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Abstract 

Title of Dissertation: Professionals and their Organizational Roles in Pathways to Care 

for Early Psychosis: Where are the Social Workers?  

Karen McNamara, Doctor of Philosophy, 2014 

Dissertation Directed by: Bruce DeForge, PhD, Associate Professor, School of Social 

Work   

Problem: Expediting pathways to effective treatment may reduce the duration of 

untreated psychosis, thereby improving long-term functioning for individuals 

experiencing early psychosis. Previous research rarely addresses the role of social 

workers along the pathway to care for these individuals, with few studies conducted in 

the United States. Understanding professional roles may provide strategies to shorten 

pathways and expedite effective treatment for individuals experiencing early psychosis.  

Method: This exploratory study used a cross-sectional design to examine professional 

designations and organizational roles of service providers referring individuals to a 

research program providing specialty early intervention services for psychosis. Of 

individuals referred (n=320), 169 were assessed for eligibility, 74 were eligible for 

admission, and 60 were admitted.  Tests of association were used to evaluate 

relationships between roles and professional designations of referring professionals, 

service-seeker demographics, and clinic eligibility and admission for referred service-

seekers. Logistic regression analyses were conducted to evaluate whether professions, 

roles, or demographic factors predict service-seeker eligibility and admission. 

Results: Most referrals came through social work professionals (36%) and professionals 

not licensed to prescribe (54%). Professional designations and organizational roles were 



 

strongly associated (V = .700, p <.05). Highest referring role/profession combinations 

included prescribing psychiatrists (20%), and case-manager social workers (19.4%). The 

odds of being eligible were: 1) greater for individuals with some college than with no 

college, 2) less likely for individuals referred from outpatient settings than inpatient 

settings, and 3) greater for individuals referred from non-prescribing professions than 

individuals referred from prescribing professions or teams of both. The odds of being 

admitted were greater for individuals referred from inpatient settings.  

Conclusions: Social workers and other non-prescribers may be positioned to implement 

interventions to expedite pathway to care in the United States.  Understanding the impact 

of roles and professions on eligibility and admission requires further research with larger 

samples in community settings. The ability to refer eligible individuals may be 

unnecessary for community-based treatment.  Community settings may welcome high 

referral volumes when individuals do not meet criteria for FEP. Offering treatment to 

individuals at risk for psychosis and monitoring for FEP may be a better approach to 

reducing DUP.  
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Chapter I:  Problem Statement and Background 

Social workers collaborate with a myriad of professional disciplines to serve 

individuals with a variety of different types of problems, difficulties, or life obstacles 

(Gibelman, 2004). They often prioritize and coordinate service delivery by identifying 

which services are most needed and what treatment may be most effective.  They 

accomplish this by performing psychosocial evaluations, identifying treatment needs, and 

referring individuals to appropriate resources (Gibelman, 2004).  Social workers 

specializing in mental health may perform these tasks as a part of treatment team that 

includes psychiatrists, nurses, psychologists, and other social workers.  Regardless of 

their specialization, social workers may encounter individuals experiencing early 

psychosis during their career. As they encounter these individuals, social workers have 

the opportunity to apply interventions to facilitate connections with early intervention 

services. Expediting engagement with early intervention services could improve the lives 

of individuals experiencing early psychosis by reducing the duration of their untreated 

symptoms. 

Shorter duration of untreated psychosis (DUP) is associated with improved 

proximal functional outcomes and quality of life for individuals experiencing a first 

episode of psychosis (FEP; Perkins, Gu, Boteva, & Lieberman, 2005).  Preliminary 

longitudinal studies offer hope that shorter DUPs may result in long-term functional 

improvements (Henry et al., 2010; Hill et al., 2012).  Expediting engagement with early 

intervention services could ameliorate suffering for individuals experiencing early 

psychosis.  Evidence-based treatments for early psychosis exist; however, specialized 

services have not been widely available. 
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Clinics specializing in treatment of early psychosis have been established around 

the world in efforts to improve functioning for individuals with primary psychotic 

disorders (Addington et al., 2007; Bertelsen et al., 2008; Conus, Cotton, McGorry, & 

Lambert, 2002; van Kampen, 2005).  In 2009, the National Institute of Mental Health 

(NIMH) launched the Recovery After an Initial Schizophrenia Episode (RAISE) studies 

to explore and apply early intervention services in the United States (NIMH, 2009).  The 

RAISE studies established community clinic-based services and evaluated these 

interventions for individuals experiencing FEP (NIMH, 2011).  The studies funded the 

creation and establishment of early intervention services in different community clinics 

across the United States (NIMH, 2009).  Findings from these studies have been used to 

develop manuals describing how to establish specialty clinics for early interventions in 

psychosis within the United States healthcare system.  Distribution of these findings may 

result in an increase in the number of clinics providing specialty treatment for early 

psychosis in the United States.  

As treatment providers establish clinics that provide early intervention services 

for psychosis, opportunities increase for quickly connecting individuals experiencing 

early psychosis with treatment to reduce DUP.  Facilitating more direct routes to early 

intervention services may result in reduced DUP (Bechard-Evans et al., 2007).  As 

services become available in the United States, the NIMH has expressed interest in 

research that may lead to reduced DUP (Insel, 2013).  Recently, the NIMH approved a 

concept clearance for grants and funding for research on individuals experiencing FEP 

with the goal of reducing DUP in the United States (Insel, 2013).  The concept clearance 

specifically encourages research that leads to expediting referrals for individuals with 
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FEP to specialty treatment programs (Insel, 2013).  An improved understanding of how 

individuals experiencing early psychosis connect with specialty services in the United 

States provides opportunities to develop interventions that may expedite connection with 

specialty clinics, resulting in reduced DUP.   

Professionals developing interventions that aim to reduce DUP may benefit from 

understanding the pathways used by help-seekers to access early intervention services. 

Pathways to care are defined as “the sequence of contacts with individuals and 

organizations prompted by the distressed person’s efforts and those of his or her 

significant others, to seek help” (Rogler & Cortes, 1993, p. 555).  This definition implies 

that the process of help-seeking is not arbitrary and can be understood within the larger 

socio-cultural context of individuals and their families (Singh & Grange, 2006).  

Pathways to care extends the definition of simple “help-seeking” by including service 

structures and involuntary routes to care, as well as the help-seeking efforts of individuals 

or people close to them (Singh & Grange, 2006).   

This dissertation focuses on pathways to care for individuals experiencing early 

psychosis in the United States.  It presents a new theoretical framework for help-seeking.  

Finally, it explores the organizational roles and professional designations of service 

providers on the pathway to care for early psychosis.  This dissertation evaluated service 

providers’ involvement in pathways to care for individuals experiencing early psychosis 

in the context of a new theoretical framework.   

A.  Incidence, Prevalence, and Risks of Psychosis 

Schizophrenia affects approximately 4 in 1000 individuals in the world during 

their lifetime (Saha, Chant, Welham, & McGrath, 2005), often resulting in a decline in 
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functioning, reduced quality of life, and long term disability (Alptekin et al., 2005). 

Schizophrenia occurs equally in males and females; however males typically present with 

the disease in their late teens and early 20s, and females present in their late 20s or early 

30s (Schultz, North, & Shields, 2007). The low incidence rate of schizophrenia (3 in 

10,000/ year; WHO, 2012) combined with a complex diagnostic presentation (White, 

Anjum, & Schultz, 2006) makes early identification difficult.  A family history of the 

illness, season of birth (winter), birth in urban environments, low socioeconomic status, 

maternal influenza, or viral infections (Schultz et al., 2007), and migrant status (Cantor-

Graae & Selten, 2005) may increase risk for schizophrenia.  

B.  Duration of Untreated Psychosis (DUP) 

Duration of untreated psychosis (DUP) may affect illness severity and subsequent 

disability for individuals with primary psychotic disorders (Perkins et al., 2005). Longer 

DUP has been associated with lower remission rates for positive symptoms, lower 

employment rates, higher persistent substance use rates, increased illness severity, and 

worse global functioning (Schimmelman, Huber, Lambert, Cotton, & McGorry, 2008). 

The NIMH estimates that delayed intervention in psychosis in the United States could be 

costing $4.4 - $11.3 billion in unemployment, caregiver burden, justice involvement, and 

homelessness (Leslie, 2007). This translates to $4.9 – 12.7 billion in 2013 dollars (Bureau 

of Labor Statistics, 2013). Interventions aiming to decrease DUP may offer unique 

opportunities to change the trajectory of functional disability for this population. Shorter 

DUP may improve long-term vocational and social functioning (Harris et al., 2005; Malla 

et al., 2007; Marshall et al., 2005), and pathways to effective psychiatric care may 

directly impact DUP.  
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Researchers agree on a general definition of DUP, but substantial differences exist 

in how the onset and endpoint of DUP are operationalized (Compton et al., 2007).  A few 

of the possible operational definitions of endpoints include: admission to an early 

intervention service or study, hospitalization, and treatment with antipsychotic 

medication (Compton et al., 2007). This dissertation focuses on social work professionals 

on the pathway to care for early psychosis.  Social workers cannot provide treatments that 

end untreated psychosis, such as prescribing antipsychotic medications.  However, they 

can be involved in referring and engaging individuals experiencing early psychosis with 

effective treatment.  For the purpose of this dissertation, efforts to reduce DUP target 

referral to early intervention services as the endpoint to DUP. 

C.  Pathways to Care  

An improved understanding of pathways to care for early psychosis could offer 

opportunities for critical time interventions along the care pathway.  A systematic review 

of pathways to care in early psychosis found that social, cultural, and health service 

factors affect the pathway to care used by help-seekers (Anderson, Fuhrer, & Malla, 

2010).  For example, pathways appear to be affected by the gender, socio-economic, 

and/or ethnic characteristics of the help-seekers (Anderson et al., 2010).  Health service 

factors may also impact pathways to care, such as accessibility to healthcare systems, and 

the manner in which healthcare providers identify and respond to the early symptoms of 

psychosis (Singh & Grange, 2006).  This section will explore reasons for treatment 

delays and discuss opportunities for facilitating help-seeking.  It will also examine the 

challenges of identifying early psychosis and expediting connections with early 

intervention services. 
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Exploring treatment delays.  Lincoln, Harrigan, and McGorry (1998) identified 

two periods of delays on the pathway to care: 1) delays occurring between onset of 

symptoms and initial help-seeking contact, and 2) delays occurring between an initial 

help-seeking contact and effective treatment, as defined by treatment with an early 

intervention service clinic.  According to Lincoln and colleagues (1998), delays occurring 

between onset of symptoms and initial help-seeking contacts generally stem from lack of 

community awareness about mental health and available mental health systems.  These 

authors emphasize that delays occurring between initial help-seeking contacts and 

effective treatment generally stem from the inability of a broad range of professionals to 

recognize early psychosis and quickly redirect individuals to appropriate treatment. A 

study in Ireland found that the duration of delay was equally split between delays in help-

seeking and delays in the healthcare system (O’Callaghan et al., 2010). 

Studies on pathways to care to date have been conducted retrospectively after 

individuals experience FEP.  Broad scale information campaigns designed to educate 

individuals about early psychosis appear to reduce treatment delays between symptom 

onset and help-seeking when delivered to health professionals and the general public 

(Malla et al., 2007). Research describing the activities of individuals experiencing early 

psychosis during the period between symptom onset and help-seeking may be more 

difficult to accurately report because informants are reporting experiences that may 

involve distorted sensory experiences that occurred in the distant past.  Qualitative 

approaches have been helpful in retrospectively exploring the experiences along the 

pathway to care for individuals with FEP (Bergner et al., 2008; Corcoran et al., 2007; 

Gerson et al., 2009). 
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Opportunities also may exist to expedite care pathways between symptom onset 

and help-seeking by understanding where individuals seek help for symptoms occurring 

prior to their first, full psychotic episode.   Prior to experiencing acute psychosis, some 

individuals can be categorized at Clinical High Risk (CHR) for psychosis because they 

experience attenuated psychotic symptoms (Miller et al., 2002; Yung et al., 1996).  When 

experiencing these very early symptoms, individuals generally experience a decline in 

functioning (Yung et al., 2008) that may lead individuals to seek help.  Professionals 

working with CHR and FEP use the term “transition” to describe the migration from a 

high-risk symptom profile to their first diagnosable symptoms of psychosis (Fusar-Poli et 

al., 2012). Clinics offering services to individuals at risk for psychosis may be better able 

to explore the early help-seeking process and report on help-seeking activities as 

individuals transition to a first episode of psychosis (Welsh & Tiffin, 2012).   

This study focuses on the pathway to care between initial help-seeking and 

treatment at an early intervention service by evaluating the types of service providers that 

refer service-seeking individuals to specialty services during this crucial period.  When 

exploring treatment delays, Lincoln et al. (1998) hypothesized that individuals currently 

receiving mental health treatment during the onset of psychosis would enter effective 

treatment more quickly than individuals not currently in mental health treatment.  

Effective treatment was defined as admission to an early intervention specialty program.  

Instead, they found that individuals currently receiving mental health treatment during 

their first psychotic episode experienced longer delays to effective treatment than 

individuals who were not in treatment when their first episode occurred (Lincoln et al., 

1998).  Individuals receiving mental health treatment during their first episode received 
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effective treatment more quickly than individuals with no history of mental health 

treatment.  However, individuals with prior experience with mental health treatment who 

were not currently receiving mental health treatment when their first episode of psychosis 

occurred entered effective treatment more quickly than individuals currently receiving 

mental health treatment by other providers (Lincoln et al., 1998).  These finding imply 

that there may be something about traditional mental health treatment systems that delays 

the referral of individuals with FEP to effective treatment at specialty clinics. 

Similarly, a recent study in the United Kingdom indicates that service-seekers 

receiving treatment from general adult community mental health system treatment 

settings experience the longest delays to effective treatment when compared to child and 

adolescent outpatient treatment, crisis home treatment teams, and psychiatric admission 

units (Birchwood et al., 2013).  For this study, effective treatment was defined as 

adherence to recommended dosages of antipsychotic medications that either continued 

for at least one month or resulted in reduction of symptoms (Birchwood et al., 2013).  

Researchers in Canada discovered similar findings on treatment delays with general 

practitioners (GPs) providing mental health care to individuals experiencing early 

psychosis (Anderson, Fuhrer, Wynant, Abramowicz, Buckeridge, & Malla, 2013a).  This 

research suggests that individuals receiving mental health treatment from a GP 

experienced a greater number of help-seeking contacts and a longer treatment delay than 

individuals who were not receiving primary care treatment (Anderson et al., 2013a). In 

the Canadian healthcare system, GPs provide direct psychiatric care for many diagnoses, 

and they act as gatekeepers to specialized psychiatric care such as specialized early 

intervention services for psychosis (Commonwealth Fund, 2011).  These findings in 
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Canada may indicate a tendency for professionals providing outpatient mental healthcare 

to maintain initial diagnostic impressions and reinforce existing treatment plans, resulting 

in overlooking new symptoms or alternate diagnostic explanations. Findings in the 

context of a non-Canadian mental health treatment system may be different. 

Facilitating help-seeking. Several factors complicate help-seeking in early 

psychosis. Symptoms, such as cognitive dysfunction and social withdrawal, may prevent 

individuals from initiating help-seeking. Family members may influence individuals 

experiencing early psychosis by encouraging or deterring help-seeking (Compton, Chien, 

Leiner, Goulding, & Weiss, 2008).  Significant others, especially parents, often play an 

important role in facilitating help-seeking and early engagement for individuals 

experiencing early psychosis even after the age of majority (ages 20-24; Anderson, 

Fuhrer, & Malla, 2013b).  Even when family members encourage help-seeking, they may 

not understand the nature and extent of their relative’s symptoms (Clarke & Couchman, 

2012; McCabe & Priebe, 2004; Tanskanen et al., 2011).  This could result in seeking 

services that may not provide effective treatment for early psychosis, such as access to 

early intervention services or treatment with antipsychotic medication. The complexity of 

the symptom profile may also direct help-seeking toward professionals specializing in 

other services, such as substance abuse or behavioral problems. 

Encountering challenges in early identification. DUP within the healthcare 

system may be extended if professionals incorrectly attribute early psychotic symptoms 

to other causes, such as behavioral problems, substance use, or other psychiatric disorders 

(White et al., 2006).  Pathways to care may be expedited through increasing professional 

awareness of psychotic symptoms. The symptom profile for early psychosis is complex 
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and easily misdiagnosed (White et al., 2006). Symptoms that are precursors to psychosis 

may include an extended history of difficulties with attention, recent history of cognitive 

decline, social withdrawal, high levels of depression, decrease in functioning, and 

attenuated psychotic symptoms (White et al., 2006; Yung, Phillips, Yuen, & McGorry, 

2004). 

Individuals with these symptoms may initiate help-seeking during this period. A 

combination of risk factors and clinical features have been identified that indicate an 

increased risk for psychosis (Yung et al., 2004), and assessments exist to identify 

individuals at CHR for psychosis (Miller et al., 2002; Yung et al., 2008).  When help-

seeking occurs during this phase of illness, it is important to recognize the possibility that 

these non-specific symptoms may not evolve into psychosis.  Only a minority of people 

(approximately 35%) with well-defined CHR transition to psychosis (Cannon et al., 

2008; Fusar-Poli et al., 2012).   

Early symptoms of psychosis can be easily misinterpreted as mood disorders, 

substance use, posttraumatic stress disorder, attention and cognitive deficits, or pervasive 

developmental disorders (White et al., 2006).  Furthermore, as psychosis evolves, 

professionals may not re-evaluate their initial diagnostic impressions to consider 

alternative diagnoses.   It is also possible that individuals experiencing early psychosis 

may seek help outside of the mental health system with problems secondary to psychosis, 

such as learning disabilities, behavioral problems, or legal difficulties.  

Additional training for mental healthcare professionals in identifying individuals 

experiencing early psychosis may result in earlier identification and referral to early 

intervention services. Trained mental health professionals could then propose alternative 
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diagnostic theories to treatment teams and advocate for redirecting care to specialty 

services as appropriate.  Any improvements in screening or identification of individuals 

experiencing early psychosis could potentially result in reduced DUP.  

Expediting effective treatment.  Effective treatment delivery requires a level of 

understanding on both the part of the consumer and the service provider.  Consumers 

must perceive a benefit to participating in treatment and successfully initiate help-

seeking, while service providers must accurately identify the problem and make 

appropriate services available. Although clinics specializing in early interventions in 

psychosis now exist in many countries, the low incidence rate of schizophrenia makes it 

difficult to locate individuals who may benefit from services. It remains unclear which 

strategies are most effective for connecting individuals experiencing early psychosis with 

services.  

Understanding pathways to care may provide opportunities to offer interventions 

at different targets along the care pathway. Individuals experiencing emerging symptoms 

may be unable to adequately describe these new and unusual experiences.  As a result, 

individuals with early psychosis may initially seek help from a variety of sources (e.g., 

religious leaders, counselors, teachers, general practitioners, or psychiatrists) for a variety 

of symptoms (e.g., difficulty concentrating or unusual thoughts or feelings).  

Some existing literature indicates that GPs are the primary referral source to 

specialized early psychosis programs (Hodgins, Judd, Davis, & Fahey, 2007), and 

interventions have been developed to train GPs to identify and refer individuals 

experiencing FEP to specialized services (Simon et al., 2009). Professionals and 

paraprofessionals approached early in the help-seeking process may be able to help 
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expedite the pathway of care by identifying early symptoms of psychosis and facilitating 

appropriate help-seeking.  This could occur by training these individuals to recognize 

psychotic symptoms and offer resources about appropriate screening and treatment 

locations.   

Providing strategies for engaging individuals experiencing early psychosis in 

treatment may also help professionals and paraprofessionals to facilitate screenings for 

early intervention services.  This may be particularly true because adolescents and young 

adult individuals may not engage well with traditional outpatient community settings 

(Birchwood et al., 2013).  One struggle for connecting individuals with specialty services 

is that onset may occur during childhood and adolescence, and specialty services are 

generally available as adult mental health services (Cratsley, Regan, McAllister, Simic, & 

Aitchison, 2008). This requires referring professionals and the individuals they refer to 

bridge the gap between child and adolescent to the adult mental health system when 

making a referral to an early intervention service (Cratsley et al., 2008). 

D.  Social Workers on the Pathway to Care 

The scope of the social work profession overlaps with many disciplines, and 

social workers serve in a multitude of settings such as the work place, school systems, 

youth programs, counseling services, non-profit services, and government service 

agencies (Gibelman, 2004). The span of social work organizational roles and settings 

suggests that social work professionals may be accessible at multiple points along the 

pathway to care. Furthermore, social workers often serve clientele in high risk age groups 

for early psychosis (ages 15-25; Schultz et al., 2007).  

Social workers perform restorative, remedial, and preventative functions 
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(Hepworth, Rooney, Dewberry Rooney, Strom-Gottfried, & Larsen, 2010). Restoration 

seeks to return functioning to impaired individuals, and remediation occurs through 

eliminating or ameliorating macro and micro social problems, depending on the nature of 

services provided (Hepworth et al., 2010). Social workers less frequently practice 

primary prevention through direct services; however, most social workers practice 

secondary prevention by providing services to vulnerable persons in a timely manner and 

promoting social functioning before problems develop (Hepworth et al., 2010). For 

example, a homeless individual may present to a social worker for assistance with 

housing.  Through a psychosocial assessment, the social worker may learn that the 

individual has not received any medical screening for several years.  The social worker 

may then facilitate secondary prevention by connecting the individual with a healthcare 

provider.  This broad service outlook occurs because social workers focus on individuals 

as well as their surrounding environments. 

A person-in-environment (PIE) perspective guides social workers to examine 

individual behavior in its environmental context.  Social workers use the PIE system to 

identify and document problems experienced by individuals in social functioning (Karls 

& O’Keefe, 2009).  This includes personal relationships, as well as their relationships to 

community organizations that may help to maintain social functioning (Karls & O’Keefe, 

2009).  The PIE perspective focuses on individuals’ complex biopsychosocial functioning 

in a way that aligns with the mission and principles of the social work profession (Karls 

& O’Keefe, 2009).  It also expands on existing classification diagnostic systems, such as 

the Diagnostic and Statistical Manual IV-TR (DSM-IV-TR, APA, 2000).  Furthermore, 

the PIE perspective contributes a strengths-based perspective to assessments, so that 
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individuals can leverage naturally existing resources to address problems that may exist 

within persons or their environment. As a result, social workers may intervene and 

engage key external resources within individuals’ environments during treatment 

planning and implementation.  This may mean facilitating interventions within the 

individuals’ household, community, or supporting organizations.  This uniquely positions 

social workers to identify early psychosis and facilitate help-seeking based on 

individuals’ natural supports. 

Social workers also provide psychoeducation from a PIE perspective to 

individuals during the onset of many mental illnesses.  Psychoeducation is an evidence-

based practice that delivers education in a way that emphasizes individual strengths, 

stresses collaboration among individuals, providers, and their support systems, and 

empowers individuals as partners in their treatment (Lukens & McFarlane, 2004).  

Furthermore, it provides a framework for helping individuals to understand and cope with 

their illness in the context of their social environment (Lukens & McFarlane, 2004).   

Using the PIE perspective, social workers often perform evaluations and 

psychosocial assessments to direct individuals toward appropriate services. This practice 

may provide social workers with a more comprehensive view of their clients’ functioning 

than other professional disciplines, because their evaluations are generally not limited to 

the scope of the individuals’ presenting problem.  Additionally, because social workers 

serve individuals with a variety of presenting problems, they may come in contact with 

individuals exhibiting the early signs of psychosis who are being seen for problems 

secondary to the psychosis.  Furthermore, because social workers may have an expanded 

understanding of individual functioning, they may have access to unique information that 
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may warn of the possibility that psychosis exists, such as family history or social 

functioning.  If social workers can identify the early warning signs of psychosis, they can 

probe to determine if psychosis exists and refer individuals to appropriate screening and 

treatment as necessary.  As a result, social workers may be positioned to identify 

individuals soon after psychotic symptoms emerge.   

Social workers may also be able to provide early engagement and 

psychoeducation about psychosis to individuals and their support network in order to 

encourage identification and treatment for symptoms, reduce stigma, and deter 

hospitalizations.  With appropriate training, social workers can contribute to reducing 

DUP by identifying and referring individuals, providing appropriate evaluation, 

education, and treatment, and addressing barriers to care. Social workers also serve in 

many different organizational roles, such as case management, individual and group 

therapy, community outreach, and/or administration.  Social workers may require a 

different toolkit of interventions for reducing DUP based on their organizational roles.  

To develop effective interventions, we must understand the organizational roles of social 

workers and other professionals in pathways to care for early psychosis. 
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Chapter II:  Literature Review and Theory 

A.  Literature Review 

A growing body of literature describes pathways to care in early psychosis around 

the world; however, only a limited amount of research has been performed in the United 

States.  Assessing pathways to care across existing studies is complicated by differences 

in inclusion and exclusion criteria, as well as potential differences in healthcare systems 

across countries.  Participants are selected using varied definitions of the onset of 

psychosis, as well as different inclusion criteria for substance-induced psychosis and/or 

psychosis due to a mood disorder.   Study demographic data are also difficult to interpret 

because each country may have different norms for employment, education, 

relationships, and living arrangements.  

This chapter will explore research on pathway to care in early psychosis with an 

emphasis on literature targeted at reducing the length of DUP. Existing pathways to care 

literature will be reviewed, including a systematic review suggesting that GPs could play 

a central role in reducing DUP (Anderson et al., 2010).  Subsequent research emphasizing 

the roles of outpatient mental health practitioners in reducing DUP will also be discussed.  

Next, the professionals and their roles on the pathway to care will be reviewed, with an 

emphasis on GPs and social workers.  The role of GPs and social workers in the United 

States mental health system will be examined.  Controversies on the role DUP in 

improving long term functional outcomes will also be discussed. Finally, gaps in the 

literature will be reviewed to frame the research problem for this dissertation. 

Existing pathway to care literature.  Almost all published literature on 

pathways to care in early psychosis is based on studies performed outside the United 
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States (Anderson et al., 2010). The few studies in the United States have focused on 

pathways to care for African Americans (Compton, Esterberg, Durss, Walker, & Kaslow, 

2006; Chien & Compton, 2008).  International pathways to care literature and pathways 

to care literature from the United States are described below. 

International pathways to care. A recent systematic review (Anderson et al., 

2010) identified 30 studies on pathways to care in early psychosis.  The results of the 

studies varied widely and were difficult to interpret due to differences in operational 

definitions (e.g. definitions of early psychosis).  Studies also collected different data 

regarding the pathway to care such as the first contacts, the number of contacts, or the 

final contact prior to referral.  Finally, the studies were conducted in 16 different 

countries.  Therefore, differences in culture, mental health service availability, and 

service distribution methods may also change pathway to care results.  

Only 9 of the 30 studies in the review examined pathways by the gender, socio-

economic, or ethnic characteristics of help-seekers (Anderson et al., 2010).  Of the seven 

studies exploring gender, three found no differences (United Kingdom: Cole, Leavy, 

King, Johnson-Sabine, & Hoar, 1995; France: Cougnard et al., 2004; Germany: Kohn et 

al., 2004).  Other studies found that when compared to females, (1) males were more 

likely to have first contact with emergency services (95% CI =1.64-14.12, p <.01; 

Canada; Archie, Akhtar-Danesh, Norman, Malla, Roy, & Zipursky, 2010), (2) males 

were more likely to be admitted by a general practitioner (GP; 95% CI =.034-.088, p 

<.05; England; Morgan et al., 2005), and (3) males were more likely to be admitted 

involuntarily (77% vs. 47%; χ
2 
 (1, n =44) = 6.74, p < 0.01; South Africa; Temmingh & 

Oosthuizen, 2008).   
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Studies that examined the influence of social-economic indicators on the pathway 

to care also had varied results.  Of the six studies exploring socio-economic indicators, 

five found no differences (Canada: Archie et al., 2010; United Kingdom: Cole et al., 

1995; Burnett et al., 1999; Morgan et al., 2005; France: Cougnard et al., 2004).  One 

study found that individuals with less education were more likely to have first contact 

with law enforcement (Germany; Kohn et al., 2004). ). A new study published after 

Anderson and associate’s systematic review found that individuals with longer DUPs 

(endpoint: commencement of antipsychotic medications) were more likely to be 

unemployed (O’Donoghue et al., 2013). 

Results for race and ethnicity also varied widely.  Of the seven studies examining 

ethnicity, three found no differences (United Kingdom: Cole et al,. 1995; South Africa: 

Temmingh & Oosthuizen, 2008; New Zealand: Turner, Smith-Hamel & Mulder, 2006). 

Other studies found that when compared with White individuals, individuals with 

minority status (1) were less likely to be referred by a general practitioner and more 

likely to have police involvement (United Kingdom; Burnett et al., 1999; Morgan et al., 

2005); (2) had longer treatment-delays (United Kingdom; Harrison, Holton, Neilson, & 

Owens, 1989); (3) were more likely to make first contact with emergency services than 

white patients (Canada: Archie et al., 2010; United Kingdom: Corrigall & Bhugra, 2013); 

and (4) were more likely to receive treatment involuntarily (Canada: Archie et al., 2010; ; 

United Kingdom: Corrigall & Bhugra, 2013; Harrison et al., 1989; Morgan et al., 2005). 

Another study published after this systematic review found that individuals from minority 

groups had shorter DUPs (endpoint: commenced antipsychotic treatment with 75% 

adherence for the subsequent month) and higher rates of involvement with the criminal 
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justice system (Ghali et al., 2013). 

Anderson and colleagues (2010) describe professionals on the pathway to care by 

categorizing them as Physicians, Non-Physicians, and Emergency Contacts.  The 

systematic review draws two conclusions that seem inconsistent with the included 

literature.  First, the review reports that physicians are the first contact for the majority of 

individuals seeking services (Anderson et al., 2010); however, emergency services served 

as first contact for service-seekers in nine studies, including the two studies conducted in 

the United States.  Second, Anderson and colleagues (2010) also report that differences in 

healthcare systems do not influence whether service-seekers’ first contact is a physician, 

a non-physician, or an emergency service.  However, this review groups both 

psychiatrists and GPs in the same category as physicians.  These conclusions may differ 

when GPs and psychiatrists are evaluated separately.  There may be limited differences in 

healthcare delivery systems where GPs and psychiatrists serve similar roles as mental 

health providers.  However, in healthcare systems where psychiatrists and GPs serve 

different roles on the pathway to care in early psychosis, these findings may not be 

generalizable.   

The importance of outpatient mental health systems.  Like the Anderson and 

colleagues (2010) systematic review, subsequent research on pathways to care continues 

to focus on international populations, and no new publications on pathways to care in the 

United States have been identified.  Anderson and colleagues (2010) indicated that no 

differences existed across healthcare systems and pathways to care, and general 

practitioner interventions may expedite pathways to care.  Several recent studies 

recommend focusing on outpatient mental health practitioners to expedite pathways to 
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care (Canada: Ehmann et al., 2013; Italy: Cocchi et al., 2013; Germany: Fridgen et al., 

2013; and the United Kingdom: Birchwood et al., 2013).  Outpatient mental health 

systems appear to be more involved in the pathway to specialty clinic care in some 

countries.  This may indicate that culture and healthcare delivery systems affect pathways 

to care in ways that are not currently well understood. 

One study in the United Kingdom explored possibilities for reducing DUP by 

targeting bottlenecks along the pathway to care.  Researchers defined the endpoint of 

DUP as adherence to recommended dosages of antipsychotic medications that either 

continued for at least one month or resulted in reduction of symptoms.  They found that 

individuals referred from the community mental health treatment system experienced the 

longest treatment delays and had longer DUPs upon referral to specialty services.  

Individuals receiving services from child and adolescent mental health systems 

experienced the longest delays, followed by those referred adult community mental 

health systems. They also found that individuals receiving non-crisis mental treatment 

experienced the longest treatment delays (Birchwood et al., 2013).   

An Italian study looked at patterns of referrals for individuals experiencing early 

psychosis, as well as individuals at CHR for psychosis.  They found that the majority of 

individuals made first help-seeking contacts through outpatient mental health agencies 

and professionals.  Family members were often central to facilitating access to services, 

and police and/or emergency services were rarely involved in the care pathway.  

Individuals referred from mental health professionals exhibited slightly more severe 

symptoms upon referral than individuals referred from non-mental health settings. In 

their discussion they state that GPs may be less important on the pathway to care in 
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countries with a large numbers of mental health professionals (Cocchi et al., 2013). 

A small sample (n = 86) German study evaluated help-seeking and pathways to 

care in early stages of psychosis (Fridgen et al., 2013).  They found that 86% of 

individuals experiencing early psychosis sought help prior to arriving at early 

intervention services, with an average of 1.5 contacts per referral. The most common 

help-seeking contacts were to family members, followed by close friends.  Psychiatrists 

in private practice were the most common professional for first help-seeking contact, 

followed by GPs.  They emphasized the roles of family, friends, and private practit ioners 

on the pathway to early intervention services (Fridgen et al., 2013).   

One Canadian study focused on treatment delays in pathways to care for early 

psychosis.  First antipsychotic treatment marked the DUP endpoint for this study. The 

study compared referrals received through inpatient units to community referrals.  

Community referrals included referrals from outpatient treatment providers, relatives, 

friends, school counselors, and other outpatient mental health providers.  They found that 

care pathways for individuals referred from the community experienced longer treatment 

delays before receiving evidence-based treatment for psychosis compared with 

individuals referred from inpatient units.  Community referrals came equally through 

family members and mental health professionals. Individuals not referred through 

inpatient treatment experienced earlier onset (mean age 19.85) and often received less 

effective treatments, such as non-antipsychotic psychotropic medications in 27% of cases 

and non-pharmacological treatment, such as psychosocial therapy, in 22% of cases. They 

also found that individuals referred from outpatient settings had less psychopathology 

and better functioning than individuals referred from inpatient settings.  Individuals 
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receiving prior non-pharmacological treatments experienced longer DUPs. The majority 

(70%) of individuals with affective psychosis had early help-seeking encounters with 

inpatient settings, compared with 26% of individuals with non-affective.  They also found 

that despite events and advertising targeting GPs, only 10% of referrals came from GPs.  

They recommend targeting interventions to expedite pathways to care toward families 

and community professionals (Ehmann et al., 2013). 

Pathways to care in the United States. The studies from Anderson and colleagues’ 

systematic review (2010) occurred across 16 different countries; however, only 2 studies 

were conducted in the United States.  No additional articles for studies conducted in the 

United States were identified in a subsequent review conducted in October 2013 (see 

Appendix A for search strategy).  The paucity of literature indicates that pathways to care 

in early psychosis have been understudied in the United States.  

Both studies conducted in the United States included urban, predominantly 

African American samples (n= 25; Compton et al., 2006; n=76; Chien & Compton, 

2008). The first study was conducted with inpatient individuals at a large, urban, public-

sector hospital (Compton et al., 2006).  Pathways to care were collected through a semi-

structured interview with individuals experiencing FEP and family members when 

available (Compton et al., 2006).  Information was corroborated through chart reviews 

and discussions with referring clinicians (Compton et al., 2006).  Of the 25 patients, 19 

(76%) were admitted involuntarily. A total of 83 help-seeking contacts occurred between 

the onset of psychotic symptoms and their first hospitalization, with the most common 

contacts occurring with mental health (30%), psychiatric emergency services (28%), and 

the police (21%; Compton et al., 2006).  Only 4.8% of contacts occurred with general 



 

23 

practitioners (GPs; Compton et al., 2006).   

Despite the relatively homogeneous sample, the pathways to care were variable.  

