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I. Psychotic illnesses

The Public Health challenge



Burden of Neuropsychiatric lliness

Percentage of global disability-adjusted life years by age, sex, and cause in 2010
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Mental ilinesses are “chronic diseases of the young”

Percentage of global disability-adjusted life years by age, sex, and cause in 2010




Schizophrenia(s): chronic diseases of the young

— Less than 1/3 ‘recover’ >

5 years (Menezes, Psychol
Medicine '06)

— Costs: ~$156 billion.
Direct* (24%); indirect

(76%) *%* (Cloutier, J Clin
Psychiatry ’16)

(Affective d/o: $210.5
billion)
*mostly unemployment, caregiving

**mostly (re)hospitalizations
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Course of the Schizophrenia(s): Opportunities for Early
Intervention

Phase of illness

Premorbid Prodrome Acute Plateau / Chronic

L

Onset of illness
First episode

——

A (8-16%)

Functioning

C (8-9%)



. Summary

e Psychotic ilinesses are distressing, disabling and
costly

e These are chronic illnesses of the young

e Early intervention models for psychotic illnesses
have global relevance for other
neuropsychiatric illnesses




II. Early Intervention for
Psychosis

What is the Evidence?



‘Early Intervention’ Services
for Psychotic Disorders

A. Early Detection (ED)

- Shortening the Duration of Untreated
Psychosis (DUP)

B. Intensive Treatment in first 2-5 years
(First-Episode Services FES or
Coordinated Speciality Care, CSC)

— Focus on reducing relapse & maximizing
functioning

— Interventions adapted from chronic SMI to
younger patients

— Goal of ‘phase-specific’ intervention



Early Intervention (El): current approaches in CT

Premorbid Prodrome

Acute

Phase of illness

Plateau / Chronic

——

Onset of illness /

First episode

A (8-16%)
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Functioning




The Evidence for EI

A. ED: Intervening earlier (even without
enriching care) appears to have durable
effects on outcome (regelstad et al, 2012)

B. FES: Intervening intensively after the
onset of psychosis improves outcomes
over usual care (OPUS, Lambeth, STEP and
RAISE studies) at 2+ YEAr'S (reviewed in Srihari et al.,

2012, Srihari et al., 2015, Kane et al., 2015)
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REFERENCE POPULATION
Individuals in early stages of psychotic

The STEP Trial ilinesses in CT ~400-500/yr
2007-°13
ClinicalTrails.gov NCT00309452 SOURCE POPULATION Referrals from ~
NIH MH088971-01 -CMHC triage
U -Private Hospitals/ERs
Age: 16-45 yo POPULATION -Area Clinics/PRIME
-Colleges

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

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

¥ A

TAU STEP Care

Based within CMHC

Referral to private or :
ambulatory services

public-sector care



http://clinicaltrails.gov/

FIGURE 1. One-year hospitalization and vocational engagement outcomes
among STEP participants and those in usual treatment®

B |lospitalized during 6 months cefore enrollment
O Hospitalized during 1 y=ar after enrollment
B Vocatiorally encaged at enrollment
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2. Fewerin STEP had ‘dropped’ out of labor force 8% (vs.

33% in Usual Treatment)
Srihari et al., Psych Services 2015



Per patient cost, $

STEP progressively reduced frequency, duration of acute
hospitalizations

15000+

12500~ Bl Hospitalization cost
during 6 months

10000~ before enrollment

Hospitalization cost
during 6 months
after enrollment

7500+

(41,
(=3
o
o
1

Hospitalization cost
during 6 months to
1 year after
enrollment

2500+

STEP uT



State of the evidence for FES or Coordinated
Specialty Care (CSC) in early psychosis

Efficacy (can it work?) ¢« LEO (U.K.), OPUS
(Denmark) (high intensity ACT level services)

Effectiveness (does it work?) ¢ STEP, RAISE-
Navigate

Costs (is it worth it?) « STEP, RAISE-Navigate

Dissemination (is it portable?) v (UK, Norway,
Australia); ? U.S.




