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Abstract: Recent developments in the U.S. healthcare policy signal a growing commitment to early 
intervention for psychotic disorders. A growing international and U.S. research database supports the 
effectiveness of specialty team-based models adapted to care for young individuals with recent onset 
psychosis. The RAISE (Recovery After an Initial Schizophrenia Episode) initiative, sponsored by the 
NIMH (National Institute of Mental Health), has defined such Coordinated Specialty Care (CSC) services 
as a new benchmark for care across the U.S., and published a variety of resources to support 
dissemination. Funding initiatives led by the center for Substance Abuse and Mental Health Services 
(SAMHSA), and support from other national organizations, have catalyzed interest in community 
agencies across the country. We offer guidance to such early adopters and supplement extant resources 
with a focus on the process of setting up such programs. Adopters have numerous decisions to make. These 
include determining admission criteria, structuring care processes to maximize impact, choosing from 
several empirically based interventions, and resourcing workforce development. We provide a guide to 
salient resources, and lessons learned from a decade old CSC, to aid in these complex decisions. We end 
with a discussion of limitations in the current knowledge base, and the need for responsive research. Early 
intervention services can engender application of demonstrably effective treatment, while also providing 
platforms for research to improve and develop new treatments. Collaborations between a wide variety of 
government, academic and commercial stakeholders will be essential to realize the transformative public 
health impact of early intervention for psychotic disorders. 
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1. INTRODUCTION 

 The U.S. may be in the midst of a transformation in the 
delivery of services to individuals and families confronting 
the recent onset of a psychotic illness. While the intuitive 
notion of early intervention is likely at least as old as the 
recognition of these disorders, the past two decades have 
seen this idea made operational in effective service models 
across several countries. Several pragmatic randomized trials 
of comprehensive team based care have been accompanied by 
national policies supporting systematic implementation [1]. 
Until recently however, the reality for patients in the U.S. 
has presented a paradox: while seminal research has emerged 
from this country, few systematic efforts had been mounted 
to disseminate services that can deliver empirically based  
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interventions. In 2015, the publication of the first U.S. 
randomized trial demonstrated the effectiveness of a real-
world public sector based service in Connecticut [2]; this was 
followed by a large cluster randomized trial demonstrating 
feasibility in community sites across 21 states [3]. This 
actionable evidence generated with funding from the National 
Institute of Mental Health (NIMH) has been accompanied by 
federal funding initiatives. The Substance Abuse and Mental 
Health Services Administration (SAMHSA) beginning in 
2014, has directed that at least 10% of its Mental Health Block 
Grant (MHBG) to State Mental Health Agencies (SMHA), 
be dedicated toward early intervention services. As we have 
argued previously [4], SMHAs are a de facto national public 
mental health system, and have a strong incentive to invest in 
approaches to reduce the long-term morbidity of psychotic 
illnesses. The growth of new early intervention services 
across the U.S., in both public and private settings, spurred 
in part by this federal initiative, is a welcome development. 
This paper is targeted at such ‘early adopters’ in the U.S. 
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2. BUILDING AN EARLY INTERVENTION SERVICE 
IN THE U.S.: WHERE TO BEGIN? 

A map is not the territory ... 
—  Alfred Korzybski (1933, p. 58) [5] 
 Unlike previous pioneers in Australia, Canada, Northern 
Europe and the U.K., developers of new services in the U.S. 
can draw from a rich array of resources. Aside from 
informative reviews of international implementations [6], the 
RAISE project has assembled a vast online portal to support 
implementation of what the NIMH has usefully termed 
Coordinated Specialty Care (CSC). This label applies to a 
variety of services that share a comprehensive team based 
approach for new onset psychosis [7]. The web site includes 
links to empirical papers, manuals and webinars addressing a 
broad range of critical issues. Program developers can thus 
find detailed and essential ‘maps’ to guide their journey 
through the fragmented U.S. healthcare system. CSC based 
services can play a critical role in integrating local networks 
of healthcare providers towards the complex needs of these 
patients and their families. In keeping with the spirit of the 
epigraph, however, these maps cannot be expected to address 
all - or even the most salient - challenges that will arise for such 
early adopters. Also, while highlighting multiple destinations 
(e.g. infrastructure needs, workforce development, funding 
models, specific treatments), these maps can be intimidating 
to planners new to the needs of this population. 
 In what follows, we emphasize selected aspects of the 
work of a CSC, drawing from the evolving experiences of a 
decade old service (Specialized Treatment Early in 
Psychosis; STEP) [4], that can help guide the difficult 
decisions involved in setting up new services. This is 
intended to supplement, not replace the resources above, and 
far from being prescriptive, aims to clarify the many 
reasonable choices developers can make in the face of 
complex decisions. Perhaps more nebulous, but important, is 
our aim to elucidate a culture [8] of practice wherein the 
espoused values of early intervention are most likely to be 
actually experienced by patients, families, referrers and 
others in the community who have a stake in the health of 
emerging adults with new onset psychotic disorders. 

