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Webinar Logistics

• We recommend calling in on your telephone.

• Remember to enter your Audio PIN so we can unmute your line 

when you have a question.

• Audio PIN: Will be displayed after you login.

This button should be

clicked if you’re calling in 

by telephone.

Here’s your audio PIN



Aims 

• Explore the implementation of first episode 

programs in the wider system/state context 

including:

– Financing

– State and local systems 

– State and national resources 

– Organizational considerations 



Implementing the 5% Block Grant Set Aside for 

First Episode Programs

State Efforts and Technical Assistance 

Resources

David Shern, Ph.D. with

Pat Shea, Kristin Neylon, Ted Lutterman, Robert Shaw and Mihran Kazandjian
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Presentation Overview

• Introduction to the Block Grant Set Aside
• State implementation Efforts for the Set Aside
• NASMHPD/NRI Technical Assistance Resources

– Environmental Scan
– Webinar Series
– Technical Assistance Publications
– Outcome Measurement Summary



5% Set Aside for FEP

• The Fiscal Year 2014 SAMHSA 
included new funding and a new 
requirement within the Mental Health 
Block Grant (MHBG) that “States 
shall expend at least five percent of 
the amount each receives… to 
support evidence-based programs 
that address the needs of individuals 
with early serious mental illness, 
including psychotic disorders, 
regardless of the age of the 
individual at onset.”
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5% Set Aside Goal

• The set aside was 
intended to stimulate the 
development of 
programming for 
individuals in the early 
stages of their illness –
prior to the development 
of disability.  Funds were 
restricted to individuals 
with a first episode of 
serious mental illness.



MHBG State Allotments of the 

5% Set-Aside

Over $500,000 (14 States)

$250,000 to $500,000 (13 states)

$100,000 to $250,000 (13 states)

Less than $100,000 (13 states,
including all territories except PR)

MHBG Set-Aside Funding ranged from $3.1 million in CA to $2,500 in Palau
Note, many states are providing additional State funds to support First Episode Programs



State/Territorial Implementation 

Strategies
• 7 implemented the RAISE Navigate Program – All are in the 

installation phase

• 11 implemented the On Track New York  - Installation and 
program expansion

• 8 implemented the RAISE model unspecified – most in 
installation phase – 1 expanding services

• 15 implemented other Coordinated Specialty Care Programs 
(e.g Yale STEP, Oregon EASA)

• 9 are exploring programs for implementation

• 9 implemented EBP’s for the population (e.g. Supported 
Employment, CBT, Family Psychoeducation)

• 2 states vary by county

States may be represented more than once if using multiple strategies



Technical Assistance Materials –

The Environmental Scan

• Reviews a variety of programs and practices for early 
intervention with an emphasis on 

• Coordinated Specialty Care (CSC) models both domestic and international

• Evidence based practices that are often included in CSC programs

• Selected additional resources includes 
– Organizational/Institutional resources (e.g. NIMH/SAMHSA)

– Links to archived webinars of relevance

– Selected peer reviewed articles on topics of interest

• Appendices providing more in depth information on selected 
programs.

http://www.nasmhpd.org/sites/default/files/EnvironmentalScan2.10.2015.pdf
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Assessing the Impact and 

Outcomes of FEP Programs

To Assist states and providers implementing FEP 

Programs to assess outcomes and impact, 

SAMHSA has sponsored several activities

• 4 Quarterly Webinars focusing on Outcomes

• NRI Report on What Outcome and Performance 

Measures early FEP Program have found most useful 

(report being completed Fall 2015)

• Collaboration with NIMH, ASPE, and PEPPNET Group 

(Prodromal and Early Psychosis Prevention Network)



Early Intervention Program 

Outcome Webinars
Four Quarterly Webinars to help States and Providers Learn from the 
experience of other Early Intervention Programs about what to measure 
and how to measure it:
Copies of webinars are available online at:  http://www.nasmhpd.org/webinars

1. Measuring the Impact of Early Intervention Programs for First Episode 
Psychosis: Experiences and Lessons Learned from Two States, Oregon 
and Maryland, December 16, 2014