Unlike other countries, involvement of general practitioners was limited. However, the 

number of mean contacts was similar to findings from other countries (Compton et al., 

2006).  Furthermore comparable to police involvement with ethnic minorities in other 

countries, 25% of the sample had contact with the police at some point in time during 

their illness progression.  Because pathways to care in early psychosis in the United 

States are understudied, we do not know how the frequency of police involvement affects 

pathways to care for other populations in the United States. 

The second study conducted in the United States was also conducted in 

collaboration with Compton on a similar, but different sample (Chien & Compton, 2008). 

This study evaluated the mode of onset of psychosis on pathways to care in an African 

American sample.  Semi-structured interviews were used to examine (1) the DUP during 

the pathway to care; (2) the services contacted, sources of help, and reasons for 

psychiatric contact; and (3) the number of help-seeking contacts on the pathway to care.  

A first psychiatric hospitalization marked the endpoint for DUP.  They found that 

individuals experiencing a more gradual or insidious symptom onset had longer DUPs 

than individuals with sudden, acute symptom onset.  The majority (84%) of individuals 

was involuntarily admitted, 64% of individuals had experience with the criminal justice 

system, and 43% met criteria for cannabis abuse or dependence.  Interestingly, the 

pathway to care and the duration from the first help-seeking contact to hospitalization did 

not differ based on the mode of onset.  This indicates that the increased delays for 

individuals with insidious onset occurred between the symptom onset and the first help-
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seeking contact.  Once help was sought, the duration from initial help-seeking to 

hospitalization was similar for individuals with insidious onset and those with sudden, 

acute onset. In contrast to the earlier study, psychiatric emergency services had the 

highest number of first contacts (32%) followed by mental health practitioners (26%)  

Neither study differentiated professions or roles of mental health or psychiatric 

emergency service personnel.   

Historical pathway to care research suggests that ethnic minorities experience 

higher rates of involuntary psychiatric admissions (Cole et al., 1995).  However, due to 

the limited research, it is unclear how involuntary admissions compare for non-minorities 

in the United States.  One study found that low income was the most significant barrier to 

mental health care in the United States (Sareen et al., 2007), with another indicating that 

treatment delays in early psychosis for African Americans may occur due to lack of 

insurance (Compton et al., 2009).   

Professionals and their roles on the pathway to care. Interpreting the roles of 

professionals on the pathway to care is complicated, because most of the studies are 

international.  Professionals may serve different roles across countries, and organizational 

roles may vary based on each country’s healthcare distribution system.  Furthermore, the 

literature groups mental health workers differently, or combines them into a single group 

for analysis. As a result, it is not possible to successfully evaluate the how different types 

of professionals are involved on pathways to care in early psychosis using the existing 

literature.  

Several types of organizations ranked high as the initial contacts during early 

psychosis for several countries.  Emergency rooms and hospitals were frequent initial 
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contacts in some countries (Canada: Addington , van Mastrigt, Hutchinson, & Addington, 

2002; United Kingdom: Corrigall & Bhugra, 2013), especially for individuals not 

currently in treatment (Canada: Norman et al., 2004).  Law enforcement also had a high 

number of contacts (United Kingdom: Cole et al., 1995).  Both United States studies 

found that service-seekers frequently entered the mental health system involuntarily 

through law enforcement (Chien & Compton 2008; Compton, et al., 2006).  However, in 

Italy, police or emergency services are rarely involved (Cocchi et al., 2013).  Emergency 

rooms, hospitals, and law enforcement may include many different types of mental health 

professionals.  

Professional designations and roles are rarely examined in the international 

literature.  There is one exception: General practitioners (GPs), are frequently discussed 

in the international literature.  Other professionals, such as psychiatrists and police may 

be specified as a professional on the pathway to care; however, social workers are rarely 

specified. Other research describes professionals on the pathway to care using their 

professional roles, such as therapist.   

The following sections review literature on GPs and social workers.  GPs were 

selected because they are a commonly discussed role in pathways to care literature.  

Social workers are reviewed as a profession of particular interest in this dissertation.  For 

each profession, the international research on pathways to care will be reviewed, 

followed by a review of these professions in the United States. Differences in between 

professional roles internationally and roles in the United States will be emphasized. 

General practitioners.  General practitioners are frequently cited in international 

literature as playing a central role on the pathway to care for individuals experiencing 
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early psychosis.  These findings may not translate to the United States due to differences 

in health care systems and GP roles in mental health care.   

General practitioners outside the United States. Some existing literature describes 

GPs as key potential referral sources for specialized early psychosis programs (Canada: 

Anderson et al., 2013a; England: Hodgins et al., 2007; Ireland: O’Callaghan et al., 2010; 

Switzerland: Platz et al., 2006).  Interventions have been developed to train GPs to 

identify and refer individuals to specialized services (England: Power et al. 2007). 

However, the roles of GPs vary across countries. 

GPs serve as gatekeepers to specialty services in some countries (e.g., Australia, 

Denmark, England, Italy, Netherlands, New Zealand), and not in others (e.g., Canada, 

France, Germany, Japan, Norway , Sweden, Switzerland, United States).  Some countries 

actively encourage GPs to provide direct mental health treatment, and to refer only when 

specialty care is essential (e.g. Australia, Canada, England, Denmark, New Zealand, 

Norway, Sweden).  Other countries refer treatment for mental illnesses to mental health 

specialists (e.g., Germany, Italy, Japan, Switzerland).  Some countries allow the 

consumer to decide whether to initiate mental health help-seeking through a GP or a 

mental health specialist (e.g., France, United States) (Commonwealth Fund, 2011). 

Several studies indicate that individuals referred by GPs experience longer DUPs 

(Canada: Anderson et al., 2013a; Norway: Larson, Joa, Langeveld, & Johannessen, 2009; 

Ireland: O’Callaghan et al., 2010; Switzerland: Platz et al., 2006). All of these studies 

recommend training interventions for general practitioners to expedite pathways to care 

for individuals with early psychosis.  A recent Canadian study suggests that GPs should 

be targeted for training to identify individuals experiencing early psychosis (Anderson et 
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al., 2013a).  Although 60% of individuals received mental health treatment from GPs 

prior to FEP, individuals in treatment with GPs had longer referral delays for specialty 

early intervention services (Hazard Ratio = 0.32; 95% CI = [0.23-0.45]; Anderson et al., 

2013a).   

Individuals receiving treatment from GPs may be less likely to experience 

negative pathways to care, such as emergency, crisis team, or police involvement. 

Individuals in contact with GPs were less likely to have first contact by emergency 

services (OR = 0.07, 95% CI = [0.04-0.14]; Canada: Anderson et al., 2013b). Being in 

care with a GP reduced the likelihood of police or ambulance involvement (OR = 0.47, 

95% CI = [0.27-0.82]; Anderson et al., 2013b). They were also less likely to their first 

diagnosis for a primary psychotic disorder in the emergency department (OR = 0.36, 95% 

CI = [0.24-0.54]; Anderson et al., 2013a). Another study stated that GP referrals were 

associated with lower involuntary admission rates (Burnett et al., 1999).   

One research study indicated that individuals experiencing early psychosis or at 

risk for psychosis may present differently to general practitioners.  Swiss researchers 

found that 59% of individuals presenting to general practitioners in the early stages of 

their illness did not report positive symptoms, rather they presented with symptoms such 

as anxiety, impaired concentration, or lack of motivation (Switzerland: Platz et al., 2006).  

Conversely, 67% of individuals presenting to outpatient mental health practitioners while 

experiencing early psychosis reported positive symptoms, such as hallucinations or ideas 

of reference (Platz, et al., 2006).  They also found that individuals seeking help from GPs 

were experiencing fewer and less intense symptoms (Platz et al., 2006).   

Due to the high percentage of individuals receiving mental health treatment from 
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GPs (Commonwealth Fund 2011), and indications that individuals referred by GPs less 

frequently experience negative pathways (Canada: Anderson et al., 2013b, United 

Kingdom: Burnett et al., 1999), some researchers recommend increasing GP training 

interventions to reduce DUP (Canada: Anderson et al., 2013b; England: Power et al. 

2007).  This recommendation may not be as applicable to countries where GPs provide 

mental health treatment less frequently.  For example, only GPs in the United States only 

provide 23% of the country’s mental health treatment (Wang et al., 2005).  Furthermore, 

studies evaluating negative pathways to care do not evaluate the roles of other outpatient 

professionals on negative care pathways, such as psychiatrists, psychologists, or social 

workers.   It unknown whether or not other professionals may serve to reduce negative 

care pathways for individuals experiencing FEP.  

The role of GPs in early psychosis may be confounded in the literature by 

including individuals at risk for psychosis in the same category as individuals 

experiencing FEP.  Some studies indicate that individuals referred by GPs experience 

longer treatment delays (Canada: Anderson et al., 2013a), and other studies found that GP 

referrals had the fastest route to psychiatric admission when psychosis was identified 

(Germany: Fuchs & Steinert, 2004; Switzerland: Platz et al., 2006).  All three of these 

studies were conducted retrospectively after individuals experience FEP.  Differences in 

symptom presentation to GPs (Switzerland: Platz et al., 2006) may occur because 

individuals are describing the symptoms associated with a risk for psychosis, or CHR, 

instead of early psychosis, or FEP. As previously stated, the majority of individuals with 

clear CHR do not transition to full psychosis (Cannon et al., 2008; Fusar-Poli et al., 

2012).  GPs may not refer many of these individuals because symptoms such as anxiety, 
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impaired concentration, or lack of motivation are generally not indicative of future 

psychosis.  

It is also possible that the role of GPs in early psychosis found in prior research is 

confounded by not appropriately differentiating psychiatrist and GP roles. GP and 

psychiatric roles were collapsed into a single category for a systematic review on 

pathways to care in early psychosis (Anderson et al., 2010).  Other studies may also 

collapse GP and psychiatric roles into a single category, because GPs often provide 

mental health treatment in those countries.  However, these finding may not be 

translatable to countries where GPs do not provide most mental health treatment.  

One study that clearly differentiated between GPs and psychiatrists on the 

pathway to care indicated that GPs were most likely to be the first contact during early 

psychosis, but outpatient mental health services were most often the last contact before 

referral to specialty services (Switzerland: Platz et al., 2006).  A German study evaluating 

psychiatrists separately from other physicians found that most referrals came through 

psychiatry services (Fuchs & Steinert, 2004).  Additionally, psychiatrists were the first 

mental health professionals contacted by individuals experiencing early psychosis in two 

studies (United Kingdom: Cole et al., 1995; Germany: Fuchs & Steinert, 2004). Germany 

has a somewhat similar health care referral system to the United States where individuals 

select their healthcare professionals (Commonwealth Fund, 2011).  In the German 

system, GPs do not serve as gatekeepers to specialty services (Commonwealth Fund, 

2011).  This is similar to the United States system where GPs generally only serve as 

gatekeepers to specialty care within managed health care systems. In Italian study 

suggests that GPs may play less of a role on the pathway to care in countries with a high 
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number of outpatient mental health practitioners (Cocchi et al., 2013). 

General practitioners in the United States.  The organizational roles and 

professional designations of service providers for early psychosis in the United States are 

not well understood.  The roles that GPs in United States have in providing mental health 

treatment delivery may be very different from other countries.  This section discusses 

mental health utilization in the United States, and the roles of GPs for mental health 

treatment. 

A report covering 12 months of mental health services use for non-psychotic 

disorders in the United States found that only 22% of individuals with mental disorders 

are treated by mental health professionals (including mental health counselors and social 

workers); 23% are treated by GPs, and 8% are treated using human services (e.g., other 

types of counselors and social workers; Wang et al., 2005).  The largest proportion of 

individuals (33%) received treatment from other non-healthcare services (e.g. 

complementary and alternative treatments, religious counseling; Wang et al., 2005).  

However, individuals made an average of 7.4 (SD = 1.0) visits over the course of a year 

to mental health professionals, 2.3 (SD = 0.2) visits to human service providers, and only 

1.7 (SD = 0.0) visits to a GPs (Wang et al., 2005).  Individuals with no mental health 

disorders visited GPs an average of 1.1 (SD=0.0) times over the 12-month period.   

These figures indicate that GPs are involved in mental healthcare in the United 

States; however, they have a very limited number of interactions per year with 

individuals for mental health problems, and even fewer interactions if individuals do not 

report mental health problems. Individuals experiencing early psychosis may be in 

treatment with their GP for other mental health problems. However, according to this 
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study, they would only receive treatment from their GP 1-2 times per year on average.  

As a result, GPs in the United States may not see individuals frequently enough to 

observe the nuanced changes that occur over the several months preceding a first episode 

of psychosis. 

The number of individuals receiving mental healthcare from a GP for a non-

affective psychosis is very different.  Although 20% of individuals with chronic mental 

illnesses receive mental health treatment from GPs, only 9% of individuals with non-

affective psychosis receive such services through their GP (Wang, Demler, & Kessler, 

2002).  It is unclear where individuals experiencing early psychosis would receive 

treatment.  It is possible that individuals with early psychosis may be more likely to be 

encountered and referred to specialty clinics through the existing mental health treatment 

system. 

In many existing studies on the pathway to care to early psychosis, it is unclear 

whether studies emphasizing the role of GPs on the care pathway are including only GP 

visits for psychotic symptoms.  They may include GP visits for any reason during the 

help-seeking period. As a result, GP participation on the pathway for these studies is 

difficult to determine.  

Social workers.  Social workers are rarely reported as a separate category in 

existing literature.  They may be collapsed into other categories based on their role, such 

as therapist, case managers, or mental health workers.  However, they are identified in a 

handful of international studies, as discussed below.  Social workers in the United States 

will also be discussed. 

Social workers outside the United States.  Social workers may be under-
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represented in existing pathway to care literature.  Lincoln et al. (Australia: 1998) posit 

that social worker involvement may be underreported because they are considered “non-

medical” providers.  There also may be fewer social work researchers to bring a social 

work perspective to the research. In a modified systematic review I conducted in June 

2012 (see Appendix A), the Lincoln et al. (1998) study was the only study that included a 

social worker among its authors.   

In the same modified systematic review, social workers were only involved on the 

pathway to care for 10% of individuals experiencing early psychosis.  Many of the 

articles described organizational roles commonly filled by social workers in the United 

States (e.g., counselor, therapist, mental health worker, psychosocial educators), but these 

studies did not indicate the professional designation of these individuals.  Another study 

found that information campaigns increased referrals from counselors, including social 

workers (Singapore: Chong, Mythily, Lum, Chan, & McGorry, 2005a).  

Only one study found that social workers were the most common mental health 

provider on the pathway to care (China: Chiang, Chow, Chan, Law, & Chen, 2005).  This 

study targeted the period of treatment delay between symptom onset and help-seeking.  A 

media campaign was conducted in Hong Kong to distribute information about early 

detection for psychosis, including posters, pamphlets, exhibition boards, and videos 

(Chiang et al., 2005).  A small sample (n=35) of individuals referred to an early 

intervention specialty clinic in Hong Kong was surveyed using a semi-structured 

interview to explore pathways to care (Chiang et al., 2005).   

The survey examined the duration of treatment delay, the reason for the delay, the 

route to psychiatric services, and the reason for the initial consultation.  Help-seeking 
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activities for alternative help (e.g., herbal medicine, acupuncture) were also explored.  

The study found that 14% had contacted social workers during help-seeking and only 9% 

contacted GPs.  None contacted psychiatrists; however, 8% had emergency room or 

psychiatric involvement on the pathway to care.  The highest involvement on the pathway 

to care was religious institutions, at 54%.  Self-referrals followed at 15% (Chiang et al., 

2005).   

This Chinese study stands alone worldwide in finding that social workers are most 

involved on pathways to care in early psychosis.  Interpreting these results requires some 

context about the role and history of the social work profession within China.  China is a 

socialist, single-party governmental system (Encyclopaedia Britannica, 2013). Social 

work was recognized as a profession in China in 1986, and the China Association of 

Social Work (CASW) was founded in 1988 (CASW, 2012). Prior to that time, the 

government was considered to be the main caretaker of society.  In 2000, the World 

Health Organization (WHO) ranked China as 144
th

 of 191 countries in health system 

performance (WHO, 2000, p. 203).  In response to this poor ranking, the leadership of the 

Central Committee of the Communist Party emphasized the importance of building 

policies and an infrastructure to “educate, assess, employ and encourage social workers” 

(China Development Brief, 2006). According to the China Association of Social Workers 

(CASW, 2012), social work is “guided by the government.”  The high level of social 

work involvement in China may be attributed to the specialized focus that the Chinese 

government and healthcare infrastructures place on the social work profession. 

Social workers in the United States. According to the report, "Mental Health, 

United States, 2004" published by the U.S. Department of Health and Human Service 
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(HHS), Substance Abuse and Mental Health Services Administration (SAMHSA), social 

workers comprise the largest professional group of mental health and therapy service 

providers (CMHS; Center for Mental Health Services, 2006).  The NIMH and the Health 

Research and Services Administration (HRSA) identify clinical social work as one of the 

five core mental health professions (CMHS, 2006). Additionally, all 50 states regulate the 

social work profession through licensure, certification, registration, and/or the use of 

professional titles (CMHS, 2006).  Recent statistics indicate that 650,500 (68%) social 

workers, 174,000 (18%) psychologists, 110,050 (12%) general practitioners, and 24,210 

(3%) psychiatrists are employed in the United States (Bureau of Labor Statistics, 2012).  

As a result, it is possible that social workers are the first professional contact for 

individuals experiencing mental health problems in the United States.   

In the United States, mental health service provision often occurs in treatment 

teams that include psychiatrists, therapists, and case managers.  Both therapists and case 

manager positions may be filled by social workers.  As a part of these teams, case 

managers often provide referrals and service coordination for their clients.  Social 

workers facilitate service linkage, and this function increases the likelihood that social 

workers are active participants in the pathway to care in the United States.  In other 

countries, GPs serve as gatekeepers, providing service linkage to individuals needing 

other healthcare services.  It is possible that social workers may serve a critical role in the 

pathways to care in the United States, as GPs serve a critical role some other countries. 

The influence of social workers as human service generalists can be far reaching. 

The majority of social workers specialize in mental health; however, 48% of social 

workers are dedicated to other fields such as adolescence, child welfare and families, 
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addictions, school social work, criminal justice, veterans’ services, and other areas 

(Weismiller, Witaker, & Smith, 2005).  Social workers in many of these specializations 

could encounter individuals experiencing early psychosis in the context of providing 

these services.  

Controversies on DUP.  As early intervention services become more available, 

controversy continues over whether reducing DUP actually improves functional 

outcomes.  Although initial longitudinal studies hold promise, some researchers are 

concerned that differences in the illness itself shape both DUPs and functional outcomes.  

This section will discuss recent longitudinal findings, followed by a description of the 

controversies around the influence on DUP and outcomes.   

Findings from longitudinal studies.  Several early intervention clinics have 

published longitudinal results indicating that decreased DUP and early interventions 

improve functional outcomes.  A Danish early intervention clinic published 5-year results 

that improvements made at the 2 year assessments were not retained at the 5 year 

assessments (Betelsen et al., 2008).  However, a Canadian early intervention program 

found that not only were 2-year results maintained, additional improvements in both 

reduced symptoms and improved functioning occurred between the 2 and 5 year 

assessments (Norman, Manchanda, Malla, Windell, Harricharan, & Northcott, 2011).   

An Irish early intervention clinic reported results over 12 years, measuring the 

DUP endpoint as receipt of first antipsychotic treatment (Hill et al., 2012).  They found 

that individuals with shorter DUPs experienced less severe symptoms, improved 

functioning, and increased likelihood of remission compared to individuals with longer 

DUPs (Hill et al., 2012).  DUP was not associated with several functional outcomes, such 
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as employment or independent living (Hill et al., 2012).  They also indicated that 

negative symptoms mediated the effect of DUP on functional outcomes.  When negative 

symptoms increased, functional outcomes decreased regardless of DUP (Hill et al., 

2012).  

Finally, a Norwegian early intervention clinic reported on their 10-year outcomes 

for clients (Hegelstad et al., 2012).  They confirmed that more individuals treated by the 

early detection program had recovered at the 10-year point, and that these individuals 

appeared to have milder deficits and better functioning than those with usual detection 

and treatment methods (Hegelstad et al., 2012).  Follow up research by the same clinic 

indicated that lengths of DUP varied based on steady outreach and information 

campaigns regarding the early intervention service (Hegelstad et al., 2013). They also 

reflect that there may be a “critical DUP beyond which prognosis worsens, a threshold 

phenomenon that would not be captured by a linear DUP variable” (Hegelstad et al., 

2013, p.8). 

Does DUP influence functional outcome?  Some researchers question whether 

DUP is a significant factor in improving psychosis. The idea that untreated psychosis 

causes poor outcomes has been around for 200 years, predating antipsychotic treatment 

(Warner, 2013). Warner posits that DUP appears to improve outcomes because 

individuals with shorter DUPs are more likely to be experiencing a brief psychotic 

disorder.  Individuals are diagnosed with a brief psychotic disorder when psychosis lasts 

between one day and one month, and the individuals experience a full return to their 

premorbid functioning (APA, 2000).  Individuals with longer DUPs experience psychosis 

that lasts longer than one month, and experimental groups that include only individuals 
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with longer DUPs would exclude individuals with a brief psychotic disorder (Warner, 

2013).  Individuals with recent onset are also more likely to experience a spontaneous 

remission (Warner, 2005).   Therefore, improved outcomes associated with shorter DUPs 

may be a factor of better prognostic features for individuals with brief psychotic disorders 

(Warner, 2005).  Conversely, longer DUPs may reflect an insidious onset, which results 

in poorer functional outcomes (Warner, 2013).   

Negative symptoms are generally worse with an insidious onset.  A systematic 

review of DUP on negative symptoms found that shorter DUPs are associated with less 

severe negative symptoms (Boonstra et al., 2012).  They state that indivdiuals with DUPs 

less than 9 months had fewer negative symptoms.  They recommend intervening earlier 

to prevent negative symptoms; however, it is possible that the negative symptoms 

themselves may cause worse functional outcomes. 

Other researchers posit that availability of early intervention services alone may 

not reduce DUP (O’Donoghue, Lyne, Kinsella, Turner, O’Callaghan, & Clarke, 2013).  

An Irish study compared individuals in the catchment area with an early intervention 

service with individuals in a comparable catchment area without early intervention 

services (O’Donoghue et al., 2013).  They found evidence indicating that approximately 

10-20% of individuals experience long DUP regardless of available early intervention 

services (O’Donoghue et al., 2013).  Very long DUPs were associated with 

unemployment, less insight, and involuntary treatment.  It is possible that poor prognosis 

individuals with very long DUPs are being compared with individuals with an illness 

with a better prognosis, such as brief psychotic disorder. A better understanding of the 

nature of psychotic disorders and additional research on DUP are required to better 
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understand these phenomena.  

Theoretical models for pathways to care in early psychosis.  The October 2013 

review (see Appendix A) only found one that applied theory to pathways to care in early 

psychosis. This study developed a Revised Network Episode Model (Boydell et al., 2013) 

to describe pathways to care in early psychosis based on an earlier model developed by 

sociologist Bernice Pescosolido (1991).  The revised model was developed from a small 

sample (n=10) of children and adolescents (Boydell et al., 2013).  Because this model is 

based on a small sample size (n= 10) of only adolescents, this model may not be 

generalizable to other adolescents or individuals over the age of majority. 

Although data endorsed aspects of the new model, the way that services and 

supports were received and experienced over time also influenced the pathway to care 

(Boydell et al., 2013).  This model does not adequately reflect the effect of individual 

decision making based on individuals’ experiences of receiving services that appear to 

influence the care pathways.  This finding supports the need for theoretical constructs that 

describe individual decision making even in children and adolescents who may not have 

full autonomy over their health decisions.  

Gaps in the literature.  The gaps in literature for pathways to care, DUP, and the 

efficacy of early interventions are numerous. Research is only beginning to understand 

the epidemiological phenomena of the effect of pathways to care on early psychosis.  

Insufficient literature exists in several areas.  Pathways to care for early psychosis have 

rarely been studied in the United States.   

This dissertation attempts to address the absence of information in several areas.  

First, most existing research has not been evaluated within the context of a theoretical 
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framework. Existing theoretical frameworks for help-seeking and pathways to care do not 

appear to fully describe the experiences of individuals with early psychosis.  This 

dissertation proposes a theoretical new, multidisciplinary, theoretical framework to 

describe pathways to care for this population. 

Second, the majority of research on pathways to care has been conducted 

internationally.  Findings in other countries may or may not be generalizable to care 

pathways in the United States.  Confounding factors may exist across studies from 

different countries, such as varying health care systems, differing organizational roles for 

professionals, differing professional designations, and varying levels of accessibility to 

healthcare.  It is unclear how or whether these findings will translate to the United States 

mental healthcare system. 

Third, pathways to care in the United States have been understudied.  Research in 

the United States has been limited and has targeted ethnic minority populations.  None of 

the existing literature describes pathways to care for the general population in the United 

States.   

Finally, the existing research offers insufficient granularity when measuring 

professional designations and organizational roles.  Additionally, organizational roles in 

health and mental health are blurred across professional designations when using a team 

approach to treatment.  This makes it difficult to identify which organizational roles and 

professional designations are found on the pathway to care.  Furthermore, professional 

designations and organizational roles may be subjectively defined by service-seeker self-

report.  The professional designations and organizational roles of service providers may 

be unclear to service-seekers.  Clear and consistent measurements of profession 



 

40 

designations and organizational roles must occur to fully understand the service providers 

involved on the pathway to care. 

B.  Theoretical Applications 

An extensive body of literature exists that describes theories of help-seeking 

behavior for health and mental health services; however, most current literature on 

pathways to care for early psychosis is atheoretical.  Existing research uses either 

qualitative or cross-sectional retrospective designs in which individuals and caregivers 

describe care pathways and barriers (Anderson et al., 2010; Singh & Grange, 2006).  In 

an exhaustive systematic review of pathways to care for early psychosis in October of 

2013 (see Appendix A), only one study applied a help-seeking theory (Boydell, Volpe, 

Gladstone, Stasiulis, & Addington, 2013).  This study adapted the Network Episode 

Model (Pescosolido, 1992) to adolescents experiencing early psychosis (Boydell et al., 

2013).   

The RAISE study used several approaches for engaging individuals in care, 

including involving family members and treatment providers in the early engagement 

process; collaborating with consumers to empower their decision making by using a 

shared decision making model; and offering psychoeducation for providers, family 

members, and consumers.  Theories were evaluated for potential applications in pathways 

to care in early psychosis that captured the social, individual decision making, and 

psychoeducational features of the pathway to care in the RAISE model.  Models from 

psychology and sociology for help-seeking appeared to be particularly relevant to 

individual decision making and social network influence on pathways to care in early 

psychosis: the Unified Behavior Theory (UBT; Jaccard, Dodge, & Dittus, 2002) and the 



 

41 

Network Episode Model (NEM; Pescosolido, 1992).  An information-seeking theory 

(Navigating the Informational Gap; Godbold, 2006) was also reviewed to encompass 

help-seeking that occurs via information-seeking.  

Help-seeking theory.  

Unified Behavior Theory (UBT). The UBT is a midrange cognitive-behavioral 

theory designed to encompass several behavior decision-making theories and models 

including:  the Health Belief Model (Rosenstock, Strecher, & Becker, 1988), the Theory 

of Planned Behavior (Ajzen, 1991), Social Learning Theory (Bandura, 1975), the Theory 

of Subjective Culture (Triandis, Vassiliou, Vassiliou, Tanaka, & Shanmugam, 1972), and 

self-regulation theories (Kanfer, 1987). Several leading human behaviorists developed 

the framework for UBT during a week-long meeting convened by the National Institute 

of Mental Health (NIMH) in 1991 (Fishbein et al., 2001). This meeting was initiated to 

develop a unified framework of behavior by identifying commonalities across current 

behavioral theories and summarizing these commonalities within a unifying framework.  

Even though the attendees did not achieve consensus, Jaccard and colleagues 

subsequently summarized this general framework and modified it to produce UBT 

(Lindsey, Chambers, Pohle, Beall, & Lucksted, 2013).  

The UBT (see Figure 1) describes health behavior based on determinants of 

behavior and determinants of behavioral intentions.  Determinants of behavior include:  

1) intention or decision to perform; 2) knowledge and skills for behavior, 3) 

environmental constraints, 4) salience of behavior, and 5) habit and automatic processes 

(Jaccard et al., 2002).  Immediate determinants of behavioral intentions include:  1) 

attitudes toward behavior, 2) social norms, 3) beliefs and expectancies, 3) self-concept, 4) 
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affect and emotions, and 5) self-efficacy (Jaccard et al., 2002).  The UBT operates out of 

an individual decision making paradigm assuming that individuals understand they have 

a need for treatment and have the capacity for rational decision making.   

 

 

 

Network Episode Model (NEM).  The NEM (Pescosolido, 1992), as depicted in 

Figure 2, acknowledges the episodic nature of mental illness treatment as well as the 

influence of the social content of the episode, the social support system, and the treatment 

system on the illness career.  The NEM integrates the biopsychosocial illness career and 

health service utilization models, then expands them using social constructionist theory.   

The illness career model describes stages of acknowledging illness and obtaining 

treatment that includes 1) problem onset, 2) recognition of illness, 3) decision to enter 

treatment, 4) decision to adhere to treatment recommendations, and 5) decision to 

continue treatment (Twaddle & Hessler, 1987).  Following each stage individuals choose 
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to terminate help-seeking or move forward to the next stage (Twaddle & Hessler, 1987).   

The NEM contextualizes the illness career within the individuals’ social 

environment using Anderson’s (1973) Socio-Behavioral Model of Health Services 

Utilization (HSU) biopsychosocial theory.  The HSU describes individuals and their 

rational decision making process that occurs during help-seeking.  It states that 

individuals use health services based on a perceived need for services, accessibility to 

resources, and a variety of predisposing sociodemographic characteristics (Anderson, 

1973). Elements of HSU were incorporated into the NEM such as sociodemographic 

factors and illness characteristics.   

The illness career model and the HSU do not account for the impact of the 

individuals’ social network and the treatment system on the individuals’ decision to 

obtain and maintain treatment. The NEM describes the role of the social services system, 

the lay community, and the individuals’ social support system in constructing health 

belief systems, emphasizing that these health beliefs are often socially constructed 

(Pescosolido, 1991; Pescosolido, 1992). Pescosolido (1991) posits that social networks 
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are a key component of health services utilization, and social networks may drive care 

more than individuals decision making processes for individuals with mental illnesses.  

Both the UBT and the NEM offer useful interpretations for pathways to care in 

early psychosis; however, neither of these theories adequately describe help-seeking for 

this population.  The UBT emphasizes individual decision making; however, this theory 

does not adequately describe the effects of environmental and social factors in help-

seeking. The NEM describes the influence of environmental and social factors on the 

individuals’ pathway to mental health services; however, it does not adequately reflect 

the individual decision-making process. Furthermore, the NEM’s emphasis on external 

influences during help-seeking may minimize the self-determination of individuals with 

serious mental illnesses when choosing or refusing healthcare services.  Long term 

treatment engagement requires that individuals understand and agree that a benefit to 

treatment exists. 

An integrated model encompassing environmental, social, and cognitive 

influences on pathways to care in early psychosis may provide a conceptual framework 

for evaluating help-seeking among individuals experiencing FEP. The relationship 

between individual decision making and socially constructed treatment decisions is 

complex for individuals experiencing early psychosis.  Individuals under 18 are typically 

guided to treatment by their parents or guardians, regardless of whether or not they 

perceive a need for treatment.  As a result, the social environment heavily influences 

treatment initiation and continuity. Once an individual is over 18 in most states in the 

United States, they have the right to reject treatment unless they pose an imminent harm 

to themselves or others.   
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Information-seeking theory.  With the advent of the Internet and the widespread 

availability of personal computers and smart phones, service-seekers have a plethora of 

information at their fingertips.  This information may be gathered and used to inform 

help-seeking behaviors.  Information seeking theories describe the iterative process of 

acquiring and assimilating new information.  These theories are commonly used in 

information processing and management professions, such as library sciences and 

information systems management (Godbold, 2006).  Godbold (2006) integrated sense-

making theory (Dervin, 1999) with information seeking theory (Wilson, 1999) to 

describe how individuals acquire knowledge by acquiring information. 

Both Dervin’s sense-making and Wilson’s information seeking theories begin 

with a “gap” of knowledge that needs to be bridged.  Wilson (2000) describes 

information seeking behavior as “the totality of human behaviour [sic] in relation to 

sources and channels of information, including both active and passive information 

seeking and information use.” (p. 49)  Godbold (2006) extended Wilson’s 1999 nested 

model of information behavior to include the iterative process of actively seeking 

knowledge.  I will refer to this model as Navigating the Informational Gap. Godbold’s 

figure of this model has been reproduced as Figure 3. 

In this model, individuals begin with a specific base of knowledge, and 

knowledge gaps exist within the individuals’ knowledge base.  New information to 

bridge a gap is acquired using one of three mechanisms:  chance discovery, information 

monitoring, or information seeking.  Once individuals receive new information, they have 

three choices:  (1) close the gap by not admitting the new information into their 

knowledge base, (2) not cross the gap by choosing not to use the information, or (3) build  
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a bridge by assimilating this information into their knowledge base.  Closing the gap may 

include strategies like discarding the information by passing it along to someone else 

without reviewing it, or destroying the information.  Not crossing the gap could include 

activities such as simply taking note or avoiding the new information.  Finally, bridging 

the gap could include activities such as searching for more information or creating new 

information as knowledge is assimilated.  Godbold (2006) describes this “wheel of 

knowledge” as an iterative approach where individuals may move throughout the 

information processing activities in any sequence. 

Individuals experiencing early psychosis may be approached with a deluge of 

information including diagnostic terms, new medications and treatments, and their first 

encounter with the mental health system.  It is important that help-seeking models 

integrate information-seeking as a part of the help-seeking process for early psychosis.   
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Help-seeking theories must also recognize that service-seekers will seek and receive 

accurate information and misinformation during the help-seeking process. 

Integrating existing help and information seeking theories. These NEM and 

UBT theories can be integrated using cognitive insight theory and symbolic 

interactionism.   

Cognitive insight theory.  Beck, Rector, Stolar, and Grant’ s (2009) Cognitive 

Insight Theory describes the cognitive processes of individuals experiencing psychosis, 

and Amador and David (2004) offer strategies for collaborative goal setting with 

individuals with psychosis with limited insight. These strategies may improve the 

individuals’ intent to obtain treatment by involving the individuals’ social networks in 

their treatment decisions in a way that encourages treatment and respects the individuals’ 

perspective of reality.  Members of the social network may include family members, 

peers, school or work organizations, religious leaders, or other community members.   

The UBT operates out of an individual decision making paradigm assuming that 

individuals understand they have a need for treatment and have the capacity for rational 

decision making.  This may be ineffective for individuals with early psychosis, because 

symptoms such as delusions may distort their decision making processes (Amador & 

David, 2004).  The NEM expands upon biopsychosocial and cognitive behavioral help-

seeking models by providing a framework to explain delays in care, patterns of referrals, 

or continuity / compliance with treatment by contextualizing individuals in their social 

network.  The social network is particularly important for help-seeking in early 

psychosis, because individuals experiencing FEP may have distorted perceptions of 

reality and difficulty in understanding a need for treatment (Amador & David, 2004).  
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Their social network may be important in helping individuals with psychosis construct an 

understanding of their illness.  

Information seeking may also be compromised by the individuals’ difficulties in 

understanding that a problem exists.  Information received may be automatically 

destroyed, or information provided by mental health providers may be avoided.  Self-

directed help-seeking may be most effective when individuals with symptoms experience 

that a knowledge gap of some kind exists.  Difficulties understanding that a problem 

exists may also result in individuals seeking and creating information that corroborates 

their current world-view, rather than seeking the most accurate information.  