2.1. Outreach: Acknowledging Local Pathways to Care 

 New programs might organize their thinking around the 
sequence of events in a putative pathway to care. Much has 
usually transpired before a patient becomes visible to most 
clinics, and developers might draw on their knowledge and 
experiences of local pathways to better curate entry into their 
services. Some CSCs use separate outreach teams who 
screen and evaluate patients at the point of referral and, if 
appropriate, connect them to the ongoing treatment team. 
Other clinics assign a clinician to be designated as the outreach 
and engagement coordinator. In either case, staff might 
endeavor an assertive, yet flexible, stance toward patients 
who may be reluctant because of prior aversive treatment 
experiences. Others may lack insight, suffer disorganization, 
or be otherwise unwilling to seek treatment despite concern 
from others. Critically important to the “front door” of a CSC 
is its network of referral sources: mental health professionals, 
schools and universities, law enforcement and other 

emergency personnel, youth organizations, members of the 
clergy, and community leaders. Ideally, these community 
stakeholders are familiar with the CSC team, the importance 
of early identification and referral, and will facilitate 
engagement. Fledgling CSCs would do well to invest in 
relationships with key members of these local networks, 
make the referral process as simple and rapid as possible, 
and provide education and consultation to ensure patients 
will be directed to CSCs in a timely and effective manner. 

2.2. Screening: Admission Criteria 

 Patients’ first contact with STEP begins with screening 
for program eligibility (see Table 1 for our current criteria). 
Programs can use conceptual and pragmatic considerations 
to develop their own criteria. Barriers, such as the divide that 
exists in some states between separate systems that serve 
those under and over age18, or with private or public health 
insurance, or residence in certain catchment areas, may need 
to be addressed [4]. In addition to catchment area restrictions 
that may exist within their organization, implementers 
should consider travel time and what they consider a safe 
distance for managing clinical crises if they plan to offer 
mobile or home based services, as well as population size 
needed to recruit a sample large enough to justify a specialty 
clinic while maintaining reasonable staff:client ratios and a 
strong referral network. Depending on program priorities and 
clinical capacity, implementers will need to define the target 
sample, and can draw on various, defensible precedents [9]. 
Some combination of time since illness onset (e.g. within the 
first 3-5 years since frank psychosis) and age range (e.g. 16-
35yo) will help delimit a population around which to organize 
a coherent, developmentally appropriate model of care. 
While programs may wish to target their services to those in 
the earliest stages of psychosis or have patients within a 
narrower phase of development, criteria that are too restrictive 
may confuse referrers and delay access. Most early inter- 
vention programs around the world have focused on the 
treatment of primary psychotic disorders, and though co-
morbidities are expected, primary affective disorders; 

Table 1. STEP inclusion and exclusion criteria. 

Domain STEP’s Criteria 

Age  16-35 y.o. 

Diagnoses Excluded for: Psychosis confirmed to be 
secondary to substance use or a medical 
condition; Bipolar or depressive disorder 
with psychotic features; Autism spectrum 
disorder with new onset psychosis. 