2. Evidence Based Approaches to Systematic Fidelity Assessment for First 
Episode Programs, April 20, 2015

3. Practical Approaches to Measuring Fidelity in Coordinated Specialty Care 
for First Episode Psychosis, May 13, 2015

4. Methodological and Practical Issues in Population Based Programming for 
Persons with First Episode Psychosis: Incidence, Engagement, 
Penetration and Outreach Effectiveness, September 8, 2015

http://www.nasmhpd.org/webinars


http://www.nasmhpd.org/sites/default/files/June%2030%20PPT%20-%20All%20Presenters.pdf



OTNY Implementation: 

Considerations Regarding How 

Organizational Issues Impact 

Addressing Performance 

Expectations

Lisa Dixon, M.D.

Director, OnTrackNY, NYSPI

Professor of Psychiatry

Columbia University Medical Center



Performance Expectations
• Based on collection of patient and team level 

data, largely from clinicians; stored and 

analyzed by OMH Performance, Measurement 

and Evaluation Unit.

• Data covers care processes and outcomes.

• Baseline, q 3month, and discharge forms for all 

clients completed at time of treatment planning.

• Q3 month information on team functioning 

submitted by team leader.



Performance Expectation 

Grid

Domain and 
Expectation

Operational
-ization of 
Expectation

Source of 
Information



• Staffing. Teams hire and maintain the required 
staff. 

*Key Issues: How turnover, maternity leave are 
addressed

• Caseload size. Teams maintain a caseload that is 
small enough to allow for intensive and highly 
individualized services while, at the same time, 
serving as many clients as possible within these 
service demands. 

*Key Issues: minimal problems; occasional push for 
too many too fast

Performance Expectations



• Staff meets as a team. These meetings are for 

strategic clinical thinking and reviewing the 

status and “next steps toward goals” for each 

person on the team’s caseload. 

*Key Issues: Environment of collaboration needed; 

time allowed; lack of overwhelming additional 

responsibilities

Performance Expectations



*Key Issues: Orientation to community and connectivity to 

partners; maybe better in child and programs with clients 

who have greater disadvantage; sufficient staff time needed

Domain and Expectation Operationalization of Expectation

Admission occurs promptly; the 
time from inquiry about the program 
through eligibility determination and 
admission to the team is completed in 
a timely manner.

For at least 80% of individuals 
admitted to the program, the time 
from eligibility evaluation to 
admission is < 1 week.

Teams act on referrals quickly and 
engage clients and families 
throughout the process from 
referral through admission.

Comment: Expectations around 
timeliness of the various components 
of the admission process are still 
evolving and will be informed by 
current performance across teams.

Performance Expectations



Domain and Expectation Operationalization of Expectation

Flexibility of 
Services. Services 
are provided in 
times and locations 
that promote 
engagement and 
retention of client.

a. Team provides 24/7 coverage
b. Policy is posted at the site in a location visible to 
clients/family members and distributed to each client
c. At least 10% of clients are seen in the community by at 
least one Team member at least once per quarter (exclude 
services provided by the Supported Education and 
Employment Specialist)
d. Staff schedule shows the regular availability of office time 
outside of the regular work day for the scheduling of routine 
appointments. 
e. At least one family group each month meets outside the 
hours of 9-5 M-F. 

*Key Issues: Agency policy and flexibility; recovery 
orientation; ability to address bureaucratic roadblocks

Performance Expectations



Performance Expectations
Domain and Expectation Operationalization of Expectation

1. Psychotropic Medications.  
Pharmacotherapy is a core component 

of treatment.  Because many clients 
with FEP are reluctant to try 
medication, teams work to develop 
trusting relationships and provide 
education about medication options 
and best practices for medication 
treatment for FEP so that clients are 
willing to try adequate trials of 
antipsychotic medications. 

a. On the last day of the reporting 
period, antipsychotic medication was 
prescribed for at least 60% of clients.

b. At least 75% of clients have had at 
least one trial of an antipsychotic 
medication prescribed for at least 4 
continuous weeks within the 
recommended dosage range.