Symbolic Interactionism. The symbolic interactionist perspective is founded on 

three premises: 1) human beings act toward things in a way that reflects the meanings 

that these things have towards them, 2) the meaning of these things develops through 

social interactions with others, and 3) the meaning of these things are dealt with, and 

modified through, an interpretive process used by individuals in dealing with the things 

s/he encounters (Blumer, 1969).  These “things” may include physical objects, other 

human beings, institutions or guiding ideals (e.g., honesty), activities or requests of 

others, and other situations faced in everyday life (Blumer, 1969).  In the context of early 

psychosis, this may include things such as wellness, the illness role, the mental health 

system, individuals with mental illness, stigma, medications, interpretations of symptoms, 

and the individuals’ definition of themselves and the roles they fill.  Social interaction 

combines with surrounding information, individuals, supports, and treatments to help 

individuals experiencing early psychosis to make sense of their symptoms and choose or 

decline treatment.  It is in this iterative process that educational and informational 
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interventions may facilitate effective help-seeking.   

In the case of individuals with early psychosis, the process of symbolic 

interactionism may be influenced by differences in cognition and perceptions of reality.  I 

created a modified help seeking model that integrates the UBT, NEM, and Navigating the 

Informational Gap models using symbolic interactionism. The framework of symbolic 

interactionism must be interpreted using Cognitive Insight Theory so that interactions 

account for differences in perception experienced by individuals with early psychosis. 

C.  The Unified Behavior Network Model (UBNM)  

The Unified Behavior Network Model (UBNM) describes processes that occur as 

individuals understand the need for help and commence help-seeking in their 

environment.  Individuals experiencing psychosis may struggle to articulate the nature of 

their problem, and social supports and the treatment system may be essential in helping 

individuals to construct an understanding of their illness and seek help. However, in order 

to fully engage in treatment, individuals must perceive a benefit in receiving treatment 

services despite having difficulties understanding that a problem exists.  The Unified 

Behavior Network Model (UNM) as described in Figure 4 integrates these theories to 

include the individual decision making process, the interaction with the individuals’ 

environmental, and the influence of acquired information.  Note that this model is 

intended to be an abstraction of three models; therefore the full detail of each model is 

not included.  However, the components of each of the models as described above are 

intended to be used in their entirety.  The source theory for each box in the UBNM model 

is indicated by shading:  Green for UBT; blue for NEM, and gray for Navigating the 

Informational Gap. 
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Stepping through the model, there are several core elements outlined in boxes.  

Arrows indicate how individuals move toward treatment.  Green outlined boxes and 

arrows describe processes and actions taken by consumers experiencing early psychosis.  

Blue outlined boxes and arrows describe support systems and opportunities for these 

systems to collaborate with consumers in help-seeking.  Gray outlined boxes and arrows  

 

reflect information and education obtained during help seeking. I will describe the 

function of each “box” then walk through the diagram actions to describe the model.  

Four core elements exist before individuals experience the symptoms that drive 

their current help-seeking.  These include (1) the Social Content or Episode Base for the 

Individual, (2) the Social Support System, (3) the Treatment System, and (4) Information 

and Education available to the actors in the model.  An appropriately labeled box in 
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Figure 4 portrays each of these components in the model. 

Social Content or Episode Base for the Individual. The Social Content or 

Episode Base for the Individual from the NEM describes static elements of individuals at 

the time of the onset of illness that exist prior to the symptoms currently driving help-

seeking.  It includes social, geographical, and demographic factors, their personal health 

background, the nature and severity of their illness, and any organizational constraints 

that may inhibit help-seeking, such as lack of insurance (Pescosolido, 1992)  

Social Support System. The Social Support System from the NEM is one of two 

core elements representing existing potential support systems for help-seekers.  It 

includes the community that surrounds the help-seeking individual, and it is influenced 

by the structure, content and function of each Social Support System.  Examples of Social 

Support Systems include family, peers, work, school, religious groups and other 

community organizations that interact with the help-seeker (Pescosolido, 1992). 

Treatment System.  The Treatment System in the NEM is the second core 

element containing potential support systems for help-seekers.  It includes health and 

mental health treatment providers who provide services to the help-seeker.  Like the 

Social Support System, the Treatment System is influenced by the structure, content, and 

function of each treatment system.  Examples of Treatment Systems include mental health 

clinics, substance use clinics, general practitioner offices, mental health professionals, 

case managers, and other individuals providing services (Pescosolido, 1992). 

Information and Education.  The Information and Education box represents the 

Navigating the Informational Gap theory (Godbold, 2006), and it describes any 

information or education exchanged with the individual, the social support system, or the 
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treatment system.  The quality and accuracy of available Information and Education may 

vary depending on its source.  For example, people often use the Internet as an 

informational tool; however, the information may or may not be accurate depending on 

who posts the information to the web.  Additionally, the Information and Education may 

not be easily interpreted by the actor seeking the information.  For example, scientific 

journals may provide the most accurate information; however, this information may not 

be easily understood and applied by individuals experiencing early psychosis, their social 

support system, or professionals in the treatment system.  Once new information is 

received, individuals will interpret and synthesize this information using symbolic 

interactionism.  Further exchange of interpreted information will then occur among the 

individual, the Social Support System, and the Treatment System 

Preliminary Consumer Initiated Actions. At the beginning of the diagram, 

individuals exist within their Social Content or Episode Base.  The Preliminary 

Consumer Initiated Actions reflect the first link in the UBNM model that joins the UBT 

and the NEM.  As psychosis emerges, individuals may solicit help from a variety of 

individuals and sources (shown as the green outlined boxes and arrows in Figure 4).  This 

may include informally soliciting advice from members of their Social Support System, 

making an appointment with a member of the Treatment System provider for screening, 

or performing an internet search to seek Information and Education.  These preliminary 

help-seeking efforts may be misdirected due to the individuals’ lack of understanding of 

their illness or because the individuals are thinking differently as a result of psychotic 

symptoms.  Previous work on pathways to care suggests that initial help-seeking 

occurring through networks and organizations where individuals are already receiving 
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help may not result in treatment at an early intervention service (Lincoln et al., 1998).   

Young help-seekers with emerging autonomy may further complicate help-

seeking efforts. Adolescents generally exhibit some adult intellectual capacities, such as 

rational abstract thought, well before the age of 13 (Arshagouni, 2006).  However, some 

adult intellectual capacities, such as good risk assessment, are not fully developed until 

an individual is in their early 20s (Arshagouni, 2006).  Individuals experiencing early 

psychosis may have only recently reached the age of majority and started making their 

own medical decisions.  Therefore, they may not be equipped to initiate healthcare help-

seeking.  Furthermore, increased risk taking behavior may result in deferring much 

needed treatment. 

Determinants of Behavioral Intention. As individuals initiate help-seeking, they 

work to interpret the meaning of their symptoms and to determine whether or not any or 

further help is needed.  Through these efforts, individuals begin to make decisions about 

whether or not they intend to initiate behaviors that may result in improving their 

perceived symptoms.  This may include treatment as defined by mental health service 

providers, or a myriad of other activities intended to ameliorate symptoms, such as 

acupuncture. The Determinants of Behavioral Intention from the UBT integrates several 

help-seeking theories through six factors that drive the intention to perform behaviors 

(Jaccard et al., 2002).  Attitude Toward Behavior describes the individuals’ attitudes 

toward receiving help and treatment.  Social Norms describes the social norms around 

illness and help-seeking.  Beliefs and Expectancies indicate whether the individuals 

believe that help seeking will be effective and whether or not they expect treatment will 

be helpful.  Self-Concept describes how individuals view themselves, and whether or not 
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they perceive themselves to be individuals who seek help or have a reason to seek help.  

This factor may be especially important for individuals experiencing FEP if they do not 

perceive a benefit to receiving services.  Affect and Emotions describes how individuals 

feel about help-seeking and treatment.  Finally, Self-Efficacy indicates whether or not 

individuals perceive themselves as being able to obtain help and appropriate treatment. 

Help-Seeking Consumer Collaboration.  At this time, the Social Support System 

and the Treatment System have an opportunity to collaborate with individuals 

experiencing FEP to interact around the individuals’ intention seek help (shown as the 

blue outlined boxes and arrows in Figure 4). This may include open discussion of the six 

factors listed in the Determinants of Behavioral Intentions.  Interactions with the Social 

Support System and the Treatment System may encourage or dissuade individuals from 

further help-seeking.   For example, Social Norms within Social Support System may 

influence the individuals’ perception toward mental illness and treatment.  These 

perceptions, in turn, affect the individuals’ decisions and efforts to seek help.  Likewise, 

Beliefs and Expectancies within the Treatment System about the efficacy of treatment for 

individuals may influence individuals’ Beliefs and Expectancies about treatment. 

Exchanges of Information and Education.   Exchanges of Information and 

Education reflect the links between the Navigating the Informational Gap model, the 

NEM, and the UBT.  As help-seeking unfolds, the individual, Treatment System, and 

Social Support System may engage in additional exchanges of information and education 

through a wide variety of sources to inform their decisions when determining behavioral 

intention (shown as the gray arrows in Figure 4).  This information may be used by the 

individual, Social Support, or Treatment System to influence Determinants of Behavioral 
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Intention.  New information will be interpreted by the individual, Social Support, or 

Treatment System into new knowledge. This knowledge will then be exchanged among 

the individual, Social Support, and/or Treatment System through the Consumer 

Collaborative Opportunity process to potentially influence Determinants of Behavioral 

Intention.  

Information acquired and converted into knowledge may encourage or discourage 

help-seeking.  Individuals experiencing early psychosis may be surrounded by many 

“trusted others” (e.g., family members, friends, religious leaders, health service 

providers). Each of these “trusted others” may have a different perspective on the best 

course of help-seeking for the individuals. 

For example, a parent watching the evening news learns that someone 

experiencing psychosis has committed an act of violence in the community.   The parent 

may develop an inaccurate belief that psychotic symptoms manifest as violence.  

Subsequently, their son begins to exhibiting signs of psychosis, but he is not violent.  The 

parent may not interpret their son’s unusual behavior as psychosis and may not perceive a 

need for treatment.  The logic of their belief system may be as follows: psychosis 

manifests as violence; their son is not violent; therefore, their son does not have 

psychosis, and he does not need treatment.  

Conversely, a teacher who learns about early interventions in psychosis may 

encourage the same young man to seek treatment at a specialty clinic.  The son 

experiencing early psychosis would need to interpret the conflicting recommendations 

from his parent and teacher. His interpretations would be based not only on the content of 

the recommendation, but his experiences with his parent and teacher as “trusted others”.   
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Behavioral Intention.  Once individuals have progressed through Determinants 

of Behavioral Intention, they may make a decision to seek treatment.  The decision to 

seek treatment, or Behavioral Intention, results in the consumers taking steps toward 

initiating treatment.  In the diagram, Behavioral Intention is not directly influenced by 

either the Treatment System or the Social Support System, because the intention to seek 

help is an independent decision of the service seekers.  This model does not account for 

treatment received without Behavioral Intention on the part of the individuals, such as 

involuntary treatment. 

Determinants of Behavior. Once behavioral intention exists, there are several 

elements that may enable or deter individuals from obtaining treatment.  These 

Determinants of Treatment from the UBT include a myriad of items that may reduce or 

improve health behaviors.  Knowledge and Skills for Behavioral performance indicates 

whether the consumers have sufficient training and education to obtain help and receive 

treatment.  Environmental Constraints include concrete barriers to treatment, such as 

transportation or availability of services in the area.  Salience of Behavior describes 

whether or not the consumers believe that the prescribed treatment is relevant to their 

well-being.  Finally, Habit and Autonomic Processes includes the ability to develop 

routines and behaviors that reinforce agreed-upon treatment. 

Treatment Consumer Collaborative Opportunity.  The Treatment Consumer 

Collaborative Opportunity reflects another link in the UBNM between the UHT and 

NEM models. Consumers may collaborate with their Social Support System and the 

Treatment System to impact Determinants of Behavior in a ways that encourage 

engagement with early intervention services. This may include interventions and support 
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for the four factors listed in the Determinants of Behavior.  Interactions with the Social 

Support System and the Treatment System may encourage or dissuade consumers from 

obtaining and maintaining treatment.  For example, family members in the Social Support 

System may work with consumers to address Habit and Autonomic Processes by working 

to establish household routines around the individuals’ treatment. Likewise, the 

Treatment System may work with individuals to improve Knowledge and Skills for 

Behavioral Performance through psychoeducation, literature, or specialized training.  

The Illness Career. The Illness Career describes the consumers’ entrances and 

exits from treatment, as well as the timing of their treatment (Pescosolido, 1991).   To 

enter the Illness Career, individuals must acknowledge the benefit of treatment and 

receive treatment.  The relationship between the Determinants of Behavior and the Illness 

Career is ongoing and inter-related, suggesting that an impediment on any of the 

determinants of behavior may interrupt the illness career despite an intention to receive 

treatment.  For example, an Environmental Constraint, such as loss of transportation, may 

affect the consumers’ ability to successfully obtain and maintain treatment. 

D.  The UBNM applications for Professional and the Organizational Roles on the 

Pathway to Care for Early Psychosis 

The UBNM encompasses the iterative approach to help-seeking and treatment 

experienced by individuals with FEP.  It includes the period of time between symptom 

onset and help-seeking, as well as the period of time between help-seeking and early 

intervention services.  Symptom onset is reflected in the UBNM during the Social 

Content or Episode base for the Individual.  Initial help-seeking efforts are reflected by 

the three, green, Consumer Initiated Action arrows coming from the Social Content or 
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Episode base for the Individual.   

As previously stated, this study focuses on the period of time between help-

seeking and treatment with an early intervention service.  In the UBNM, this would 

encompass Information and Education, the Determinants of Behavioral Intention, the 

Social Support System, the Treatment System, the Behavioral Intention, and the 

Determinants of Behavior. The Illness Career reflects the individuals’ ongoing treatment 

engagement with the specialty clinic, which is not within the scope of this study.  

The UBNM provides a theoretical road-map of pathways to care for this study. 

Information and Education were distributed by the specialty clinic outreach team 

members to the Treatment System, the individuals, and the individuals’ Support System.  

After an initial contact occurs, the outreach team may meet with the individual, the 

individuals’ Support System, and members of the individuals’ Treatment System several 

times over weeks before individuals develop a Behavioral Intention to receive services. 

Once individuals intend to receive treatment from specialty services, the Determinants of 

Behavior (e.g., environmental constraints such as travel or eligibility) may still prevent 

individuals from receiving specialty services.  

E.  Research Problem 

This study seeks to understand (1) the organizational roles of service providers 

involved on the pathway to care, and (2) the professional designations of these 

individuals.  Better understanding of these care pathways may inform efforts to diminish 

barriers, expedite care pathways, and reduce DUP.  Understanding organizational roles 

on the pathway to care may inform individuals developing interventions to expedite the 

pathway to care so that these interventions can be distributed to individuals in specific 
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organizational roles at key points along the care pathway.  Understanding the different 

types of professional designations serving in these roles ensures that training 

interventions will be designed with sufficient rigor to meet the continuing education 

requirements of each profession.   

This study aims to understand pathways to care for service-seekers experiencing 

early psychosis who were referred to a specialty research clinic by individuals with 

varying organizational roles and professional designations.  The following aims were 

accomplished: 

1. Described the proportion of service-seekers by 

a. the organizational role of the referring individuals (e.g., administrator, 

therapist, discharge coordinator, psychiatrist, general practitioner),  

b. the professional designation of the referring individual (e.g., social 

worker, psychologist, medical doctor), and 

c. the service-seekers’ referring organization characteristics.  

2. Described the relationship between the professional designations, organizational 

role, and organizational setting of referring individuals, including relationships 

between  

a. professional designations and organizational roles, 

b. professional designation and organizational setting,  

c. prescribing status and organizational setting, 

d. organizational role and organizational setting, 

e. social work role and organizational setting  

3. Compared the eligibility of service-seekers by 
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a.  the organizational role of the referring individuals,  

b. the professional designation of the referring individual 

c. the service-seekers’ demographic characteristics, and  

d. the service-seekers’ referring organization characteristics.  

4. Compared the service-seekers admission status by 

a. the organizational role of the referring individuals,  

b. the professional designation of the referring individual,  

c. the service-seekers’ demographic characteristics, and  

d. the service-seekers’ referring organization characteristics.  

5. Explored how service-seeker eligibility may be influenced by the organizational 

role and professional designation of the referring individual, as well as the 

referring organization setting, program state, and service-seeker demographic 

features.  

6. Explored how service-seeker clinic admission may be influenced by the 

organizational role and professional designation of the referring individual, as 

well as the referring organization setting, program state, and service-seeker 

demographic features.   
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Chapter III:  Method 

This study applied a cross-sectional observational design to examine the 

professional designations and organizational roles of service providers who referred 

individuals experiencing early psychosis to specialty treatment. This study included 

secondary data from an existing source, derived data, and newly gathered data from 

public sources only. 

A. Secondary Data Source and Sample 

Secondary data were gathered from two specialty clinics that are part of the 

Recovery After an Initial Schizophrenia Episode Implementation and Evaluation Study 

(RAISE-IES) sponsored by NIMH. The RAISE-IES specialty clinics were called the 

Connection Program, an intervention that provided psychiatric care, counseling, case 

management, recovery coaching, and employment services for individuals experiencing 

early psychosis.  One Connection Program clinic was located in Manhattan, New York 

and the other was located in Baltimore, MD.   

a. Specialty clinic enrollment process.  Figure 5 depicts the specialty clinic 

enrollment process for service-seekers.  The process began when a person made an initial 

contact with the specialty clinic regarding a specific service-seeker.   
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Figure 5: Specialty Clinic Enrollment Process 

Persons making initial contacts may have been referred by a professional or an 

organization, or they may have learned about the program from other avenues, such as 

websites or brochures.  When an initial contact was made with the specialty clinic, the 

clinic intake representative asked the person making the initial contact how they heard 

about the program.  The response was documented, including involvement with any 

referring organizations.  If the potential client was interested in receiving treatment from 

the specialty clinic, the potential client met with a trained clinician to determine whether 

the potential client was eligible for services.  Eligibility for the specialty clinics is 

indicated in Table 1.   
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Table 1:  

Admission Criteria for Specialty Clinics  

Category Eligibility Criteria 

Age 15 – 35 

 

Duration of Illness Within 24 months of onset 

 

Definition of Onset Psychotic symptoms lasting more than one week that 

impair functioning 

 

No cognitive impairment IQ above 70 

 

Medical Illnesses No psychosis induced by medical illnesses 

 

No medical problems that would qualify as a disability as 

defined by the social security administration 

 

Criminal Justice System No currently incarcerated individuals 

 

Significant recidivism that would make a potential client 

unavailable to participate in program services 

 

b. Subject consort diagram.  Service-seeker eligibility and clinic admission were 

the two key outcome variables for this study.  The consort diagram describes the service 

seeker’s progression from initial contact to admission.  For example, a service-seeker 

could be determined to be ineligible at two different points, or stop responding to 

outreach from the specialty clinic a three different points.  This information on the 

consort diagram was used to interpret and inform subsequent analyses.  For example, no 

response from a service seeker early after a single contact may mean something different 

than no response from a service-seeker who has been determined eligible and has had 

several face-to-face contacts with the outreach staff.   

The consort diagram is depicted in Figure 6.  The definitions of each element on 

the consort diagram are described below: 
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Clinician Referrals:  Indicates the number of service-seekers on behalf of whom 

someone contacted the program where a clinician was involved in the referral process. 

Profession not Identified:  Indicates the number of clinician referrals in which the 

profession of the clinician involved in the referral process was unable to be determined. 

Non-Mental Health Professional:  Indicates the number of clinician referrals in 

which the clinician was not a mental health professional.   

Mental Health Clinician Referrals:  Indicates the number of service-seekers on 

behalf of whom someone contacted the program where a mental health clinician was 

involved in the referral process. 

No Response before Eligibility Determined: Indicates number of service seekers 

in which the staff is unable to get back in touch with the individual making the initial 

contact before eligibility can be determined.  

Ineligible at Prescreen: Service-seekers who were determined to not meet the 

specialty program eligibility criteria during the initial contacts. 

Declined:  Service-seekers who decline program services where the program staff 

made at least one phone or face-to-face contact with the individual initially contacting the 

program. 

Eligibility Determined:  Service-seekers where eligibility was determined either 

through a verbal prescreening or a full eligibility evaluation. 

Ineligible at Prescreen:  Service-seekers where verbal prescreening was conducted 

and the service seeker was deemed ineligible for program services. 

Ineligible at Eligibility Evaluation:  Service-seekers where a comprehensive 

eligibility evaluation was conducted and the service seeker was deemed ineligible for 
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program services. 

Eligible: Service seekers where an eligibility evaluation was conducted and the 

service seeker was deemed eligible for program services. 

Declined after Eligible:  Service-seekers who decline program services after an 

eligibility evaluation was conducted and the service seeker was deemed eligible for 

program services. 

No Response after Eligible: Service-seekers who have been deemed eligible for 

program services where the program staff is unable to get back in touch with service 

seeker. 

Admitted:  Service-seekers enrolled in services at a specialty clinic. 
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Figure 6:  Service-Seeker Consort Diagram 
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c. Sample characteristics. Data were collected for 376 unique service-seekers at 

the RAISE Connection Program sites in Maryland and New York.  Service professionals 

facilitated contact with the specialty clinic for 326 out of 376 service-seekers, and mental 

health clinicians were involved with 320 of these referrals.  Eligibility was determined for 

169 of service-seekers that were included in Specific Aim 5.  Of these, 74 service-seekers 

were deemed eligible and included for analysis in Specific Aim 6. 

A summary of the socio-demographic characteristics of referred service-seekers 

with valid data is shown in Table 2.  Missing data for demographic variables is presented 

and discussed later with Table 5. For those with data on gender, males accounted for 69% 

of service-seekers referred, 66% of eligibility evaluations, and 65% of eligible 

individuals.  Males were referred to the program more than twice as often as females. 

Service-seekers with available age at referral (n = 230) were 21.4 years on average (SD = 

±5.30; range: 10–44).  Where demographic data were available, the majority of service-

seekers referred were Black, non-Latino, adult, and without a high school diploma.  

Research staff determined eligibility for 169 service-seekers, and 74 service-seekers 

enrolled in the program.  
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Table 2 

 

Service-Seeker Characteristic by Referral and Eligibility  

  

Referral 
Received 

(n=320)  

Eligibility 
Evaluated 

(n=169)  

Eligible 

(n=74) 

  N (%)  n (%)  n (%) 

Gender         

 Male 185 (69.3)  104 (65.8)  48 (64.9) 

 Female 82 (30.7)  54 (34.2)  26 (35.1) 

      Total Valid 267   158   74 - 

Race         

 White 25 (21.7)  22 (22.7)  16 (21.6) 

 Black 58 (50.4)  44 (45.4)  31 (41.9) 

 Other 31 (27.0)  31 (32.0)  27 (36.5) 

      Total Valid 115   97   74 - 

Ethnicity         

 Non-Latino 96 (84.2)  78 (81.3)  58 (78.4) 
 Latino 18 (15.8)  18 (18.8)  16 (21.6) 

      Total Valid 114   96   74 - 

      

Age - mean years (SD) 21.39 (5.30)  21.82 (5.83)  21.68 (3.96) 

      Total Valid 230   147   74 - 

Minor         

 Adult 177 (77.0)  115 (78.2)  63 (85.1) 

 Minor 53 (23.0)  32 (21.8)  11 (14.9) 

      Total Valid 230   147   74 - 

Education Level         

 Some High School / GED 48 (37.8)  37 (35.2)  20 (27.0) 
 Completed High School / GED 15 (11.8)  14 (13.3)  9 (12.2) 

 Some College 44 (34.6)  37 (35.2)  31 (41.9) 

 Completed Bachelors or higher 20 (15.7)  17 (16.2)  14 (18.9) 

      Total Valid 127   105   74 - 

 

c. Human subjects protection.   Data from the primary source were collected as 

a part of the Institutional Review Board (IRB) approved RAISE protocol.  The service-

seekers were participants in the RAISE protocol. The individuals contacting the specialty 

clinic on behalf of a service-seeker are not research subjects within RAISE. The RAISE 

protocol includes collecting information about each service-seeker referral (e.g. the 

person making initial contact on behalf of a service-seeker; what type of institution they 

work at; how the person making initial contact heard about the program).  This 

information was used to understand the relationship between outreach activities and 
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referrals, as well as demographic differences that may affect participation levels.   

Additional data collected as a part of this dissertation were collected within the 

IRB approved RAISE protocol. This process was approved by the principal investigator 

for RAISE and the NIMH contract manager for the study.  All additional data collected 

were gathered from publicly available sources, such as websites. 

All data were de-identified to protect service-seeker identity.  This study followed 

procedures for maintaining data confidentiality that have been implemented and approved 

by the IRB as a part of the RAISE protocol.  The name of the Person Making Initial 

Contact was removed from the data set once all professional designations and 

organizational roles were determined.  Data were summarized by state and reported in 

accordance with American Psychological Association (APA) standards (APA, 2009). 

B. Procedures 

a. Data from primary source. All data were entered into a tracking database by 

the masters-level clinicians who received the referrals, including demographic data when 

available. The primary data for this study were collected from the RAISE-IES study as 

described above.  Variables for the secondary data analysis were extracted from the 

RAISE study tracking databases.  Each row of data reflected a single service-seeker. 

Primary data were collected from two separate specialty clinics, with multiple 

staff members performing data collection.  Reliability could not be conducted across sites 

to ensure that information was gathered in an identical manner.  To mitigate differences 

in data collection across sites, team leaders at each site met to discuss and agree upon 

construct definitions.  

b. New data collected. Two new data elements were collected for this 
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dissertation:  referrers’ profession and role.  Records for each referral were reviewed to 

identify the professional designation of each professional making initial contact regarding 

services for service-seekers.  When initial contacts were made by family members, 

friends, or consumers, indirectly referring professionals were identified when possible. 

The names of the individuals involved in the referral were evaluated to determine their 

profession and role.   

Members of the RAISE research team provided professional designations and 

roles when known.  Data were also gathered using public sources such as the institutional 

websites or publicly available electronic professional networks, such as LinkedIn (2013).  

Professions were determined by evaluating educational background and professional 

certifications and/or licensures.   Roles were determined by evaluating the job description 

or types of work performed by the individual on their job.  Subjects were not included in 

analysis if the professional designation of professional involved in making initial contact 

could not be determined using public resources or RAISE research staff. 

On occasions, multiple individuals made initial contact with the program.  In 

these cases, the profession and role of each individual were separately identified.  If all 

individuals had the same profession, that profession was used.  If they had different 

profession, they were categorized as Multiple Professions.  Similarly, if all individuals 

served the same role, that role was indicated.  If they served different roles, they were 

categorized as Other Roles.  

B. Variables 

A codebook indicating the coding for each of the variables used in analysis has 

been included in Appendix B1.  Appendices B2-B4 detail the coding from the primary 
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source, how variables were derived, and the original categories for data collection.  

Dummy variables were created for all categories of each variable included in the logistic 

regression analysis.  The reference categories were identified when developing the 

logistic regression models and are documented in the results section under Specific Aims 

5 and 6.  The variables below are categorized as service-seeker demographic variables, 

referral source variables, and service-seeker disposition variables. 

a. Service-seeker demographic variables. 

Gender.  Self-reported gender of the service seeker.  This field was used for 

descriptive statistics, and it served as a covariate in the logistic regression models.  Valid 

values were Male (1) and Female (2) 

Race.  Self-reported race of the service seeker.  Valid values were White (=1), 

Black or African American (2), and Other (4).  

Ethnicity. Self-reported ethnicity of the service-seeker.  Valid values are Not 

Hispanic/Latino (0) and Hispanic/Latino (1).    

Age.  The age of the service-seeker in years at the date the referral was received. 

This field was used to derive the field Minor. 

Minor.  Minor is a dichotomous variable that indicated whether or not the service-

seeker is below the age of 18.  If the Age variable is <18, minor = 1 (Yes).  If the Age 

variable is 18 or greater, then minor = 0 (No).  

Education level. The self-reported highest level of education completed obtained 

by  the service-seeker.  Valid values were less than High School diploma or General 

Equivalency Degree (1), High School diploma or General Equivalency Degree (3), Some 

College (4), College or higher (5). 



 

73 

b. Referral source variables. 

State:  This field indicated the state where the data were collected.  This field was 

used for descriptive analysis, and it was used as a covariate in the logistic regression 

analyses.  Valid in values included Maryland (1) and New York (0). 

Organizational Setting.   The type of organization setting is where the referring 

individuals encountered the service-seeker.  Valid values included Outpatient Setting (2), 

Inpatient Setting (16), and Other Setting (90).   

Organizational Role.  This variable described the organizational role of the 

referring individual.  Role described the function or purpose of the work performed by 

the individual, similar to a job description.  Valid values included Prescriber (1), 

Therapist (3), Case manager (4), Multiple Roles (5), and Other Role (90).   

Profession.  The professional designation of professional involved in making 

initial contact.  The Profession indicated the training and formal qualifications of the 

individual based on their education and professional certifications.  Valid values included 

Psychiatrist (1), Social Worker (2), Other Mental Health (5), and Multiple Professions 

(90).   

Prescribing status.  This variable reflected whether the profession of the 

individual making initial contact was licensed to prescribe medications. Valid values 

included Prescriber (1), Non-Prescriber (2), and Team of Both Prescribers and Non-

Prescribers (3).   

c. Service-seeker disposition variables. 

Eligible.  This variable reflected whether or not a service-seeker who had 

completed the eligibility evaluation was eligible for admission to the specialty clinic.   
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Valid values were Eligible (1) and Not Eligible (0).    

Admitted. This variable indicated whether or not an eligible service seeker was 

admitted.  Valid values were Admitted to Clinic (1) and not Admitted to Clinic (0).   

C.  Data Analysis 

Data from the primary source were imported to a Microsoft Access 2007 database 

for secondary analysis, and newly collected data were entered in this database.  

Following data collection, the data were exported to PASW version 18 (SPSS, Inc., 2009) 

for analysis. Descriptive analyses were conducted for all independent and dependent 

variables as well as covariates.  

a. Data cleaning.  All data were assessed for anomalies.  Similar data elements 

were cross checked against one another (e.g., if the Profession of Initial Contact is 

Psychiatrist then the Role of Initial Contact should not be case manager).  Any anomalies 

were researched and all data cleaning efforts were fully documented.  Categorical data 

were evaluated for distribution of subjects.  Any categories containing fewer than 5% of 

the sample were collapsed with other, like categories as appropriate. 

Crosstab evaluations of variables used in chi square analyses were conducted to 

ensure sufficient cell sizes.  The assumption required >5 subjects in all cells of a 2 x 2 

table (Roscoe & Byars, 1971).  Larger tables required 5 or more subjects in 80% of cells 

and no cells with a zero expected count (Roscoe & Byars, 1971).   

b. Missing data. All missing data were coded as 99 for missing.  Service-seekers 

with missing data on key variables were dropped from analysis.  This includes the 

following data elements:  Admission, Profession of Initial Contact, Role of Initial 

Contact, and Referring Organization Type.  Descriptions of data dropped from analysis 
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will be discussed in the results section under Data Cleaning: Missing and Excluded Data. 

Demographic data were missing for the service-seekers dropped from analysis, so 

it was not possible to compare dropped service-seekers with included service seekers to 

ensure that there were no systemic differences in missing data.  Any predictors with more 

than 20% missing data were dropped from the logistic regression analyses.  Predictors 

with insufficient cell sizes to resolve models were also dropped from the regression 

analyses. 

c. Preliminary analyses.  Descriptive analyses were conducted to describe 

variables and evaluate whether demographic differences exist for service-seekers across 

locations.  The data analysis models were modified to include variables that differ across 

locations as covariates to identify the impact of Eligibility and Admission differences 

across clinics. Differences in demographics across groups were assessed using chi square 

analyses. 

d. Primary Analyses Aims 1 - 4.  Table 3 indicates the data analysis conducted 

for the specific aims and the statistical technique that was used to accomplish each aim.  

Service-seeker proportions under Specific Aim 1 were calculated using descriptive 

statistics and percentages.  Tests for association were performed for Specific Aims 2-4.  

Specific Aims 4c and 4d encompass multiple types of variables, and tests for association 

were selected depending on measurement scale of each variable (nominal, ordinal, 

interval, or ratio). For each significant association found for Specific Aims 2-4, partial chi 

square analyses were conducted to identify differences in distribution between specific 

categories. A full list of partialized results can be found in Appendix C. 

The terminology used to describe the strength of associations can be found below 
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(Cohen, Manion, & Morrison, 2007; p. 194). For logistic regression analyses, Nagelkerke 

statistics will be discussed to interpret strength in lieu of Cox & Snell, because 

Nagelkerke adjusts Cox and Snell so that the range of possible values extends to one, 

making the strength of the effect easier to interpret (Nagelkerke, 1991). 

Association: Terminology: 

1.0 Perfect 

0.8 - 0.9 Very Strong 

0.5 - 0.8 Strong 

0.3 - 0.5 Moderate 

0.1 - 0.3 Modest 

> 0.1 Weak 

0 Zero 

 

Table 3 

Data Analyses by Specific Aim 

Specific Aim Data Analysis 

Aim 1a. Describe the proportion of service seekers by the 

organizational role of the referring individuals  

Descriptive statistics,  

percentage distributions 

Aim 1b. Describe the proportion of service seekers by the professional 
designation of the referring individual  

Descriptive statistics,  
percentage distributions 

Aim 1c. Describe the proportion of service seekers by the 

organizational setting of the referring individual  

Descriptive statistics,  

percentage distributions 

  

Aim 2a. Describe the relationship between the professional 

designations and organizational roles of referring individuals  

Descriptive statistics:  Crosstabs 

Cramer’s V 

Aim 2b. Describe the relationship between the professional 

designations and organizational setting of referring individuals  

Descriptive statistics:  Crosstabs 

Cramer’s V 

Aim 2c. Describe the relationship between the prescribing status and 

organizational setting of referring individuals  

Descriptive statistics:  Crosstabs 

Cramer’s V 

Aim 2d. Describe the relationship between the organizational roles 

and organizational setting of referring individuals  

Descriptive statistics:  Crosstabs 

Cramer’s V 

Aim 2e. Describe the relationship between the social work roles and 

organizational setting of referring individuals  

Descriptive statistics:  Crosstabs 

Cramer’s V 
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Table 3: Data Analyses by Specific Aim (continued) 

Specific Aim Data Analysis 

Aim 3a. Compare eligibility status of each service seeker based on the 
organizational role of the referring individuals 

Descriptive statistics:  Crosstabs 
Cramer’s V 

Aim 3b. Compare eligibility status of each service seeker based on the 

professional designation of the referring individuals 

Descriptive statistics:  Crosstabs 

Cramer’s V 

Aim 3c. Compare eligibility status of each service seeker based on 

their demographic characteristics  

Descriptive statistics:  Crosstabs 

Cramer’s V, ϕ, or Student’s t 

Aim 3d. Compare eligibility status of each service seeker based on the 

referring organization characteristics  

Descriptive statistics:  Crosstabs 

Cramer’s V 

  

Aim 4a. Compare the admission status of each service seeker based 

on the organizational role of the referring individual 

Descriptive statistics:  Crosstabs 

Cramer’s V 

Aim 4b. Compare the admission status of each service seeker based 

on the professional designation of the referring individual 

Descriptive statistics:  Crosstabs 

Cramer’s V, ϕ, or Student’s t 

Aim 4c. Compare the admission status of each service seeker based 

on their demographic characteristics 

Descriptive statistics:  Crosstabs 

Cramer’s V, ϕ, or Student’s t 

Aim 4d. Compare the admission status of each service seeker based 

on their referring organization characteristics 

Descriptive statistics:  Crosstabs 

Cramer’s V 

  

Aim 5. Understand how service-seeker eligibility may be influenced 

by the organizational role and professional designation of the referring 

individual, as well as the referring organization setting, program state, 

and service-seeker demographic features. 

