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Improving Mental Health Services:
Refine or Re-engineer?

e A. Define the Problem

e B. What has been done to address this
problem? (here and elsewhere)

e C. How is this salient to Connecticut’s
needs?
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2000 Worldwide deaths
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Estimating Burden of Disease

Worldwide deaths as a fraction of total mortality
(WHO, 2002)
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(WHO, 2002)
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Condition Total (millions) Percentage of total
All causes 472.7 100
Unipolar major depression 50.8 10.7
Iron deficiency anemia 22.0 2.7
Falls 22.0 2.6
Alcohol use 15.8 3.3
Chronic obstructive 14.7 3.1
pulmonary disease

Bipolar disorder 14.1 3.0
Congenital anomalies 13.5 2.9
Osteoarthritis 13.3 2.8
Schizophrenia 12.1 2.6
Obsessive compulsive disorders 10.2 2.2

Estimating Burden of Disease

Leading causes of Years Lived with Disability (YLD) worldwide
(Lopez AD. Global Burden of Disease, 1990 projected to 2002)
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Age of onset of Schizophrenia-spectrum disorders

@)

Index admission

30
Earliest sign of mental disturb

20
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Distribution, %
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From Hafner et al, Br | Psych 94
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Mental illnesses are “chronic diseases of the young”
(Insel '05)

Table 1 Ages at onset for five categories of mental health disorder

Age at which % of projected lifetime risk attained, years®

Prgected ifetime nisk® % (se.) 25% S50% (median) 75%
Ansety disorders 315010 & 1 2
MoOd dsorders 2003 18 30 43
mpuise control dsorders 2401 7 1 15
SubsEnce use aisorders 16304 18 X Z
Aoy dsorcer N0NB8(13D 7 14 24

a -*uu‘u: of whole populason that will have e ened dsode by e 5 s
b Dats for seandadd sad ageat-orset derbutions of DSV diagnoses dedved Fom e wodd Hesth Organzaion Composiee nz-nfuss DEgnosic Inendew Wi proeced
Iedme dk at age 75 ey alapted Fom Kessler &f & where dats on pecific dagnoses and deesis of the sanple ae avalabie ™

data from Kessler 05

1. 75% of chronic mental illness has manifested by mid-20s
2. Average delay in receiving treatment is measured in years
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Children Adolescents Adults

-

Duration from Somerville’10

Function

Dependence Independence from Casey '10
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A. Defining the Problem

C.|. Developmental Neurobiology
|. The ‘second phase’ of
neurodevelopment (12-30yrs)
crosses traditional legal, social and

organizational boundaries of
adulthood (i.e. | 7-18yrs)

2.'‘Normal’ adolescence is defined
by an imbalance between the
earlier development of limbic
(emotional/motivational cues)
structures and later prefrontal
control (age, experience, judgment)

/-
A S ‘ \* :

Function

Children

Adolescents

Duration

Adults

Dependence

Independence
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A. Defining the Problem

C.1. Developmental
Neurobiology

|.The ‘second phase’ of
neurodevelopment (12-30yrs)
crosses traditional legal, social

and organizational boundaries of
adulthood (i.e. I 7-18yrs)

2.'‘Normal’ adolescence is
defined by an imbalance between
the earlier development of limbic
(emotional/motivational cues)
structures and later prefrontal
control (age, experience,
judgment)

C.2. Epidemiology (Kessler '05)

4 distinct populations entering the
Adult Mental Health System:

|.‘Normal’ vicissitudes of adolescence
-Impulse control disorders

-Can be derailing or fatal, albeit
transient.

2. Emerging Serious Mental lliness
-‘Chronic Diseases of the Young’

3.The disorders of early deprivation
-Abuse, neglect, poverty

4. Disorders of the |st phase of neuro-
development (Autism, LD,ADHD)
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Improving Youth Mental Health Services:
Refine or Re-engineer?

e A. Defining the Problem

e B. What has been done to address this
problem? (here and elsewhere)

e C. How is this salient to Connecticut’s
needs?
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B. Early Intervention for Psychotic Disorders:
A model for youth mental health service development

e Rationale and Evidence for
comprehensive Early Intervention
services for Psychosis (EI)

e [Evaluation of a CT-based intervention
(STEP)
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Schizophrenia-spectrum disorders

— Less than 1/3 recover

> 5 years (Menezes,
Psychological Medicine '06)

— Costs: direct* ( $62);
indirect ($22.7

billion)** (Wu, J Clin
Psychiatry '05)

(Affective d/0$30.4 /
19.2 billion)

*mostly unemployment

**mostly (re)hospitalizations

@)

Distribution, %
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Course of the ‘Schizophrenias:’ a critical period ?