[l. Summary

e Early Detection has demonstrated long-term
impact in Norway; STEP is leading first US
attempt to replicate this. (‘Mindmap’
campaign)

e FES (implemented as CSC in US) is a ‘best bet’
per 2 US RCTs (STEP and RAISE)

e Dissemination is the next U.S. frontier




ITI. Population Health Systems




Population Health framework: thinking critically
about medical care and outcomes
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Psychosis in the U.S.: tortuous pathways to care

Fignre 1: Henristie madel for DUP in STEP's eatchment
Community Agencies Acute Clinical Settings
o = P2 Emergency Rooms
. . . . -e- - -e - .
« < Police/Jail diversion + = = = a o CMHC* Triage >a
Ry O Church/mosque O Inpatient units
4
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’ Non-acute clinical settings
,' ¢ Community mental health
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Goldberg-Huxley model of the pathway to psychiatric care: Levels & Filters
Huxley P. Nordic J of Psychiatry 1996;50(S37):47-53.



Distributed Networks of care
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Population-based systems of care

A system of care for complex health conditions is “A

set of activities with a commons set of objectives...”

e.g. 75% of FEP in southern CT will be vocationally
engaged at one year f/u

A network is a set of organizations and individuals
that deliver the system of care

Pathways are the routes that patients follow through

the network
- Gray, Better Value Healthcare, 2013

The STEP program seeks to build a system of care for psychotic
disorders by engaging the local network and transforming
pathways. Srihari et al., JAMA Psychiatry 2016



STEP’s vision for a Population Health Based System of Care
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“What happens to individuals with psychosis in CT ?”
Disorganized Networks deliver suboptimal Pathways

. 3 .
= rncaconn Connectucul

A ‘crazy quilt’ of services
169 towns; 5 LMHAs, 5 RMHBSs, 3-4

‘First-break’ ~500/yr

DUP

\
Identificatior\of illness
N 0NN
Help=-seekiRg

Diagnosis/Referral

regional healthcare networks, multiple

private providers...

~.

Treatment




STEP: Modeling a Population Health approach
to Early Intervention for Psychosis

‘First-break’ ~80-100/yr

|dentificationl of iliness

WOODBRIDGE
HAMDEN

Help-seeking
DUP

5

Referral of Enter care

G

Engage with FES

a ear peth o mentzl health

STEP FES as integrator of a system of care for psychotic

disorders i.e. engaging local network to transform pathways.
Srihari et al., JAMA Psychiatry, 2016



a clear path to mental health
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[1l. Summary

e A Population Health framework can put into
proper perspective the role of health care (vis
a vis other actors) in achieving the goal
(health outcomes)

e The Systems - Network - Pathways model
provides a way to operationalize Population
Health for new onset psychosis

e EIS for Psychosis need to implement strategies to
modify local pathways to care. STEP is
conducting the first U.S. test of a
comprehensive early detection approach.

R—————




IV. Implementing an EIS

Embracing complexity



Sullding Early
Intervention

Services
LIKE A BRIDGE?

Complicated
- Linear, multi-step
- ‘Blueprint’
-Standardized
-‘Problem-solving’




Sullding

—arly

Intervention
Services

LIKE RAISING A CHILD?

Complex

- |[terative
-Dynamic
-Personalized
-‘Problem framing’




Disseminating EIS in the U.S.

Myth, opinion,
poo rreearch
4. Docision Aids, Putiong Bl ucation,
Conplisnce aids
2. Bedside EBM
- A
AL 4 A\

O N\
o Aware  Acoopted Applicable  Able Actedon Agroeed Addered ©

3 Clinical Qualiy bprovement

1. Rescarch Synthesis,
Guidelies, Badescn
Dbl

The Knowledge ‘Pipeline’: A defunct model



What is STEP care? Components

 Evaluation: for rare secondary causes (e.g. epilepsy, fronto-temporal
dementia) and more common taxonomic categories (acute
intermittent psychoses, bipolar disorder, MDD with psychosis,
borderline PD)

» Family Education / Support: individual and group

* Social cognition and skills: individual and group

* Individual Psychotherapy

* Pharmacologic Treatment

» Rehabilitation (Support for employment and/or education)

Integration within a team that seeks to phase and prioritize goals based on
explicit principles of care



What is STEP care? Phase-specific

1.ACUTE

Engage around ‘interrupted’ narratives: work, school,
relationships

Safety: self-harm & impulsive aggression
Symptoms: remission of ‘positive’ symptoms, mood/anxiety

Cognitive losses, stigma, substance use

CRS o —

2. STABILIZATION Y A
3. RECOVERY

Maintain symptomatic remission
“"Prevent relapse

Prevent relapse . g
— Maintain functioning
Support rehabilitation . .