Logistic Regression 

Step 1:  Demographic variables:  

Gender, Age or Minor, Race, 

Education 

 

Step 2: Study Demographics: 
Referring organization type, 

program state 

 

Step 3: Organizational Role 

and/or Professional Designation 

 

Step 4: Model fitting 

 

Aim 6. Explore how service-seeker admission may be influenced by 

the organizational role and professional designation of the referring 

individual, as well as the referring organization setting, program state, 

and service-seeker demographic features. 

Multinomial Logistic Regression 

Step 1:  Demographic variables:  

Gender, Age or Minor, Race, 

Education 
 

Step 2: Study Demographics: 

Referring organization type, 

program state 

 

Step 3: Organizational Role 

and/or Professional Designation 

 

Step 4: Model fitting 
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e. Aims 5 and 6 Logistic regression.  

Logistic regression analyses were conducted to examine the effect of the 

organizational role and professional designation of the person making initial contact on 

the service-seeker’s eligibility (Aim 5) and admission status (Aim 6).  The organizational 

role and the professional designation were strongly associated (Cramer’s V = .70); 

however, separate regression analyses were not performed because the associations were 

less than .80 (Cohen, Cohen, West, & Aiken, 2003). To prevent collinearity, logistic 

regressions were not conducted with Age and Minor or Profession and Prescribing status 

in the same model.  All assumptions for logistic regression models were assessed. 

The variables included in the models are listed below in Table 4. After the initial 

analysis was conducted, subsequent analyses occurred to determine the model that best fit 

these data.  The process of model fitting allowed for an accurate yet parsimonious model 

for analysis to be created (Gelman & Hill, 2007).  This was accomplished by manually 

dropping non-significant covariates one at a time and evaluating the model fit. If the 

accuracy of the model was retained, these predictors were dropped, and the more 

parsimonious model was used.  
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Table 4  

Variables for Logistic Regression Models 
 

Variable Type 

 

Data Element   # Categories   

Specific Aim 5   

Dependent  Eligible 2 

Independent Profession Designation of Initial Contact 

     or Prescribing status 

4 

3 

 Organizational Role of Initial Contact 4 

Covariates Gender 2 

 Age for Analysis Continuous 

      or Minor 2 

 Race 3 

 Ethnicity 2 

 Education level 4 

 Referring Organization Setting 3 
 State 2 

Specific Aim 6   

Dependent  Admission Status 2 

Independent Profession Designation of Initial Contact 

     or Prescribing status 

4 

3 

 Organizational Role of Initial Contact 4 

Covariates Gender 2 

 Age for Analysis Continuous 

      or Minor 2 

 Race 3 

 Ethnicity 3 
 Education level 4 

 Referring Organization Setting 3 

 State 2 
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Chapter IV:  Results 

The results chapter describes the steps taken to prepare for data analysis as well as the 

results of the analytical plan outlined in the method chapter. The first section details the data 

cleaning process, including missing data handling and assumption checking. The next section 

describes the sample characteristics.  The remaining sections detail the results of each 

specific aim.  Sections summarize the results of descriptive and bivariate analyses used to 

explore the differences in roles and professional designations along the pathway to care in 

early psychosis for the variables of interest as mandated by Specific Aims 1-4. The final 

sections describe the results of the final models from the logistic regression analysis 

described by Specific Aims 5-6.  

A. Data Cleaning  

Each variable of interest was examined to ensure data quality using descriptive 

statistics and frequency distributions as appropriate (see Appendix D).  Responses to 

categorical variables were examined for accuracy.  Frequencies were evaluated to 

identify categories containing less than 5% of study subjects. Several categories in the 

Profession, Organizational Role, and Organizational Setting variables were combined.  

The process of combining and collapsing categories are also described in Appendix D.   

Skewness, kurtosis, and a histogram were produced to examine distributions for 

one variable: Age.  Age was positively skewed (1.279, SE .160) and leptokurtic (2.353, 

SE .320) based on standardized values for skewness (+/-1) and kurtosis (+/-2). These data 

were not expected be normally distributed given the average age of onset for psychosis 

(ages 15-25; Schultz et al., 2007), and the age criteria for clinic admission (ages 15-35).  

No corrections were applied because deviations from normality will not affect the 

planned analyses.  
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Missing and excluded data.  Clinicians were involved with 326 of the 376 

referrals made to the Connection Program.  The professional designation was not 

available for 3 of the 326 clinician-involved referrals, and these three cases were 

dropped.  The sample included three non-mental health professionals and all were non-

psychiatric medical practitioners.  These individuals were also excluded from analysis, 

thereby focusing analyses on mental health practitioner referrals.  The final dataset for 

analysis contained 320 participants where the referral process involved mental health 

clinicians.  Complete data existed for key independent and dependent variables including 

organizational role of referrer, profession of referrer, provider type / setting of referring 

organization, and service-seeker admission status.   

Table 5 describes the frequency of missing cases for each demographic variable 

for all referrals received, and for individuals where eligibility was evaluated.  The 

program maintained complete data for participant demographic variables; however, a 

substantial amount of demographic variables were missing data in cases where eligibility 

did not result in an enrollment (6.5-46.2%) and total referrals (16.6-66.3%).  The research 

protocol prohibited study staff from asking for demographic data before study 

enrollment; however, demographic data voluntarily disclosed during the referral and 

eligibility process could be collected. Ethnicity, race, and education level were missing 

the largest amount of data (66.3%, 65.9%, and 60.3% of referrals respectively).  These 

demographic data are systematically missing because they were gathered as self-report 

during study enrollment.  Gender and minor status were missing for fewer service-

seekers (16.6% and 28.1% respectively).  Gender was often evident through the pronouns 

used by the person making the initial contact when describing a service-seeker.  Study 
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staff also identified minors early in the screening process to ensure that parents/guardians 

were involved in any study or healthcare decision-making with minors.  

Missing demographic data affected analysis Specific Aim 5.  Complete data were 

available for approximately half (54%) of the total cases (n=169).  Many of these were 

missing two important demographic characteristics: race and ethnicity.  These predictors 

were retained in the model.  An analysis of missing data patterns was evaluated to 

consider imputation (Appendix E).  Evaluation of missing data portrayed patterns among 

these data. Because of the high volume and systematic process that created the missing 

data, imputations were not performed. 

Table 5   

 

Missing Data for Service-Seeker Demographics by Referral and Eligibility  

  

Referrals  

(n=320) 

 Eligibility 

Evaluated 

(n=169) 

  N (%)  n (%) 

Gender      

      Total Valid 267 (83.4)  158 (93.5) 

      Missing 53 (16.6)  11 (6.5) 

Race      

      Total Valid 115 (35.9)  97 (57.4) 

      Missing 205 (65.9)  72 (22.5) 

Ethnicity      

      Total Valid 114 (35.6)  96 (56.8) 

      Missing 206 (64.4)  73 (43.2) 

Age     
      Total Valid 230 (71.9)  147 (87.0) 

      Missing 90 (28.1)  22 (13.0) 

Minor      

      Total Valid 230 (71.9)  147 (87.0) 

      Missing 90 (28.1)  22 (13.0) 

Education Level      

      Total Valid 127 (39.7)  105 (62.1) 

      Missing 193 (60.3)  64 (37.9) 

* p<.05; **p<.001  
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Assumption checking.   

Relationships:  Assumptions for non-parametric tests of association were 

performed using Cramer’s V or Phi depending on the types of variables evaluated.  

Assumptions for types of variables were used to select each of these methods.  Tests 

between groups were conducted using Student’s t.  All assumptions were adequately met 

Chi square.  Assumptions for partialized chi square tests for proportion were 

evaluated for all variables.  All assumptions were adequately met.   

Regression analyses. The data were examined for any violations of assumptions 

for logistical multivariate analyses and all assumptions were adequately met. Assumption 

checking for regression analyses can be found in Appendix F.  

C.  Specific Aim 1 – Describe the Proportions of Service-Seekers 

The results for Specific Aim 1 describe the proportions of service-seekers based 

on the referring individuals’ roles and professions, as well as descriptive analyses of 

referring organization characteristics 

Specific Aim 1a – Describe the proportion of service-seekers by role of 

referring individuals.  

Table 6 describes the distribution of service seekers referred by the organizational 

role of the referring individual.  Referrals received were distributed differently across 

roles, and tests for proportions were performed to determine where differences existed.  

There was no evidence of differences in the proportion of service-seekers referred 

between Prescribers, Therapists, Case Managers, or Other mental health roles, p > .05.  

“Other” roles referred fewer service seekers than all other groups, p <.05.  There was no 

difference in the distribution of referrals received between social work and non-social 
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work roles. 

Table 6 

Specific Aim 1a: Roles of Referring Individuals for Service-seekers referred (n=320) 

  

Referral Received  

(n=320) 

  n % χ
2
(df)

 a
 

Role of Referring Individual    

 Prescriber 69 21.6 21.875 (4)** 

 Therapist 70 21.9  

 Case Managers 77 24.1  

 Other Mental Health 73 22.8  

 Other Role 31 9.7  

Social Work Roles    

 Social Work Role 147 45.9 2.113 (1) 

 Non Social Work Role 173 54.1  

** p < .001 

 

 

Specific Aim 1b – Describe the proportion of service-seekers by profession of 

referring individuals.  Frequencies and distributions of service-seekers referred by 

professional designation are indicated in Table 7. The proportion of service-seekers 

referred to the program varied across professions. Social workers referred the most 

individuals, followed by psychiatrists.  There was no difference in proportion of referrals 

from psychiatrists and multidisciplinary treatment teams (χ
2 
(1, n=60) = 3.699, p > .05). 

Non-prescribing mental health professionals referred the fewest service seekers. 
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Table 7  

Specific Aim 1b: Professions of Referring Individuals  

  

Referral Received  

(n=320) 

  n % χ
2
(df)

 
 

Profession of Referring Individual    

 Psychiatrist 83 25.9 23.175 (3)** 

 Social Worker 114 35.6  

 Multidisciplinary Team  60 18.8  

 Other 63 19.7  

Prescribing Status    

 Prescribing 88 27.5 67.975 (2)** 

 Non-prescribing 174 54.4  

 Team of Both 58 18.1  

** p < .001 

 

The number of referrals received also differed based on whether a profession was 

able to prescribe. There were more referrals from professionals in non-prescribing roles 

than prescribing roles.  There were also more referrals from prescribing and non-

prescribing professionals than from teams of prescribers and non-prescribers.    

Specific Aim 1c. Describe the proportion of service seekers by organizational 

characteristic of referring individuals.   There were no differences in the proportion of 

service seekers referred across states. The distribution of service-seekers referred differed 

across organizational settings (see Table 8).  Tests for proportion were performed to 

better understand differences in distribution of service-seekers referred between different 

organizational settings. There was no evidence of differences in the number of service-

seekers referred between inpatient and outpatient settings (χ
2
 (1, n=304) = 2.961,p > .05).  

More service-seekers were referred from inpatient and outpatient settings than other 

settings (p < .001).  
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Table 8 

Specific Aim 1c: Organizational Characteristics of Referring Individuals  

  

Referral 
Received 
(n=320) 

χ
2
(df)   n % 

State    
 Maryland 178 55.6 4.050 (1) 

 New York 142 44.4  

    

Organizational Setting    
 Outpatient Mental Health 167 52.8 119.819 (2)** 

 Inpatient Mental Health 137 42.2  

 Other Setting 16 5.0  

*p<.05, **p<.001 

 

D. Specific Aim 2 – Describe the Professional Designations, Organizational Roles, 

and Organizational Setting of Referring Individuals 

Aim 2a. Describe the relationship between professional designation and 

organizational role.  A strong association (Cramer’s V=.700, p < .001) existed between 

the profession and the role of the individual facilitating service-seeker referrals.  

Prescribing psychiatrists were the highest referring profession and role combination, 

accounting for 20.0% of all referrals, followed closely by social workers in case 

management roles (19.4%). The relationships between professions and organizational 

roles are described in Table 9.  

Some professions predominantly filled one role.  Psychiatrists primarily referred 

from prescribing roles, and multidisciplinary treatment teams primarily referred from 

other mental health treatment.  Social workers predominated in therapist (57.1%) and 

case manager (80.5%) roles, and other mental health professionals referred from 

therapist, case management, or other roles.   

Conversely, some roles were predominantly filled by one profession.  Referring 
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prescribers were usually psychiatrists, with only a handful of nurse practitioners.  

Referring therapists were usually social work or other mental health professionals.   Case 

managers were predominantly social workers, and other mental health treatment roles 

were primarily multidisciplinary treatment teams.  Finally, other providers were usually 

psychiatrists or other mental health professionals. 

Table 9 

 

Specific Aim 2a: Distribution of Professional Designations and Organizational Roles 

Profession Prescriber Therapist 

Case 

Manager 

Other Mental 

Health Other Total 

Psychiatrist       

Count 64 2 0 5 12 83 

% across Profession 77.1% 2.4% 0.0% 6.0% 14.5% 100.0% 

% across Role 92.8% 2.9% 0.0% 6.8% 38.7% 25.9% 

% of Total 20.0% 0.6% 0.0% 1.6% 3.8% 25.9% 
       

Social Worker       

Count 0 40 62 8 4 114 

% across Profession 0.0% 35.1% 54.4% 7.0% 3.5% 100.0% 

% across Role 0.0% 57.1% 80.5% 11.0% 12.9% 35.6% 

% of Total 0.0% 12.5% 19.4% 2.5% 1.3% 35.6% 

       

Multi-disciplinary 

Team 

      

Count 2 1 1 56 0 60 

% across Profession 3.3% 1.7% 1.7% 93.3% 0.0% 100.0% 

% across Role 2.9% 1.4% 1.3% 76.7% 0.0% 18.8% 

% of Total 0.6% 0.3% 0.3% 17.5% 0.0% 35.6% 

       

Other provider       

Count 3 27 14 4 15 63 

% across Profession 4.8% 42.9% 22.2% 6.3% 23.8% 100.0% 

% across Role 4.3% 38.6% 18.2% 5.5% 48.4% 19.7% 

% of Total 0.9% 8.4% 4.4% 1.3% 4.7% 19.7% 

     

Total     

Count 69 70 77 73 31 320 

% across Profession 21.6% 21.9% 24.1 22.8 9.7% 100.0% 

% across Role 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
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Aim 2b. Describe the relationship between professional designation and 

organizational setting.  A modest association (Cramer’s V=.258, p <.001) existed 

between the profession and organizational setting of the individual facilitating service-

seeker referrals.  Social workers in inpatient settings were the highest referring setting 

and profession combination, accounting for 19.4% of all referrals. The relationships 

between professions and settings are described in Table 10.   

Table 10 

 

Specific Aim 2b: Distribution of Professional Designations and Organizational Settings 

Profession 

 

Inpatient Outpatient 

Other 

Setting Total 

Psychiatrist Count 25 53 5 83 

% across Profession 30.1% 63.9% 6.0% 100.0% 

% across Role 18.5% 31.4% 31.3% 25.9% 

% of Total 7.8% 16.6% 1.6% 25.9% 
      

Social Worker Count 62 45 7 114 

% across Profession 54.4% 39.5% 6.1% 100.0% 

% across Role 45.9% 26.6% 43.8% 35.6% 

% of Total 19.4% 14.1% 2.2% 35.6% 
      

Multidiscip-linary 

Team 

Count 39 20 1 60 

% across Profession 61.7% 37.6% 1.7% 100.0% 

% across Role 27.4% 13.0% 6.3% 18.8% 

% of Total 12.2% 6.3% 0.3% 18.8% 
      

Other Profession Count 11 49 3 63 

% across Profession 17.5% 77.8% 4.8% 100.0% 

% across Role 8.1% 29.0% 18.8% 19.7% 

% of Total 3.4% 15.3% 0.9% 19.7% 
    

Total 

Count 137 167 16 320 

% across Profession 42.8% 52.2% 5.0% 100.0% 

% across Role 100.0% 100.0% 100.0% 100.0% 

 

Differences existed for which professions served in each setting, as well as which 
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settings commonly included different types of professionals. Referring psychiatrists most 

commonly referred from outpatient mental health settings (63.9%), followed by inpatient 

settings (30.1%).  Psychiatrists referred from other settings for only 6% of their referrals.  

There was no evidence of differences between the proportion of individuals referred by 

social workers from inpatient settings (54.4%) and outpatient settings (39.5%), χ
2
 (1, 

n=107) = 2.701, p > .05.  Referrals were received from of social workers in other (6.1%) 

roles as well.  There was also no evidence of differences found for multidisciplinary 

treatment teams referrals between inpatient (61.7%) and outpatient (37.6%) settings, χ
2
 

(1, n=59) = 6.119, p > .05.  Only 1.7% of multidisciplinary treatment teams referred from 

other settings.  Other mental health providers referred primarily from outpatient settings 

(77.8%).  Only 4.8% of other mental health providers referred from other settings.   

Referrers from different organizational settings were also distributed differently 

across professions.  Inpatient settings included more social workers than psychiatrists, 

multidisciplinary treatment teams, or other mental health professions.  There was no 

evidence of difference in the proportion of referrals from inpatient settings between 

psychiatrist and multidisciplinary treatment teams, χ
2
 (1, n=64) = 3.063, p>.05.  Inpatient 

psychiatrists and multidisciplinary treatment teams both referred more individuals than 

inpatient other mental health professions. 

Individuals referred from outpatient settings also differed across professions. 

There were no differences evident between psychiatrists and social workers (χ
2
 (1, n=98) 

= .653, p>.05).  Psychiatrists, social workers, and other professions all referred more than 

multidisciplinary treatment teams in outpatient settings.  There were no differences found 

across professions in the number of referrals received from other organizational settings 
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(p >.05)   

Aim 2c. Describe the relationship between prescribing status and 

organizational setting. Non-prescribing professionals in outpatient mental health 

settings were the highest referring prescribing type and setting combination, accounting 

for 28.4% of all referrals. A modest association (Cramer’s V=.186, p <.001) existed 

between the prescribing status and the organizational setting of the individual facilitating 

service-seeker referrals (see Table 11). 

Table 11 

 

Specific Aim 2c: Relationships between Prescribing Status and Organizational Setting 

  Organizational Setting  

Prescribing Status  Inpatient Outpatient Other Total 

Prescribing  Count 25 58 5 88 

% across Prescribing 28.4% 65.9% 5.7% 100.0% 

% across Role 18.2% 34.7% 31.3% 27.5% 

% of Total 7.8% 18.1% 1.6% 27.5% 

Non-prescribing  Count 73 91 10 174 

% across non-prescribing 42.0% 52.3% 5.7% 100.0% 

% across Role 53.3% 54.5% 62.5% 54.4% 

% of Total 22.8% 28.4% 3.1% 54.4% 

Team of Both  Count 39 18 1 58 

% across Team 67.2% 31.0% 1.7% 100.0% 

% across Role 28.5% 10.8% 6.3% 18.1% 

% of Total 12.2% 5.6% .3% 18.1% 

      

Total Count 137 167 16 320 

% across Prescribing 42.8% 52.2% 5.0% 100.0% 

% across Role 100.0% 100.0% 100.0% 100.0% 

 

Service-seeker referrals were distributed differently across organizational settings 

within prescribing status.  Prescribers most frequently referred from outpatient mental 

health settings, followed by inpatient mental health settings.  Prescribers rarely referred 
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from other settings.  Teams of both prescribers and non-prescribers referred more 

frequently from inpatient settings than outpatient settings. There was no evidence of 

difference in the proportion of service-seekers referred between outpatient and inpatient 

settings for non-prescribers (χ
2
 (1, n = 164) = 1.976, p > .05).   

Non-prescribing professionals referred more individuals from inpatient and 

outpatient mental health settings than other settings.  Differences in distribution for teams 

of prescribing and non-prescribing professionals between other settings and outpatient or 

inpatient mental health settings could not be evaluated because only one referral was 

received from a treatment team in other organizational settings.   

Settings also differed in the distribution of referrals from different prescribing 

statuses.  More referrals from inpatient settings came from non-prescribing professionals 

than prescribing professionals or teams of both prescribing and non-prescribing 

professionals.  There was no evidence of a difference in the proportion of service-seekers 

referred by prescribing professions or teams of both prescribers and non-prescribers in 

inpatient settings, χ
2
 (1, n = 64) = 3.063, p > .05. 

More referrals also came from non-prescribing professionals in outpatient settings 

than prescribing professionals or teams of both prescribing and non-prescribing 

professionals.  Outpatient setting prescribing professionals referred more service-seekers 

than teams of prescribing and non-prescribing professionals in outpatient settings.  Only 

16 referrals were received through professionals in other settings; and there was no 

evidence of difference between the proportion of service-seekers referred by prescribers 

or non-prescribers.   

Aim 2d: Describe the relationship between organizational role and 
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organizational setting.  Case managers in inpatient settings were the highest role and 

setting combination, accounting for 22.2% of all referrals.  A strong association 

(Cramer’s V=.545, p<.001) existed between the role and organizational setting of the 

individual facilitating service-seeker referrals (see Table 12). These differences existed in 

how the roles were distributed across settings, as well as which settings commonly 

included which roles.   

Table 12 

 

Specific Aim 2d: Relationships between Referring Role and Organizational Setting 

  Organizational Setting  

Setting  Inpatient Outpatient Other Total 

Prescriber Count 25 44 0 69 

% across Prescribing 36.2% 63.8% 0.0% 100.0% 

% across Role 18.2% 26.3% 0.0% 21.6% 

% of Total 7.8% 13.8% 0.0% 21.6% 

Therapist Count 0 68 2 70 

% across non-prescribing 0.0% 97.1% 2.9% 100.0% 

% across Role 0.0% 40.7% 12.5% 21.9% 

% of Total 0.0% 21.3% 0.6% 21.9% 

Case Manager Count 73 4 0 77 

% across Team 94.8% 5.2% 0.0% 100.0% 

% across Role 53.3% 2.4% 0.0% 24.1% 

% of Total 22.8% 1.3% 0.0% 24.1% 

Other Mental 

Health Role 

Count 38 24 11 73 

% across Team 52.1% 32.9% 15.1% 100.0% 

% across Role 27.7% 14.4% 68.8% 22.8% 

% of Total 11.9% 7.5% 3.4% 22.8% 

Other Role Count 1 27 3 31 

% across Team 3.2% 87.1% 9.7% 100.0% 

% across Role 0.7% 16.2% 18.8% 9.7% 

% of Total 0.3% 8.4% 0.9% 9.7% 

Total Count 137 167 16 320 

% across Prescribing 42.8% 52.2% 5.0% 100.0% 

% across Role 100.0% 100.0% 100.0% 100.0% 
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Service-seeker referrals were distributed differently across organizational settings 

within role.  Prescribers most often referred from outpatient settings, followed by 

inpatient settings.  No prescribers referred from other settings. The majority of therapists 

referred from outpatient settings (97.1%), and the majority of case managers referred 

from inpatient settings (94.8%).   There was no difference in the distribution of referrals 

across inpatient and outpatient settings for other mental health roles, χ
2
 (1, n = 62) = 

3.161, p > .05.  Individuals in other mental health roles referred from inpatient and 

outpatient settings more than other settings. 

Referrals also came from different roles within settings.  Case managers referred 

more individuals from inpatient settings than prescribers or other mental health roles.  

Prescribers referred more individuals from inpatient settings than other mental health 

roles.  No referrals came from therapists in an inpatient setting, and only one referral 

came from an inpatient setting where the referring professional served in an “other” role. 

More service-seekers in outpatient settings were referred by therapists than by 

prescribers, other mental health roles, or other roles.  More service-seekers were referred 

by prescribers from outpatient settings than other mental health roles or other roles in 

outpatient settings.   For outpatient settings, there was no evidence of differences between 

the proportion of referrals received from other mental health roles and other roles, χ
2
 (1, n 

= 51) = .176, p > .05. 

Aim 2e. Describe the relationship between social work role and organizational 

setting.  A modest relationship existed between social work role and organizational 

setting, Cramer’s V=.183, p <.01.  The distribution of referrals across social work roles 

and organizational settings is reflected in Table 13.  Non-social workers referred from 
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outpatient settings more often than inpatient settings. More non-social workers referred 

from other organizational settings than social workers.  There was no evidence of 

differences between inpatient and outpatient settings for referrals from social work roles 

(χ
2 

(1,145) = .007, p > .05).Table 13 

 

Specific Aim 2e: Distribution of referrals across Social Work Role and Organizational 

Setting 
 Setting 

Total Inpatient Outpatient  Other 

Non social work role 

Count 64 95 14 173 
% within Social Work Role 37.0% 54.9% 8.1% 100.0% 

% within Setting 46.7% 56.9% 87.5% 54.1% 

% of Total 20.0% 29.7% 4.4% 54.1% 

      

Social work role 

Count 73 72 2 147 

% within Social Work Role 49.7% 49.0% 1.4% 100.0% 

% within Setting 53.3% 43.1% 12.5% 45.9% 

% of Total 22.8% 22.5% 0.6% 45.9% 

      

Total 

Count 137 167 16 320 

% within Social Work Role 42.8% 52.2% 5.0% 100.0% 

% within Setting 100.0% 100.0% 100.0% 100.0% 

 

E. Specific Aim 3 – Compare Eligibility of Service-Seekers 

Eligibility was evaluated for 52.8% of referred service seekers. Approximately 

85.1% of ineligible service seekers were identified during initial screening.  Conversely, 

almost 90% of service-seekers who received a comprehensive eligibility evaluation were 

eligible for program services.  Differences in eligibility were evaluated across provider 

roles and professional designations of referring individuals. 

Specific Aim 3a. Compare the eligibility of service-seekers by the 

organizational role of the referring individual. Relationships between organizational 

roles and eligibility were explored by evaluating all roles and social work roles.   

Compare the eligibility of service-seekers for all organizational roles. 

Prescribers, therapists, and case managers referred the most service-seekers that had 
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eligibility evaluated (24.9%, 24.3%, and 26% respectively).  There was no association 

between organizational role and eligibility (Cramer’s V, p > .05).   The distribution of 

service-seekers by organizational role and eligibility status are depicted in Table 14.  A 

test for proportion indicated that individuals in therapist roles referred a greater 

proportion of service seekers than individuals in other roles (χ
2
 (1, n = 39) = 4.333, p < 

.05). No other relationships were significant (p < .05).  

Table 14 

 

Specific Aim 3a: Relationships between Organizational Role and Eligibility 
  Eligible  

Role  No Yes Total 

Prescriber 

Count 22 20 42 
% within Role 52.4% 47.6% 100.0% 

% within Eligible 23.2% 27.0% 24.9% 

% of Total 13.0% 11.8% 24.9% 

     

Therapist 

Count 26 15 41 

% within Role 63.4% 36.6% 100.0% 

% within Eligible 27.4% 20.3% 24.3% 

% of Total 15.4% 8.9% 24.3% 

     

Case Manager 

Count 19 25 44 

% within Role 43.2% 56.8% 100.0% 
% within Eligible 20.0% 33.8% 26.0% 

% of Total 11.2% 14.8% 26.0% 

     

Other Mental Health  

Count 15 7 22 

% within Role 68.2% 31.8% 100.0% 

% within Eligible 15.8% 9.5% 13.0% 

% of Total 8.9% 4.1% 13.0% 

     

Other 

Count 13 7 20 

% within Role 65.0% 35.0% 100.0% 

% within Eligible 13.7% 9.5% 11.8% 
% of Total 7.7% 4.1% 11.8% 

     

Total 

Count 95 74 169 

% within Role 56.2% 43.8% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

 

Compare the eligibility of service-seekers by social work role and non-social 

work roles.  No association existed between eligibility and having a social work role 
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(Cramer’s V, p > .05).   No evidence of differences existed for the proportion of eligible 

or ineligible referrals between across social work and non-social work roles, p > .05.  See 

Table 15 for descriptions of the relationship between social work roles and eligibility. 

Table 15 

 

Specific Aim 3a: Relationships between Social Work Role and Eligibility 
  Eligible   

Role  No Yes Total χ2(df=1) 

Social Work Roles 

Count 45 40 85 .588 
% within Role 52.9% 47.1% 100.0%  

% within Eligible 47.4% 54.1% 50.3%  

% of Total 26.6% 23.7% 50.3%  

      

Non Social Work Roles 

Count 50 34 84 3.048 

% within Role 59.5% 40.5% 100.0%  

% within Eligible 52.6% 45.9% 49.7%  

% of Total 29.6% 20.1% 49.7%  

      

χ2(df=1)  .268 .485   

      

Total 

Count 95 74 169  

% within Role 56.2% 43.8% 100.0%  

% within Eligible 100.0% 100.0% 100.0%  

 

Specific Aim 3b. Compare the eligibility of service-seekers by professional 

designation of the referring individual. Relationships between professions and 

eligibility were explored using their professional designations as well as their prescribing 

status.   

Compare the eligibility of service-seekers by the professional designation of the 

referring individual. Social workers referred the most service-seekers that had eligibility 

evaluated (39.6%).  There was no association between profession and eligibility 

(Cramer’s V, p > .05). Social workers referred the highest proportion of both ineligible 

and eligible individuals.  The relationships between professional designations and 

eligibility are detailed in Table 16.   
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Table 16 

 

Specific Aim 3b: Relationships between Professional Designation and Eligibility 
 Eligible 

Total No Yes 

Psychiatrist Count 27 21 48 
% within Profession 56.3% 43.8% 100.0% 

% within Eligible 28.4% 28.4% 28.4% 

% of Total 16.0% 12.4% 28.4% 

     

Social Worker Count 36 31 67 

% within Profession 53.7% 46.3% 100.0% 

% within Eligible 37.9% 41.9% 39.6% 

% of Total 21.3% 18.3% 39.6% 

     

Multidisciplinary

Treatment Team 

Count 8 8 16 

% within Profession 50.0% 50.0% 100.0% 

% within Eligible 8.4% 10.8% 9.5% 
% of Total 4.7% 4.7% 9.5% 

     

Other Provider Count 24 14 38 

% within Profession 63.2% 36.8% 100.0% 

% within Eligible 25.3% 18.9% 22.5% 

% of Total 14.2% 8.3% 22.5% 

    

Total 

Count 95 74 169 

% within Profession 56.2% 43.8% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

% of Total 56.2% 43.8% 100.0% 

 

Compare the eligibility of service-seekers by the prescribing status of the 

referring individual.  Relationships between referring individuals’ prescribing status and 

the eligibility of the service-seekers are depicted in Table 17.  Non-prescribing 

professionals referred the most service-seekers that had eligibility evaluated (61.5%).  No 

association existed between professions and eligibility (Cramer’s V, p > .05).   
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Table 17 

 

Specific Aim 3b: Relationships between Prescribing Status and Eligibility 
  Eligible  

Prescribing status  No Yes Total 

Prescriber 

Count 27 23 50 
% within Prescribing status 54.0% 46.0% 100.0% 

% within Eligible 28.4% 31.1% 29.6% 

% of Total 16.0% 13.6% 29.6% 

     

Non Prescriber 

Count 60 44 104 

% within Prescribing status 57.7% 42.3% 100.0% 

% within Eligible 63.2% 59.5% 61.5% 

% of Total 35.5% 26.0% 61.5% 

     

Team of Both 

Count 8 7 15 

% within Prescribing status 53.3% 46.7% 100.0% 

% within Eligible 8.4% 9.5% 8.9% 
% of Total 4.7% 4.1% 8.9% 

     

Total 

Count 95 74 169 

% within Prescribing status 56.2% 43.8% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

 

Specific Aim 3c. Compare the eligibility of service-seekers by the service-

seekers’ demographic characteristics.   

The eligibility status of service-seekers was also compared based on their 

demographic characteristics.  This included gender, race, ethnicity, age, minor status, age, 

and education level.  Because there was a substantial amount of demographic data that 

were missing, these data were dropped from analyses.  

Compare the eligibility of service-seekers by the service-seekers’ gender.  Table 

18 describes the relationships between gender and eligibility.  Males represented the 

majority of individuals who had eligibility evaluated (65.8%, 6.5% missing).  There was 

no association between gender and eligibility determination (ϕ=.019, p > .05). 

  



 

99 

Table 18  

 

Specific Aim 3c: Relationships between Gender and Eligibility 
  Eligible  

Gender  No Yes Total 

Male 

Count 56 48 104 
% within Gender 53.8% 46.2% 100.0% 

% within Eligible 66.7% 64.9% 65.8% 

% of Total 35.4% 30.4% 65.8% 

     

Female 

Count 28 26 54 

% within Gender 51.9% 48.1% 100.0% 

% within Eligible 33.3% 35.1% 34.2% 

% of Total 17.7% 16.5% 34.2% 

     

Total 

Count 84 74 158 

% within Gender 53.2% 46.8% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

*p<.05 

 

Compare the eligibility of service-seekers by the service-seekers’ race.  Race was 

not collected for a large portion of individuals receiving eligibility determination (n=72, 

42.6%).  Table 19 describes the relationship between race and eligibility.  There was no 

association between race and eligibility status (Cramer’s V = .175, p > .05). Where race 

was available, most service-seekers with eligibility evaluations were Black, followed by 

other races, then White.   
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Table 19 

 

Specific Aim 3c: Relationships between Race and Eligibility 
  Eligible  

Race  No Yes Total 

White 

Count 6 16 22 
% within Race 27.3% 72.7% 100.0% 

% within Eligible 26.1% 21.6% 22.7% 

% of Total 6.2% 16.5% 22.7% 

     

Black 

Count 13 31 44 

% within Race 29.5% 70.5% 100.0% 

% within Eligible 56.5% 41.9% 45.4% 

% of Total 13.4% 32.0% 45.4% 

     

Other 

Count 4 27 31 

% within Race 12.9% 87.1% 100.0% 

% within Eligible 17.4% 36.5% 32.0% 
% of Total 4.1% 27.8% 32.0% 

     

Total 

Count 23 74 97 

% within Race 23.7% 76.3% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

 

Compare the eligibility of service-seekers by the service-seekers’ ethnicity. 

Similar to race, ethnicity was not collected for many individuals receiving eligibility 

determination (n=73, 43.2%).  The relationships between ethnicity and eligibility are 

described in Table 20. No association existed between ethnicity and eligibility (ϕ = .135, 

p > .05). Where ethnicity was available, the majority of service-seekers with eligibility 

determinations were non-Hispanic or Latino.    
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Table 20  

 

Specific Aim 3c: Relationships between Ethnicity and Eligibility 
  Eligible  

Ethnicity  No Yes Total 

Non-Hispanic or 

Latino 

Count 20 58 78 
% within Ethnicity 25.6% 74.4% 100.0% 

% within Eligible 90.9% 78.4% 81.3% 

% of Total 20.8% 60.4% 81.3% 

     

Hispanic or Latino 

Count 2 16 18 

% within Ethnicity 11.1% 88.9% 100.0% 

% within Eligible 9.1% 21.6% 18.8% 

% of Total 2.1% 16.7% 18.8% 

     

Total 

Count 22 74 96 

% within Ethnicity 22.9% 77.1% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

*p<.05, **p<.001 

 

Compare the eligibility of service-seekers by the service-seekers’ age.  Valid 

ages were available for 87% service seekers that received eligibility evaluations.  The 

relationship between age and eligibility was evaluated using Student’s t as described in 

Table 21.  Where age was known, the average age was 21.77 (SD = ±5.826).  There was 

no evidence of differences in age between eligible and ineligible service-seekers (t (147) 

= .294, p>.05.) 

Table 21  

 

Specific Aim 3c: Relationship between Age and Eligibility 
       Confidence Interval 

 n Mean SD t df p Lower Upper 

Not Eligible 73 21.96 7.273 .294 145 .769 -1.622 2.189 

         

Eligible 74 21.68 3.959      

 

Compare the eligibility of service-seekers by the service-seekers’ minor status.  