Estimated illness duration <3 year since onset of psychosis 

Treatment history No exclusions for past treatment 

Insurance status No exclusions  

Town of Residence 10 surrounding towns 

Estimated Cognitive 
Ability 

Exclude for IQ below 70 or eligibility for 
State DDS 
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substance-induced psychosis; psychoses secondary to some 
medical conditions; autistic spectrum disorders and severe 
intellectual disabilities are examples of disorders for which 
patients may be better served elsewhere. Regardless of which 
criteria are selected, the screening process should allow for 
prompt determination of eligibility so as not to contribute to 
referrer burden, delay access, or complicate pathways to 
care. There is considerable ambiguity in early presentations 
of these illnesses, and programs will have to determine to 
what degree they will err on the side of inclusion versus 
exclusion. For example, a policy of including individuals 
with a high suspicion of Bipolar Disorder that is only 
confirmed on follow-up will require that the service be able 
to care for a wider range of pathology, but will protect it 
from inappropriate exclusion of primary psychotic illnesses 
that present with affective symptoms. 

2.3. Diagnostic Evaluation 

 CSC services are designed to assertively engage and treat 
primary psychotic disorders in the phase of emerging 
adulthood. Although recognizable by characteristic syndromal 
presentations and longitudinal course, these are diagnoses of 
exclusion. A multitude of medical conditions and drug-
induced states can mimic primary psychoses. Patients with 
psychotic symptoms that are secondary to an identifiable 
cause often require distinct treatment and referral away  
from a CSC. Professionals working in a CSC may be the  
first to conduct a diagnostic assessment for rare secondary 
causes [10]. Careful history taking, physical and laboratory 
examination, targeted follow-up for unusual presentations or 
treatment resistance and continued vigilance for the 
emergence of signs or symptoms suggestive of ‘medical 
mimics’ of primary psychotic disorders can reduce the risk 
of misdiagnosis. After careful exclusion of secondary causes, 
considerable ambiguity is to be expected in classifying early-
course primary psychosis. For example, the variability in 
expression of symptoms and lack of an extended or reliable 
longitudinal history in young patients can make it difficult to 
distinguish between depressive or bipolar disorder with 
psychotic features and schizophrenia spectrum disorders. It 
is helpful to avoid premature closure on a diagnosis and to 
encourage patients and their families to exercise the same 
caution while focusing on symptom control, rehabilitation of 
functional disabilities, and continued longitudinal evaluation. 

2.4. Engagement Into Care 

 Inability or unwillingness to acknowledge having a 
serious mental illness is a common challenge to effective 
engagement. Patients may be reluctant to agree that treatment 
is important but will often readily identify the need for 
assistance in getting a job, going to school, improving social 
relationships, or improving difficulties with thinking. A 
responsive ‘menu’ of interventions that includes structured 
supports for finding employment or resuming high school, 
college or vocational training and approaches to improve 
social skills and cognition can help improve engagement [11] 
and offers the possibility of mutually reinforcing effects on 
functional outcomes. 
 Just as important as what is how services are offered. The 
culture and values of CSC teams are essential. It is important 

to maintain optimism, a focus on recovery toward personal 
goals, and a collaborative therapeutic alliance. Often, 
patients may not believe that they are in need of mental 
health treatment, thus making engagement one of the most 
critical elements of care. Patience and flexibility can help 
avert power struggles. It can be useful to connect with 
patients around their interests, understand what trajectory of 
wishes or plans were interrupted by the illness, [11] and 
explicitly recognize and value their goals, even when this 
might conflict with those of the family or treatment team. 
Clinicians should emphasize what the program or clinic can 
offer to match the patients’ priorities and be prepared to 
address confusion, stigma, or pessimism about the causes or 
treatment of mental illness amongst patients, families or 
referrers. Flexibility whenever possible around length and 
scheduling of appointments is encouraged. 
 An initial detailed assessment can facilitate engagement 
by expanding the discussion beyond symptoms to include 
social and vocational goals that are often most important to 
patients, and communicating (verbally and nonverbally) 
comfort with discussing unusual or bizarre material. Patients 
may present with disorganization or agitation that clinicians 
would do well to respond to with patience and validation of 
what that experience is like rather than immediately debating 
the content or explanation of those experiences. Despite 
initial resistance and limited or absent insight, many patients 
respond well if given an opportunity to feel heard and if the 
clinician’s perspective is only offered after careful 
assessment and, preferably, with the patient’s permission. 
 Inclusion of family members and other naturalistic 
supports is an essential component of CSC. Families, in 
addition to their vital role in patients’ lives, can provide 
invaluable historical information for diagnosis and treatment 
selection, collaborate in monitoring for safety, and report 
early warning signs of psychotic relapse. The emotional 
environment they provide the patient is one of the strongest 
predictors of psychiatric relapse and hospitalization. Enabling 
families to recognize and reduce high levels of “expressed 
emotion”—criticism, lack of warmth, hostility, and emotional 
over-involvement—is likely to have tremendous benefit. 
Families should be treated as allies and members of the 
treatment team. They may present with incorrect attributions 
regarding illness, be frightened by aggressive or disorganized 
behavior, need to grieve the loss of the future they had 
envisioned for their child, or express frustration at clinical 
staff after experiencing convoluted pathways through care. It 
is important to keep in mind that initial meetings with families 
may come at what is the worst time for them. Many may have 
recently had a frustrating experience seeking help for their ill 
relative. Empathic and patient responses to their initial requests 
can go a long way. Reassurance, education, and communication 
of optimism from the clinician are useful and appropriate. 