Phase of illness

Premorbid Prodrome Acute Plateau / Chronic

Onset of illness /

First episode !

—

A (8-16%)

Functioning
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Course of the ‘Schizophrenias:’ a critical period ?

Phase of illness

Premorbid Prodrome Acute Plateau / Chronic

—

N A(8-16%)

T g Most of the clinical and psychosocial deterioration
Onset of illness / occurs l.n ﬁl“ Sl 5 )/6 ars (Lieberman et al., 2001) N

First episode Aoy
: Functioning
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Course of the ‘Schizophrenias:’ a critical period ?
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Course of the ‘Schizophrenias:’ a critical period ?

Phase of illness

Premorbid Prodrome Acute Plateau / Chronic

—

N A (8-16%)

T g Most of the clinical and psychosocial deterioration
Onset of illness / occurs l.nﬁl“Sl‘ 5)/6617“5 (Lieberman et al., 2001) N

First episode Aoy
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Course of the ‘Schizophrenias:’ a critical period ?

Phase of illness

Premorbid Prodrome Acute Plateau / Chronic

—

N A (8-16%)

T g Most of the clinical and psychosocial deterioration
Onset of illness / occurs l.nﬁl“Sl‘ 5)/6617“5 (Lieberman et al., 2001) N

First episode Aoy
: Functioning

De-synchrony of symptoms and functioning:
. phases are different

A\

C (8-9%
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The Critical Period Hypothesis

‘Early’ Intervention ——

Disproportionate improvement in long term
outcome (Birchwood, '98)
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What is ‘Early Intervention ?’

A. Early Detection

- Shortening the Duration of Untreated
Psychosis (DUP)
B. Intensive Treatment in first 2-5 years

— Focus on reducing relapse & maximizing
functioning

— Interventions adapted from chronic SMI to
younger patients

— Goal of ‘phase-specific’ intervention
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The Evidence for EI

A. Intervening earlier (even without
enriching care) appears to have durable
effeCtS on outcome @icGlashan et al, TIPS Project)

B. Intervening intensively after the onset of
psychosis improves outcomes over usual
care (OPUS Trial, Lambeth Trial) at 2+

YEArI'S (reviewed in Srihari et al 2012)
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Idiot’s guide to Knowledge Translation

(adapted from Sackett D, 2006)

 Efficacy (can it work?) v

« Effectiveness (does it work?)

* Costs (is it worth it?)

* Dissemination (can it be done elsewhere?)
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Overall Goal for EI clinic

Can EI (comprehensive, empirically based
treatment) be delivered in a ‘real-world’
public sector setting in the U.S. and
improve outcomes in a cost-effective
manner?
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Choosing a pilot site
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Choosing a pilot site

Connecticut Mental Health Center (CMHC):
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Choosing a pilot site

Connecticut Mental Health Center (CMHC):

— Part of established 40+ yr. old national network

of community centers with experience treating
SMI
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Choosing a pilot site

Connecticut Mental Health Center (CMHC):

— Part of established 40+ yr. old national network

of community centers with experience treating
SMI

— Greatest incentive to improve outcomes, reduce
costs for SMI
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Choosing a pilot site

Connecticut Mental Health Center (CMHC):

— Part of established 40+ yr. old national network

of community centers with experience treating
SMI

— Greatest incentive to improve outcomes, reduce
costs for SMI

— Experience of the PRIME (prodrome) clinic
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Choosing a pilot site

Connecticut Mental Health Center (CMHC):

— Part of established 40+ yr. old national network

of community centers with experience treating
SMI

— Greatest incentive to improve outcomes, reduce
costs for SMI

— Experience of the PRIME (prodrome) clinic

— Willingness to innovate as part of a unique
Public-Academic (DMHAS-Yale) partnership