. ; Cardiovascular risk
Work/school, relationships

T — "'

ﬁ E——



What is STEP care? Principles

(adapted from IOM Quality Chasm reports)

1. Safe: Focus on suicide/aggression, side effects (short term);
CV morbidity/mortality (longer term)

2. Effective:
1. Favor empirically supported treatments
2. Measure and Benchmark: e.g. 80% remission

3. Patient Centered:
1. Provide menu of services

2. Anticipate variable insight: Flexibly (re-) engage, work on
treatment alliance

3. Anticipate stigma: Active inclusion & education of family,
primary supports & community resources including other
healthcare providers, educators, law enforcement

4. Timely: quick, flexible access with community liaison
5. Efficient: task share with existing services (e.g. housing)
6. EqUitable: e.g. jail diversion, tracking minority/immigrant participation




PSYCHOSIS HAS MANY SYMPTOMS - MINDMAP DFFERS
eerpIh S ONE PATH TO CUSTOMIZED CARE - YOU CHODSE YOUR STOPS
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V. Summary
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EIS can deliver individualized,
dynamic packages of care

Treatment components can be
selected based on emerging
evidence, availability &
feasibility

Processes can be refined and
disciplined by Population
Outcomes: building an optimal
Culture of practice.



V.STEP 3.0

Where to next?



Public FES clinics before 2008
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FES after SAMHSA set-aside
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Looking ahead to 2018
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Harmonizing Clinical Data Collection in Community-Based

Treatment Programs for First Episode Psychosis
National Institute of Mental Health
September 7-8, 2017
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rHOW DO WE BUILD A NATIONWIDE EARLY PSYCHOSIS ECOSYSTE

THAT PROVIDES THE BEST AVAILABLE CARE TO AFFECTED
INDIVIDUALS and their FAMILIES, WHILE ALSO DRIVING RELEVANT
RESEARCH TO CONTINUOUSLY IMPROVE THE EFFECTIVENESS OF

THIS CARE?
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Learning Health Networks:

A ‘Design’ for Early Intervention Service Dissemination?

— — e e —

| A Learn/ng Health Network occurs when ‘science,
~’ informatics, incentives, and culture are aligned for
| continuous improvement and innovation...and new |
knowledge is captured as an integral by-product of the care J
experience” V

Roundtable on Value and Science-Driven Health Care, Institute of Medicine. National Academies
Press (US); 2013




Diverse Early-adopter Hubs

EPIC Billings, MT & PREP, Boston, MA
STEP, New Haven, CT
* OnTrackNY Montefiore,
PATH P . San.Francisco, $ Bronx NY
CA R >3 barancisco EPICENTER, Columbus, OH

EPIC-NOLA, New Orleans, LA

~



Knowledge Translation™: The aspiration
Doing ‘what we know’ while learning ‘what to do’**

Flgure. The 37's Road Map
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w~hat care works who benefits from promising care how 1o deliver high-quality care

redably and n all sellings
Maasurement and acccun:ability of
DOutcomea rezcarch nealth care qualdy and onai

Clinical cfficacy reacarch Comparative cffectivencas rcacarch implemertation ot intervertnns and
nealth care sysiem redesign

Scaling and spread of effective
nterventiona

Research in above domairs

Heallh services rescach
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' *Dougherty et al., JAMA 2008
** Glasziou P, et al. Can evidence-based medicine and clinical quality improvement learn
from each other? BMJ Qual Saf. 2011




'Value’ = patient outcomes achieved per dollar spent™

“< 2% are ‘patient reported outcomes”

s nternational Consortium for Health Outcomes Measurement 2=
r |
1atal |
e 1958 \
Ollier Nc* true outceres or cJp Zata | - Commit to measure a minimum sufficient set of outcomes §
Qutrames 9 measures (e.g., blood prassure [
213 WIIll'J') . . .
g - Consider outcomes across a full ‘care delivery value
1500- Fatient 5 Oter (e.g, inpatwent falls, dalirum) hain’
g S " Moetaldy chain
3 w e
z R & S e el e - Well-defined methods for collection & risk adjustment of |
s 1000
g ot I —— measures of outcomes
< . . .
™ -
z o ’1“1“‘81“ - e Standardization of sets nationally and globally.
|
ONgNC § - Maximizing ‘Value’ (= health outcomes achieved per
utcoma
Mozt dollar spent)
All NQMC | .
Measures www.ichom.org

Categories of Quality Measures Listad in the National Qualty Measures Clearinghouse
(NQMQ).