…

*Key Issues: Culture of respect, person-
centeredness, recovery orientation, balance in 
medical leadership



Domain and Expectation Operationalization of Expectation

For clients prescribed 
antipsychotics, teams 
monitor weight change.  

For at least 80% of clients 
prescribed an 
antipsychotic medication, 
weight is assessed at least 
quarterly.

*Key Issue: Orientation toward integrated care

Performance 

Expectations



Performance 

Expectations
Domain and Expectation Operationalization of Expectation

Clients who are using substances 
have their substance use 
addressed by their Primary 
Clinician.

Of clients whose substance use is 
seen as problematic by at least 
one member of the team 
(including the client), at least 50% 
of such clients are receiving 
treatment for substance by 
meeting with at least one 
OnTrackNY clinician during the 
quarter. 

*Key Issue: Orientation toward substance abuse 
treatment, harm reduction



Performance 

Expectations
Domain and Expectation Operationalization of Expectation

SEES focuses exclusively on supported 
employment and supported 
education.  

SEES primarily provide employment and 

education services.  At least 90% of 
the SEES’s time is devoted to 
assisting client in working on 
employment or education goals (vs. 
case management and crisis 
services, administrative duties, or 
other duties not directly related to 
employment or education).

*Key Issues: Respect for importance of this role beyond 
billing; understanding of role in recovery



Performance 

Expectations
Domain and Expectation Operationalization of Expectation

Working with families.  
Team discusses with each client 
ways family might be involved in the 
client’s treatment and determines 
each client’s preferences and 
reassesses these preferences 
periodically. Team documents 
family’s participation in treatment 
over time.  

a. For all clients, Team has 
conversations regarding their 
preferences for family involvement 
as part of the admission process.  

b. For at least 50% of clients, at least 
one team member met with at least 
one member of the client’s family 
each quarter. 

*Key Issue: Fears around HIPAA; discomfort with 
family; child world does better



Summary

• Leadership and organizational culture influence 

ability to implement CSC programs in diverse 

ways

• Challenge to maximize “fit” while respecting 

agency culture



Leveraging Resources and 

Building Support:  

Learning from Oregon’s 

Experience

Tamara Sale, MA

Director, EASA Center for Excellence

Graduate School of Social Work Regional Research Institute

Portland State University, Portland, Oregon

tsale@pdx.edu; www.easacommunity.org 

September 10, 2015



• How you define the problem(s) and vision 
determines the possible solutions 

• Demonstrate broad reach, urgency, contrast 
between now and future, and potential impact

• Generates understanding & commitment 
(especially when people with lived experience 
speak)

• Creates flexibility in strategies for how we get 
there

Creating Shared Vision & Ownership



• Education vs. people not knowing 
• Rapid access vs. long delay
• Outreach & voluntary entry vs. involuntary traumatizing entry
• Support for developmental progress and career vs. push for 

disability
• Family education and support to keep families together vs. family 

burden & break-up
• Evidence-supported care vs. whatever happens to be available 

(usually not evidence-supported)
• Proactive approach to prevent hospitalizations and legal 

involvement vs. ongoing cycle of relapse
• Engagement of young people and families in system development 

vs. adversarial relationships
• Systemic problem solving vs. expensive ineffective strategies

Contrasts VERSUS



• Simple written materials with data & graphs
• Stories
• Clear and compelling messaging
• Ongoing relationships and investment

Marketing



Health Care Reform:  EASA’s Genesis

• 1997 Oregon Medicaid health care reform created Mental 
Health Managed Care Organizations with flexibility & ability to   
reinvest in prevention/early intervention

• Mid-Valley Behavioral Care Network responsible for five original counties; 
reinvested Medicaid dollars for start-up
– Sought private foundation and Federal Block Grant dollars to allow universal 

approach
– Brought funders together to create sustainability strategy & build ownership over 

systemic solutions 
– Resulted in sharing of billing strategies, legislative appropriation, ongoing effort to 

align parity interpretations to include public mental health services (i.e. acceptance 
of agency licensure, requirements that comprehensive services for serious mental 
illness be covered)

• Created common name/materials, fidelity process, practice guidelines, 
cost analysis, etc.- allowed us to take unified approach