(Srihari 2009)
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Estimating the incidence of FEP in CT

» Conservative estimate: 31.6 per 100,000
(95% CI: 27.3_36.4) peI' yeaI' (Baldwin P, et al., 2005)

 First hospitalization for psychosis in CT
In 2005: 42 — 48 per 100,000 person
yeaI'S (Connecticut Hospital Association — CHIME database)

* 1,423,551 in at risk population (16-45y0)
(US Census Bureau) . 450‘500[ &eaI'
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The clinic for Specialized Treatment Early in Psychosis (STEP)
est. 2006

Based in public sector
DMHAS-Yale partnership

ePragmatic RCT
*Broad recruitment
e[easible interventions
eRelevant outcomes

eAddress barriers to access
e|nsurance status
eCatchment of residence
* Adolescent-Adult agencies

Public-Academic Partnerships

Early Intervention for Psychotic Disorders
in 2 Community Mental Health Center

Linda K. Frisman, Ph.D.
Thomas H. McGlashan, M.D.

Vinod H. Srihari, M.D.

Nicholas J. K. Breitborde, Ph.D.

Jessica Pollard, Ph.D.
Cenk Tek, M.D.
Leslie Hyman, L.C.S.W.

ly intervention may improve
long-term outcomes for psychotic

illnesses. Early-intervention serv-

ices in other countries have fo-

v of
unt g in-
terventions for younger patients.

cused on reducing the d
ted illness and adapt

This column describes the pro-

cess of building such a s

vice,

called specis
in psychosis (STEP), at the Con-
necticut Mental Health Center.
This effort is rooted in a long-

ed treatment early

standing collab¢ relation-

ship between the Connecticut
Department of Mental Health
and Addiction Serv

ces and Yale.
al

contribution of such partnerships

The authors describe the ¢

in evaluating the cost-effective-
ness of early intervention in a

-world™ U.S. setting. (Psychi-
atric Services 60:1426-1428, 2009)

I)mlm(u 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

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.PH., and Brian
Hepburn, M.D., are editors of this column.

1426

Selby Jacobs, M.D.

Scott W. Woods, M.D.

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

Ez

ly intervention for psychotic
orders: 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
(8). The

fragmentation of payment for and de-

between illness onset and care

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 lo

ger period than the
typical annual enrollment period. Sav-
ings are thus likely to be realized by
public and not private payers. We de

seribe the implementation of an early-
intervention initiative in a U.S. com
munity mental health center and its
particular salience as a model of su

cessful public-academic collaboration

Early intery n 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
Identification, Management & Educa-
tion (PRIME) research clinic. This

clinic has since 1998 pioneered the

revention Through Risk

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

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ November 2009 Vol. 60 No. 11
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STEP: Specific Aims

1. Determine feasibility of ...
(a) Delivering EI &

(b) Evaluating outcomes in a community
setting

2. Measure etffectiveness of STEP care vs.
treatment as usual (TAU)

3. Measure the costs of providing STEP vs.
TAU

Thursday, April 18, 13



REFERENCE POPULATION
Individuals in early stages of psychotic
illnesses in CT ~400-500/yr

The STEP Trial

ClinicalTrails.gov NCT00309452

NIH MH088971-0 SOURCE POPULATION Referrals from ~
-CMHC triage
STUDY -Private Hospitals/ERs

-Area Clinics/PRIME

Age: 16-45 yo POPULATION
-Colleges

Duration of illness: <12 wks lifetime
antipsychotic Rx AND <5yrs illness

Exclusion: sub-induced psychotic d/o
Exclusion: DDS (DMR) eligibility %

VAN

TAU STEP Care

Based within CMHC

Referral to private or ;
ambulatory services

public-sector care
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http://clinicaltrails.gov/
http://clinicaltrails.gov/

Components of STEP Care

» Evaluation
« Pharmacologic Treatment
» Cognitive Behavioral Therapy (Group—

Individual) Saksa et al, Intl. J of Group Psychotherapy 2009

. Family Education (Group— Individual)

Breitborde NJK, Srihari VH. Family work for first-episode psychosis: A
service delivery protocol. In Psychosis: Causes, Diagnosis and Treatment.
Nova Science Publishers, Inc, NY. 2011.