2.5. Putting Together and Delivering a Package of Care 

 A broad menu of interventions will allow flexible matching 
and refinement to dynamic patient priorities. Implementers 
should start from within a range of empirically supported 
treatments used in CSCs around the world [6] or SAMHSA’s 
Inventory and Environmental Scan of Evidence-Based Practices 
for Treating Persons in Early Stages of Serious Mental 
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Disorders [12], before mounting de novo approaches. 
Participation rates in group-based interventions in early-
psychosis samples can be low, and given many patients will 
be attending work or school, attendance in all interventions 
offered within a CSC may not be realistic or desirable. Given 
limited resources, hard choices will need to be made on what 
to include in a package of care while keeping in mind that 
engagement and retention can be enhanced for this very 
heterogeneous population by offering a wider menu. 
 Many CSCs provide treatment in the community, similar 
to or following an Assertive Community Treatment (ACT) 
model of care. Patients are treated primarily in settings 
outside the clinician’s office. Implementers of new CSC will 
need to determine what (if any) of their services can be 
resourced for delivery in the community and what crisis 
coverage will be available outside of usual clinic hours.  
For office-based services, an open access or partially open 
access model should be considered. Many patients, due to 
disorganization, reluctance or paranoia, have difficulty 
consistently attending scheduled appointments. In our CSC 
(STEP), we offer scheduled appointments later in the day but 
patients who are unable or unwilling to adhere to them are 
encouraged to “drop by anytime” early in the day. The team-
based approach described below ensures that any of the CSC 
staff will be familiar enough with the patient to engage with 
them should their primary clinician not be available. 
 Consistent across CSCs is the use of interdisciplinary 
teams. Various disciplines bring diverse perspectives to 
understanding and treating patients that can be leveraged  
in a pluralistic model of care. This includes psychiatry, 
psychology, social work, nursing, occupational therapy, and 
persons with lived experience of a mental illness. Roles can 
be assigned based on aptitude and skill rather than merely 
along disciplinary lines. For example, any of the clinical 
disciplines can serve in the essential role of primary clinician 
(i.e. the point person who coordinates and tailors CSC care 
for their assigned patients). Alternative or additional roles  
for the same clinician can include education and support  
of the family or therapy for patients in an individual or group 
modality. However, the supported employment and education 
role requires significant time in the community to develop 
relationships with employers and areas colleges and to assist 
patients on site. This role is thus less likely to be inter- 
changeable among the clinicians. Psychiatrists or advanced 
practice nurses typically provide medication management, 
coordinate with primary care, and play a pivotal role in 
differential diagnosis, physical health monitoring and inter- 
vention. A designated team leader (again, drawn from any of 
the clinical disciplines) can coordinate clinic activities, lead 
team meetings, provide supervision, oversee development 
and implementation of services, ensure adherence to 
treatment philosophies, and even carry a caseload as primary 
clinician. 
 Weekly interdisciplinary team meetings and frequent 
communication ensure fidelity to treatment principles, 
facilitate morale, and encourage high-quality service 
delivery. Care should be taken not to fall into a pattern of 
focusing only on crises or negative outcomes in young 
patients, whose setbacks can be felt deeply by clinicians. 
Periodic signposting of meaningful improvements at a 