= — — - e _ _ — ____ —————

|

| *Quality of healthcare: Compliance with evidence-based practice guidelines or
ﬁLimprovement in outcomes? Porter et al., NEJM 374;6; February 11, 2016
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http://www.ichom.org

STEP’s System specification for EIS

Table Pcpulation Haalth System for Early Intarventior, With an Overall Aim to *Transform Dutcomes of All Individuals Withinthe First 3 Years

of Psychosis Onset Within a Catchmen: Zone of 10 Surrcunding Towns™

Objective Measure Standard
A Access
A1, Rapidiy OUP1 < 3 mo® Acrievabike (30%); aspiralioral (755%)
DUP2< 12 mo* Achrievable (50%); aspiratioral (75%)
A.2. Equity Froportion of femala patients, ethnic greups, town % of Femala patients: achievable (20%); aspirational (40%)
uf residznoz, age Aspirationel: % of mirorities will meet Cersus rminimal proportions;
aspirational: all 10 farget towns will ¢ represerted at enrollment,
% of Patlents 16 or L7 y: achievable (5%); asptratcnal (10%)
A.3. Coveraqga Na. of patients annua.ly offered STEF Qrefexpec.ed Acrievable (15%); aspiratioral (805)

A4 Pathway to care

B. tngagemant
B.1. Owveral!

B.2. Engagement

B.3. Exposure jo family
cducation

C. Outcomes
C.1. Hospital zation

C.2.Ramisicn

C.3. Vocatioral engagemearnt
C.4. Cardiovascular risk
Smokirg

Overweight or cbese

C.5. Dispoasition

annual incidence

Fropo-tion of patierts admitted to STEP after

psychiatr c hotpitalization

Incontzct with FESat 1y

% of Patients with at least 2 visitsin 1t moath
Family atiendance at 1 education sessior in 1st month

Na psychiatric admissian in Zst year after enroliment

nkresS

FANSS 8-item score < 3 atGmao
FANSS 8-item score < Jatly

Net n labor market (NECT and rot a ful-time caregiver)

Newsmnkers st 1y

% ofSrougrsatly

EMI <25atly

Fetaln normelBMI atly

% Suecesstully trancitienad to routine community

services after 2 y in FES

Achievable (80%); aspiratioral (30%)

Acrievable (70%); aspiratioral (92%)
Achievable (7C%); aspiratioral (90%)
Achievable (75%); aspiratioral (90%)

Acricvable (<25%); aspirational (<10%)
Acrievable (SC%-70%); aspi-atinnal (B5%)

Acievable (80%), aspiratioral (9056)
Acrievable (<20%); aspirational (<10%)

Achievable (20%); aspiratinral (10%)
Achiavable (6C%); aspiratioral (30%)
Achievable (30%), aspiratioral (755)
Achievable (6C%); asplratioral (75%)
Achievable (80%); aspiratioral (9%

From Srihari et al., JAMA Psychiatry 2016



System Specification: Implications

L

e
J
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Individualized, phase-specific care

Care Processes responsive to Population Outcomes across
domains of access, disease-related morbidity and broader
determinants of social & vocational functioning.

Fidelity (like adherence) as a variably important mediator of
patient oriented outcomes, not ends in themselves

Ownership: Local implementation choices
Creative resourcing of & disinvestment from services |

Accountability: e.g. annual report focused on outcomes of
value to local stakeholders

——



STEP 3.0 - Next steps

1. “STEP-In" : Reducing DUP,
improving experience To AND
Through care Mindmap

2. “STEP-Up”: Refining treatment
model: integration and cognitive
remediation PT/CET project

PSYCHOSIS

EARLY DETECTION SAVES MINDS
3. “STEP-Out’: What after STEP?

WHO DO WE TREAT? Audit/Tele-consultation model
STERH FRIME
w' ‘ e, 4. Hub and Spoke for CT: need an
FES in Southwest CT

If in doubt about . . . .
S eligibilty, just callus. 5. Linking CT to National Learning
S Healthcare Network: building an

S ——__— open source digital platform

(ZU3) o8d-UsHs

STEP-ONE in beta-testing

R




