
vocational needs of younger clients, in-
cluding the use of vocational assistance
staff who would implement the indi-
vidual placement and support model.

Third, in addition to using tradition-
al clinical measures of symptom sever-
ity and hospitalization, we decided to
collect long-term outcomes along do-
mains that would be of interest to pa-
tients, families, and policy makers—
that is, vocational and educational
functioning, quality of life, and utiliza-
tion of forensic services, supported
housing, and other services.

Following the usual CMHC model
of care, with STEP each patient would
be assigned a primary clinician (either
from social work or nursing disci-
plines). Other than the PRIME psy-
chologist, all the staff persons in the
new STEP service were drawn from
the existing outpatient psychosis pro-
gram. This initially included the part-
time services of a psychiatrist, psychol-
ogy trainee, social worker, and nurse.
Two additional part-time social work
clinicians joined the clinic as the size of
the population grew.

Evolution of STEP: the special role
of public-academic collaboration
The clinic began accepting referrals in
April 2006. Despite very limited re-
cruitment efforts, the STEP clinic was
receiving referrals at the rate of about
two per week within the first few
months, with many more inquiries by
phone and e-mail from area clinicians,
families, and patients. Given this evi-
dence of high clinical need, the work-
group members and the CMHC direc-
tor made a formal presentation to the
commissioner and other senior leader-
ship of DMHAS, which provided an
opportunity for the leadership to revis-
it the rationale for an early-interven-
tion service in the state and generated
broad support to continue the project.
Discussions were also initiated by the
commissioner on how to provide addi-

tional clinical and evaluation resources
should the size of the patient popula-
tion grow beyond current capacity.

Meanwhile, preliminary data from
the first six months of operation were
used to win competitive grant support
from the Donaghue Foundation. This
has made possible the recruitment of a
full-time postdoctoral-level clinical
psychologist to administer outcome as-
sessments for a three-year study to de-
termine cost-effectiveness. This posi-
tion has also allowed us to improve re-
cruitment, with presentations at local
hospitals, emergency rooms, and con-
sumer organizations. All clinical serv-
ices within STEP continue to be pro-
vided by staff drawn part-time from
the outpatient psychosis program. The
two psychologists who initially spear-
headed the multifamily group psy-
choeducation and CBT interventions
have begun to take on an increasingly
supervisory role in allowing the
CMHC primary clinicians to adminis-
ter these interventions.

While we await a larger sample to
quantify definitive outcomes, there is
much we can conclude from the first
two years of implementation of this
project. There is a clear interest in and
need for an early-intervention service,
as shown by more than 200 referrals to
the program over the first 24 months
of operation. The relatively small frac-
tion of initial referrals that have result-
ed in entry into the clinic (62 of 205, or
30%) confirms the well-known chal-
lenges of engaging this population into
treatment. For patients and caregivers
who enter STEP care, the interven-
tions have been well accepted. The
STEP project has demonstrated the
feasibility of providing, within a busy
community mental health center out-
patient clinic, high-quality care that is
sensitive to the needs of early-psy-
chosis patients and their families.

We believe that the public-academic
collaboration exemplified here serves a
crucial role. State DMHAS support
was critical in allowing us to set up a
service upon which to collect research-
funded assessments. Such data will
contribute to an evaluation of the cost-
effectiveness of early intervention in a
“real-world” U.S. setting. The final out-
comes, as well as the implementation
experience, from demonstrations such
as these can provide a reasoned basis

from which the various payers in our
health care system can determine the
allocation of scarce health care dollars.
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