Grant Proposal Example

Mid-Valley Behavioral Care Network Early Psychosis Project Proposal

Introduction.  The Mid-Valley Behavioral Care Network (MVBCN) invites the Local Initiatives Funding Partners Program to join Meyer Memorial Trust, Paul G. Allen Charitable Foundation, Spirit Mountain Community Fund, and Northwest Health Foundation
 in supporting the Early Psychosis Project.  The current request is for $463,600 for July 1, 2003 through June 30, 2007.  MVBCN hopes to demonstrate that proactive outreach and support early in the illness will allow young people with psychosis to avoid much of the trauma and long-term disability which have been common until now, and to continue successfully on their life paths.  Further, MVBCN hopes to demonstrate that this approach is cost effective.  

Description of MVBCN.  MVBCN was created by intergovernmental agreement to organize and fund mental health and addiction services in Marion, Linn, Polk, Yamhill and Tillamook Counties in Oregon, with a population of over 560,000.  MVBCN’s oversight structure and quality management system integrate consumer, advocate, and public and private provider perspectives.  MVBCN emphasizes accountability to best practice standards with local control, and systematic service improvement.  MVBCN provides mental health services to approximately 10,000 people per year, and is responsible for over 60,000 Oregon Health Plan recipients.  The vision of MVBCN is to bring together public and private providers, government, and citizens to promote individual and community wellness, with an emphasis on high-risk populations.    

Description of the region.  Mid-Valley Behavioral Care Network (MVBCN) comprises five diverse counties, including several medium-sized cities and numerous small towns and rural areas, including mountain, valley agricultural, and coastal terrain.  One in five residents in Marion County is Hispanic, and Mexican immigration is growing.  The region is home to the Grand Ronde tribe, immigrant communities from the Ukraine, and people from numerous other immigrant and minority cultures.  Salem, in Marion County, is the State Capitol.      

Description of need.  Psychosis is remarkably common and devastating.  Three percent of the population will develop psychosis, and almost two percent will develop ongoing psychosis, leading to a diagnosis of schizophrenia, schizoaffective disorder or bipolar disorder.  About 6,000 people in the MVBCN region and 30,000 people in Oregon have schizophrenia alone.  The first symptoms of psychosis usually occur between age 15 and 30, when the person is establishing adult relationships and independence.  Psychosis results from an imbalance in brain chemistry and manifests itself in disturbances of perception (hallucinations), interpretation (delusions, or bizarre beliefs), and communication (verbal and nonverbal).   A person with psychosis will often rapidly lose ability to function, resulting in loss of school and work, inability to communicate with others, and inability to take care of him/herself.  Hospitalization often becomes necessary.  In 2000, 24 percent of people served by MVBCN, or 1900 individuals, had a psychotic disorder.   In contrast, MVBCN spent about 70 percent of its $2 million hospital budget on people with psychosis.  

There is little public understanding of psychosis, and families and other caregivers often lack knowledge about how to identify the illness or respond.  People seeking help often face barriers such as eligibility restrictions, requirements that the person be motivated, lack of outreach, inattention to families, and stigma.  Untreated, psychosis puts people at much greater risk of suicide, accidental death, justice system involvement or homelessness.  Relationships are greatly strained, and the longer psychosis continues, the more isolated the person becomes.  Prolonged delays are common; internationally, the average time psychosis goes untreated is a year or more.

People with psychosis often enter the mental health system after a series of traumatizing crises, leading to involuntary commitment or justice system involvement.  Once in the mental health system, the person receives implicit and explicit messages that a diagnosis of major mental illness means lifetime disability and an end to hope for the future.  Existing mental health systems tend to focus on helping people to receive disability benefits and attempting to prevent further crisis.  There is little attention to maintaining self esteem and progress on a normal developmental pathway of school, work, relationships and independent living.  Approximately 90% of people with schizophrenia have remained unemployed.  The fear and demoralization caused by the illness are compounded by the very system intended to help.  

In the last fifteen years, tremendous scientific and social advances have greatly improved the chances of successful recovery from psychosis.  It is now possible for most people with psychosis to live normal lives, given the right tools and support.  Research has demonstrated that it is possible to  reduce the disability associated with psychosis by providing proactive, appropriate services in the early stage of illness.  Mental health systems have been slow to use this knowledge.