Minor was missing for 13% of service-seekers receiving eligibility determination.  The 

relationships between minor status and eligibility are described in Table 22. Where age of 

consent was known, the majority of individuals with eligibility conducted were adults.  A 
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small, negative association existed between minor and eligibility determination (ϕ = -

.168, p<.05), indicating that minors are slightly less likely to be eligible than non-minors. 

There was no difference in eligibility for adult or minor service-seekers (χ2(1, n = 115) = 

1.052 and χ2(1, n = 32) = 3.125 respectively, p>.05).  

Table 22:  

 

Specific Aim 3c: Relationships between Minor Status and Eligibility 
  Eligible  

Minor Status  No Yes Total 

Non-Minor 

Count 52 63 115 
% within Minor Status 45.2% 54.8% 100.0% 

% within Eligible 71.2% 85.1% 78.2% 

% of Total 35.4% 42.9% 78.2% 

     

Minor 

Count 21 11 32 

% within Minor Status 65.6% 34.4% 100.0% 

% within Eligible 28.8% 14.9% 21.8% 

% of Total 14.3% 7.5% 21.8% 

     

Total 

Count 73 74 147 

% within Minor Status 49.7% 50.3% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

 

Compare the eligibility of service-seekers by the service-seekers’ education 

level.  Education level is missing for many service seekers that received eligibility 

evaluations (37.9%).  Table 23 describes the relationship between education level and 

eligibility. Where education was known, most individuals referred to the program had 

either some high school or some college.  Fewer had completed college.  A modest 

relationship existed between education level and eligibility determination (Cramer’s 

V=.298, p<.05), indicating that individuals with higher levels of education were modestly 

more likely to be eligible.   

Partialized tests for proportion were conducted to understand differences in 

eligibility for each educational category. Service-seekers with some college education or 

a bachelor’s degree were more likely to be eligible than ineligible.  There was no 
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evidence of differences in eligibility for individuals with less than a high school 

education, and those who had completed a high school or equivalency (χ2 (1, n = 37) = 

.243 and χ2(1, n = 14) = 2.462 respectively, p>.05).  

Partialized tests for proportion were also conducted to understand differences in 

education level within the eligible and ineligible categories.  More eligible individuals 

had some high school education only, compared to individuals with a high school 

diploma or equivalency, or a bachelor’s degree or higher (p< .05).  There was no 

evidence of differences in distribution of eligible individuals between the some high 

school and some college categories (χ
2
 (1, n = 51) = 2.373, p > .05). More eligible 

individuals were referred with some college than a high school diploma or GED, or 

individuals with a bachelors or higher (p< .05).  There was no evidence of differences 

between the distribution of eligible individuals with a high school degree or equivalency 

and those with a bachelors or higher (χ
2
 (1, n = 23) = 1.087, p > .05).  The fewest 

ineligible individuals had less than a high school degree or equivalency (p<.05).  There 

was no evidence of differences in distribution of ineligible service seekers between other 

educational categories (p<.05). 
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Table 23 

 

Specific Aim 3c: Relationships between Education Level and Eligibility 
  Eligible  

Education Level  No Yes Total 

Some High School 

Count 17 20 37 
% within Education Level 45.9% 54.1% 100.0% 

% within Eligible 54.8% 27.0% 35.2% 

% of Total 16.2% 19.0% 35.2% 

     

Completed High School 

or Equivalency 

Count 5 9 14 

% within Education Level 35.7% 64.3% 100.0% 

% within Eligible 16.1% 12.2% 13.3% 

% of Total 4.8% 8.6% 13.3% 

     

Some College 

Count 6 31 37 

% within Education Level 16.2% 83.8% 100.0% 

% within Eligible 19.4% 41.9% 35.2% 
% of Total 5.7% 29.5% 35.2% 

     

Completed College 

(Bachelors) 

Count 3 14 17 

% within Race 17.6% 82.4% 100.0% 

% within Eligible 9.7% 18.9% 16.2% 

% of Total 2.9% 13.3% 16.2% 

     

Total 

Count 31 74 105 

% within Education Level 29.5% 70.5% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

 

Specific Aim 3d. Compare the eligibility of service-seekers by the service-

seekers’ referring organization characteristics.  The eligibility status of service-

seekers was also compared based on their referring organization characteristics  

Compare the eligibility of service-seekers by the service-seekers’ referring 

organization state.  The relationships between state and service-seeker eligibility is 

depicted in Table 24.  Service-seekers were equally distributed across the two program 

states (χ
2
 (1, n=169) = .016, p>.05).  There was no association between the service-seeker 

eligibility status and the state where the referral originated (ϕ = -.010, p>.05).  
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Table 24 

Specific Aim 3d: Relationships between State and Eligibility 

State 

Eligible 

Total No Yes 

Maryland Count 53 42 95 
% within State  55.8% 44.2% 100.0% 

% within Eligible 55.8% 56.8% 56.2% 

% of Total 31.4% 24.9% 56.2% 

     

New York  Count 42 32 74 

% within State  56.8% 43.2% 100.0% 

% within Eligible 44.2% 43.2% 43.8% 

% of Total 24.9% 18.9% 43.8% 

     

Total Count 95 74 169 

% within State  56.2% 43.8% 100.0% 

% within Eligible 100.0% 100.0% 100.0% 

% of Total 56.2% 43.8% 100.0% 

 

Compare the eligibility of service-seekers by the service-seekers’ referring 

organization setting. Outpatient mental health providers referred the most service-

seekers that had eligibility evaluated (39.6%).  A modest association existed between 

organizational setting and eligibility (Cramer’s V=.223, p<.05). The relationships 

between setting and eligibility are detailed in Table 25.   

Partialized tests for proportion were conducted to understand differences in 

eligibility for different organizational settings.  There was no evidence of differences in 

the proportion of eligible and ineligible service seekers referred from inpatient settings 

(χ
2
 (1, n=66) = 1.515, p>.05) or other settings (χ

2
 (1, n=9) = 1.000, p>.05).  However, 

more ineligible service-seekers were referred from outpatient settings than eligible 

service seekers.  

Partialized tests for proportion were also conducted to understand the proportion 

referrals received from different organizational settings within the eligible and ineligible 

categories.  Inpatient and outpatient setting referred a comparable proportion of eligible 
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service-seekers (χ
2
 (1, n=71) = .352, p>.05), with both referring more eligible service 

seekers than other settings (p<.05).  More ineligible service-seekers were referred by 

outpatient treatment settings than inpatient or other settings (χ
2
 (1, n=89) = 12.236 and χ

2
 

(1, n=67) = 45.149 respectively, p<.001).   

Table 25 

 

Specific Aim 3d: Relationships between Setting and Eligibility 

Setting 

Eligible 

Total No Yes 

Inpatient  Count 28 38 66 
% across Role  42.4% 57.6% 100.0% 

% across Eligibility 29.5% 51.4% 39.1% 

% of Total 16.6% 22.5% 39.1% 

     

Outpatient  Count 61 33 94 

% across Role  64.9% 35.1% 100.0% 

% across Eligibility 64.2% 44.6% 55.5% 

% of Total 36.1% 19.5% 55.6% 

     

Other  Count 6 3 9 

% across Role  66.7% 33.3% 100.0% 
% across Eligibility 6.3% 4.1% 5.3% 

% of Total 3.6% 1.8% 5.3% 

     

Total Count 95 74 169 

% across Role  56.2% 43.8% 100.0% 

% across Eligibility 100.0% 100.0% 100.0% 

% of Total 56.2% 43.8% 100.0% 

 

F. Specific Aim 4 – Compare the Service-Seekers Admission Status 

Approximately 23% of referred service-seekers were eligible for services, and 

81% of eligible service-seekers were subsequently admitted to the clinic.  The remaining 

service seekers declined admission (16%) or did not respond to outreach from the study 

team (3%).  Differences in service-seeker admission were evaluated across organizational 

roles and professional designations of referring individuals. 

Specific Aim 4a. Compare the service-seekers admission status by the 

organizational roles of the referring individuals. The relationships between 
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organizational role and admission status are detailed in Table 26. Case managers, 

prescribers, and therapists referred the most service-seekers that were admitted to the 

program. There was no association between organizational roles and admission 

(Cramer’s V = .347, p > .05).    

Table 26 

Specific Aim 4a: Relationships between Role and Admission 
 Admission  Total 

Not 
Admitted  

Admitted  

Prescriber 

Count 3 17 20 

% within Role 15.0% 85.0% 100.0% 

% within Admission  21.4% 28.3% 27.0% 

% of Total 4.1% 23.0% 27.0% 
     

Therapist 

Count 5 10 15 

% within Role 33.3% 66.7% 100.0% 

% within Admission  35.7% 16.7% 20.3% 

% of Total 6.8% 13.5% 20.3% 
     

Case Manager 

Count 1 24 25 

% within Role 4.0% 96.0% 100.0% 

% within Admission  7.1% 40.0% 33.8% 

% of Total 1.4% 32.4% 33.8% 
     

Other Mental 

Health Role 

Count 3 4 7 

% within Role 42.9% 57.1% 100.0% 

% within Admission  21.4% 6.7% 9.5% 

% of Total 4.1% 5.4% 9.5% 

     

Other 

Count 2 5 7 

% within Role 28.6% 71.4% 100.0% 

% within Admission  14.3% 8.3% 9.5% 

% of Total 2.7% 6.8% 9.5% 
     

Total 

Count 14 60 74 

% within Role 18.9% 81.1% 100.0% 

% within Admission  100.0% 100.0% 100.0% 

Compare the service-seekers admission status by the social work role of the 

referring individuals.  No association existed between social work roles and admission 

(Cramer’s V = .109, p > .05).  See Table 27 for descriptions of relationships between 

social work roles and admission.   Both social work and non-social work roles referred 

more admitted than not admitted individuals.  There was no evidence that differences 
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existed for the proportion of admitted or not admitted referrals across social work and 

non-social work roles (p>.05). 

Table 27 

Specific Aim 4a: Relationship between Social Work Role and Admission 
 Admission  Total 

Not 
Admitted  

Admitted  

Social Work 

Role 

Count 6 34 40 

% within S/W Role 15.0% 85.0% 100.0% 

% within Admission  42.9% 56.7% 54.1% 

% of Total 8.1% 45.9% 54.1% 

     

Non Social 

Work Role 

Count 8 26 34 

% within S/W Role 23.5% 76.5% 100.0% 

% within Admission  57.1% 43.3% 45.9% 

% of Total 10.8% 35.1% 45.9% 

     

Total 

Count 14 60 74 

% within S/W Role 18.9% 81.1% 100.0% 

% within Admission  100.0% 100.0% 100.0% 

 

Specific Aim 4b. Compare the service-seekers admission status by the 

professional designation of the referring individuals. Relationships between referrer 

professions and service-seeker admission were explored using their professional 

designations as well as their prescribing status.   

Compare the service-seekers admission status by the professional designation of 

the referring individuals for all professional designations.  The relationships between 

professional designations and eligibility are detailed in Table 28.  Social workers referred 

the most eligible service-seekers. No association existed between profession and 

eligibility (Cramer’s V = .277, p > .05). 
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Table 28 

 

Specific Aim 4b: Relationships between Professional Designation and Admission 
 Admitted 

Total No Yes 

Psychiatrist Count 3 18 21 
% within Profession 14.3% 85.7% 100.0% 

% within Admission 21.4% 30.0% 28.4% 

% of Total 4.1% 24.3% 28.4% 

     

Social Worker Count 5 26 31 

% within Profession 16.1% 83.9% 100.0% 

% within Admission 35.7% 43.3% 41.9% 

% of Total 6.8% 35.1% 41.9% 

     

Multidisciplinary

Treatment Team 

Count 4 4 8 

% within Profession 50.0% 50.0% 100.0% 

% within Admission 28.6% 6.7% 10.8% 
% of Total 5.4% 5.4% 10.8% 

     

Other Provider Count 2 12 14 

% within Profession 14.3% 85.7% 100.0% 

% within Admission 14.3% 20.0% 18.9% 

% of Total 2.7% 16.2% 18.9% 

    

Total 

Count 14 60 74 

% within Profession 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 

% of Total 18.9% 81.1% 18.9% 

 

Compare the service-seekers admission status by the professional designation of 

the referring individuals based on the prescribing status of the professional 

designation.  The relationship between prescribing status and admission is detailed in 

Table 29. Non-prescribing professionals referred the most admitted service-seekers 

(61.7%).  No relationship existed between prescribing status and eligibility (Cramer’s V = 

.198. p > .05).    
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Table 29 

 

Specific Aim 4b: Relationships between Prescribing Status and Admission 
 Admitted 

Total No Yes 

Prescribing Count 4 19 23 
% within Prescribing Status 17.4% 82.6% 100.0% 

% within Admission 28.6% 31.7% 31.1% 

% of Total 5.4% 25.7% 31.1% 

     

Non-prescribing Count 7 37 44 

% within Prescribing Status 15.9% 84.1% 100.0% 

% within Admission 50.0% 61.7% 59.5% 

% of Total 9.5% 50.0% 59.5% 

     

Team of Both Count 3 4 7 

% within Prescribing Status 42.9% 57.1% 100.0% 

% within Admission 21.4% 6.7% 9.5% 
% of Total 4.1% 5.4% 9.5% 

    

Total 

Count 14 60 74 

% within Prescribing Status 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 

% of Total 18.9% 81.1% 100.0% 

 

Specific Aim 4c. Compare the service-seekers admission status by the 

service-seekers’ demographic characteristics.   The admission status of service-seekers 

was also compared based on their demographic characteristics.  This included gender, 

race, ethnicity, age, minor status, and education level.   

Compare the service-seekers admission status by the service-seekers’ gender.  

Table 30 describes the relationships between gender and admission. There was no 

association between gender and admission (ϕ=.066, p>.05).  
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Table 30:  

 

Specific Aim 4c: Relationships between Gender and Admission 
  Admitted  

Gender  No Yes Total 

Male 

Count 10 38 48 

% within Gender 20.8% 79.2% 100.0% 

% within Admission 71.4% 63.3% 64.9% 

% of Total 13.5% 51.4% 64.9% 

     

Female 

Count 4 22 26 

% within Gender 15.4% 84.6% 100.0% 
% within Admission 28.6% 36.7% 35.1% 

% of Total 5.4% 29.7% 35.1% 

     

Total 

Count 14 60 74 

% within Gender 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 

*p<.05 

 

Compare the service-seekers admission status by the service-seekers’ race. No 

association existed between admission and race (Cramer’s V = .166, p>.05).  Table 31 

depicts the relationships of admission by race.   

Table 31:  

 

Specific Aim 4c: Relationships between Race and Admission 
  Admitted  

Race  No Yes Total 

White 

Count 3 13 16 
% within Race 18.8% 81.3% 100.0% 

% within Admission 21.4% 21.7% 21.6% 

% of Total 4.1% 17.6% 21.6% 

     

Black 

Count 8 23 31 

% within Race 25.8% 74.2% 100.0% 

% within Admission 57.1% 38.3% 41.9% 

% of Total 10.8% 31.1% 41.9% 

     

Other 

Count 3 24 27 

% within Race 11.1% 88.9% 100.0% 
% within Admission 21.4% 40.0% 36.5% 

% of Total 4.1% 32.4% 36.5% 

     

Total 

Count 14 60 74 

% within Race 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 

*p<.05, **p<.001 
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Compare the service-seekers admission status by the service-seekers’ ethnicity. 

There was no association between ethnicity and admission (ϕ=.002, p>.05) (see Table 

32).  

Table 32  

 

Specific Aim 4c: Relationships between Ethnicity and Admission 
  Admitted  

Ethnicity  No Yes Total 

Non-Hispanic or 

Latino 

Count 11 47 58 
% within Ethnicity 19.0% 81.0% 100.0% 

% within Admission 78.6% 78.3% 78.4% 

% of Total 14.9% 63.5% 78.4% 

     

Hispanic or Latino 

Count 3 13 16 

% within Ethnicity 18.8% 81.3% 100.0% 

% within Admission 21.4% 21.7% 21.6% 

% of Total 4.1% 17.6% 21.6% 

     

Total 

Count 14 60 74 

% within Ethnicity 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 

 

Compare the service-seekers admission status by the service-seekers’ age.  The 

average age of eligible service-seekers was 21.68 (SD = ±3.959).  As described in Table 

33, there were no differences in age between admitted and non-admitted service-seekers 

(t (74) = .189, p > .05). 

Table 33:  

 

Specific Aim 4c: Relationship between Age and Admission 
       Confidence Interval 

 N Mean SD t df p Lower Upper 

Not 

Admitted 

14 21.86 3.439 .189 72 .850 -2.134 2.582 

         

Admitted 60 21.63 4.096      

 

Compare the service-seekers admission status by the service-seekers’ minor 

status.  Table 34 describes the relationships between minor status and admission. No 

association existed between age of majority and admission (ϕ = .105, p>.05).   
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Table 34:  

 

Specific Aim 4c: Relationships between Minor Status and Admission 
  Admission  

Minor Status  No Yes Total 

Non-Minor 

Count 13 50 63 
% within Minor Status 20.6% 79.4% 100.0% 

% within Admission 92.9% 83.3% 85.1% 

% of Total 17.6% 67.6% 85.1% 
     

Minor 

Count 1 10 11 
% within Minor Status 9.1% 90.9% 100.0% 

% within Admission 7.1% 16.7% 14.9% 

% of Total 1.4% 13.5% 14.9% 
     

Total 

Count 14 60 74 

% within Minor Status 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 

 

Compare the service-seekers admission status by the service-seekers’ education 

level.  No relationship existed between education level and admission (Cramer’s V = 

.267, p > .05).  Table 35 describes the relationships between education level and service-

seeker admission.   

Table 35  

 

Specific Aim 4c: Relationships between Education Level and Admission 

  Admission  

Education Level  No Yes Total 

Some High School 

Count 3 17 20 

% within Education Level 15.0% 85.0% 100.0% 

% within Admission 21.4% 28.3% 27.0% 

% of Total 4.1% 23.0% 27.0% 
     

Completed High 

School or 

Equivalency 

Count 4 5 9 

% within Education Level 44.4% 55.6% 100.0% 

% within Admission 28.6% 8.3% 12.2% 

% of Total 5.4% 6.8% 12.2% 
     

Some College 

Count 6 25 31 
% within Education Level 19.4% 80.6% 100.0% 

% within Admission 42.9% 41.7% 41.9% 

% of Total 8.1% 33.8% 41.9% 
     

Completed College 

(Bachelors) 

Count 1 13 14 
% within Race 7.1% 92.9% 100.0% 

% within Admission 7.1% 21.7% 18.9% 

% of Total 1.4% 17.6% 18.9% 
     

Total 

Count 14 60 74 

% within Education Level 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 
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Specific Aim 4d. Compare the service-seekers admission status by the 

service-seekers’ referring organization characteristics.  The admission status of 

service-seekers was also compared based on their referring organization characteristics.  

This included state and organizational setting.   

Compare the service-seekers admission status by the service-seekers’ referring 

organization state.  A modest association existed between state and admission (Cramer’s 

V=.282, p<.05). Partialized tests for proportion were conducted to understand these 

associations.  Once deemed eligible, individuals from both Maryland and New York were 

more likely to be admitted to the program than not admitted. The same proportion of 

individuals (n = 30) were admitted from each state; however, more eligible individuals 

(n=74) chose not to complete intake in Maryland (n=12; 29%) than in New York (n=2; 

6%). 

Table 36  

 

Specific Aim 4d: Relationships between State and Admission 
  Admission  

State  No Yes Total 

Maryland 

Count 12 30 42 

% within State 28.6% 71.4% 100.0% 

% within Admission 85.7% 50.0% 56.8% 

% of Total 16.2% 40.5% 56.8% 

     

New York 

Count 2 30 32 

% within State 6.3% 93.8% 100.0% 

% within Admission 14.3% 50.0% 43.2% 

% of Total 2.7% 40.5% 43.2% 

     

Total 

Count 14 60 74 

% within State 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 

 

Compare the service-seekers admission status by the service-seekers’ referring 

organization setting.  The relationships between organizational settings and service-

seeker admission are detailed in Table 37.  A modest relationship (Cramer’s V = .338, p < 
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.05) existed between organizational settings and the service-seekers’ admission status.  

Partialized tests for proportion were conducted to understand these relationships within 

organizational setting and admission status.  The highest rate of admission occurred for 

service-seekers referred by inpatient units (58%). The difference between admitted 

service-seekers referred by inpatient and outpatient settings was not statistically 

significant (χ
2
 (1, n = 58) = 2.483, p > .05) 

Table 37 

 

Specific Aim 4d: Relationships between Setting and Admission 

Setting 

Admitted 

Total No Yes 

Inpatient  Count 3 35 38 
% within Setting 7.9% 92.1% 100.0% 

% within Admission 21.4% 58.3% 51.4% 

% of Total 4.1% 47.3% 51.4% 

     

Outpatient  Count 10 23 33 

% within Setting 30.3% 69.7% 100.0% 

% within Admission 71.4% 38.3% 44.6% 

% of Total 13.5% 31.1% 44.6% 

     

Other Setting Count 1 2 3 

% within Setting 28.6% 71.4% 100.0% 
% within Admission 28.6% 16.7% 18.9% 

% of Total 5.4% 13.5% 18.9% 

    

Total Count 14 60 74 

% within Setting 18.9% 81.1% 100.0% 

% within Admission 100.0% 100.0% 100.0% 

 

G. Specific Aim 5 – Explore how Service-Seeker Eligibility may be Influenced by the 

Organizational Role and Professional Designation of the Referring Individual, as 

well as the Referring Organization Setting, Program State, and Service-seeker 

Demographics Features 

Several regression analyses were performed for model fitting. The first analysis 

used the following reference categories: 
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Gender Female 

Race White 

Ethnicity Non-Latino 

Minor non-Minor 

Education Less than High School 

Referring Profession Psychiatrist 

Referring Role Prescriber 

Organizational Setting Inpatient 

Site Maryland 

The model was unable to determine a final solution because an insufficient 

sample size existed in the Other Settings category of the Organizational Setting variable 

(n = 16; eligible=8; not eligible=8) and the Multiple Profession Category of the Referring 

Professional (n=9; eligible=6; not eligible=3).  A binary variable for outpatient setting 

was created to replace the organizational settings variable in the model, using inpatient 

treatment as a reference variable.  A second binary variable for social work profession 

was created to replace the referring profession variable in the model with non-social work 

profession as a reference variable.  

The model was able to resolve; however, it did not adequately fit these data (χ
2
 

(15, n=92) = 21.898, p=.111); Hosmer and Lemeshow (χ
2
 (8, n=92) = 7.920, p=.441).  

Additional binary variables were created to explore a better fit and create a more 

parsimonious model.  The organizational role variable was replaced with the social work 

role variable to explore whether social work roles predicted eligibility, and non-social 

work role was used as a reference category. 

The model fit was improved (Hosmer and Lemeshow, χ
2
 (8, n=92) = 7.639, 

p=.47); however, the model fit was not significant based on the a priori alpha value of p 

< .05, χ
2
 (15, n=92) = 20.517, p=.058. A new variable binary variable was created to 

indicate whether service-seekers referred had any college education using a reference 



 

117 

category of no college.  This variable replaced education level in the model.   

A particular strategy of dropping demographic variables with missing data was 

considered to improve model fit.  The largest amount of missing data existed for race and 

ethnicity; however existing research indicates that these predictors may influence 

pathways to care (Archie et al., 2010; Burnett et al., 1999; Corrigall & Bhugra, 2013; 

Morgan et al., 2005; Harrison, et al., 1989).  Therefore, these variables were retained in 

the model. Table 38 reflects the distribution of service-seekers across eligibility status for 

the variables included in all regression models for Specific Aim 5.  Table 39 reflects the 

results for the best fitting model. These results should be interpreted with caution due to 

both the small sample size (n=92) and the limited number of ineligible individuals 

(n=18). 

The final model was significant (χ
2
 (10, n=92) = 19.807, p < .05) and adequately 

fit these data (Hosmer and Lemeshow χ
2
 (8, n=92) = 9.446, p = .306).  The model 

accounted for a modest amount of variability in eligibility (Cox & Snell = .194; 

Nagelkerke r
2
=.308). This model had 79% sensitivity and 22% specificity.  The false 

positive rate was 17.2%; however, the false negative rate was 63.6%. 

Referred service-seekers with some college education had higher odds of being 

eligible than those with no college education.  Only one other variable approached 

significance at p = .054:  outpatient settings. This predictor was interpreted because the 

overall model is significant and an alpha value of greater than .05 does not necessitate 

rejection of the null hypothesis (Cohen, 1994).  The odds of individuals referred from 

outpatient settings being eligible were lower than those referred from non-outpatient 

settings.  Although no other predictors approached significance, the high odds ratios in 
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Latino and social work role predictors may indicate that these items could become 

significant if the sample were increased (Menard, 2010).  However, the confidence 

intervals range for both of these items is broad; therefore, this finding may also indicate 

anomalies with the data. 

Table 38: 

 

Specific Aim 5: Distribution of Service Seekers across Eligibility for included Variables  

 
Not 

Eligible Eligible Total 

Minor    

No 14 63 77 

Yes 4 11 15 

Gender    

Male 14 48 62 

Female 4 26 30 

Race    

White 5 16 21 

Black 10 31 41 

Other 3 27 30 

Hispanic / Latino    
No 16 58 74 

Yes 2 16 18 

Any College    

No 15 43 58 

Yes 3 31 34 

Site    

Maryland 12 42 54 

New York 6 32 38 

Outpatient    

No 6 41 47 

Yes 12 33 45 

    
No 9 29 38 

Yes 9 45 54 

Social Work     

Profession         No 10 43 53 

Yes 8 31 39 

    

Role                  No 10 34 44 

Yes 8 40 45 

    

Total 18 74 92 
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Table 39 

 

Specific Aim 5: Predictors of Program Eligibility with Social Work Profession /Role and Minor (n=92) 

       95% CI for Exp(B) 

 B S.E. B Wald df Sig. Exp(B) Lower Upper 

Constant 1.145 1.313 .761 1 .383 3.143   

         

Malea .785 .784 1.001 1 .317 .456 .749 15.136 

         
Minor -.648 .897 .523 1 .470 1.912 .217 4.764 

         

Raceb   1.033 2 .597    

Black/African 

American  

.761 .797 .911 1 .340 2.140 .327 5.321 

Other .694 1.079 .414 1 .520 2.002 .280 16.653 

         

Hispanic or Latino 1.790 1.461 1.501 1 .221 5.989 .257 60.001 

         

Some Collegec 2.001 .809 6.114 1 .013 7.398 1.204 26.666 

         

Outpatient Setting -1.330 .691 3.704 1 .054 .264 .079 1.103 
         

New Yorkd .241 .827 .085 1 .770 1.273 .299 6.211 

         

Social Work         

Role 1.130 1.178 .920 1 .338 3.094 3.97 44.304 

Profession -1.681 1.205 1.944 1 .163 .186 .012 1.578 

         

χ2 (10, n=92) = 19.807, p < .05   

Cox & Snell = .194, Nagelkerke = .308   

Reference category: 
a
Female, 

b
White, 

c
No College, 

d
Maryland 

 

A separate version of the model was executed that replaced the service-seekers 

minor status with their age.  Like minor, age was not significant in the model. The 

revised model was significant, χ
2
 (10, n=94) = 17.244, p < .05.  The model fit was 

comparable (Hosmer and Lemeshow χ
2
 (8, n=92) = 3.064, p = .930), but the revised 

model accounted for slightly less variability in admissions (Cox & Snell = .193, 

Nagelkerke r
2
= .293).  The results are presented in Table 40.  The sensitivity for this 

model was excellent (95.9%), but the specificity was poor (27.7%).  This model would 

yield a false positive rate of 15.4% and a false negative rate of 62.5%. 
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Table 40 

 

Specific Aim 5: Predictors of Program Eligibility with Social Work Profession /Role and Service-seeker 

Age (n=92) 

       95% CI for Exp(B) 

 B S.E. B Wald df Sig. Exp(B) Lower Upper 

Constant 2.014 1.726 1.361 1 .243 7.493   

         

Malea 1.244 .774 2.583 1 .108 3.469 .761 15.813 
         

Age -.053 .068 .606 1 .436 .949 .831 1.083 

         

Raceb   .549 2 .760    

Black/African 

American  

.263 .698 .142 1 .706 1.301 .331 5.109 

Other .761 1.039 .536 1 .464 2.139 .279 16.385 

         

Hispanic or Latino 1.332 1.397 .909 1 .340 3.790 .245 58.590 

         

Some Collegec 1.854 .783 5.610 1 .018 6.385 1.377 29.606 

         
Outpatient Setting -1.239 .682 3.304 1 .069 .290 .076 1.102 

         

New Yorkd .349 .769 .206 1 .650 1.417 .314 6.394 

         

Social Work         

Role 1.542 1.224 1.588 1 .208 4.676 .425 51.494 

Profession -2.105 1.279 2.708 1 .100 .122 .010 1.495 

         

χ2 (10, n=92) = 17.244, p < .05   

Cox & Snell = .193, Nagelkerke = .293   

Reference category: 
a
Female, 

b
White, 

c
No College, 

d
Maryland 

 

Eligibility model using prescribing and non-prescribing professions. A logistic 

regression was attempted using a model that included prescribing profession status 

instead of professional designation to assess the effect of profession on eligibility.  The 

initial model would not resolve due to low cell sizes for eligible and ineligible 

organizational settings.  A binary variable for outpatient setting was created to replace the 

organizational settings variable (3 categories) in the model. Problems with low cell sizes 

were also encountered for eligible and ineligible organizational roles.   

The model was revised to use social work role as a predictor in lieu of 

organizational role as presented in Table 41. The model was able to resolve; however, it 
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did not adequately fit these data (χ
2
 (10, n=92) = .375, p>.05); Hosmer and Lemeshow 

(χ
2
 (8, n=92) = 12.882, p=.116).  Although sensitivity was high (96%), specificity was 

poor (28%).  As a result, the false positive rate was low (15%), but the false negative rate 

was high (63%).  Additional binary variables were created to explore a better fit and 

create a more parsimonious model; however, an improved model fit was not identified.  

Table 41 

 

Specific Aim 5: Predictors of Program Eligibility with Prescribing and Non Prescribing Professions 

(n=92) 

       95% CI for Exp(B) 

 B S.E. B Wald df Sig. Exp(B) Lower Upper 

Constant -.114 1.255 .008 1 .928 .892   

         

Malea .985 .796 1.531 1 .216 2.677 .563 12.738 
         

Minor .755 1.039 .527 1 .468 2.127 .277 16.309 

         

Raceb   1.088 2 .580    

Black/African 

American  

.848 .848 1.000 1 .317 2.335 .443 12.301 

Other .592 1.020 .338 1 .561 1.808 .245 13.343 

         

Hispanic or Latino 1.671 1.445 1.338 1 .247 5.320 .313 90.367 

         

Some Collegec 1.818 1.233 2.174 1 .140 6.158 .550 68.985 
         

Outpatient Setting -1.188 .688 2.983 1 .084 .305 .079 1.174 

         

New Yorkd .286 .812 .124 1 .725 1.331 .271 6.537 

         

Prescriber -.478 1.110 .186 1 .666 .620 .070 5.456 

         

Social Work Role 1.542 1.224 1.588 1 .208 4.676 .425 51.494 

         

χ2 (10, n=92) = .375, p > .05   

Cox & Snell = .178, Nagelkerke = .283   

Reference category: 
a
Female, 

b
White, 

c
No College, 

d
Maryland 
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H. Specific Aim 6 – Explore how Service-Seeker Clinic Admission may be 

Influenced by the Organizational Role and Professional Designation of the 

Referring Individual, as well as the Referring Organization Setting, Program State, 

and Service-seeker Demographics Features 

The initial exploratory analysis used reference categories of:   

Gender Male 

Race White 

Ethnicity non-Latino 

Education Less than High School 

Referring Profession Psychiatrist 

Organizational Setting Inpatient 

The model was unable to determine a final solution because an insufficient 

sample size existed in the not admitted category for several predictors:  minor, Caucasian, 

other race, Latino, multiple profession, case manager role, and other role categories. The 

same strategies were used to address small cell sizes.  Two binary variables, minor and 

Latino predictors, were dropped from the model.  Variables with multiple categories were 

consolidated into binary variables as appropriate.  Binary variable for White, social work 

profession, and social work roles replaced race, profession, and role variables in the 

model, respectively.  

The model was able to resolve; however, it did not adequately fit these data (χ
2
 

(10, n=74) = 17.370, p=.067).  Consolidating multiple category variables to binary 

variables was explored to determine a better fit and create a more parsimonious model.  

The organizational setting variable was replaced with an inpatient setting variable to 

explore whether inpatient settings predicted program admission.  A binary variable for 

any college was evaluated; however, replacing education with any college worsened the 

model fit.   
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Table 42 describes the distribution of variables included in all models for Specific 

Aim 6 by admission status.  Table 43 reflects the results for the best fitting exploratory 

model. These exploratory results should be interpreted with extreme caution due to both 

the small sample size (n=74) and the limited number of not admitted individuals (n =14). 

The model was significant (χ
2
 (9, n=74) = 17.244, p < .05), and model fit was 

adequate (Hosmer and Lemeshow χ
2
 (8, n=74) = 3.634, p = .889).  The model accounted 

for a moderate amount of variability in admissions, (Cox & Snell = .208; Nagelkerke 

r
2
=.335).   Although this model had excellent sensitivity (95%), its specificity was poor 

(14%).  The associated risk of false positive was low (17%), but the false negative rate 

was moderately high (40%). 
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Table 42 

 

Specific Aim 6: Distribution of Service Seekers across Admission for included Variables  

 
Not 

Admitted Admitted Total 

Minor    

No 13 50 63 
Yes 1 10 11 

Gender    

Male 10 38 48 

Female 4 22 26 
Race    

White 3 13 16 

Black 8 23 31 
Other 3 24 27 

Hispanic / Latino    

No 11 47 58 

Yes 3 13 16 
Education Level    

Some H/S 3 17 20 

H/S or GED 4 5 9 
Some College 6 25 31 

College + 1 13 14 

Site    
Maryland 12 30 42 

New York 2 30 32 

Outpatient    

No 4 37 41 
Yes 10 23 33 

Inpatient    

No 11 25 36 
Yes 3 35 38 

Prescribing Profession    

No 7 22 29 
Yes 7 38 45 

Social Work     

Profession         No 9 34 43 

Yes 5 26 31 
    

Role                  No 8 26 34 

Yes 6 34 40 
    

Total 14 60 74 
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Table 43  

 

Specific Aim 6: Predictors of Program Admission with Profession without Minor (n=74) 

       95% CI for Exp(B) 

 B S.E. B Wald df Sig. Exp(B) Lower Upper 

Constant .497 .881 .318 1 .573 1.643   

         

Malea .231 .797 .084 1 .772 .794 .166 3.788 

         
White .363 .899 .163 1 .687 1.437 .247 8.362 

         

Educationb   3.242 3 .356    

High School Complete -1.759 1.132 2.413 1 .120 .172 .019 1.584 

Some College -.333 .910 .134 1 .714 .717 .120 4.265 

College Complete .628 1.386 .205 1 .651 1.873 .124 28.334 

         

Inpatient Setting 1.631 .803 4.127 1 .042 5.109 1.059 24.645 

         

New Yorkc 1.939 .916 4.480 1 .034 6.952 1.154 41.871 

         

Social Work         
Role .881 1.245 .501 1 .479 2.414 .210 27.709 

Profession -.823 1.269 .421 1 .517 .439 .037 5.279 

         

χ2 (9, n=74) = 17.244, p < .05   

Cox & Snell = .208, Nagelkerke = .335   

Reference category: 
a
Female, 

b
Some High school, 

c
Maryland 

 

The optimized model accounted for a modest amount of variance in eligibility.  