patient level (e.g. interviewing for a job or more consistently 
attending appointments) and population level (e.g. % 
employed or in school, % with positive symptom remission) 
can contextualize an inevitable focus in clinical meetings on 
the highest need patients. Periodic thorough case reviews can 
be used to illustrate values and practice ethos, troubleshoot 
treatment challenges and also effectively reveal training 
needs [13]. 
 A practice these authors have found useful, is a daily 
morning ‘huddle.’ This is a brief daily meeting amongst the 
team leader and primary clinicians to triage new referrals, 
trouble-shoot emerging crises, coordinate simultaneous care 
to patients and families, and plan coverage for unforeseen 
staff absences. 
 While this may improve as CSCs become more 
prevalent, new programs will likely recruit staff without 
prior experience of this model of care. Training clinicians 
with structured treatment manuals can ensure that adequate 
background knowledge is communicated, even as defined 
skills are developed. Another important aspect of on-
boarding many clinicians is to help them develop confidence 
in adapting their existing clinical skills to an early psychosis 
population. While specialized knowledge of early stage 
psychosis is valuable, techniques used in various CSC 
interventions are within the skill set of most experienced 
clinicians. Just as crucial as training on specific interventions 
is building a culture of practice. Ongoing supervision and 
continuing education can reinforce core values of flexibility, 
teamwork, optimism, respect for patients’ rights and 
autonomy, and toleration of uncertainty and risk. 
 Work in a CSC is aided by knowledge of common 
problems encountered in early-course psychotic disorders 
but also a more general understanding of the developmental 
psychology of adolescence and young adulthood. Also 
relevant, depending on the population under care, is 
knowledge of the impact of immigration and trauma or the 
interacting co-morbidities of substance use, suicidality, 
anxiety, and obsessive compulsive disorder (OCD). Patients 
and their families will likely have questions regarding 
substance use and its relationship to psychosis risk; providers 
would do well to become familiar with the literature on 
cannabis use in particular. Substance use in recent onset 
psychosis is associated with higher rates of relapse, poorer 
social functioning, and more severe psychopathology [14, 
15]. 
 In addition to elevated rates of trauma and stressful life 
events among recent onset psychosis populations, the 
experience of becoming psychotic is often frightening. Entry 
into treatment can involve aversive experiences including 
interactions with police, physical restraint, and involuntary 
hospitalizations. Assessing for and attempting to alleviate 
fears about treatment through reassurance, education, and a 
patient, therapeutic stance is essential. For example, a patient 
may be reluctant to engage and particularly guarded due to 
anxiety regarding involuntary hospitalization, but may be 
forthcoming if the criteria for emergency commitment are 
provided along with reassurance from the professional that 
this is a last resort. As always, careful consideration must be 
given when considering involuntary commitment. 
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 Reducing immediate threats to physical safety (the 
patient’s and others’) while always a priority, must be 
managed with a view to long term, sustained reduction of this 
risk. The latter is threatened by the loss of the therapeutic 
alliance and departure from treatment. If hospitalization is 
necessary, clinicians can mitigate this risk of disengagement 
by effecting procedural justice for each patient (e.g., being 
treated fairly and respectfully, feeling heard, getting a chance 
to tell one’s side of the story, being included in the decision 
process) and following up with the treatment team and 
patient during the ensuing hospitalization. As described 
earlier, engagement is a significant challenge in treating 
recent onset psychosis, and it is vital to proactively address 
fears or misunderstandings that can threaten a trusting 
therapeutic relationship. 
 Paranoia and persecutory delusions may also increase 
risk for aggressive behavior because patients may believe 
they are acting in self-defense. Although the majority of 
those in the early stages of psychosis will not be violent, they 
may still come into contact with the criminal justice system 
for illness related behaviors, such as trespassing or disorderly 
conduct. Professionals working within CSCs will likely find 
themselves interacting with the legal system regarding their 
patients. Understanding the local criminal justice system, as 
well as the ethical considerations of working with patients with 
legal charges or court-mandated treatment will prove useful. 