In 1999, MVBCN hired Patricia Mrazek, an internationally known prevention researcher, to identify well-researched mental health prevention models which MVBCN could adopt.  MVBCN specifically requested that she examine the field of psychosis, since the impact of psychosis is so great.  She recommended that MVBCN consider adopting the model developed by the Early Psychosis Prevention and Intervention Center (EPPIC) in Melbourne, Australia.  The MVBCN Early Psychosis Project is based on the work of EPPIC.  For over a decade, EPPIC has systematically identified and researched the effectiveness of service delivery approaches in early psychosis.  They have developed practice guidelines, written materials, and training manuals for communities wishing to improve their effectiveness in working with early psychosis.  EPPIC has demonstrated that community education and appropriate early intervention can significantly reduce suicide rates, relapse and disability, and improve quality of life.  Their approach combines education of primary care doctors, schools and the general community; flexible outreach, engagement and assessment of people identified as experiencing a possible psychosis; a low-dose medication protocol; education and support of individuals with the illness and their families; individual and group counseling using cognitive behavioral therapy techniques focused on self esteem and mastery of symptoms; and support of individual goals, including vocational, educational and independent living.  

The MVBCN  Early Psychosis Project will reach about 460 new young people over a four-year period, and approximately 1,380 additional family members or informal caregivers.  The MVBCN expects to reach 50,000 people through media campaigns and other public education efforts.  Information and materials from the project will be disseminated to approximately 1,000 advocates, decision makers and professionals inside and outside of Oregon. 

MVBCN has assembled a team of clinicians from ten different mental programs
 throughout the five counties, called the Early Assessment and Support Team (EAST).  EAST is the central hub for carrying out the Early Psychosis Project, providing the direct experience and expertise about how best to move forward.  The team includes a full-time coordinator, a psychiatrist, social workers, psychologists, a Hispanic outreach specialist and chemical dependency specialists.  The team has received extensive initial training in the EPPIC model, and has begun to gain expertise in the needs of young people with psychosis.  The team meets every other week to problem solve, share expertise and help develop the appropriate resources throughout the region.  This core team, and an oversight committee (consisting of program administrators, people in recovery, family members and others) are highly motivated.  In one team member’s words, “I’ve been in this field for twenty-five years.  I feel more enthusiasm for this project than anything I’ve ever done.”

The major goals and objectives are listed below:

1. Identify young people at the earliest possible stage of psychosis, through systematic education of doctors and others in the community, and making flexible outreach easily available.

2. Develop and provide services to minimize long-term disability, by training and supporting a growing group of experts, developing and disseminating a toolkit and resource materials; modifying policies and procedures, and developing appropriate resources. 

3. Establish this approach in a sustainable fashion within the MVBCN:  modify management and fiscal structures as necessary; build a network of supportive community members; and address regulatory and resource issues as needed.

4. Disseminate project learning, through conferences, publications and a web site.

Table 1 illustrates the vision of the Early Psychosis Project:

Table 1:  Common Experience Versus Intended Result of the Early Psychosis Project

	Common Experience
	Intended Result

	Community lacks awareness.

(There is a general lack of knowledge about psychosis.

(Many people have negative assumptions about outcomes.

(Families don’t know where to turn.


	Community is aware and prepared.

(Community members receive basic information about psychosis and how to get help.

(Places where families turn first are prioritized for outreach:  doctors, schools, etc.

	It is difficult to get help.

(Symptoms create barriers (paranoia, delusions, etc.).

(There are many mental health system barriers (expectations that the person is seeking help; eligibility restrictions, unwillingness to talk to families, restrictions on outreach).

(Long delays (1 year or more) are common.
	It is easy to get help.

(800 number is staffed 24 hours.

(Prompt outreach by trained professionals to individuals and families.

(Regulations, policies and procedures support flexible outreach for psychosis.

	Families are ignored by professionals.

(Family communication is often an afterthought.

(Families receive little information or support.

(Families suffer from trauma, grief and overwhelming responsibility.
	Families are active partners.
(Communication occurs within 24 hours of referral, then ongoing.

(Counselors focus on family as well as individual needs.

(Families receive extensive education.

(Support groups, conferences and informal networking events offered.

	Risk assessment limited to “imminent threat” of danger.  

(Involuntary commitment standards often determine whether a person gets help.
	Risk assessment is comprehensive and proactive.

(Psychosis is always viewed as high risk .

(Assessment looks at a range of risk factors (delusional beliefs, impulsiveness, access to vehicles or weapons, family support, etc.).

(Crisis plans are developed.

	There is little attempt to support the person’s normal developmental progress.

(Emphasis is on symptoms, medicine, and stabilization.
	Developmental progress is a primary focus of assessment and support

(Emphasis is on mastery of symptoms, personal goals and developmental needs.