Service-seekers referred from inpatient settings were more likely to be admitted than 

service-seekers referred from other settings. Individuals referred from New York were 

also more likely to be admitted than eligible service-seekers from Maryland.  No other 

predictors approached significance 

An attempt to run a separate version of the model was executed that replaced the 

service-seekers minor status with their age (Table 44).  The revised model approached 

significance, but did not meet threshold, χ
2
 (10, n=74) = 17.915, p = .056.  The model fit 

was slightly worse (Hosmer and Lemeshow χ
2
 (8, n=74) = 5.196, p = .736), but the 

revised model accounted for more variability in admissions, (Cox & Snell = .215, 

Nagelkerke r
2
= .346).   Site was a significant predictor; however, Age was not 
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significant.  The Inpatient setting predictor that was significant in the prior model did not 

pass threshold for significance in this model (p = .051).  Again, the sensitivity was 

excellent (97%), but specificity was poor (21%).  The resulting false positive rate was 

only 16%, but the false negative rate was 60%. 

Table 44  

 

Specific Aim 6: Predictors of Program Admission with Profession with Age (n=74) 

       95% CI for Exp(B) 

 B S.E. B Wald df Sig. Exp(B) Lower Upper 

Constant 2.058 2.329 .780 1 .377 7.830   

         

Malea -.280 .801 .123 1 .726 .756 .157 3.628 

         
White .391 .913 .184 1 .668 1.479 .247 8.847 

         

Age -.088 .121 .524 1 .469 .916 .723 1.161 

Educationb   3.401 3 .334    

High School Complete -1.499 1.187 1.595 1 .207 .223 .022 2.287 

Some College .115 1.106 .011 1 .917 1.122 .128 9.803 

College Complete 1.246 1.625 .588 1 .443 3.476 .144 84.004 

         

Inpatient Setting 1.575 .807 3.808 1 .051 4.831 .993 23.500 

         

New Yorkc 1.979 .918 4.649 1 .031 7.237 1.197 43.738 
Social Work         

Role .973 1.266 .591 1 .442 2.647 .221 31.632 

Profession -.883 1.304 .459 1 .498 .413 .032 5.327 

         

χ2 (10, n=74) = 17.915, p < .056   

Cox & Snell = .215, Nagelkerke = .346   

Reference category: 
a
Female, 

b
Some High school, 

c
Maryland 

 

Admission model using prescribing and non-prescribing professions. A model 

to was attempted to assess eligibility including prescribing profession status instead of 

professional designation.  The model was unable to determine a final solution because an 

insufficient sample size existed in the not admitted category for several predictors:  

minor, White, other race, Latino, case manager role, and other role categories. Binary 

variables covering a single construct, including minor and Latino predictors, were 

dropped from the model.  Variables with multiple categories were consolidated into 
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binary variables as appropriate.  Binary variable for White, and social work roles 

replaced race and role variables in the model, respectively.  

The model was able to resolve that fit these data (χ
2
 (11, n=74) = 21.062, p<.05); 

Hosmer and Lemeshow (χ
2
 (8, n=92) = 5.962, p=.652).  Consolidating multiple category 

variables to binary variables was explored to determine a better fit and create a more 

parsimonious model.  The organizational setting variable was replaced with an inpatient 

setting variable to explore whether inpatient settings predicted program admission.  Table 

45 reflects the results for the best fitting exploratory model. These exploratory results 

should be interpreted with extreme caution due to both the small sample size and the 

limited number of not admitted individuals. 

The model was significant (χ
2
 (9, n=74) = 22.326, p < .01) with adequate fit 

(Hosmer and Lemeshow χ
2
 (8, n=74) = 3.660, p = .886).  Sensitivity was good (92%) 

with much improved specificity over prior models (50%).  The resulting false positive 

rate (11%) was also improved, but the false positive rate was still high (58%) 

The optimized model accounted for a modest amount of variance in program 

admission (Cox & Snell = .260; Nagelkerke r
2
=.419).  Service-seekers referred from 

inpatient settings were more likely to be admitted than service-seekers referred from 

other settings. Individuals with a high school diploma or equivalency that had not started 

college were slightly more likely to be admitted than individuals without a high school 

diploma.  Individuals referred from New York were more likely to be admitted than 

service-seekers referred from Maryland.  Non-prescribers were more likely to refer 

admitted service-seekers than prescribers, and teams of both prescribers and non-

prescribers.  No other predictors approached significance. 
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Table 45  

 

Specific Aim 6: Predictors of Program Admission with Prescribing Status 

       95% CI for Exp(B) 

 B S.E. B Wald df Sig. Exp(B) Lower Upper 

Constant -.204 .997 .042 1 .838 .815   

         

Malea .178 .841 .045 1 .833 .837 .161 4.351 
         

White .832 .966 .741 1 .389 2.298 .346 15.261 

         

Educationb   5.181 3 .159    

High School Complete -2.850 1.377 4.282 1 .039 .058 .004 .860 

Some College -.856 1.024 .699 1 .403 .425 .057 3.161 

College Complete .267 1.434 .035 1 .852 1.306 .079 21.720 

         

Inpatient Setting 2.219 .904 6.020 1 .014 9.201 1.563 54.166 

         

New Yorkc 2.790 1.120 6.206 1 .013 16.284 1.813 146.258 

         
Social Work Role -2.389 1.591 2.255 1 .133 .092 .004 2.074 

         

Non-prescribing Status 3.418 1.688 4.100 1 .043 30.498 1.116 833.741 

         

χ2 (9, n=74) = 22.326, p < .01   

Cox & Snell = .260, Nagelkerke = .419   
Reference category: 

a
Female, 

b
Some High school, 

c
Maryland
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Chapter V:  Discussion. 

Where are the social workers on the pathway to care in the United States? In this 

study, individuals experiencing early psychosis encountered more social work 

professionals on their pathways to care than any other single profession. These findings 

may indicate that social workers may be involved in the early psychosis referral process 

more often than other professions.  If this is the case, social workers could play an 

important role in reducing DUP in the United States. 

This section discusses study findings in the context of existing literature based on 

key concepts, such as professionals on the pathway to care.  The findings are then 

discussed using the UBNM theoretical model.  Recommendations for practice, policy, 

and future research are also discussed. 

A summary of findings for each specific aim can be found in Appendix G, 

including brief interpretations of findings.  The modest sample size implies that results 

must be interpreted with caution.  These finding should be used to suggest areas for 

future research, and they require replication in the future before their impact can be fully 

interpreted. 

A.  Summary of Findings by Concept 

Professionals on the pathway to care.   

Social work. Referrals by social work professionals were predominant at each 

phase of the referral and admission process.  Individuals experiencing early psychosis 

encountered more social work professionals on their pathways to care than any other 

single profession (36%). Approximately 92% of referrals by multiple professionals 

included a social work professional; therefore, social workers were involved in 54% of all 
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referrals received.   

This is consistent with data that suggest that social workers account for 68% of 

mental health professionals in the United States psychiatrists (Bureau of Labor Statistics, 

2012). Social work professionals referred the most service-seekers where eligibility was 

evaluated, as well as the highest proportion of eligible referrals.  Finally, social workers 

referred more admitted individuals than any other profession. 

In the United States, social workers and other mental health professionals often 

work within the context of a multidisciplinary treatment team.  Social workers often 

facilitate referrals in the context of a team, and this study did not ask referrers if they 

served in the context of a team.  In this study, multidisciplinary treatment teams were 

handled as a separate category, in an attempt to factor out team referrals.  As a result, it is 

possible that the proportion of referrals social workers working outside a team is inflated. 

A systematic review of social workers on the pathway to care was conducted in 

2013 using the search criteria indicated in Appendix A.  Published results of quantitative 

studies were assessed to determine how social workers and their roles were involved on 

the pathways to care in early psychosis.  Results of pathways to care to specialty clinics 

by referring profession can be found in Appendix H.  All the included studies were 

conducted outside of the United States.  The review found that only 7% of referrals 

originated from social work professionals; compared with 36% of social work referrals 

received in this study.  Therefore, it is possible that social work professionals could be 

almost five times more likely to be involved in referrals to specialty clinics in the United 

States than in other countries.  

Prior research indicates that social workers only account for 29% of professionals 
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in all mental health settings (CMHS, 2006).  It is possible that more social workers are 

involved on the pathway to care because they are responsible for coordinating referrals 

when in case management roles.  Given the modest sample size from a context of only 

first episode clinics developed for research purposes, further research is required to 

determine if the percentage of social workers involved on the pathway to care exceeds 

their proportion in the workforce.  

Psychiatry. Psychiatrist referrals followed, exceeding multiple profession teams 

and other professions. This is despite the fact that psychiatrists only account for 3% of 

mental health professionals in the United States (Bureau of Labor Statistics, 2012). It is 

particularly interesting that so many referrals came from psychiatrists, despite the fact 

that they compose a small percentage of mental health providers. This could occur 

because psychiatrists encounter more individuals with early psychosis. Moreover, it is 

also possible that psychiatrists are better trained to identify these individuals.  

Prescribing. Individuals referred by non-prescribing professionals were more 

likely to be admitted than individuals referred by prescribers or teams of prescribers and 

non-prescribers.  This exploratory finding suggests that non-prescribing professionals 

may play an important role in pathways to care for early psychosis. 

Non-prescribing.  More referrals by non-prescribing professionals were received 

(55%), had eligibility evaluated (62%), were determined eligible (61%), and were 

admitted (62%) to the clinic than prescribing professionals and teams of prescribers and 

non-prescribers combined. This may be the result of non-prescribing mental health 

practitioners accounting for 86% of mental health professionals in the United States 

(Bureau of Labor Statistics, 2012). 
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Comparisons and contrasts with professionals in international literature. These 

findings support some of the existing literature and stand in contrast to others.  The 

results for social worker referrals differ from current literature. Only one study reported 

observing a large number of social workers on the pathway (Chiang et al., 2005).  

However, several recent studies indicated a high number of referrals by outpatient mental 

health practitioners on the pathway to care (Birchwood et al., 2013; Cocchi et al., 2013; 

Fridgen et al., 2013; Ehmann et al., 2013).  High levels of psychiatrist referrals have been 

found in Italy (Cocchi et al., 2013) and Germany (Fridgen et al., 2013, Fuchs & Steinert, 

2004).   

In contrast to some international literature (Anderson et al., 2010; Anderson et al., 

2013a), GPs were not found on the pathway to care in this study.  The GP role as 

gatekeeper in other countries may indicate their involvement on the pathway to care that 

may not be translatable to the United States.  The outreach component of this study did 

not target GPs, because GPs provide less than 22% of mental health treatment for non-

psychotic disorders in the US. It is possible that differently targeted outreach may yield 

more GP referrals in the United States.  It is also possible that, like Italy and Germany, 

mental health professionals are more involved in pathways to care for early psychosis in 

the United States. 

Countries with high numbers of mental health professionals may rely less on 

general practitioner for referrals to specialty services (Cocchi et al., 2013; Fridgen et al., 

2013; Fuchs & Steinert, 2004).  Healthcare delivery systems, culture, and payment 

methods (e.g. free national services, levels of insurance coverage) could also play a role.  
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If individuals have more autonomy in selecting healthcare and more outpatient mental 

health services are available, then they may be most likely to select a mental health 

professional for a perceived mental health problem. Differences in professional roles, 

policies, and organizational structures may affect pathways to care across countries.  

Research in the United States is necessary to understand pathways to care in early 

psychosis in this country. 

Relationships between professions and roles. Evaluating referrer roles was a 

unique element of this research.  Although profession and role were associated, they did 

not represent the same construct.  Many professions served in multiple roles, and many 

roles were performed by multiple professions.   As a result of the United States job 

market, mental health policy, and organizational structures, multiple professionals often 

serve different roles within the mental health treatment system.  

Referrals received from multidisciplinary treatment teams complicate 

interpretation of roles and professions because these teams include different professions 

serving different roles.  It is possible that many of the persons making initial contact were 

part of a multidisciplinary treatment team.  Individuals from multidisciplinary treatment 

teams were placed in multiple professions and other roles; therefore, they did not inflate 

numbers for any specified professions or roles.  A better understanding of which referrals 

originated from multidisciplinary teams, the team composition, and the referral decision 

process would improve understandings of roles and professions on the pathway to care. 

Further research is needed to better understand relationships between organizational roles 

and professions on the pathway to care. 

Social workers and organizational roles. The majority of social workers were 
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found in case manager and therapist roles; however, they were also found in 

administrator, research, and other mental health roles. The referrals received were spread 

equally across prescriber, therapist, case manager, and multiple profession roles.  When 

social work roles were identified, they accounted for 46% of the total referrals received.   

The same systematic review described in Appendices A and H evaluated referrals 

based on social work roles (e.g., case managers or therapists). When social work roles 

(e.g., case managers or therapists) were included, approximately 26% of referrals 

originated from social work roles in the international literature at that time (see Appendix 

H).  This study implies that social work roles could be involved in referrals to specialty 

clinics 75% more often in the United States than other countries. 

Organizational roles are related to job descriptions in this study. Understanding 

which types of jobs encounter individuals experiencing early psychosis could inform 

targeted training toward appropriate individuals within an organization.  Further 

exploration of organizational roles on the pathway to care could also help to identify 

potential bottlenecks in the pathway, so that interventions can be created to expedite 

pathways to care. 

Ability of professions and roles to identify eligible individuals.  Pathway to 

care literature generally does not report on the ineligible referrals received.  In research 

settings, individuals are identified or screened as eligible or ineligible to receive services.  

However, in community settings, it may be preferable to focus less on eligibility and cast 

a wider net to screen individuals that may be experiencing early psychosis who may need 

to be referred to the most appropriate treatment.   

Understanding ineligible referrals may also provide useful information for 
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guiding training and outreach efforts to referrers.  In this study, all professional categories 

were equally likely to refer eligible as ineligible individuals.  Likewise, individuals 

referred from different organizational roles were equally likely to be eligible or ineligible.  

This was true of individuals serving in social work roles as well. The inability to identify 

eligible individuals may indicate that all roles would benefit from education and training 

on identifying individuals with FEP and making appropriate referrals to specialty 

services. It may also indicate that all professionals were using this study to receive free 

diagnostic assistance through screening for individuals with complex symptom profiles.  

Professionals working in outpatient settings referred the most ineligible service-

seekers despite the fact that there were no differences found in the number of referrals 

received from inpatient and outpatient settings.  Furthermore, professionals in outpatient 

settings referred more ineligible service-seekers than eligible service-seekers.  This may 

indicate that fewer in-house resources exist for professionals in outpatient settings to 

identify and treat individuals experiencing early psychosis.  Outpatient providers may be 

specializing in less chronic conditions, such as anxiety and depression, and they may 

have never encountered an individual experiencing psychosis. They may feel ill-equipped 

to treat individuals experiencing psychosis, so they may seek to refer individuals to the 

specialty programs that they feel may better fit their needs, even if they are ineligible. 

The low eligibility rate may indicate a particular need for training in early identification 

in outpatient settings.   

 

Organizational settings on the pathway to care.  Understanding organizational 

settings on the pathway to care may clarify where to target interventions.  A comparable 



 

136 

number of referrals came from outpatient and inpatient settings, and few referrals came 

from other settings. Other referral settings included telephone referral lines, state mental 

health agencies, as well as community organizations and services.  This indicates that the 

majority of the inpatient and outpatient referrals were coming from more traditional 

mental health pathways, such as inpatient psychiatric services or outpatient clinics. 

Understanding the composition of professionals and roles within specific 

organizations can inform training interventions targeted to these professionals and roles.  

In this study, differences existed in both inpatient and outpatient settings.  Different roles 

and professions also referred from different settings.  Understanding which professions 

and roles are located in which settings will help target profession/role specific training to 

the right organizational settings. 

Social workers and multiple profession teams referred mostly from inpatient 

settings, in contrast with psychiatrists and other professions that primarily referred from 

outpatient settings.  Social work professionals in inpatient roles accounted for highest 

number of referrals; however, social work professionals referred equally from outpatient 

and inpatient settings. This may occur because case managers are often social workers, 

and case managers typically coordinate discharge planning in inpatient settings.   

Nonetheless, it is interesting that fewer social workers referred from outpatient settings 

since the proportion of mental health social workers in outpatient settings (22-39%) is 

higher than inpatient settings (14-24%; CMHS, 2006).  It is possible that the referrals to 

the program are restricted by locality characteristics. Further research is necessary to 

understand whether social workers refer more from inpatient or outpatient settings.  

Prescribers and individuals in non-social work roles generally referred from 
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outpatient settings.  The majority inpatient setting referrals came from non-prescribing 

professionals.  We do not know whether or not these individuals functioned as a part of a 

multidisciplinary treatment team that included prescribers.  It is likely that they are 

because medication is the recommended form of treatment for individuals with psychosis 

during acute symptoms (National Institute for Health and Clinical Excellence, 2010) 

The majority of individuals admitted were referred from inpatient settings, and 

individuals referred from inpatient settings were more likely to be admitted. Individuals 

in inpatient settings are in transition, and they may be more likely to connect with 

services than individuals referred from other settings.  This could reflect a critical time 

intervention component for FEP intervention (Dixon et al., 2009). The severity of 

symptoms of psychosis and the type of onset (sudden or insidious) may also influence 

admission rates.  The relationships between symptom severity and referral settings have 

not yet been evaluated for the RAISE-IES study. Other United States-based research 

(Chien & Compton 2008) reports high psychiatric ER contacts, and other research 

supports high inpatient unit activity on the pathway to care (Addington et al., 2002, 

Anderson et al., 2013a).  It is possible that the increased involvement on the pathway to 

care resulted in increases in final referrals. 

Individuals referred from outpatient settings were less likely to be eligible for the 

program; however, eligible service-seekers referred from outpatient settings were more 

likely to not be admitted to the program, accounting for 76% of not-admitted eligible 

service seekers. The majority (90%) of non-admitted eligible service-seekers referred 

from outpatient settings declined program services. This may occur because the service-

seeker is engaged with the outpatient provider, or it may occur because the specialty 
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service team is unable to engage the service seeker.  It is also possible that outpatient 

providers did not intend to transfer clinical care for all individuals referred to the 

specialty clinic. They may have strategically referred individuals with complex profiles to 

the clinic to receive free consultation services to assess signs of early psychosis.  The 

experiences of individuals with early psychosis during engagement with early 

intervention services are not well understood. A recent qualitative study from Australia 

indicates that positive relationships with client-centered clinicians and support from peers 

experiencing FEP promote future engagement (Stewart, 2013).   

Recent research indicates that individuals referred from outpatient mental health 

settings experience longer delays to specialty treatment (Birchwood et al., 2013; Ehmann 

et al., 2013).  The current study suggests that outpatient mental health professionals may 

struggle to understand when referrals are appropriate for early intervention services.  As 

previously stated, individuals with early psychosis may present differently in outpatient 

settings (Ehmann et al., 2013), and the early identification process is complex (White et 

al., 2006).  It is possible that training outpatient mental health professionals to better 

identify appropriate individuals could expedite referrals to early intervention services and 

reduce treatment delays.  

Individuals experiencing FEP on the pathway to care.  A large amount of 

demographic data was missing for individuals that did not receive an eligibility 

evaluation.  As a result, there is no way of exploring for demographic differences in 

individuals that declined treatment or were lost to follow up during the referral, eligibility 

and admission process. The largest amount of missing data existed for race and ethnicity, 

which research indicates are influential predictors of pathways to care (Barrio et al., 
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2003; Compton et al., 2006).   

There was no correlation between race and eligibility determination.  Racial 

demographics of the sample race reflected the racial demographics of the clinic 

catchment areas.  The majority of referred Hispanic or Latino individuals were eligible.  

When eligible, Hispanic or Latino individuals also tended to be admitted.  Research 

indicates that individuals of Hispanic or Latino ethnicity may underutilize mental health 

services (Barrio et al., 2003). Ethnicity definitely warrants closer scrutiny on the 

pathways to care in early psychosis.   

The mean age of referred service-seekers (21.77, SD = ±5.826) suggests that the 

sample age predominantly falls between 15.9 – 27.6 years.  This adequately reflects the 

anticipated age range for this population (Schultz et al., 2007).  There was a small, 

negative association between minors and eligibility, indicating that minors were slightly 

more likely to be ineligible than non-minors.  However, examinations of ineligible 

individuals based on minor status showed no differences.  A larger sample may provide 

the opportunity to determine if these potential differences exist.   Where age 

demographics were known, 22% of the referrals were minors.  This supports the need to 

bridge treatment services referrals from child and adolescent mental health systems to 

early intervention specialty clinics (Cratsley et al., 2008). .  Further exploration of the 

ability of providers to refer eligible minors would be warranted to better understand this 

relationship. 

In this sample, eligible individuals were more likely to have at least some college 

education.  Individuals with less than a high school education were equally likely to be 

eligible than ineligible. Also, the results of the regression analysis indicate that 
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individuals with some college may be more likely to be eligible.  Alternatively, 

individuals with a high school diploma were slightly less likely to be admitted than 

individuals without a high school diploma.  It is possible that individuals with high 

school diplomas have reduced admission because they refuse services. 

High school graduation generally occurs around age 18, concurrently with 

reaching the age of majority.  At that time, individuals can now decide their own course 

as an adult including making their own health care decisions.  Developmentally, 

individuals in their late teens engage in higher risk taking behavior (Steinberg, 2005).  

Increased risk taking for this age group may increase the possible that individuals with 

newly acquired health decision making responsibilities may opt to forego treatment 

(Arshagouni, 2006).   

Additional research will be needed to better understand the relationship between 

age and education level with program eligibility and admission.  Ideally, age at referral 

would be available for all referred-service seekers to adjust for age and education.  If age 

is a factor, then the cognitive development of the service seeker may be related to help-

seeking.  If age is not a factor, it is possible that that there could be differences in the 

ability to recognize mental illness, or differences in attitudes toward mental health 

treatment in individuals with some college education.  Based on future findings, 

additional outreach could target educational institutions, including high schools and 

colleges.   

B.  Using theory to explore recommendations and possible interventions 

Social workers are located on the pathway to care in both inpatient and outpatient 

settings.  Their person-in-environment perspective may allow them to perform 
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interventions that span the treatment system, the social support system, and the 

determinants of the individuals’ behavioral intentions.   The UHNM offers several 

opportunities to construct interventions that influence help-seeking behaviors while 

aligning the timing of these interventions with the behavioral intentions of the individual.  

The UHNM can be applied to understand the pathways to care experienced by 

individuals with FEP by describing social and system interactions that facilitate 

engagement with early intervention services, as well as elements of the Social Content or 

Episode Base that may influence pathways to care. Social workers strive to understand 

interactions among the individual, their social environment and external systems as a part 

of conducting psychosocial assessments. Understanding the individuals’ environment 

may uniquely position social workers to intervene at the individual, social support, or 

treatments system levels. 

Social content or episode base.  These data suggest that individuals referred to 

early psychosis specialty services are mostly males in their early 20’s with some college 

education. They are being treated in inpatient and outpatient settings.  Socio-demographic 

elements and evaluation of illness severity from the social content or episode base in the 

NEM can be helpful in targeting screening, providing cognitive interventions, and 

facilitating social networks. 

Social support system.  Individuals experiencing early psychosis rarely initiated 

contact with the specialty treatment program.  Fifteen percent of initial contacts on behalf 

of service seekers were made by the service-seekers’ families. This supports research that 

families play an important role in connecting individuals with specialty treatment (Cocchi 

et al., 2013). 
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Community networks may break through barriers to care and further facilitate 

help-seeking.  Cognitive elements need to be expanded to include not only individual 

cognition, but cognition of care-givers, family members, and the community.  The stigma 

that individuals and families experience during the onset of a psychotic illness 

(Thornicroft, Brohan, Rose, Sartorius, & Leese, 2009) may inhibit help seeking 

behaviors.  A social-collectivist perspective (Payne, 2005) may contribute to the help-

seeking theory for individuals with psychosis through empowerment of the help-seekers 

through anti-oppression and anti-stigma efforts for mentally ill individuals.  

Treatment system.  Clinicians made initial contact with the specialty program 

with over 85% of service seekers.  Treatment providers came from a variety of roles, but 

they were most often social work professionals in case management roles in inpatient 

treatment settings.  Early in the help-seeking process, interventions for the individual, 

their social support system and the treatment system could focus on factors that may 

improve the intention to perform health behaviors.   

Healthcare providers may be reluctant to disclose a diagnosis of schizophrenia.  

Individuals diagnosed with schizophrenia often experience stigma from themselves (self-

stigma) and stigma from others (social stigma) (Corrigan, Rao, 2012).  Providers may be 

disinclined to label the individuals with a psychiatric illness which would likely result in 

some form of stigma. This may be particularly true in the early stages of the illness when 

providers may be hoping for remission. 

Healthcare providers may also be hesitant to divulge a diagnosis of schizophrenia 

because the prognosis may be poor.  A Scottish study found only 59% of psychiatrists 

had notified patients initially diagnosed with schizophrenia of their diagnosis following 
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their first episode (McClafferty, McCabe, & Brown, 2001).  This increased to 89% 

following their second episode of psychosis (McClafferty et al., 2001).  This is despite 

the fact schizophrenia may be a much more stable diagnosis that other serious mental 

illnesses (Schwartz et al., 2000).  It is, perhaps, its diagnostic stability that makes 

treatment providers reluctant to discuss schizophrenia because this diagnosis may 

forecast a long-term future with a serious mental illness for the individual. If mental 

health professionals understand that early intervention can make a difference, they may 

be more likely to refer to early intervention services. 

Information and education.  Information and education must be prepared and 

injected into the pathway to care.  This information must be easily interpreted with 

specific suggestions for help. Providing key information at critical times may expedite 

treatment by early intervention services for individuals experiencing early psychosis.  

Social workers often exist within the milieu of professionals for individuals at high risk 

ages through schools, community organizations, and social services.  These contacts may 

occur in non-mental health or formal mental health treatment contexts, depending on the 

role of the social worker. Equipping social workers with the skills and knowledge to 

identify individuals possibly experiencing early psychosis and distribute key information 

to individuals, support systems, and treatment systems may influence the Determinants of 

Behavioral Intention and facilitate engagement with early intervention services. 

Practitioners in the mental health system received education on making referrals 

as a part of outreach for the RAISE-IES study.  Regardless of training, professionals 

referred comparable numbers of both eligible and ineligible individuals to the program. 

Additional training is needed to improve the ability of providers to successfully 
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differentiate eligible and ineligible individuals. Training should be performed that is 

specific to the treatment system, including organizational roles and treatment settings.  It 

should also be appropriate to the professional designation and mental health educational 

background of the individuals receiving the training.  

Education for service-seekers and families about early psychosis and program 

services was also provided as a part of RAISE IES.  Social workers often provide 

psychosocial education to their clients.  Social workers could be trained to educate clients 

about psychosis in a de-stigmatizing manner that may encourage individuals in the early 

help-seeking stages to engage in treatment.  Families could also receive similar 

psychosocial education.  The social workers person-in-environment perspective and their 

role as educator makes them ideal provide psychosocial education to family members.  

Their strengths-based perspective could also be used to identify coping and supports for 

individuals and families as they engage with specialty treatment. 

Determinants of behavioral intention.  The UHNM offers a structure that can 

empowers individuals experiencing early psychosis in decision making by including 

social constructs while promoting individual treatment decisions.   When cognitive 

deficits or lack of awareness of their symptoms exists, healthcare decision making may 

be transferred to external individuals such as the treatment system and social network by 

mandating care.  Training for engagement and referral needs to account for the cognitive 

process individuals go through as they understand the need for treatment.  

Individuals with early psychosis often experience an alternate understanding of 

their illness (Beck et al., 2009) and strategies exist to perform collaborative goal setting 

with individuals who may not understand the nature and extent of their symptoms 
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(Amador & David, 2004). These strategies may improve an individual’s intent to obtain 

treatment by involving an individual’s social network in their treatment decisions in a 

way that encourages treatment and respects the individual’s perspective of reality.  

Members of the social network may include family members, peers, school or work 

organizations, religious leaders, or other community members.  Social workers’ can be 

trained to facilitate relationships with others in treatment decisions using their PIE 

perspective.  

Providing a client’s social network with a better understanding of the cognitive 

differences experienced in psychosis, would improve the social network’s ability to 

influence treatment. The training for client engagement could provide procedures that 

include engaging not only the individual experiencing FEP, but engaging members of the 

individual’s social network such as care-givers, family members, or peers.  As a result, 

the client’s social network may help the client break through barriers to care and facilitate 

help-seeking.   

Determinants of behavior. Once the behavioral intention exists, focus can then 

shift to strategies to improve treatment adherence and barriers to receiving care.  This 

study found that social workers appear to be integral profession on the pathway to care.  

Further research is required to determine how social workers can apply PIE and 

strengths-based perspectives to offer interventions that help individuals choose and 

engage in services that are most appropriate for them. 

C. Strengths and Limitations 

a. Strengths.  This study has several strengths.  It is one of a small number of 

studies that quantitatively evaluates pathways to care in early psychosis in the United 
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States.  Furthermore, it is the first of its kind to distinguish between organizational roles 

and professional designations of service providers on the pathway to care.  It used a 

multidisciplinary approach including doctors, nurses, social workers, and other 

professionals. It is the first of its kind to describe appropriate (e.g., eligible) and 

successful (e.g., admitted) referrals to a specialty clinic via various professional 

designations and organizational roles. It is also the first to describe social work roles on 

the pathways to care for early psychosis.  It also introduced a new, multidisciplinary 

theoretical framework with applications for pathways to care in early psychosis. Finally, 

as an early, exploratory study it recommends many areas for future research. 

b. Limitations. Given the exploratory nature of this study, one of its primary 

goals was to look for patterns and trends to inform future research.  However, this study 

had several limitations due to its sample, design, and methodology.  These limitations are 

addressed below.    

Sample limitations.  Sample limitations focus on the modest sample size and the 

amount of missing data.  This is a relatively new field of research, and there are no clear 

expectations for effect sizes.  Most analyses did not have had sufficient statistical power 

to detect small differences in associations or predictors.  However, identifying small 

effects may not have practical applications for informing interventions to reduce DUP on 

the pathway to care. 

The sample sizes were only sufficient to detect medium differences in 

associations between nominal variables.  Some larger tables had fewer than 5 subjects in 

more than 20% of the cells.  The chi-square goodness of fit test is “strikingly robust” 

against Type I errors (Roscoe & Byars, 1971).  Because violating cell size assumptions of 
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chi-square increases the risk of Type II errors, any non-significant results for these cases 

should be interpreted with caution.   

The limited sample size and amount of missing data prevented more rigorous 

analyses, resulting in conducting primarily an extremely high number of analyses to 

partialize differences in variable categories.  There were too many comparisons to 

perform statistical adjustments by reducing the p value, because statistical power was 

already limited by the small sample size.  To address these limitations, all results were 

reported conservatively, and readers have been reminded of the exploratory nature of this 

study.  Future research studies with larger samples are required to further explore and 

assess any relationships indicated in this study.   

Furthermore, the regression analyses were insufficient to detect small effect sizes 

for both analyses, and insufficient to detect medium effects for the logistic regression 

analyses to predict program admission.  Some of the high odds ratios in the regression 

models may indicate that some predictors could become if the sample size were 

increased.  For example, in the analysis for Specific Aim 6, social work roles were not 

significant (OR =2.414, p =.479) with a sample of 74.  A brief power analysis (G*Power; 

Erdfelder et al., 1996) indicated that a sample of 98 would be required detect a difference 

in an odds ratio of 2.4.  

Finally, several results in the logistic regression analyses had extremely high ORs 

with wide confidence intervals.  This indicates that anomalies may exist in the data, or 

the data may not be distributed well across cells. These results should be interpreted with 

caution, and future studies should be performed with larger, better distributed samples. 

Limitations from study design and methodology. These data reflect referrals 
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received through outreach efforts during an active research study for an early intervention 

service.  Several aspects of research (e.g. research participation, informed consent, and 

baseline assessment) may have influenced service-seekers decisions about attending the 

early intervention services. As a result, these findings may not reflect natural or organic 

pathways to mental health care in the United States.  Analyses for non-parametric 

association recommend samples that are randomly drawn from the population.  Because 

this was not the case in this sample, generalizability of results should be interpreted with 

caution. 

This study does not explore key areas of pathways to care in the United States.  

The study excludes prison populations.  It also fails to explore several constructs that may 

influence care pathways, such as police involvement, insidious onset, substance use, or 

involuntary admissions. Individuals experiencing early psychosis are frequently treated 

involuntarily (Chien et al., 2008; Compton et al., 2006).  All individuals admitted to the 

specialty clinics in this study were admitted voluntarily, and treatment services were 

provided in an outpatient setting.  Thus, the results of this study may not translate to 

individuals in involuntary treatment or individuals being treated through the criminal 

justice system.  Furthermore, these results may not generalize to individuals who require 

more intensive ongoing treatment due to chronic and acute psychotic symptoms. 

Additional limitations exist in the based on the study design.  Researchers 

gathered information at a specific point-in-time; however, a service-seeker’s movement 

along the pathway to care is dynamic.  This analysis reflects the status of a single service-

seeker within two similar programs, but it does not reflect changes in the service-seeker’s 

eligibility or admission status over time or across multiple service providers.  The 
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specialty clinics’ offer services for up to two years from the onset of psychotic 

symptoms.  This may extend the service-seeker’s opportunity to enroll in specialty 

services.  For example, a service-seeker may initially decline treatment at the specialty 

clinic.  This same service-seeker may then return to the program for services months later 

to be admitted.  We do not know which service-seekers may change their mind and 

engage in specialty services in the future. In addition, this study used a cross-sectional 

design, and thus was unable to assess for change over time.  Future studies should include 

a longitudinal component to assess changes in the service-seeker.   

A secondary data analysis offers considerable cost-savings over primary data 

collection; however, several limitations are inherent in using previously collected data 

(Boslaugh, 2007).  Because these data were collected for other purposes, it does not fully 

answer the research question for this study involving the organizational role and 

professional designation of the Person Making Initial Contact.  Additional data collection 

would be necessary to answer the study’s specific research questions.  However, these 

data were gathered retrospectively and may be subject to recall bias. Additionally, the 

original data were not collected or coded for the research questions in this study.   

D. Recommendations for Practice 

Social workers are highly involved in pathways to care, and early intervention and 

identification are key elements in reducing DUP and improving functional outcomes for 

individuals with early psychosis.  There are more social workers employed in the United 

States than psychologists, psychiatrists, and general practitioners combined (Bureau of 

Labor Statistics, 2012).  In the United States social workers may be more heavily 

involved on the pathway to care than other mental health professionals. It should be noted 
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that service provision in the United States often occurs within treatment teams where 

social workers facilitate service referrals.  This could be a factor in the high number of 

social work referrals to specialty services. 

This study used data obtained as a part of a research study; therefore, its findings 

may not translate fully to community settings.  However, information from this study can 

offer several possible implications for practice that may be applicable in the community. 

This section will offer recommendations for iterative screening and reassessment.  It will 

also review potential models for training non-mental health and mental health 

professionals.  Recommendations for continuing education follow.  The section 

concludes with discussions on adapting outreach models from other countries to the 

United States. 