« Case management (Liaison with supported
employment & education services)
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Heterogeneity of outcomes:
20-Year Course of Schizophrenia

n %

1/\ e
2 /_\ M 24 39.3

R. Thara. The Madras Longitudinal Study. Can J Psychiatry 2004:49;564—569
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Heterogeneity of outcomes:
20-Year Course of Schizophrenia

n %
1/\ s ez
II 2\/_\ M 24 39.3
\ | 7\ 7\
\3/ ___________ 37 443

R. Thara. The Madras Longitudinal Study. Can J Psychiatry 2004:49;564—569
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Principles of STEP Care
(IOM ‘Quality Chasm’ Categories)

1. Safety: Focus on suicide, EPS, CV Risk
2. Effectiveness: Empirically supported
3. Patient Centered:

1. Menu of services
2. Flexible (re-) engagement
3. Active inclusion of family / primary supports

4. Timely: quick, open access
5. Efficient: Bootstrap, re-allocate, broker, refer
6. E(lllitﬂbl@: Blind to insurance, catchment, immigration status
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Delivery of STEP Care: Phases

Engage

e Evaluate

e Safety

e Symptom
remission

e Education

Treatment for ™

e Disease

e Vulnerabilities
e Behaviors

e Adversity

Rehab or re-
Integration

e Supported
Employment or
education services

e Community
resources
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STEP: Staffing with a bootstrap

(DMHAS funded)

Primary Clinicians: Social Work & Nursing
clinicians

Also, Psychology and Psychiatry trainees

(NIH and Donaghue Grant funded)
Outcomes assessment:

Post-Doctoral Fellows
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STEP: A Diverse Population

Baseline characteristics STEP participants
(n=133)
Age, mean (SD) years 22.8 (5.0)

Gender, male, n (%)

109 (82%)

Race/Ethnicity, n (%)

African American 51 (38%)
White 52 (39%)
Latino/a 27 (20%)
Multi-racial 3 (2%)
Immigrant / First Gen. 39 (29%)
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High Clinical Distress At Entry

* Co-morbid Sub Use Disorders:
 Previously hospitalized:
* Previous suicide attempt(s):

* Unemployed:

Median DUP:

38%
89%
8%

597

10.1 months
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Measuring Recovery

* Primary outcome: (Re-)Hospitalization

* Recovery as Multi-dimensional (Liberman &
Kopelowicz, 2005)

— Reduction in Symptoms

— Independent Living

— Participation in Vocational/Educational
Activities

— Peer Relationships

Thursday, April 18, 13



# of inpatient days over prior 6mos

300 (n=56) (n=58) (n=31)

225
" Baseline
150 B 6-months
B 1-year
75
0

STEP TAU
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Total hospitalized days per patient in prior 6 mos

B Baseline
B 6 month f/u
W 1-year f/u

STEP Treatment As Usual

*Statistical trend at 6mo (p=0.10) and lyr (p=0.39)
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Vocational/Educational Engagement

80
(n=34)
(n=44)

60 m Baseline
% of (n=58) (n=32)
patients ® 6 month

40 - f/u

W 1-year
o f/u

STEP Treatment As Usual

*Statistical trend at 6mo (p=0.215) and lyr (p=0.124)
Within STEP, improvements are significant (p<0.001) at 6mo and lyr
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STEP

Living status

Treatment As Usual

Baseline

6-months

1-year

m Independent living
Living with parents

m Supervised setting
m Homeless
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Service Utilization (6 mos.)

Visit with mental health

professionals

MD

Case Manager

IM / Nurse practitioner
Visiting Nurse visits
Multi-family psycho-education

groups

CBT groups

71

380

18 (41%)

12 (27%)

39

199
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u Patients with psychosis « NHANES controls
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First episode psychosis (STEP) Chronic Schizophrenia (CATIE)
(Goffet al, 2005)

Fig. 1. Comparison of first episode psychosis (STEP) patients and chronic schizophrenia
compared with age, gender and race matched controls from NHANES.