• Led to statewide effort; ongoing development
• Became core of young adult system effort



Sustainability Work Group

• Invited players who had authority and dollars
• Started with common understanding of what we were trying to 

fund
• Outlined payer scenarios and elements; identified what we could or 

couldn’t pay for
• Prioritized non-Medicaid services at first
• Led to short-term and long-term strategies

– Foundation grant applications; Federal Block Grant appropriation
– Ongoing legislative appropriation (expanded later to include training & 

technical assistance)
– Ongoing effort to integrate alternative payment methods into Coordinated 

Care Organizations
– Ongoing effort to interpret parity rules to include team-based outpatient 

community-based mental health not available through private 
practitioners



National Opportunities

• Sharing resources  

– Regional efforts such Oregon/Washington and 
NY/Maryland

– National learning collaboratives

– Visiting each others’ programs

– Creating connections across people with similar roles

– Sharing training costs & opportunities, capacity building

– Developing web-based training including virtual coaching



Public Health Approach

• Incidence is predictable

• High cost borne by multiple players

• Current incentives to use the least effective, most reactive 
care

• Human & legal rights issue!



Role of People with Lived Experience

• Feedback and guidance to 
ensure accountability and 
relevance of your effort

• Most credible advocates for 
funding and broad support



Incremental Opportunism

• Start with what you can do 

• Articulate the vision

• Aim for what you can’t do yet

• Align with existing efforts



Short-Term Financing Strategies

• Expand priority definitions

• Tie to existing hospital diversion and health care 
reform efforts

• Maximize billing

• Apply for grant funding

• Break out practices to implement



Long-Term Financing Strategies
• Tie to high-traction efforts such as legislative 

priorities and court cases (Olmstead, etc.)

• Build champions by bringing them to the table, 
articulating shared vision, defining roles

• Work together with other sites & stakeholders to:

– Advocate for meaningful insurance parity,

– Build data, 

– Generate cost estimates, 

– Develop marketing strategies.



Cross-State Collaboration
• Sharing materials and program strategies

• Shared consultation, training & problem solving

• Developing web-based strategies

• Working toward a national vision & consistent 
system of care



Cross-State Collaboration

• National Association of State Mental Health Program Directors portal:   
http://www.nasmhpd.org/content/early-intervention-psychosis-eip

• Prodrome and Early Psychosis Network (PEPNET):  
http://med.stanford.edu/peppnet/whoweare.html

• National Psychosis Prevention Council:  http://psychosisprevention.org/

• International Early Psychosis Association:  www.iepa.org.au

• EASA:  www.easacommunity.org

• Commonwealth programs:  EPPIC http://eppic.org.au/ , IRIS http://www.iris-initiative.org.uk/

• RAISE resources:  http://www.nimh.nih.gov/health/topics/schizophrenia/raise/coordinated-
specialty-care-for-first-episode-psychosis-resources.shtml

• Navigate (RAISE Early Tx Program manuals):  www.navigateconsultants.org

• RAISE Connections/ OnTrack USA (implementation and treatment manuals):  
http://practiceinnovations.org/OnTrackUSA/tabid/253/Default.aspx

http://www.nasmhpd.org/content/early-intervention-psychosis-eip
http://med.stanford.edu/peppnet/whoweare.html
http://psychosisprevention.org/
http://www.iepa.org.au/
http://www.easacommunity.org/
http://eppic.org.au/
http://www.iris-initiative.org.uk/
http://www.nimh.nih.gov/health/topics/schizophrenia/raise/coordinated-specialty-care-for-first-episode-psychosis-resources.shtml
http://www.navigateconsultants.org/
http://practiceinnovations.org/OnTrackUSA/tabid/253/Default.aspx


Discussion/Questions



Next Month

• Evaluation/outcomes

• October 15 – 11am-1pm ET



COP: Next Steps

• Post webinar survey.

• September office hours with David, Lisa and 

Tamara

– Selections must be made by COB 9/17.



National Council for Behavioral Health 

Hill Day 2015

October 5-6, 2015

Washington, D.C. 