Brief screening tools.  As referrals were received at the program, a brief 

screening was conducted.  A screening worksheet and eligibility decision making tree 

(McNamara, Mendon, Smith, & Dixon, 2013; Appendix I) were created for the RAISE-

IES study to facilitate eligibility determination.  The psychometric properties of this 

worksheet have not yet been evaluated.  These worksheets obtained key information for 

eligibility, such as duration of symptoms, or determining whether the psychosis is mood 

induced, substance induced, or due to a medical condition.  The vast majority of 

ineligible service-seekers (85%) were identified during this brief screening.  Furthermore, 

almost 90% of service-seekers that went on to receive a comprehensive eligibility 

evaluation were eligible.  This may indicate that the brief screening process used by staff 

as referrals at entry could be effectively used by front line staff to identify potentially 

eligible service-seekers.  Training other professionals in these screening techniques may 
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increase their ability to identify and refer appropriate service-seekers to specialty 

treatment. These screening worksheets could be converted into a checklist format. An 

online questionnaire could also be developed to walk referrers and service-seekers 

through questions that could help indicate potential eligibility. This questionnaire could 

be linked to early intervention service websites for outside professionals to determine 

program eligibility.  For individuals who do not have early psychosis and who may not be 

eligible for specialty clinic services, there needs to be community resources available for 

referral and to facilitate engagement with appropriate clinical services.    

Iterative screening and reassessment.  Traditional social work practices include 

a psychosocial assessment and early treatment that includes the development of a 

treatment plan (Cournoyer, 2011).  These treatment plans are then revisited periodically 

to determine progress and revise treatment goals.  Screening for early psychosis should 

be included as a part of the psychosocial assessment.  Many risk factors, such as family 

history of mental illness, premature birth, urbanicity (Schultz et al., 2007), and migrant 

status (Cantor-Graae & Selten, 2005) are identified as a part of the psychosocial 

assessments.  Individuals at risk could receive additional screening for early psychosis or 

CHR (Miller et al., 2002; Yung et al., 2008).  Screening as a part of practice should be 

implemented to cast a wide net, and social workers of all concentrations and specialties 

could be trained in preliminary screening techniques. 

Organizational settings could be evaluated, and screening and assessment tools 

could be embedded within existing procedures.  For example, all children in the 

Maryland foster care system receive health screening, including mental health, through 

the Making All The Children Healthy (MATCH) initiative.  A screening assessment for 
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risk factors could be included as a part of the existing MATCH screening process. 

Social workers, and other mental health professionals, also need to frequently re-

assess individuals in high risk populations.  Symptoms of psychosis can go undetected 

(White et al., 2006). Treatment planning and re-assessment is routinely scheduled every 

3-6 months.  This may not be sufficiently frequent for early identification of psychosis.  

If social workers are trained to ask some key questions about psychotic symptoms with at 

risk individuals, then they could identify individuals experiencing psychosis earlier. 

Screening and assessment could also be expanded to other professionals that interact with 

adolescent and young adults, such as educators or religious leaders. 

Social workers working outside of mental health settings should receive training 

in screening to make appropriate referrals. It is likely that social workers in other 

specialties, (such as risk diversion programs, foster care, or child protection services) 

may encounter individuals in the early stages of psychosis.  It is important to make 

screening and referral training broadly available to individuals outside the mental health 

arena.   

Models for training non-mental health practitioners.  A substantial number of 

social workers (48%) practice in non-mental health fields, such as adolescence, child 

welfare and families, addictions, school social work, criminal justice, veterans’ services, 

and other areas (Weismiller et al., 2005).  Also, many other individuals interacting with at 

risk populations, such as teachers or law enforcement, may be trained in screening and 

referral techniques. Models like the Mental Health First Aid (MHFA) exist for training 

non-mental health professionals in mental health screening and referral already exist 

(MHFA, 2009).  
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The Mental Health First Aid (MHFA) program is one possible model for 

delivering screening and referral tools to non-mental health professionals. MHFA was 

developed in Australia to educate people in the community on identifying individuals 

experiencing mental health problems and providing them with the skills and knowledge 

to connect these individuals with appropriate professional services (MHFA, 2009) 

Several states, including Maryland (MHFA, 2013), adapted these techniques and 

currently offer training to the general public using the five-point MHFA action plan:  

1. Assess risk of suicide or harm 

2. Listen non-judgmentally 

3. Give reassurance and information 

4. Encourage the person to get appropriate professional help 

5. Encourage self-help and other support strategies from peers, family, and 

friends. 

The MHFA program already includes training for depression, anxiety disorders, 

schizophrenia, bipolar disorder, eating disorders, and substance use and disorders.  

Expanding their training for early psychosis may help reach a broad range of individuals 

that interact with individuals at risk for psychosis.  Trainings such as these could be 

adapted and delivered to non-mental health social workers as well. 

Models based on training mental health practitioners. Interventions to reduce 

DUP via training professionals exist in many of the countries with available early 

intervention services.  Many of these interventions target general practitioners that 

provide mental health services by using a wide variety of training methods such as 

training workshops, videos, and informational packets (United Kingdom: Lester, 
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Birchwood, Freemantle, Michail, & Tait. 2009; Ireland: Renwick et al., 2008; Norway: 

Johannessen et al., 2001; Melle et al., 2004, Australia: McGorry, Edwards, 

Michalopoulos, Harrigan, & Jackson, 1996; Singapore: Krstev, Carbone, Harrigan, 

Curry, Elkins, & McGorry, 2004; Canada: Malla, Norman, Scholten, Manchanda, & 

McLean, 2005)  Trainings in Norway, Australia, Canada, and Singapore expanded these 

trainings to include other health professionals, youth workers, and school counselors.  

Interventions with GPs appeared to reduce DUP between identification and early 

intervention services (Lloyd-Evans et al., 2011). 

Education.  Training and education are essential components of early 

intervention to promote early identification and rapid referral to specialty services.  This 

section will discuss continuing education for adults.  Training within educational systems 

will be discussed in the Recommendations for Policy section. Continuing education 

should target individuals based on their organizational settings and provider roles to be 

sufficiently practical.  They should also be geared toward the educational level of the 

student.   

Many professionals serving in social work roles may be involved on the pathway 

to care for individuals experiencing early psychosis. Training interventions developed for 

social workers to expedite pathways to care in early psychosis could be delivered to 

professionals serving in roles commonly filled by social workers.  Psychiatrist, 

psychiatric nurses, psychologists, licensed professional counselors, and social workers all 

need to obtain continuing education to maintain their licenses.  Each professional 

designation receives continuing education credits through courses that often target 

specific professions because different professions disciplines require different 
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certifications to validate continuing education credits as meeting criteria for maintaining 

licensure in their professions.  For example, medical doctors require continuing medical 

education (CME) credits approved by the Accreditation Counsel for Continuing Medical 

Education, nurses require continuing nursing education (CNE) credits approved by the 

American Nurses Credentialing Center Commission on Accreditation, psychologists 

require continuing education units (CEUs) approved by the American Psychological 

Association, social workers require CEUs approved by the state-level boards of social 

work examiners, and licensed professional counselors require CEUs approved by the 

state-level board of professional counselors. 

Because continuing education courses often target particular professions, course 

providers apply for continuing education credit certification using processes appropriate 

to these professions.  For example, existing educational interventions for early 

interventions in psychosis may target primary care physicians and offer CMEs for 

training about screening, patient psychoeducation, available specialty clinic resources, 

and treatment with antipsychotics.  Although the topic of the education may be useful, 

social workers and other professionals may be reluctant to attend continuing education 

programs when authorized CEUs are not available.  As a result, different disciplines may 

have access to different training and therefore acquire different skills for expediting 

pathways to care in early psychosis.  This process may not be optimal for a team-based 

mental health delivery system where psychiatrists, counselors, nurses, and case managers 

collaborate to provide treatment for individual experiencing early psychosis. 

Additionally, multiple professional designations may fill the same type of role in 

a healthcare organization.  For example, psychiatrists, nurses, psychologists, licensed 
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professional counselors, and social workers may all provide counseling or 

psychoeducation to consumers.  Furthermore, professionals may be employed in roles 

unrelated to their professional designations.  For example, case management may be 

provided by many different types of individuals, including those with no professional 

designation.  Educational interventions for professionals along the pathway to care for 

early psychosis should optimally be designed around the organizational roles performed 

by each professional, as well as their professional designation.  These educational 

interventions should also be designed to meet the continuing education requirements of 

all professionals serving in these organizational roles.  

Educational intervention should also consider the organizational setting of the 

provider.  For example, providers in inpatient settings will require rapid identification and 

referral procedures, while providers in outpatient settings may benefit from training that 

not only screens by facilitates engagement with specialty services.  

Models from other countries.  A systematic review of international interventions 

to reduce DUP found that interventions primarily consist of training professionals, 

information campaigns, and early intervention teams (Lloyd-Evans et al., 2011).   In a 

subsequent review, no other intervention modalities were identified.  

Intervention models from other countries include training interventions for 

professionals, implementing early intervention teams, and providing information 

campaigns.  Each of these models will be discussed below.  These models may only be 

adaptable to the United States; however, modifications would be necessary to 

accommodate the United States healthcare system.  The application of these initiatives 

within the US will be discussed in the recommendations for policy section. 
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Early intervention teams.  Early intervention clinics in Norway (Johannessen et 

al., 2001; Melle et al., 2004) and Australia (McGorry et al., 1996; Yung et al., 2003) 

expanded their efforts to include early intervention teams.  These teams performed 

community outreach to individuals experiencing early psychosis. They performed mobile 

assessments to determine if individuals were appropriate for early intervention services.  

Like interventions with GPs, early intervention teams appeared to reduce DUP between 

identification and early intervention services (Lloyd-Evans et al., 2011)  

Early intervention teams could be implemented in the United States through the 

Assertive Community Treatment (ACT) model. ACT provides team based in-vivo 

services to consumers with challenging and persistent problems (SAMHSA, 2008).  

Social workers often serve as team leaders for ACT services.  Similar to the RAISE 

program, services encompass multiple areas of life (e.g., family, employment, 

medications, counseling). These services could be expanded and specialized for early 

psychosis.   

Information Campaigns.  Some of the most promising research in reducing DUP 

includes information campaigns.  These are campaigns to the general public about early 

identification and referral.  Information campaigns may include brochures, newspaper, 

radio, television, cinema advertising, education in the school system, docudramas, or 

celebrity endorsements. Successful information campaigns have been implemented in 

Norway (Joa et al., 2008), Australia (McGorry et al., 1996), Canada: (Malla et al., 2005), 

and Singapore (Chong et al., 2005a) 

Plans for a public health trial to reduce the length of DUP in United Kingdom 

(Connor et al., 2013) combine training with an information campaign.  The trial includes 
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a multi-media information campaign to improve help-seeking and targeted training to 

emergency services, youth community, employment, and education agencies.  It also 

establishes a youth mental health pathway for all young people ages 14-25 presenting to 

their GP with mental health problems. 

Some research indicates that information campaigns increase referrals from 

outpatient counselors, including social workers (Chong et al., 2005a).  One study with 

information campaign had social workers as most common provider on pathways to care 

(Chiang et al., 2005a).  As more awareness develops about early intervention services, it 

is possible that social workers may become more involved on the pathway to care.   

Information campaigns require funding, and efforts to initiate information 

campaigns have not occurred in the United States.  It is possible that information could be 

available at lower-costs using technology or the internet.  Online marketing techniques, 

such as pop-up ads could be considered.  Further research is required to determine if and 

how information campaigns could be successfully implemented in the United States. 

E. Recommendations for Policy:  Strategies for the United States 

Cost of services.  The potential healthcare savings for better long term 

functioning for individuals suffering from schizophrenia are staggering. The direct 

healthcare costs for treatment of schizophrenia in the United States was estimated at 

$22.7 billion for 2002 (Wu et al., 2005), and the annual treatment cost individuals in 

remission is 36% of treatment costs for individuals not in remission (Gilmer et al., 2004).  

Furthermore, the cost treatment for individuals in recovery that relapse is nearly 3 times 

higher than the cost of treatment for individuals in remission (Ascher-Svanum et al., 

2010).   
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Investment in expediting pathways to care could result in overall savings in the 

long term.  One Australian study found that the healthcare costs for individuals receiving 

early intervention over 8 years were only 36% of the cost of a matched historical control 

group (Mihalopolos, Harris, Henry, Harrigan, & McGorry, 2009).  Individuals in early 

intervention services also experienced fewer symptoms, were more likely to be in 

remission, and more likely to be employed (Mihalopolos et al., 2009). A similar study in 

the United Kingdom found that although costs were lower than the control group, the 

difference was not statistically significant (McCrone, Craig, Power, & Garety, 2010).  

However, when costs were combined with outcomes for employment and quality of life, 

the early intervention was highly likely to be more cost effective than standard care. A 

Danish study also found that early interventions services appear to be less costly and 

more effective that standard treatment (Hastrup et al., 2013). 

Applying these practices to the United States proves difficult.  The first-year costs 

of early intervention services are high, and several years must pass before savings 

become evident (Hastrup et al., 2013; McCrone et al., 2010; Mihalopolos et al., 2009).  

One method of defraying costs of early intervention services has been successful in the 

United States: public and academic partnerships.  

Defraying cost of services through academic partnerships. Emerging data 

confirms that early intervention models in are feasible in United States within the context 

of a public / academic partnership (Srihari, Shah, & Keshavan, 2012).  Srihari and 

colleagues recommend combining public treatment with academic interests to defray the 

costs of establishing early intervention services. They identify three primary issues with 

public / academic collaborations.   
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First, public and private sectors are divided.  Privately insured individuals 

experiencing early psychosis may lose health insurance.  By the time they qualify for 

public state mental health services, the critical window for early psychosis may have 

passed. Second, this population spans child, adolescent and adult mental health systems.  

Children/adolescents and adults generally receive treatment from separate agencies, 

resulting in splitting care during the highest risk ages for a first episode of psychosis. This 

may increase risk of service interruption if individuals become disengaged from service 

providers. Further challenges exist when communicating across organizational cultures 

emphasizing the protection of vulnerable children versus those treating individuals with 

serious mental illnesses.  Third, public health care is often distributed based on 

geographic catchment areas.  The low incidence of early psychosis may make it difficult 

to find a sufficient number of consumers for early intervention services within a specific 

geographic catchment area (Srihari et al., 2012). 

Both the Maryland (Department of Health and Mental Hygiene; DHMH) and 

New York (Office of Mental Health; OMH) have established partnerships with academic 

institutions (MD: University of Maryland, NY: Columbia University) to implement early 

intervention services across those states (MD: Maryland Early Intervention Program; NY: 

OnTrackNY). New York adapted the RAISE-IES model to develop OnTrackNY.  This 

program includes team-based early intervention services at multiple sites (OMH, 2013).  

The Maryland Early Intervention Program includes the clinic established during 

RAISE-IES and expands services in other research clinics serving and evaluating 

individuals experiencing FEP, as well as individuals at CHR for psychosis.  These efforts 

will also span child/adolescent and adult mental health services. The team in Maryland is 
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also charged with developing innovations in pathways to care, such remote consultation 

services and training to distribute expertise on early identification and treatment to 

service providers more rural areas (DHMH, 2013). 

Shifts in mental health policy. Two significant shifts in mental health policy 

influence pathways to care for early psychosis in ways that are not currently well 

understood.  Both the Mental Health Parity Act and the Affordable Care Act have made 

mental health services more widely available to individuals experiencing early psychosis 

in high risk age categories.  The section below reviews the impact of these legislative acts 

in the context of pathways to care for individuals experiencing early psychosis. 

Mental Health Parity.  The Mental Health Parity Act was signed into law in 

1996, stating that insurance must provide equal coverage for mental health professionals 

as other specialty services.  As a result of this law, mental health practitioners, such as 

psychiatrists, must receive equal reimbursement to other specialists, such as cardiologists. 

At that time the mental health parity law did not extend to reimburse equally for 

behavioral therapies (e.g. counseling) as other forms of therapy (e.g. physical therapy).  

In 2008, the law was expanded as the Mental Health Parity and Addiction Equity 

to include services for substance abuse and addiction.  However, the revised law still did 

not provide equity for behavioral therapies.  The law continued to only encompass 

comparable coverage for inpatient and outpatient treatment, emergency care, and 

prescription drugs.  The Affordable Care Act will implement mental health parity for 

behavioral health services in January 2014. 

Affordable Care Act.  Policy changes through the Affordable Care Act will allow 

for the possibility of service innovations for pathway to care.  There are three 
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characteristics of this act that will affect pathways to care through increased accessibility 

to care: 1) behavioral health parity, 2) improved access to insurance for at risk age 

groups, and 3) patient-centered medical homes.  The recommendations for each of these 

and their relationship to pathways to care in early psychosis will be discussed below. 

Behavioral health parity.  The Affordable Care Act legislates coverage of 10 

essential health benefits for any plans offered through their Health Insurance 

Marketplace. Coverage for behavioral health treatment, including counseling and 

psychotherapy is one of these essential health benefits. All service plans participating in 

the government health insurance network must cover the 10 essential health benefits. 

This means that all individuals insured through this plan, including Medicaid, will have 

insurance reimbursement for counseling services starting in January 2014 

(HealthCare.gov, 2013).  

As indicated in the literature review, 15% of individuals with a mental illness do 

not receive treatment, and another 33% use alternative methods of treatment, such as 

support through their religious community (Wang et al., 2005).  It is possible that lack of 

insurance may prevent some individuals from obtaining mental health treatment.  

Individuals not seeking medications for their mental illnesses may contact non-

prescribing mental health professionals for treatment.  Therefore, the number of 

individuals treated by non-prescribing mental health practitioners, including social 

workers, may increase.  Training for screening and referral for non-prescribing mental 

health professionals may now be more important to engage individuals experiencing 

early psychosis with early intervention services. 

Improved access to insurance for at risk age groups. Historically, many 
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individuals in the high risk age range for FEP (15-25; Schultz et al., 2007) have been 

uninsured, and young adults have had the highest rate of being uninsured of any age 

group (United States Department of Labor; USDOL, 2013).  Young adults have also been 

less likely to have opportunities for employer-based insurance (USDOL, 2013).  This has 

occurred in part because individuals turning 18 were no longer eligible for coverage 

under their parents’ health insurance unless they were attending college. Also, as young 

adults graduated from college at age 22, they were often uninsured until employer–based 

insurance became available. 

Starting in September 2010, the Affordable Care Act legislated that individuals 

18-25 could remain insured through their parents’ healthcare plans, regardless of college 

status.  Since that law was passed, the number of uninsured 18-25 year olds has continued 

to decrease (Mendes, 2013). As a result, more individuals in the high risk age range are 

able to access services earlier, rather than waiting until a crisis occurs to receive 

treatment.  This, coupled with behavioral health parity may increase opportunities to 

access different pathways to care for many individuals experiencing early psychosis. 

Patient-centered medical homes.  The Affordable Care Act includes provisions to 

support implementing patient-centered medical homes (National Conference of State 

Legislation, 2013).  Patient-centered medical homes extend primary care practice to serve 

as the hub for individual healthcare needs (Mitka, 2012).  Primary care offices will offer 

healthcare service coordination, as well as evening and weekend services (Abrams, 

2013). Behavioral health services will also be offered as a part of the medical home 

(Croghan & Brown, 2010). 

In the medical home model, behavioral health services are available within the 
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medical home, or individuals are referred out by the medical home to mental health 

practitioners for their behavioral health needs (Croghan & Brown, 2010).  This may 

include social workers serving in case management roles to identify consumer needs and 

facilitate referrals as appropriate.  It is also possible that medical homes will include 

social workers to provide some forms of mental health counseling to individuals within 

the medical home.  However, it may be unlikely that GPs will offer full counseling and 

psychotherapeutic services as a part of the medical home services in the United States 

due to the specialized training required to provide these services (Croghan & Brown, 

2010).  As a result, individuals experiencing more complex psychological symptoms, 

such as early psychosis, may be referred for behavioral services with mental health 

professionals trained to meet their unique needs.   

The features of the Affordable Care Act that support patient-centered medical 

homes will not take effect until January, 2014 (Commonwealth Fund, 2013).  The 

impacts of the patient-centered medical home, and the Affordable Care Act itself, on the 

mental health treatment system will not be realized for another 4-5 years.  Regardless, 

non-prescribing mental health practitioners both inside and outside of the medical home 

will need to understand how to identify and refer individuals with early psychosis to early 

intervention services.  

Educational system. Opportunities may exist to expedite the pathway to care 

through education.  Evidence-based early interventions in psychosis are relatively new; 

therefore, bachelors and master’s level coursework may not include sufficient training in 

identifying signs and symptoms of early psychosis.  Adding curriculum to bachelors and 

masters-level programs, in addition to offering continuing education programs, may serve 
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to fill this educational gap.   

The social work education system should be updated to include training in early 

psychosis screening and training.  This includes encouraging social workers to have some 

exposure to working with individuals with psychosis during their internship stage.  

Psychiatrists and social workers in the United States may have different experience with 

individuals experiencing early psychosis.  Psychiatrists are likely to encounter individuals 

with psychosis as a part of their medical education and internship rotations.  As a result, 

they have some hands-on experience seeing individuals with psychosis in treatment 

environments. This is not necessarily the case with non-prescribing treatment providers.  

For example, a social worker may complete a masters’ level program without ever having 

a face-to-face encounter with an individual experiencing psychosis.   

Most masters and doctoral level non-prescribing mental health practitioners (e.g. 

social workers, psychologists, professional counselors, etc.) have internships based on 

their field of interest.  Within these internships, many will have the opportunity to interact 

individuals with specific diagnoses, such as anxiety, depression, ADHD, or conduct 

disorders. These students may not encounter individuals experiencing psychosis.  This 

may leave non-prescribing mental health practitioners without direct clinical experience 

with individuals experiencing early psychosis.  Training in screening techniques 

embedded in the educational system for non-prescribing mental health professionals 

would be ideal.  Regardless, training needs to consider how we expose professionals to 

this illness, so that they know what early psychosis “looks like.” 

F.  Recommendations for Future Research 

This exploratory study suggests many directions for future research.  This section 
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includes recommendations for strengthening and replicating this study.  It then describes 

opportunities for targeted interventions based on the theoretical model developed during 

this dissertation.  The section concludes by proposing a strategy for developing 

information and education interventions for social workers and other non-prescribing 

mental health professionals. 

Strengthening and replicating this study.  Several opportunities exist to further 

explore the preliminary findings of this exploratory study by replicating this study to 

intentionally collect study variables.  This study had a small sample size and a substantial 

amount of missing demographic data.  Larger samples would increase statistical power 

and allow for more complex statistical analyses.  If more complete demographic data 

were collected for all referrals, statistical analyses could be performed to better assess the 

influence of these characteristics on eligibility and admission.   

The study could be further strengthened by capturing key variables of interest at 

the time of referral, rather than identifying this information after the fact.  The 

professional designation and role of referring individuals could be more clearly 

categorized, and additional information on the organizational setting of the referring 

individual could be collected.  Also individuals that made the referral decisions should be 

identified.  This includes understanding whether a multidisciplinary team was involved in 

the early identification that initiated the referral.  Finally, DUP should be measured for 

referrals to learn relationship between referral sources and DUP to illuminate potential 

bottlenecks on the pathway to care.   

Researchers need to conduct in vivo studies that explore pathways to care in non-

research settings.  Populations often excluded from research, such as prison populations, 
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should also be evaluated. Research from the United Kingdom indicates that the majority 

of prisoners admitted with mental illnesses suffered from psychosis, and one-third of the 

individuals with psychosis were not previously diagnosed (Forrester, Chiu, Dove, & 

Parrott, 2010).   In a United States study, 10% of Federal prisoners, 15% of State 

prisoners, and 24% of jail inmates recently experienced at least one symptom of 

psychosis in the year prior to their study interview (James & Glaze, 2006).  Other United 

States studies indicate that individuals with mental illnesses are two to four times more 

likely to be in parole or probation populations than individuals without mental illnesses 

(Prins & Draper, 2009).  The prevalence of early psychosis in the criminal justice system 

is understudied in the United States.  Differences in the criminal justice system and 

legislature for involuntary admission between the United States and other countries may 

affect how existing, international literature on pathways to care for these populations 

should be interpreted. Additional research in pathways to care in the United States 

criminal justice system could inform interventions to divert individuals with early 

psychosis into appropriate programs.   

Additional research also needs to occur to explore the impact of involuntary 

admissions on pathways to care in the United States. When treatment is involuntary, it 

becomes important to encourage open dialog among the social support systems, the 

treatment systems, and the individuals to understand the attitudes and beliefs that are 

driving the individuals’ choice to decline treatment.  Through open dialog, the social 

support systems, the treatment systems, and the individuals may be able to collaborate to 

identify benefits to treatment so that future treatment will become voluntary. 

A study from the United Kingdom suggests that compulsory admissions lead to 
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feelings of coercion for treatment; however, compulsory admission did not predict 

service-seeker engagement with follow up treatment (Bindman et al., 2005).  However, 

researchers in the United States found that involuntary admission reduces subsequent 

treatment engagement, particularly when these individuals were experiencing psychotic 

symptoms at discharge (Craw & Compton, 2006).   

The United States was founded on essential freedoms, as indicated in the 

Declaration of Independence.  The effects of involuntary admissions for individuals 

experiencing early psychosis in the United States need to be better understood.  It is 

possible that diversion interventions that prevent involuntary hospital admissions in the 

United States may lead to better engagement between service-seekers and treatment 

providers.  Diversion programs may be another target for interventions in early psychosis. 

Improved access to mental health treatment through the Affordable Care Act may 

provide opportunities to offer such treatment interventions to more individuals. 

In vivo research is also necessary to understand other negative pathways in the 

United States.  Canadian research indicates that individuals referred by GPs may 

experience fewer negative pathways to care (Anderson et al., 2013b).  Individuals 

referred by other professions in the United States may also experience reduced negative 

pathways to care.  If this is the case, training interventions could be extended to other 

professionals that could result in improved care pathways and reduce burden on inpatient 

units, emergency services, and the criminal justice system.   

Interventions could be developed to reduce negative pathways and engage 

consumers after involuntary admissions have occurred.  Diversion systems could be 

implemented to redirect individuals from negative pathways to care.  Patient-centered 
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medical homes could participate in reducing negative care pathways in improving future 

engagement with the treatment system for individuals experiencing early psychosis. 

Opportunities to target interventions through the Unified Health Network 

Model (UHNM).  The UHNM provides an explanatory model for pathways to care in 

early psychosis intended to inform interventions along the care pathway.  This framework 

can be used to identify possible bottle necks.  Statistical techniques, such as social 

network analyses, can be applied to understand relationships across entities in the 

network.  This could identify communication gaps across organizations and lead to 

interventions that expedite care pathways.  

Social Content or Episode Base.  The episode base contains characteristics of the 

service-seeker when the episode begins. A better understanding of the social content or 

episode base could help target informational campaigns and education. Elements of the 

episode base include service-seeker demographics, personal health background, 

characteristics of the illness, as well as organizational constraints. 

To better understand the episode base, complete service-seeker demographic 

characteristics at the time of referral should also be obtained. Understanding how service-

seeker characteristics influence pathways to care will be important when targeting 

interventions to specific populations.  Research in this area will improve understanding of 

differences in pathways to care in the United States, in particular differences in gender, 

race, ethnicity and age.   

Personal health background and nature of the event may also influence pathways 

to care.  Individuals may be identified as CHR before experiencing FEP.  Prospective 

studies on pathways to care for FEP when individuals are identified as CHR are needed.  
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Also, understanding differences between pathways to care for CHR and FEP may help to 

inform interventions for individuals experiencing rapid onset of symptoms. 

Organizational constraints include access to healthcare and healthcare policies.  

The Affordable Care Act is likely to influence pathways to care through increased 

insurance coverage and access.  Monitoring shifts in pathways to care during the 

Affordable Care Act and understanding these new pathways will inform future 

interventions for individuals experiencing early symptoms of psychosis.  

Social Support System.  The social support system includes informal (family, 

friends, etc.) and formal (professional, providers, organizations, etc.) supports in the 

community that surrounds the individuals.   Additional research is needed to understand 

the role of informal social supports in delaying or expediting treatment. Family members 

are often an integral part of social support for individuals at high-risk ages for FEP.  

Some research suggests that families with a history of psychosis have longer DUPs than 

families without a history of psychosis (Esterberg & Compton, 2012).  Opportunities may 

exist to train families with a history of psychosis in screening and referring individuals to 

early intervention services. 

The role and availability of formal supports also need to be better understood, 

such as social workers and other professionals in non-mental health treatment settings 

(e.g. foster care, child protective services, substance use counselors, risk diversion 

programs).  These organizations may already be supporting individuals before a first 

episode occurs.  Training for screening and referral to early intervention services may 

also help these organizations play a role in reducing DUP. 

Treatment System.  Further research on professions, roles, and treatment settings 
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are needed.  This study indicated that professional designation and organizational role 

were strongly associated, but they were not identical constructs for all professions.  An 

improved understanding of the relationships between professions, roles, and settings 

could inform future interventions. Social workers in case management roles should be 

further evaluated, because of they are often responsible for screening, crisis 

intervention/treatment, coordinating referrals, and facilitating engagement between 

consumers and external services.  Improved understanding of the settings where different 

professions and roles can be found will also help target profession/role specific training 

to the right organizational settings. 

Qualitative studies conducted at multiple levels in the organization hierarchy 

should be performed to improve understanding of the case management decision making 

process in our current mental health system.  Interventions directed at the case 

management referral system could influence pathways to care.  Case managers may exist 

within the patient-centered medical home.  This may increase the role of GPs in pathways 

to care in early psychosis and mental health treatment in the United States.  Future 

research to understand the role of GPs on the pathway to care will be needed as the 

Affordable Care Act unfolds. 

The Affordable Care Act may also provide opportunities for implementing early 

intervention team models that have been successfully used in other countries.  Early 

intervention teams could function similarly to ACT.  Individuals could be referred for 

follow up after when evidence of early psychosis exists.  Early intervention teams could 

also provide mobile evaluation and treatment engagement for individuals experiencing 

early psychosis. 
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Finally, the role of the biopsychosocial assessment should be expanded to 

evaluate for risk indicators of early psychosis.  This includes recommendations for 

regular reassessment of individuals at risk.  Biopsychosocial assessments should be 

conducted for all individuals at patient-centered medical homes.   

Determinants of behavioral intention. Little is known about how individuals 

experiencing early psychosis process new information about their illness and make 

treatment decisions.  Better understanding of their attitudes, social norms, beliefs and 

expectancies, self-concept, affect and emotions, and self-efficacy could inform 

interventions that promote engagement.  This information could be used to understand 

how to target motivational interviewing interventions for this population.  Individuals 

also may benefit from receiving services from professionals trained in methods that 

specifically target behavioral intention. 

Determinants of behavior.  Determinants of behavior include 1) knowledge and 

skills for behavioral performance; 2) environmental constraints, 3) salience of behavior, 

and 4) habit and autonomic processes.  Psychoeducation about the importance of early 

intervention for symptoms of psychosis may improve knowledge and skills for behavioral 

performance.  Other elements that promote or deter treatment need to be better 

understood for this population.  These elements may influence pathways to care; 

however, they were outside the scope of this study. 

For example, it is possible that public transportation and physical accessibility 

may pose environmental constraints to treatment. Providing accessible transportation to 

individuals with early psychosis via shuttles may improve engagement.  Remote, 

computer-based psychoeducation and peer support could also be provided if accessibility 
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were an environmental constraint.   This may be particularly helpful for individuals living 

in more rural areas.   

Information and education.  Information and education need to be distributed to 

service-seekers, community supports, and the treatment system.  Information campaigns 

appear to be effective, but they are unlikely to be funded in the United States. It is 

important to finding cost effective strategies for disseminating information on early 

psychosis in a non-stigmatizing way.   

Appropriate use of technology could facilitate information distribution in a cost-

effective manner for both primary and secondary interventions.  Primary interventions 

could be offered through low cost information campaigns.  Information could be 

distributed via online videos or informational packets.  Training workshops for 

practitioners working with at risk populations could also be available.  Secondary 

interventions could be distributed electronically as well, such as long distance screening, 

and psychoeducation for service-seekers and family members.  All of these could be 

available online at a fraction of the cost of face-to-face delivery.   

Strategy for developing information and education interventions to mental 

health professionals.  The remaining research recommendations offer a strategy for 

developing information and education interventions for social workers and other non-

prescribing mental health professionals.  The strategy includes four stages: 1) evaluating 

existing knowledge levels, 2) establishing psychometrically sound screening processes, 

3) developing evidence-based training, and 4) distributing the intervention.  Each stage of 

the strategy is discussed below. 

Evaluating existing knowledge levels.  How much do social workers and other 



 

174 

non-prescribing mental health professionals know early psychosis?  The current study 

suggests that outpatient mental health professionals may struggle to understand when 

referrals are appropriate for early intervention services. Further research is needed to 

understand what non-prescribing mental health practitioners know about early psychosis.  

Their attitudes and beliefs about evidence-based treatment, such as antipsychotics, also 

need to be explored.   

When developing international interventions for GPs, researchers conducted a 

survey to identify their training needs.  The International Study on General Practitioners 

and Early Psychosis (IGPS; Andor et al., 2009) found that GPs were largely unaware of 

the features of early psychosis.  Comparable surveys should be conducted to gain an 

understanding of the knowledge levels for social workers and other non-prescribing 

mental health practitioners.  This includes exploring any misunderstandings about the 

appropriateness of antipsychotic treatment for this population. 

This dissertation focused on referral to early intervention as the endpoint to DUP.  

The endpoint of DUP for the most recent studies is starting antipsychotic medication.  

Non-prescribing mental health practitioners cannot directly offer this treatment, but they 

can facilitate referrals to and engagement with prescribing professionals. Non-prescribing 

mental providers need to be educated on the importance of psychotropic medications for 

this population.  Lack of understanding of the nature of effective treatment may be 

contributing to delays in the receipt of antipsychotic medication for individuals 

experiencing early psychosis. 

Establishing psychometrically sound screening processes. The screening 

mechanism used by this study appears to be sound, because almost 90% of service-
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seekers that went on to receive a comprehensive eligibility evaluation were indeed 

eligible.  However, psychometric properties of this screening tool are unknown.  

Screening tools with sound psychometric properties could be an important part of 

identifying and referring individuals experiencing early psychosis.  Screenings could 

facilitate service-seeker referrals from patient-centered medical homes and other sources.  

Screening techniques need to be developed that are easy to use and take little time to 

perform.  Developing screening techniques in a checklist format with a threshold for 

referral for further evaluation could be helpful. 

Developing training. Once gaps in knowledge are understood and 

psychometrically sound screening processes are available, evidence based training needs 

to be developed.  Training should include the importance of early identification, methods 

for early identification, strategies for communicating with consumers, and information on 

available services for consultations and referral.  The sections below indicate training 

considerations for non-prescribing mental health professionals, and other individuals on 

the pathway to care.  

Training considerations for non-prescribing mental health professionals.  

Training for non-prescribing mental health professionals should focus on screening. 

These professionals need to know how to explore symptoms of mood and substance use 

to assess for possible early psychosis. Training to screen for early psychosis for could be 

particularly effective in patient-centered medical homes, because they will become the 

hub for referrals to secondary services.  Training should also include the importance of 

iterative screening and assessments for at risk individuals.  Symptoms should not be 

assessed only at intake.  They should be assessed regularly throughout treatment process. 
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Social workers can be viewed as the general practitioners of mental health in the 

United States. There have been successful strategies and models used to training GPs in 

the United Kingdom (Power et al. 2007).   Some of the strategies cane be adapted and 

applied to social workers.    These adaptations would require evaluations to assess their 

appropriateness and effectiveness for social workers in the United States. If successful, 

these trainings could also be customized to different professional roles and organizational 

settings. 

Other individuals on the pathway to care. Individuals experiencing early 

psychosis may also encounter other individuals on their pathway to care.  These could 

include non-mental health professionals, family members, friends, religious leaders, 

teachers, and other community members.  Individuals with early psychosis may seek help 

for a variety of symptoms, such as difficulty concentrating or unusual thoughts or 

feelings.  If community members are trained to understand how early psychosis may 

present, they also may be able to perform preliminary screening and refer individuals to 

early intervention services.  