El as an opportunity for Primary
Prevention of Cardiovascular

Morbidity

Schiophrena Resranch 127 (2011) 35726

Contents lists available a1 ScionceDisect

Schizophrenia Research

journal homepage: www.elsevier.com/locate/schres

Cardiovascular risk in a first-episode psychosis sample: A ‘critical period’
for prevention?

Vivek H. Phutane, Cenk Tek, Lydia Chwastiak, Joseph C Ratliff, Banu Ozyuksel,
Scott W. Woods, Vinod H. Srihari *

Yolbe Uswerasty School of Mndcne, United Stutes

ARTICLE INFO ABSTRACT

Article btstory”
Recetved 3 Jare 2000

Odjective: Studiies in first episode prychosis samples abost status of cardionasculae risk factors have shown
discordant results. We aimed %o determine the 10 year risk of developiag coronary heart disease in a sample
Recernd i srviend boem 9 Decersber 2010 of first episode pychoss patients referred 10 aa early imervention clisic and compared the same with age,
Accegoed 14 Decessber 2010 gender, asd race matched costrols from the LS. Naticeal Health and Nutriios Examination Seevey
Available ozkee 15 Jarsary 2011 INHANES)

Method: We conducted a cross-sectional analysis of baseline data of 5% subjects enrolled in first eplsode

,‘.‘i epende poycherin poychosls clisic from April 2006 10 January 2000, This sample was compared with age, gender, and race
Cardbovancala ek manched 145 individuals drawn from NHANES 2005- 2006 databise. Socledemograghic and clinical vartables
Candbovirscalie ey weere coliected Phpacal incheding y 1s. was wed 10 screen for comenon medical
Criacal pevsed Hinesses. The 10-year risk of developing coronary heart disease was calouled by using a ool developed by

Bady Intervention the Nacional Choliesterol Educatson Program (NCEP-ATP ).
Ressits: There were elevated rates of smoking (46%) and hypersesion (11X) albeit stathucally ugnificant
differences from e control could not be demonstrated for these measures or weight, body mass imdex. or
total or HOL cholesterol, fasting plasma ghacose, status of diabetes and impaired fasting plasma ghacose,
HBAIC lewel The 10 year median (range) risk of developing coronary heart disease in patients and coatrols
weas 1 (0-5)% and 0 (0-9)% respectively. The difference was not wtatistically sigsificant,
Conchutons: First eplsode psychosis patients do not present with sgaificantly higher cardiovaccular rak than
age and race marched controls despine cinkcally significast prevalence of individual risk factors. This sample
poesents an opportusity for carly ntervention for the primary prevention of cardionascule morbidity and
mortabey,

© 2010 Exsevier BV. All rights reserved.

1. Introduction The causes of this increased cardiovascular burden in patients with

schizophrenda are likely owdti-factocial Modifiable risk factors for

Individuals with serious mental illoess (SMI} die, on average,
25 years earlier than their peers (Colton and Manderscheid. 2006;
Parks et al, 2006), While 30-40% of this premature mortality is
attributable to swicide and accidental injury, cardiovascular disease
accounts for the majority of early death. The single most common
cause of death in patients with schizophrenia is cardiovascular disease
{Osby et al. 2000; Capasso et al, 2008; Tiihonen et al, 2009}, Patients
with schizophrenia, relative to peers without SMI, experience a 3-fold
increase in cardiovascalar mortality between the ages of 18 and 49
and almost a 2-fold increase i mortality between the ages of 50 and
75 years (Oshorn et al, 2007). They have a greater incidence of
myocardial infarction than demographically similar persons without
schizophrenia (Brown et al, 2000; Enger et al_ 2004).