 Although positive symptoms often respond adequately to 
antipsychotic medication, the symptoms that can have the 
greatest impact on functional recovery—negative and 
cognitive symptoms—typically do not. Distinguishing and 
reducing the impact of depression, medication side effects or 
social isolation [16] can help many with negative symptoms, 
but research has yet to deliver effective treatments of any 
remaining deficit symptoms. Cognitive remediation programs 
have shown promise in reducing the intellectual deficits that 
typically develop in schizophrenia and, in combination  
with other approaches, like supported employment, might 
have particular promise in improving functional outcomes. 
Professionals working within CSC should familiarize 
themselves with the common cognitive symptoms associated 
with psychosis, such as executive functioning deficits, and 
consider referral for neuropsychological assessment. Such an 
assessment can evaluate the extent of dysfunction compared 
to population norms, monitor for changes over time, and 
suggest strategies to reduce their impact on school and work 
function. 
 Individuals with chronic psychotic disorders are well 
known to suffer premature mortality, mostly from cardio- 
vascular diseases. Key risk factors that emerge in early 
psychosis populations are obesity and smoking [17]. Positive 
and adverse health behaviors may be consolidated during 
early illness and predict long-term behavior. CSCs thus 
might have a window of opportunity to modify lifestyle 
habits that can have a pervasive impact well into adulthood 
[17]. Strategies to optimize cardiovascular health within a 
CSC can mirror the overall ethos of maintaining a patient-
centered and flexible approach. Biological (e.g. antipsychotic 
induced weight gain, familial hyperlipidemia), psychological 
(e.g. maladaptive health beliefs, lack of education) and social 
(lack of access to healthy foods or gyms, family norms) 

factors, potentially contributing to cardiovascular health, 
must all be addressed. Many patients may be interacting with 
healthcare providers for the first time as adults. Others may 
come from a culture of seeking primary care via ad hoc 
emergency room visits only. Therefore patients must be 
empowered with education and resources, whilst potentially 
shifting attitudes towards health and healthcare. It may be 
developmentally unrealistic to expect younger patients to 
expend significant effort to avoid the cardiovascular 
morbidity of middle age and beyond. However, this can be 
tackled therapeutically in the same way as acceptance of 
illness, prognosis and chronicity of maintenance phase 
treatment. If a patient does not shop and cook for 
themselves, the involvement of the family may be necessary 
to address diet, portion sizes and access to healthy snacks. 
 The importance of cardiovascular health and monitoring 
for metabolic side effects of treatment should be addressed 
early in the course of care, not only to reduce long-term risk, 
but also to preserve and strengthen the treatment alliance as 
problems such as weight gain emerge. STEP’s approach is to 
instigate a ‘wellness visit’ with a nurse within 2 weeks of 
admission. During this visit admission laboratory testing is 
reviewed or ordered for fasting glucose and lipids, electro- 
cardiogram, urine toxicology and pregnancy tests are obtained 
and vital signs and weight are recorded. Past medical history 
(and family history) is reviewed, paying particular attention 
to the client’s diet and exercise practices and attitudes to 
health and wellness in order to identify potential areas of 
education and development. Counseling may be provided 
around contraception and seeking routine health surveillance 
via primary care or gynecology. If necessary, patients are 
engaged around a primary care referral; otherwise releases of 
information and records are obtained from other providers (if 
they have not been already). A monitoring schedule for those 
taking antipsychotic medications can be drawn from extant 
guidelines [18]. 
 If smoking is identified, counseling is provided and 
motivation to quit is assessed within a motivational inter- 
viewing stance. If appropriate, goals for harm reduction or a 
quit date is set. Conventional therapeutic and medication 
strategies to support abstinence are offered. These may include 
motivational interviewing, cognitive behavioral therapy 
based groups, nicotine replacement therapy, bupropion and 
varenicline. 