	Negative assumptions about schizophrenia predominate.

(Professionals are quick to assume and communicate that the person will be unable to live a normal life.
	Positive, realistic assumptions about schizophrenia predominate.

(Emphasis is on successful ongoing management of symptoms and movement toward personal goals.

(Professionals communicate the expectation that with an active recovery process the person can have a fulfilling life.

(People are given the chance to meet successful role models.

	The treatment process is often coercive.

(Disagreements are labeled “non-compliance”.

(People are given directions and expected to follow.

(Clinical language is used.
	Personal choice is always sought and respected.

(Relationships are built on self-identified goals and needs.

(Professionals build on the person’s interpretations and language.

(Honest communication about choices is encouraged.

(Information to help improve choices is provided.

	Individuals and families often receive little information about their illness and methods of coping.
	Individuals and families receive extensive information about the illness, symptom management, and successful recovery.

	Mental health assessment often under-emphasizes medical testing to rule out possible causes of symptoms.
	A list of medical tests is ordered for all people with psychotic symptoms.

	High doses of medicine are common.

(Side effects lead to decreased functioning and choice to stop taking medicine
	Medicine is prescribed at low doses and gradually tapered up as needed.

(Careful attention is given to symptoms and side effects.

	Services focus on keeping people who have long-term needs out of the hospital.

(Work and school are often discouraged as a “high-stress” activity.

(A minimal level of functioning is accepted.

(Group activities mix people with long-term negative outcomes with young people.
	Services focus on helping people move on with their lives while learning the skills to stay out of the hospital.

(A strong focus is placed on vocational and educational support

(Individuals are encouraged to learn about relapse planning, workplace accommodations, etc.

(Groups and activities specifically for young people are provided

	People in recovery play little or no role in service design.  


	People in recovery provide oversight, feedback and direction for service design.


(Timeline here).

(Timeline here.)

(Timeline here.)

(Timeline here).

(Timeline here).

 Evaluation.  MVBCN intends to create the following outcomes:  a) increased community awareness and responsiveness; b) improved individual and family functioning; c) satisfaction of individuals and families with the support they are receiving; d) integration of practice guidelines into ongoing policies and practices throughout the region; e) creation of a strong informal support network for young people with psychosis and their families throughout the region.  A multi-year evaluation will address each of these areas, through the following methods:

· Collection and analysis of demographic and clinical data (length of psychosis prior to treatment, hospitalizations, services received, symptoms)

· Completion of routine outcome reviews for all people receiving services (engagement in services, self management, work, school, independent living, substance abuse, etc.)

· Twice-annual satisfaction surveys of individuals and families

· Annual self assessments of how well practice guidelines are being implemented

· Focus groups and “pathway of care” analyses

A Quality Improvement Specialist is being hired to help ensure that data is timely and accurate.  Separate reports will be given to the community, clinicians, system administrators, and other  decision makers.  Three researchers from Oregon Health Sciences University are providing consultation on the research plan and methods (Drs. Bentson McFarland, Douglas Bigelow, and John Collins).   The evaluation is measuring indicators in each of the following areas:  

· Increased community awareness and responsiveness:

· Documentation of ongoing community education activities; increased referrals from outside  the public mental health system; referrals at the earliest stage of psychosis versus after significant delays

· Improved individual and family functioning:

· Successful participation in school or work activities; stable living situation; reduced involvement  with the criminal justice system

· Positive relationships with family and friends; involvement with social network

· Reduction in hospital days; reduced use of involuntary

· Successful self management of illness

· Capacity development:

· Services provided in a manner consistent with practice guidelines
· Growing network of providers and supports available in each community 

· Ease of access to appropriate supports

How the project is innovative.   There are no other similar efforts in Oregon.  National efforts are almost all experimental programs in universities.  Internationally, there are now many early psychosis programs, and early intervention with psychosis is a national priority in Canada, Great Britain and Australia.  The Early Psychosis Project is being viewed as a catalyst toward fundamental reform of how people with psychosis receive support throughout the region.  The director of the Oregon Office of Mental Health and Addiction Services gave EAST a statewide Award of Excellence in October 2002, and expressed the desire to have this approach disseminated statewide.