* Comespondieg aather. Tel: + 1 (203) 974 T826; fax: + | (203) 974 7922
Fomat address: vined sribani@yaleeds (VI Sriban)

OI20 9954/3 - wee boet matier © 2010 Elsevier BY. AR rights reserved
Go 1000165 s hres 200012 008

cardiovascular disease inchade smoking. obesity, dabetes, dyslipid-
emia and hypertension (Yusul et al. 2004} When compared (o age-
and gender-matched controls, persons with chrooic psychosis have
higher rates of nicotine dependence (70-80% vs 25-30%) (de Leon
and Diaz, 2005}, obesity (45-55% vs 31-39%) (De Mert et al, 2009;
Meigs et al. 2003), diabetes (13% vs 3%) (Golf et al, 2005},
dyslipidemia (25-69% vs 24-45%) (De Mert et al, 2009; Meigs «t al,
2003) and hypertension (275 vs 175) (Goll et al, 2005). The largest
study comparing cardiovascular risk factors in chronk schizophrenia
patients, drawn from the Clinical Antipsychotic Trials of Interveation
Effectiveness (CATIE) Schizopbeenia Trial, with age-, gender-, and
race-matched cootrols from the LS. National Health and Nutrition
Examimation Survey (NHANES ) showed that patients had significantly
higher 10-year coronary heart disease risk. This was due to higher
rates of . diaby and hyp Also, the mean (SD)
duration of antipsycheeic use in the CATIE study wis 14.4 (10.7) years
(Lieberman et al, 2005) and long-term use of antipsychotic
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100%
90
0
01
o 1

50% I

40% *
Baseline 12 Months

-

# Participants with
Uninterrupted Coverage
30% °

20%
10% *
0% *
Six Months

EI and pathways to care

13 /18 (72%) lost private
coverage

5/13 (38%) lost public insurance

Who Is Paying the Price? Loss

of Health

Insurance Coverage Early in Psychosis

Tyler J. Dodds, M.D.
Vivek H. Phutane, M.D.
B. Jamie Stevens, A.P.R.N.
Scott W. Woods, M.D.
Michael J. Sernyak, M.D.
Vinod H. Srihari, M.D.

ive; Discontinuities in health insurance coverage may make it dif-
ficult for individuals carly in psychosis to receive the services that are
critical in determining long-term out . This study reports on the
rates and continuity of insurance coverage among a cobort of carly-psy-
chosis patients envolled in Specialized Treatment Farly in Psychosis
(STEP) at the Connecticut Mental Health Center. Methods: Insurance
status at baseline, six months, and 12 months was collected from S2 par-
ticipants from a combination of sell-reports, dinical chart review, dini-
cian reports, and a database maintained by the state Department of So-
clal Services. Besults: A total of 34 participants did not know whether
they had health isurance or did not appear for follow-up assessments
at six and 12 hs. A 2 the ining 18 participants, at baseli
18 had private insurance, 13 had public insurance, and 16 had no in-
surance. By the 12 month assessment, 13 (72%) privately insured and
five (38%) publicly insured participants had lost coverage; less than one-
third of the 48 participants (N=14) maintained continuous coverage.
Conclusions: Specialty services for individuals experiencing carly psy-
chosis should address the difficulty of maintaining health insurance cov.
erage during a period of illness in which continuity of care is eritical to
recovery. (Psychiatric Services 62:578-881,2011)

horter duration of untreated ing uninsured predicts delayed help
S psychosis is associated with bee- secking following onset of psychosis

ter response to troatment (1,2), 6) as well as loss use of comamunity
and specialized early intervention mental health treatment and grester
likelibood of using oaly crisis or
emengency services (7). In the Suf-
folk County (New York) Mental
Health Project, 44% of patients with
a first admission for psychosis were
uninsured (S). These patients were

programs have beem shown to im-
prove both severity of illness and
quality of life (3-5). Together, these
findlings sugzest that increasing indi-
viduals’ use of services early in the
course of illness may be one key to al-
tering the course of illness

One modifiable barrier to treat-
ment s lack of bealth insurance. Be-

less likely to have received prior out-
patient treatment and were more
likely to be hospitalized involuntarily

D Dodds, Dr. Phutane, Dr. Woods, Dr. Sernyak, and Dr. Srihart are affiliated with the
Department of Prychistry, Yale School of Medicine, 300 George St Suite 901, New
Haven, CT 06511 (e-mail tuler doddaye yale edu) Dr. Plutane, Dr. Woeds, Dr
Sernyak, and Dy Srhiari are alo with the Conmecticut Mental Heolth Center in New
Haven, a i Mr. Stecens

than those with either public or pri-
vate insurance.