2.6. Evolution and Refinement of Services 

 Early adopters can assure themselves that though  
several decisions are necessary in the implementation and 
development of a CSC, few, if any, of these decisions should 
be considered final. Our package of care in STEP has changed 
in numerous ways over the course of our first decade, with 
interventions, strategies, and inclusion criteria being modified 
or replaced to better fit the needs of our patient population, 
resources, and local community. We recommend choosing 
empirically supported treatments that can then be adapted 
based on patient preferences, a reflection of program values; 
utilization, in consideration of economic resources; and 
outcomes. This approach provides a framework for training 
clinicians on structured interventions that they can then 
flexibly implement individually with patients and families. 
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 A few examples from STEP of how we have changed 
inclusion criteria, interventions, and service delivery 
structure may illustrate. When we begin recruiting, our 
criteria included ‘early in treatment’ as defined by less than 
12 weeks lifetime antipsychotic use. As this excluded many 
individuals who were recent onset, we later removed the 
weeks of antipsychotic use limit. Our initial set of 
interventions included Multifamily Group Psychoeducation 
and Support (MFG) [19] and provided an opportunity for 
clinicians to learn about the impact of expressed emotion and 
delivery of psychoeducation and problem solving 
techniques; however, participation rates were low and family 
members were more likely to attend single family sessions. 
Thus, we later implemented Family Focused Therapy (FFT) 
[20] which accommodated this apparent preference, reduced 
delays in offering the intervention as waiting for a group 
cohort to accumulate was no longer necessary, and added 
explicit teaching of communication and problem solving 
skills to the clinicians’ skill set. Similarly, a Cognitive 
Behavioral Group (CBT) offered early on in STEP’s 
development [21] provided an excellent opportunity for 
public mental health clinicians to hone their CBT skills to 
this population but was poorly attended. We later adopted 
the Social Cognition and Interaction Training (SCIT) group, 
which is engaging and interactive and with an explicit 
emphasis on socialization that appeals to our age group. Now 
that STEP clinicians have been trained and supervised on 
this model, they are able to incorporate SCIT techniques into 
the individual sessions of patients who are not willing or able 
to attend group. Due to resource limitations, in our first 
clinical trial, primary clinicians assisted patients in obtaining 
work or returning to school. We learned through patient 
feedback that emphasis on work and school were key to 
engagement. Increased resources from the State of 
Connecticut included dedicated Supported Employment and 
Supported Education staff. We suspect having designated 
staff who focus on vocational outcomes improves our appeal 
to our young adult clients and these roles allow for 
strengthening ties with potential employers, colleges and 
universities as well as provide valuable observations on how 
the patient is functioning in the community. Regarding 
service structure, we have changed from a combined 
clinician/outreach staffing to separate personnel dedicated to 
outreach and engagement. We have found that these tasks 
require extensive time in the community not typically 
practical for a clinician schedule in order to develop our 
referral network and strengthen ties with stakeholders who 
can facilitate hastening young people into care. 

2.7. Justifying Services 

 Early adopters and more established programs may have 
concerns about funding and stakeholder commitment to CSC. 
Whatever processes and service delivery structures they chose, 
we encourage programs to orient their processes toward 
population health and invest in outcomes monitoring in 
support of demonstrating value to their funders [22]. For 
example, reducing hospitalizations and improving vocational 
engagement in STEP has helped justify committing financial 
resources. 

3. CONCLUSION 

 Managers of resources in U.S. healthcare agencies are 
wise to consider implementing early intervention services for 
psychotic illnesses. Empirical evidence supports a clear 
benefit for comprehensive models of care in reducing distress, 
disability, and cost. This is reflected in ongoing national 
funding initiatives to support service implementation and 
pending legislation in the U.S. congress recognizing the 
importance of early intervention for psychotic illnesses. 
While there is much to celebrate in these developments, there 
is also much work to do. While CSCs have demonstrated 
unambiguous impact, they are insufficient to transform the 
trajectories of illnesses that have often begun long before and 
will persist long after the relatively brief period within a 
CSC. In many cases, disability has accrued well before the 
onset of reliably recognizable symptoms. The goal of early 
recognition at a prodromal or even premorbid phase remains 
an active aspiration for research that deserves vigorous 
support. Also, the impact of CSCs may not be sustained in 
the years after transition to usual care services [23] and new 
approaches are needed to sustain the positive effects of these 
services. Finally, while CSCs do include elements of 
community outreach, their focus is on the care of those who 
are able to respond to minimal efforts at early detection of 
incident cases. Focused efforts are required and underway to 
learn how to reduce the duration of untreated psychosis 
(DUP) [24]. The landmark Scandinavian TIPS study [25] 
was the first to demonstrate successful reduction of DUP, 
and notably this appeared to have a durable impact on 
outcome [26]. The development and testing of approaches to 
reduce DUP in the U.S. context, is the focus of several 
ongoing NIMH funded research efforts [24]. The ability to 
advance knowledge and practice in all these areas will be 
accelerated by the implementation of CSCs across the U.S. 
that can provide best practice care while also serving as 
necessary platforms for research that can our knowledge of 
the causes and physiology of psychotic illnesses and inform 
the next generation of interventions. 
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