Relationship to existing services.  The Early Psychosis Project is the top reinvestment priority for MVBCN.  Salem Hospital, Marion County Mental Health, Marion County Psychiatric Crisis Center, Northwest Human Services, Linn County Mental Health, Polk County Mental Health, Tillamook Family Counseling, and Yamhill County Mental Health have each assigned staff members to participate in training and service development, and have begun internal modifications in response to the practice guidelines.  Clinical directors from each agency are on the oversight committee, and the regional MVBCN board consisting of local county commissioners from each of the five counties receives updates about the project.  From its origin, the Early Psychosis Project was designed to build on the existing service delivery system, with the expectation that it would ultimately lead to a comprehensive shift in the way services are delivered.  

Collaborations and community support.  The Oregon Office of Mental Health and Addiction Services, Oregon Health Sciences University, local colleges, vocational providers and NAMI-Oregon (a family support organization) have all provided strong and consistent support to the effort.  Plans are currently underway for expanding community representation through local community education teams and expansion of community membership in program oversight.  

Long-term funding and viability.  The MVBCN is committed to sustaining the Early Psychosis Project.  It is expected that at the end of the pilot period, ongoing coordination and evaluation will be folded into existing administrative functions within the MVBCN.  Ongoing services will be supported through a restructured funding system.  

Based on international data and experience to date, it appears that providing appropriate services is highly cost effective, both in the short term and in the long term.  Fragmentation between private and public healthcare, negative assumptions about outcomes, and numerous regulatory and fiscal disincentives have prevented programs in the United States from “connecting the dots” to demonstrate that this approach is not only feasible, but is far more cost effective than the alternatives.  The Early Psychosis Project hopes to demonstrate the benefits of community-based early intervention, while pushing for the changes necessary to sustain the effort permanently.

Early psychosis programs have been able to demonstrate reductions in hospital use of as much as fifty percent within the first year.  During its initial pilot of the Early Psychosis Project, MVBCN is already beginning to observe a significant decrease in hospitalizations, along with a success rate in treatment follow-through which seems to be greater than average, and significant successes in school and employment.   The Office of Mental Health and Addiction Services has offered its assistance in providing a comparison group to begin to document how the outcomes of the Early Psychosis Project compare to the rest of the state.  This type of data will be helpful in building support for sustainable public and private funding.  Within the MVBCN, it may be possible to redirect money which would otherwise be spent on hospitals or ineffective care into community-based early intervention.  One outcome of the Early Psychosis Project will be a realignment of funding within the MVBCN to provide the appropriate incentives for early intervention.

 Another strategy for sustainable funding is to increase the involvement of private insurance companies in funding these types of services.  A billing specialist is being hired to assist programs in successfully establishing relationships with private insurance companies.  Given the high risk for hospitalization in this group, early intervention can be seen as an inexpensive hospital diversion.  In addition, the EAST Coordinator is reaching out to providers on popular insurance panels in order to offer them the opportunity to participate in the Early Psychosis Project.  In this way, families will have more choices for care.

Since the Early Psychosis Project has a strong vocational focus, ongoing vocational funding is a possibility for sustaining services.  EAST has begun intensive vocational pilots in two of the five counties.  The EAST coordinator will continue to explore a range of potential sources of ongoing funding both within and outside of the mental health system.  A policy group is being developed which will explore potential opportunities and help make contacts with the correct decision makers.  The Early Psychosis Project is also breaking out of the blinders of thinking in terms of only one “system”:  for example, Chemeketa Community College has received federal funding for a program called “Trio”, which provides the supports young people with disabilities need to complete college degrees.  Several individuals involved with EAST are now enrolled in the Trio program, and thriving with the appropriate supports.  Likewise, Northwest Human Services offers an independent living program to help young people move into adulthood, and have another program called “Total” which helps young people succeed in school.  EAST utilizes these types of resources at every opportunity, and seeks to build coalitions with like-minded programs, agencies and individuals who may help young people succeed.

Finally, EAST is actively bringing families together to provide them support and help them recognize their role in building supports for young people.  EAST families have already become engaged in community education, mentoring, organizing activities, and advocating for services.  In spite of the fact that the initial pilot is relatively new, families are already beginning to demonstrate the most exciting potential of this project:  to build a grassroots network of energized supporters who will “do what it takes” for young people with psychosis to succeed in their communities.

�  NWHF pending.


� Mid-Valley Behavioral Care Network, Salem Hospital, Linn County Mental Health, Marion County Mental Health, Marion County Psychiatric Crisis Center, Northwest Human Services- Homeless Outreach Advocacy Project, Northwest Human Services- West Salem Clinic, Polk County Mental Health, Tillamook County Family Counseling Center, Yamhill County Mental Health.
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