Health insuramce status is not sta-
ble over time. Of the Suffolk County
pationts who inkilly bad private in-
surance (between 1959 and 1965),
12% had become uninsured and 14%
had become publicly insured by two-
At least ome-
fourth, therefore, were at risk of ex-

year follow-up (9

periencing discontinuities in care or
disruption of treatment relationships.
Similarly, 6% of those who initially
had had pablic insurance had become
uninsured by the two-year follow-up
These results, however, do not indi-
cate how many people were unin.
sured at some point during those two
years and, therefore, likely underesti-

mate the frequency of discontinuities
in insurance coverage.

Patterns of insurance coversge akso
likely vary between states, based on
differences in regulation of the pri-
vate market and in public sssistance
Two public health insurance pro-
grams specific to Conmecticut are
Healtheare for Uninsured Kids and
Youth (HUSKY) and State Adminis-
tered General Assistance (SACA
programs.

HUSKY is Connecticut’s two-part
health insurance program for low-in-
come children and caregivers. HUSKY
A consists of Medicakd coverage for
children and adult caregivers in fami-
lies with income up to 185% of the
fecloral poverty bwel (FPL). HUSKY
B, funded in part by the Seate Chil-
dren’s Health Insurance Program

SCHIP), provides subsidized cover-
age for children whose famdlies” in-
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Program Evaluation

Specific Aim 1: Feasibility

‘Recruitment: large, diverse and relevant
sample (550+ referrals, 200+ invited, 149
enrolled)

*Retention: ~30% attrition

*Well-accepted by patients, families, front-
line clinical staff
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Program Evaluation

Specific aims 2 & 3: Determining effectiveness
and costs

a) Reductions in hospital use
b) Improvements in vocational functioning
c) Health economic analysis...
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B. Summary

Early Intervention for Psychotic Disorders as a model

1. The Problem

eMental illnesses are chronic diseases of the
young

eAdolescence is a developmentally vulnerable
period (even in the absence of mental
illness much can go awry)

Current legal, organizational definitions of
adulthood are out of sync with these
realities

2. What does STEP add?

A feasible, effective and economically viable
model of early intervention has been developed
within DMHAS. Also first experimental test of
El service in U.S.
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Improving Mental Health Services:
Refine or Re-engineer?

e A. Defining the Problem

e B. What has been done to address this
problem? (here and elsewhere)

e C. How is this salient to Connecticut’s
needs?
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A. Defining the Problem

C.l. Developmental
Neurobiology

|. The ‘second phase’ of
neurodevelopment (12-30yrs)
crosses traditional legal, social
and organizational boundaries of

adulthood (i.e. I 7-18yrs)

2.‘Normal’ adolescence is
defined by an imbalance between
the earlier development of limbic
(emotional/motivational cues)
structures and later prefrontal
control (age, experience,
judgment)

C.2. Epidemiology (Kessler '05)

4 distinct populations entering the
Adult Mental Health System:

|.‘Normal’ vicissitudes of adolescence
-Impulse control disorders

-Can be derailing or fatal, albeit
transient.

Approach:!?

2. Emerging Serious Mental lliness
-‘Chronic Diseases of the Young’
Approach: STEP

3.The disorders of early deprivation
Approach: YAS

4. Disorders of the |st phase of neuro-
development (Autism, LD,ADHD)
Approach:?
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Engineering Youth Mental Health Care

(a) ‘Sticky’ with focus on Youth Participation and stigma
reduction;

(b) Family/caregiver engagement: improve pathways to AND
through care;

(c) Preventive and Optimistic stance with stepped care for
more specialized clinical needs

(c) Early Intervention for emerging illness: social inclusion
and vocational outcomes as core targets;

(d) Elimination of discontinuities in care during
developmental transition;

(f) Seamless linkages with community services that can
adapt to the needs of emerging adults.

adapted from McGorry et al 2013
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Models of Youth Mental Health
Services

e Headspace (Australia) www.headspace.org.au/

e Headstrong (Ireland) www.headstrong.ie

e Youthspace (Birmingham, England)
www.youthspace.org.uk
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