One method of accomplishing this might include modifying existing non-mental 

health training for screening and referral to include early identification for psychosis. 

MHFA training may be adapted for this purpose (MHFA, 2009, 2013). If a centralized 

referral system exists for early psychosis, they may collect information on the referral 

source to evaluate the impact of such trainings in the number of referrals to early 

intervention services. One potential area for education includes training for teachers and 

students in the high school and college educational systems.  

Findings from this dissertation imply that there may be a relationship between 
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education level and admission, although further research is needed to confirm and fully 

explore this relationship. Past clinical research has shown that individuals in high school 

and college are at increased risk for early psychosis. Training to could be adapted for 

high school and college students to provide information about early psychosis that would 

reduce its associated stigma and offer peer support to engage and refer individuals 

experiencing early psychosis to appropriate services. Interventions for communities, 

specific risk groups, or key individuals are often conducted to reduce stigma and promote 

sensitivity on a number of topics (e.g. race, ethnicity, sexual orientation, gender 

identification).  Similar approaches could be used to improve awareness and reduce 

stigma for early psychosis.  Trainings, such as MHFA, could also be adapted for 

adolescents and young adults to establish peer-leaders in these efforts. 

Distributing information and education interventions. Information and 

educational interventions should be widely available.  One method of ensuring effective 

distribution includes inserting new training into existing educational systems.  

Technology can also be leveraged to widely disseminate this knowledge. 

Distributing through existing educational systems.  Curriculum for screening 

individuals at risk for early psychosis should be developed for bachelor’s and master’s 

level social work programs and empirically evaluated.  It should include extending the 

psychosocial assessment to screen for risk for psychosis, so that individuals may be 

connected with appropriate services.  Curriculum should also stress the importance of 

iterative screening.  Training will need to be assessed to determine whether students’ 

knowledge improves.  Incoming referrals at early intervention services could also be 

tracked to determine the efficacy of the improved curriculum.   
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Education and optimally field placements should allow all social work students to 

be exposed to working with individuals with early psychosis.  Field placements could be 

encouraged to include short term rotations through psychiatric hospitals or other facilities 

treating individuals experiencing early psychosis; however, this may not be feasible.  

Social work students are placed in field locations matching their specialization and/or 

concentration, and their placements may not have affiliated mental health services.  

Because field placements may not allow for direct consumer contact with 

individuals experiencing early psychosis, classroom curriculum should be expanded to 

improve education on symptoms and screening for psychosis.  This could occur through 

use of films, or guest speakers from the National Alliance of Mental Illness.  Social 

workers could also practice psychosocial assessments or screening evaluations with 

standardized clients/patients trained to represent individuals experiencing early 

psychosis. 

Leveraging technology.  The age group that is at risk for early psychosis is tech-

savvy. Cell phone ownership and internet use are nearly ubiquitous among adolescents 

and young adults in the United States (Lehnart, Purcell, Smith, & Zickuhr, 2010).  Teens 

and young adults frequently use technology for news, information, entertainment, social 

networking, and support (Lehnart et al., 2010).  Many opt to use laptops and connect 

wirelessly to maintain regular access to the internet and their social network via mobile 

devices or technology (Lehnart et al., 2010). Outreach through technology may be a 

particularly effective method for this population. 

Further research is required to determine if and how information campaigns could 

be successfully implemented in the United States.  Given the high technology use by 
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individuals in at risk age groups, online marketing techniques may be successful.  Search 

engines currently track activity to target ads toward individuals with specific 

demographic characteristics.  Information to increase awareness of the symptoms of early 

psychosis and available services could be distributed to individuals in high risk age 

groups using technology.  Advertisements could also be targeted toward websites heavily 

used by individuals in high risk age groups.  

The United States should also consider establishing centralized referral networks.  

A single web presence for early psychosis would be optimal. Youth, young adults and/or 

individuals in rural areas may visit this website to search for available services near them.   

Technology could be used to screen and route individuals to appropriate services based 

on factors such as location, clinic eligibility criteria, or available services. An online 

questionnaire could be developed to walk referrers and service-seekers through questions 

that could help indicate which programs may fit their needs.  The results of the 

questionnaire could be linked to early intervention service websites for outside 

professionals to determine program eligibility. After entering key information, service-

seekers and referrers could receive a list of potential resources, with links to their 

websites. 

The low incidence of early psychosis also may make it difficult for individuals in 

less densely populated areas to receive services.  Screening and evaluation consultations 

with professionals could be available.  Rural providers could receive education and 

information through webinars.  Psychoeducation could be perpetually available for 

service-seekers and family members. Training workshops, videos, and informational 

packets could all be easily accessible through a single website.  This website could be 
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connected with existing online referral services, such as Network of Care (2013) to 

widely distribute information on early intervention services. 

G. Conclusions 

This exploratory study offers preliminary suggestions for future research.  It is 

one of the first of its kind in the United States, and it appears that some of the results 

from other countries may not be generalizable to the US.  The effect of some elements, 

such as healthcare delivery systems, is unclear.  Furthermore, it may be beneficial to cast 

a wide net when screening for early psychosis; offering treatment to all individuals 

experiencing symptoms supporting categorization as clinical high risk or first episode 

psychosis.  Regardless, it appears that differences may exist in the professionals found 

along the pathway to care in the United States.  Additional studies are required with 

insufficient granularity when measuring professional designations and roles to better 

understand.  

This study offers recommendations for interventions along the care pathway to 

expedite referrals to early intervention service with a goal of reducing the length of DUP 

for individuals experiencing early psychosis.  The broad scope of the social work 

discipline, their role as case managers, and their experience in conducting psychosocial 

assessments optimally position the social work field to be key contacts along the pathway 

to care.   

The PIE and strengths-based perspective of social work suggest that social 

workers can be easily trained to engage individuals experiencing early psychosis with 

early intervention services. Social workers may also be able to orchestrate collaborations 

across systems, because they often engage key resources in the individuals’ environment, 
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such a household, family, community or supporting organizations.  This uniquely 

positions them for receiving and performing interventions that provide early 

identification, psychoeducation, and stigma reduction.  In a case management role, social 

workers can also participate in referrals, facilitate early engagement, and mobilize 

consumer supports through strategies such as engaging family members in the treatment 

process. 

It is possible that early intervention also may yield long term direct savings over 

treatment as usual.  If not, it may improve the quality of life and functional outcomes at 

comparable costs to standard treatment.  The theoretical framework proposed in this 

dissertation can be used to evaluate pathways to care in the future.  It can also inform 

targeted interventions based on the organizational settings, roles, and professional 

designations of service providers on the pathway to care for early psychosis  

Although incidence is low and identification is complex, educated social workers 

professionals along the pathway could identify individuals for referral to early 

intervention services, facilitate treatment engagement, and reduce DUP, which may 

possibly improve long term functioning for many individuals.  This dissertation suggests 

that it is possible that social workers are the general practitioners of mental health in the 

United States. Additionally, individuals experiencing early psychosis may visit social 

workers more frequently than GPs.  This may position social workers and other non-

prescribing mental health professionals to more quickly identify changes in symptoms 

and behavior over time that may indicate early psychosis. 

Social work involvement with case management and referral may increase with 

the implementation of patient-centered medical homes.  Social workers comprise a large 
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number of service professionals.  They may play a role in reducing DUP, possibly 

resulting in improved functional outcomes.  If reducing DUP does not yield improved 

long term functional outcomes, expediting a connection with early intervention services 

is still worthwhile.  Individuals with early psychosis experience acute suffering due to 

their symptoms.  Expediting the pathway to early intervention services could reduce the 

duration of their acute symptoms and ameliorate their suffering (Fearon, 2013).   
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Appendix A:  Literature Review Search Strategy 

The literature review described below was conducted in 2012.  The search queries 

were saved and re-executed in April 2013, and October 2013.  An additional two articles 

were identified that met criteria for inclusion in April 2013 (Anderson et al., 2013a; 

Anderson et al., 2013b).  Both of these have been included in the review.  The original 

search included parameters for social workers and social work roles.  These parameters 

were removed to expand the search for this proposal in October 2013.  The Anderson et 

al, (2010) systematic review identified 30 articles, and no additional articles describing 

professionals and organizations on the pathways to care for FEP were published after 

12/31/2009.   

Details of the search are described below.  Syntax for searching specific databases 

is available from the author upon request. Articles for review were obtained from 

electronic database searches based on the intersection of three constructs: 1) Early 

Psychosis, 2) Pathways to Care. Synonyms for each search term were compiled, and the 

list of synonyms used to construct keyword searches. Additional articles were evaluated 

from two existing systematic reviews on this topic (Anderson, Fuhrer, & Malla, 2010; 

Singh & Grange, 2006). 

Selection Criteria 

Inclusion criteria. Studies were included based on three criteria.  

 Studies whose primary or secondary outcomes include help-seeking or pathways to 

care in individuals experiencing early psychosis due to schizophrenia spectrum 

disorders where social work roles are included in the pathway to care.  

 Empirical quantitative studies.  
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 Articles available in the English language. 

Exclusion criteria. Studies were excluded based on five criteria.  

 Studies for all physical and non-psychotic mental health problems and/ or where 

psychosis has an organic cause (e.g. dementia/brain injury).  

 Studies where the sample predominantly includes individuals with non-psychotic 

mental health problems or those with non-schizophrenia spectrum disorders such as 

bipolar disorders.  

Search Strategy 

Databases and search engines. The search was performed across several 

scholarly databases and search engines: Psychinfo (Ovid); Medline, including Pubmed 

(Ovid); Cumulative Index to Nursing and Allied Health Literature (CINAHL, Ebsco); 

SocIndex (Ebsco); Psychology and Behavioral Sciences Collection (Ebsco); Social Work 

Abstracts (Ebsco); Social Science Citation Index (Web of Science); and Science Citation 

Index (Web of Science). No date parameters will be used in the search. Searches were not 

performed through the internet search engines, because the selected search engines 

should provide an exhaustive search of peer reviewed journal articles, and any grey 

literature would be excluded from the review. 

Each database was evaluated for differences in search terms and syntax to 

optimize search results. Where multiple databases used different keywords to access the 

same construct, these keywords were added to all searches to provide consistency across 

searches. The exact syntax used for each database can be found in below.  Where 

identical syntax existed across databases using the same search engine, these searches 

were performed as a single search. 
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Databases: Psychinfo and Medline  

Engine: Ovid  

Search Field: Abstract  

Additional Parameters: None 

Early Psychosis     AND Pathways to Care    AND Social Workers 

( 

first episode schizophrenia 

or first episode psychosis or  

first episode psychoses or  

first psychotic episode or 

prodromal schizophrenia or 

prodromal psychosis or 

prodromal psychoses or 

prodromal psychotic or  

early schizophrenia or  

early psychosis* or  

early psychoses* or  

early psychotic* or 

schizophrenia Onset or 

Psychosis Onset or  

Onset of Psychosis or  

Onset of Schizophrenia or 

emerging schizophrenia or 

emergent schizophrenia or 

emerging psychosis or 

emergent psychosis or 

Emerging psychoses or 

emergent psychoses 

).ab. 

 

( 

Pathway to care or  

Pathways to care or  

care pathway* or  

Mental health service* or  

help seeking* or  

helpseeking* or  

outreach or  

outreach program* or 

community health service* 

or first hospitalization or 

psychiatric hospitalization 

or recruitment or  

critical pathways 

).ab. 

 

( 

Social work* or  

social casework* or  

case manag* or  

therapist* or  

counselors or  

rehabilitation counselors or 

school counselors or 

clinician* or  

provider* 

).ab. 
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Databases: CINAHL full text (Cumulative Index to Nursing and Allied Health 

Literature), SocIndex, Psychology and Behavioral Sciences Collection, and Social Work 

Abstracts  

Engine: Ebsco  

Search Field: Subject  

Additional Parameters: None 

Early Psychosis     AND Pathways to Care    AND Social Workers 

first episode schizophrenia or  

first episode psychosis or  

first episode psychoses or  

first psychotic episode or 

 prodromal schizophrenia or  

prodromal psychosis or  

prodromal psychoses or  

prodromal psychotic or  

schizophrenia prodrome or  

psychosis prodrome or  

psychoses prodrome or  

psychotic prodrome or  

early schizophrenia or  

early psychosis or  

early psychoses or  

early psychotic or  

Onset of schizophrenia or  

Onset of Psychosis or  

Onset of Psychoses or  

Onset of Psychotic or  

schizophrenia Onset or  

Psychosis Onset or  

Psychoses Onset or  

Psychotic Onset or  

emerg* schizophrenia or 

emerg* psychosis or  

emerg* psychoses or  

emerg* psychotic  

 

Pathway* to care or  

Pathway* to mental health care 

or  

Pathway* to health care or  

care pathway* or  

Mental health service* or  

health service* or  

help seeking* or 

helpseeking* or  

outreach or  

outreach program* or  

community health service* or  

first hospitalization or  

psychiatric hospitalization or  

Recruit* 

 

social work* or  

social casework* or  

case manag* or  

therapist* 

counselor* or 

counseling or  

clinician* or 

provider 
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Databases: Social Science Citation Index and Science Citation Index  

Engine: Web of Science  

Search Field: Topic  

 

Additional Parameters: Lemmatization=off 

Early Psychosis     AND Pathways to Care    AND Social Workers 

(“first episode schizophrenia”) 

or  

(“first episode psychosis”) or  

(“first episode psychoses”) or  

(“first psychotic episode”) or  

(“prodromal schizophrenia”) or  

(“prodromal psychosis”) or  

(“prodromal psychoses”) or  

(“prodromal psychotic”) or  

(“schizophrenia prodrome”) or  

(“psychosis prodrome”) or  

(“psychoses prodrome”) or  

(“psychotic prodrome”) or  

(“early schizophrenia”) or  

(“early psychosis”) or  

(“early psychoses”) or  

(“early psychotic”) or  

(“Onset of schizophrenia”) or  

(“Onset of Psychosis”) or  

(“Onset of Psychoses”) or  

(“Onset of Psychotic”) or  

(“schizophrenia Onset”) or  

(“Psychosis Onset”) or  

(“Psychoses Onset”) or  

(“Psychotic Onset”) or  

(“emerg* schizophrenia”) or 

(“emerg* psychosis”) or  

(“emerg* psychoses”) or  

(“emerg* psychotic”)  

 

(“Pathway* to care”) or  

(“Pathway* to mental health 

care”) or  

(“Pathway* to health care”) 

or  

 (“care pathway*”) or  

(“Mental health service*”) 

or  

(“health service*”) or  

 (“help seeking*”) or 

helpseeking* or  

outreach or  

(“outreach program*”) or  

(“community health 

service*”) or  

(“first hospitalization”) or  

(“psychiatric 

hospitalization”) or 

Recruitment 

 

(“social work*”) or  

(“social casework*”) or  

(“case manag*”) or  

therapist* or 

counselor* or 

counseling or  

clinician* or 

provider* 
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Appendix B: Data Dictionaries 

Appendix B1: Final Data Set with Coding 

Data Element and 

Purpose 

Source Field 

Type 

Field 

Length 

Description  Valid Options 

Eligible 

 

Tracking 

Database 

Numeric 1 Is the service seeker 

eligible 

1 – Yes 

0 – No 

88- Unknown 

Gender 

 

Covariate 

Tracking 

Database 

Numeric 2 The self-reported 

gender of the service 

seeker 

1 – Male 

2 - Female 

88 – Unknown 

D-Female Dummy Numeric 1 Is The gender Female 1 – Yes 

0 – No 

D-Male Dummy Numeric 1 Is The gender Male 1 – Yes 
0 – No 

D-

GenderUnknown 

Dummy 

Reference 

Numeric 1 Is The gender 

unknown 

1 – Yes 

0 – No 

Ethnicity 

 

Covariate 

Tracking 

Database 

Numeric 2 The self-reported 

ethnicity of the 

service-seeker 

0 - Not Hispanic/Latino 

1 - Hispanic/Latino 

88 – Unknown 

D-

EthnicityNonLatin

o 

Dummy 

 

Numeric 1 Is the service-seeker 

ethnicity non Latino 

1 – Yes 

0 – No 

D-EthnicityLatino Dummy 

 

Numeric 1 Is the service-seeker 

ethnicity Latino 

1 – Yes 

0 – No 

D-

EthnicityUnknown 

Dummy 

Reference 

Numeric 1 Is the ethnicity 

unknown 

1 – Yes 

0 – No 

Education  level 

 

Covariate 

Tracking 

Database 

Number 2 The highest level of 

education completed 

obtained through 

self-report by the 
service-seeker 

1 – less than High 

School or GED 

3 - High School 

diploma or General 
Equivalency Degree 

4 - Some College 

5 - College or higher 

77 – Don’t Know 

D-EducationLess 

ThanHighSchool 

Dummy 

 

Number 1 Is the education less 

than high school? 

1 – Yes 

0 – No 

D-EducationHigh 

School 

Dummy 

 

Number 1 Is the education high 

school or GED? 

1 – Yes 

0 – No 

D-EducationSome 

College 

Dummy 

 

Number 1 Is the education some 

college? 

1 – Yes 

0 – No 

D-Education 

College+ 

Dummy 

 

Number 1 Is the education 

college or higher? 

1 – Yes 

0 – No 

D-EducationDont 

Know 

Dummy 

Reference 

Number 1 Is the education 

college or higher? 

1 – Yes 

0 – No 
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Appendix B1:  Final Data Set with Coding (continued) 

Data Element and 

Purpose 

Source Field 

Type 

Field 

Length 

Description  Valid Options 

Race 

 

Covariate 

Tracking 

Database 

Number Long 

Integer 

The self-reported 

race of the service 

seeker. 

1 – White 

2 - Black or African 

American 

4 - Other  

88 – Unknown 

D-RaceWhite Dummy 

 

Number 1 Is the service-seeker 

race White 

1 – Yes 

0 – No 

D-RaceBlack Dummy 
 

Number 1 Is the service-seeker 
race Black 

1 – Yes 
0 – No 

D-RaceOther Dummy 

Reference 

Number 1 Is the service-seeker 

race Other 

1 – Yes 

0 – No 

D-RaceUnknown Dummy 

Reference 

Number 1 Is the race unknown 1 – Yes 

0 – No 

State 

Covariate 

Tracking 

Database 

Numeric Long 

Integer 

Indicates the state 

where the data was 

collected 

1 – Maryland (MD) 

0 – New York (NY) 

Person Making 

Initial Contact  

 

Descriptive 

Analysis 

Tracking 

Database 

Numeric Long 

integer 

This field describes 

the Person Making 

Initial Contact in the 

Construct Definitions 

10 Clinician 

20 Consumer 

30 Family member or 

Friend 

40 Other  

88  Unknown  

Referring 

Organization Type 
 

Covariate 

Derived Numeric Long 

Integer 
The type of 
organization 

affiliated with the 

Person Making Initial 

Contact.  Derived 
from Provider Type 

10 - Case Management 

Services and ACT 
25 - Community 

Organizations and 

Advocacy 

9   - Community Services  

5   - Crisis Response and 

Emergency Services 

7   - Educational System 

16 - Inpatient 

Hospitalization  

21 - Medical Practitioner 

90 - Other 

2   - Outpatient Mental 
Health  

4   - Partial Hospitalization 

(Acute / Short Term) 

13 - Professional 

Organization 

11 - Referral Line 

24 - State and Federal 

Mental Health Agency  
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Appendix B1:  Final Data Set with Coding (continued) 

Data Element and 

Purpose 

Source Field 

Type 

Field 

Length 

Description  Valid Options 

Referring 

Organization Setting 

 

Covariate 

Derived Numeric Long 

Integer 
The setting of the of 
organization 

affiliated with the 

Person Making 

Initial Contact.  

Derived from 

Provider Type 

2   - Outpatient Setting 

16 - Inpatient Setting 

90 - Other  

D-OutpatientSetting Dummy Numeric 1 Is the referring 
organization setting 

Outpatient ? 

1 – Yes 

0 – No 

D-InpatientSetting Dummy Numeric 1 Is the referring 
organization setting 

Inpatient ? 

1 – Yes 

0 – No 

D-OtherSetting Dummy Numeric 1 Is the referring 
organization setting 

Other? 

1 – Yes 

0 – No 

Age for Analysis 

 

Covariate 

Tracking 

Database 

Numeric 2 Contains the age of 

the participant 

Range: 15-35 

 

Minor 

 

Covariate 

Derived Numeric 1 A dichotomous 

variable indicating 

whether or not the 
individual is a 

minor. 

0 – Not a Minor 

1 - Minor 

88 – Unknown 

D-IsMinor 

 

Dummy Numeric 1 Is the service seeker 

a minor? 

1 – Yes 

0 – No 

D-MinorUnknown 

 

Dummy 

Reference 

Numeric 1 Is minor status 

unknown? 

1 – Yes 

0 – No 

Admission 

 

Dependent Variable 

for Specific Aim 4 

and 6  

Derived 

 

Numeric 2 The final disposition 

of the referral.  Data 

from the 

PrescreenOutcomeS

tatus and Final 

Status will be used 

to create this field 

0 – Not Admitted to 

Clinic 

1 – Admitted to Clinic  

Role of Referring 

Professional 
 

Descriptive analysis 

and  

Independent 

Variable 

 

New Numeric Long 

Integer 

The role of the 

referring 
professional 

1 - Prescriber 

3 – Therapist 
4 – Case manager 

5 – Multiple Roles 

90 - Other Role 

 

D-Role Prescriber Dummy Numeric 1 Is the role of the 

initial contact 

Prescriber 

1 – Yes 

0 – No 

D-RoleTherapist Dummy Numeric 1 Is the role of the 

initial contact 

Therapist 

1 – Yes 

0 – No 
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Appendix B1:  Final Data Set with Coding (continued) 

Data Element and 

Purpose 

Source Field 

Type 

Field 

Length 

Description  Valid Options 

D-

RoleCaseManager 

Dummy Numeric 1 Is the role of the 

initial contact Case 

manager 

1 – Yes 

0 – No 

D-

RoleMultipleRoles 

Dummy Numeric 1 Is the role of the 

initial contact 

Multiple Roles 

1 – Yes 

0 – No 

D-RoleOther Dummy 

Reference 

Numeric 1 Is the role of the 

initial contact Other 

1 – Yes 

0 – No 

Profession of Initial 

Contact 

 

Independent 

Variable 

 

Dummy coding: 

New Numeric 2 The profession of 

the individual 

making initial 

contact 

1 - Psychiatrist 

2 - Social Worker 

5 – Multiple 

Professions 

90 – Other Mental 

health Professional 

D-ProfPsychiatrist Dummy Numeric 1 Is the profession of 

the initial contact 

psychiatrist 

1 – Yes 

0 – No 

D-ProfSocial 

Worker 

Dummy Numeric 1 Is the profession of 

the initial contact 
social worker 

1 – Yes 

0 – No 

D-ProfMultiple Dummy Numeric 1 Is the profession of 

the initial contact 

multiple professions 

1 – Yes 

0 – No 

D-ProfOther Dummy 

Reference 

Numeric 1 Is the profession of 

the initial contact 

other 

1 – Yes 

0 – No 

Prescribing Status 

 

Independent 

Variable 

 

Dummy coding: 

Derived Numeric 1 Is the referring 

professional able to 

prescribe 

medications 

1 - Prescriber 

2 – Non Prescriber 

3 – Team of both 

prescribers and non-

prescribers 

D-Prescriber Dummy Numeric 1 Is the profession of 

the initial contact a 

prescriber 

1 – Yes 

0 – No 

D-NonPrescriber Dummy Numeric 1 Is the profession of 
the initial contact 

not able to prescribe 

1 – Yes 
0 – No 

D-TeamPrescribe 

andNon 

Dummy Numeric 1 Is the profession of 

the initial contact a 

team of prescribers 

and non-prescribers 

1 – Yes 

0 – No 
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Appendix B2: Data Elements from Primary Data Source 

Data Element and 

Purpose 

Field 

Name 

Field 

Type 

Field 

Length 

Description  Valid Options 

Initial Contact 

Name 

Tracking 

Database 

Alpha-

numeric 

50 char-

acters 

Indicates the name 

of individual who 

initially contacted 

the program 

regarding the 

service-seeker.   

 Open entry field 

Initial Contact By 
 

Used to derive  

Person Making 

Initial Contact 

 

Tracking 
Database 

Alpha-
numeric 

50 char-
acters 

Indicates the type of 
individual who 

initially contacted 

the program 

regarding the 

service-seeker.   

 Outpatient 
Clinician 

 Inpatient Clinician 

 Emergency Room 

Clinician 

 Consumer 

 Family Member 

 Friend 

 Other - Specify 

Initial Contact By 

Other Specify 

Used to derive  

Person Making 
Initial Contact 

Tracking 

Database 

Alpha 

Numeric 

50 char-

acters 

If the Initial Contact 

By variable is Other 

Specify, this field 

describes the type of 
initial contact 

This is an open entry field.  

Like items may be coded to 

the Person Making Initial 

Contact variable during data 
cleaning. 

Person Making 

Initial Contact  

 

Descriptive Analysis 

Tracking 

Database 

Numeric Long 

integer 

This field describes 

the Person Making 

Initial Contact in the 

Construct 

Definitions 

11 Inpatient Clinician 

12 Outpatient 

Clinician 

13 Emergency Room 

Clinician 

21 Consumer 

31 Family member or 

Friend 

41 Other  

88  Unknown 

Eligible 

 
Dependent Variable 

Tracking 

Database 

Numeric Long 

Integer 

Is the service seeker 

eligible? 

1 – Yes 

0 – No 
88 - Unknown 

Prescreen Outcome 

Status 

 

Used to derive 

Disposition 

 

Tracking 

Database 

Alpha-

numeric 

50 char-

acters 

Indicates the 

outcome of each 

service-seeker 

making contact with 

the program. 

Includes status up 

through admission 

to the specialty 

program 

 Eligibility 

Evaluation or 

Enrollment in 

Progress 

 Refused 

 Not Eligible at 

Prescreen 

 No Response 

 Information 

Provided 
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Appendix B2: Data Elements from Primary Data Source (continued) 

 
Data Element and 

Purpose 

Field 

Name 

Field 

Type 

Field 

Length 

Description  Valid Options 

Final Status 

 

Used to derive 

Disposition 

 

 

Tracking 

Database 

Alpha-

numeric 

255 

char-

acters 

Indicates the final 

disposition of 

service-seekers who 

were admitted into 

the specialty clinic 

 Eligibility 

Evaluation 

Terminated 

 Eligible and Not 

Enrolling 

 Eligible but Clinic 
Full 

 Not Eligible at 

Eligibility 

 Enrolled 

 Baseline 

Terminated 

 Baseline in Process 

 Active & 

Participating 

 Active but Missed 

>= 2 Assessments 

 Complete 

 Admin Removal 

 Withdrawn 

Non Enrollment 

Consent Reason 

Used to derive 

Disposition 

Tracking 

Database 

Numeric Long 

Integer 

Indicates the 

reasons why eligible 

service-seekers 

choose not to enroll 

 10 – Participant 

Refused 

 20 – Lost Contact 

State 

Covariate 

Tracking 

Database 

Numeric Long 

Integer 

Indicates thstate 

where the data was 

collected 

1 – Maryland (MD) 

0 – New York (NY) 

Gender 

 

Covariate 

Tracking 

Database 

Numeric Long 

Integer 

The self-reported 

gender of the 

service seeker 

1 – Male 

2 - Female 

88 - Unknown 

Age for Analysis 
 

Covariate; Used to 

derive Minor 

Tracking 
Database 

Numeric 2 Contains the age of 
the participant at 

referral 

15-35 
88 reflects unknown 

Race 

 

Covariate 

Tracking 

Database 

Numeric Long 

Integer 

The self-reported 

race of the service 

seeker. 

1 – White 

2 - Black or African 

American 

3 - Asian  

4 - American Indian or 

Alaska Native 

5 - Asian Vietnamese 

6 - Native Hawaiian or 

Other Pacific Islander 

7 - Multiple racial 
background 

8 - Other - Specify 

77 – Refused 

88 – Don’t know 

99 - Missing 
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Appendix B2: Data Elements from Primary Data Source (continued) 

 
Data Element and 

Purpose 

Field 

Name 

Field 

Type 

Field 

Length 

Description  Valid Options 

Ethnicity 

 

Covariate 

Tracking 

Database 

Numeric Long 

Integer 

The self-reported 

ethnicity of the 

service-seeker 

0 - Not Hispanic/Latino 

1 - Hispanic/Latino 

88 – Unknown 

Education  level 

 

Covariate 

Tracking 

Database 

Numeric Long 

Integer 

The highest level of 

education 

completed obtained 

through self-report 
by the service-

seeker 

1 - 8th grade or below 

2 - Some High School 

3 - High School 

diploma or General 
Equivalency Degree 

4 - Some College 

5 - College or higher 

77 – Don’t Know 

99 – Missing 
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Appendix B3: Data Elements to be Derived 

Data Element Source Field 

Type 

Field 

Length 

Description  Valid Options 

Referring 

Organization Type 

 

Covariate 

Derived Numeric Long 

Integer 

The type of 

organization 

affiliated with the 

Person Making 

Initial Contact.  

Derived from 
Provider Type 

 

Valid options include: 

10-Case Management Services and ACT 

25-Community Organizations and Advocacy 

9-Community Services  

5-Crisis Response and Emergency Services 

7-Educational System 

16-Inpatient Hospitalization  

21-Medical Practitioner 

90-Other 

2-Outpatient Mental Health  

4-Partial Hospitalization (Acute / Short Term) 
13-Professional Organization 

11-Referral Line 

24-State and Federal Mental Health Agency 

10-Case 

Management 

Services and ACT 

10-Case Management 

Services and ACT  

25-Community 

Organizations / 

Advocacy 

25-Community 

Organizations / Advocacy 

 

9-Community 

Services  

9-Community Services  

5-Crisis Response 

3-Emergency Room  

5-Crisis Response and 

Emergency Services 

 

7-Educational 

System 

7-Educational System 

16-Inpatient - 

General  

17-Inpatient - 
Psychiatric  

18-Inpatient - State  

16-Inpatient Hospitalization  

 

21-Medical / 

General Practitioner 

21-Medical / General 

Practitioner 

 

90-Other 90-Other:  Note that some 

provider types may be 

combined with Other during 

data cleaning 

2-Outpatient Mental 

Health Clinic 

12-Private 

Practitioner 

22-Research Clinic 

2-Outpatient Mental Health 

4-Partial 
Hospitalization  

4-Partial Hospitalization 

  13-Professional 

Organization 

13-Professional 

Organization 

  11-Referral Line 11-Referral Line 

  24-State and Federal 

Mental Health 

Agency 

24-State and Federal Mental 

Health Agency 
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Appendix B3:  Data Elements to be Derived (continued) 

Data Element and 

Purpose 

Source Field 

Type 

Field 

Length 

Description  Valid Options 

Disposition 

Full 

Descriptive Analysis  

Derived 

 

Numeric 2 The final disposition 

of the referral.  Data 

from the 

PrescreenOutcomeSt

atus and Final Status 

will be used to create 
this field 

New field options are 

indicated below: 

 

 

Valid options include: 

10 – Declined 

20 – Not Eligible 

30 – No Response 

40 – Eligible and not Enrolled 

50 – Admitted to Clinic 

  PrescreenOutcomeSt

atus:  

 

  - Refused 10 – Declined 

  - Not Eligible at 

Prescreen 

20 - Not Eligible 

  - No Response 30 - No Response 

 

  - Information 
Provided 

Records with a 

PrescreenOutcomeStatus of 

Information Request Only 
will be dropped from the 

analysis 

  Final Status:  

  - Eligibility 

Evaluation 

Terminated 

- Baseline 

Terminated 

10 - Declined 

 

10 - Declined 

    - Eligible but Clinic 
Full Enrolled 

40 - Eligible and Not 
Enrolled 

    - Baseline 

Terminated 

- Active & 
Participating 

- Active but Missed 

>= 2 Assessments 

10 - Declined 

50 - Admitted to Clinic 

50 - Admitted to Clinic 

    Non Enrollment 

Consent Reason 

 

    - 10 – Participant 

Refused 

- 20 – Lost Contact 

10 – Declined 

30 - No Response 
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Appendix B3:  Data Elements to be Derived (continued) 

Data Element and 

Purpose 

Source Field 

Type 

Field 

Length 

Description  Valid Options 

Admitted 

 

Dependent Variable 

for Specific Aim 4 

and 6  

Derived 

 

Numeric 2 The final status of 

an eligible referral 

indicating whether a 

service-seeker was 

admitted to the 

clinic.   
Data from the 

PrescreenOutcomeS

tatus and Final 

Status will be used 

to create this field 

New field options are 

indicated below: 

 

 

Valid options include: 

0 – Not Admitted to the Clinic 

1 – Admitted to Clinic 

  PrescreenOutcomeS

tatus:  

 

  - Refused 0 – Not Admitted to 

Clinic 

  - Not Eligible at 

Prescreen 

 

  - No Response  

  - Information 

Provided 

Records with a Prescreen 

Outcome Status of 

Information Request will be 

dropped from the analysis 

  Final Status:  

  - Eligibility 

Evaluation 

Terminated 

- Baseline 
Terminated 

0 – Not Admitted to 

Clinic  

 

0 – Not Admitted to 

Clinic 

    - Eligible but 

Clinic Full 

Enrolled 

0 – Not Admitted to 

Clinic 

    - Baseline 
Terminated 

- Active & 

Participating 

- Active Missed 

>= 2 Assessmts. 

0 – Not Admitted to 

Clinic  

1 - Admitted to Clinic 
1 - Admitted to Clinic 

    Non Enrollment 

Consent Reason 

 

    - 10 – Participant 
Refused 

- 20 – Lost 

Contact 

0 – Not Admitted to Clinic  
0 – Not Admitted to Clinic 

Minor 

 

Covariate 

Derived Numeric 1 A dichotomous 

variable indicating 

whether or not the 

individual is a 

minor. 

If Age for Analysis variable 

is <18, this will be set to 1 

(Yes).  If the Age for 

Analysis variable is >=18, 

then this will be set to 0 
(No). 
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Appendix B4: New Data Elements as Originally Collected 

Data Element and 

Purpose 

Source Field 

Type 

Field 

Length 

Description  Valid Options 

Role of Referring 

Professional 

 

Descriptive analysis 

and  

Independent Variable 
 

New Numeric Long 

Integer 

The role of the 

referring professional 

2 - Administrator 

3 - Therapist 

4 - Doctor - Psychiatrist 

5 - Advocate 

6 - Discharge 

Coordinator 
7 - Professor 

8 - Case Manager 

9 - Medical Coder 

10 - Doctor - General 

Practitioner 

11 - Investigator 

12 - Research Staff 

13 - Other Direct Care 

14 - Other  

88 – Unknown 

Profession of Initial 

Contact 
 

Independent Variable 

 

New Numeric Long 

Integer 

The profession of the 

individual making 
initial contact 

1 - Psychiatrist 

2 - Social Worker 
3 - Psychologist 

4 – Other Masters level 

Counselor 

5 - General Practitioner 

6 - Nurse 

11 - Other 

88 - Unknown 
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Appendix C: Partialized Results for Aims 1-4 

Specific Aim 1a. Provider Roles  

  n % χ
2
(df)

 a
 

Role of Referring Individual    

 Prescriber 69 21.6 21.875 (4)** 

 Therapist 70 21.9  

 Case Manager/Therapist 77 24.1  

 Other Mental Health 73 22.8  

 Other Role 31 9.7  

* p < .05;  ** p < .001 

 
 Prescriber Therapist Case manager/ 

Therapist 

Other Mental 

health 

Prescriber     

Therapist χ2 (1, n=139) = .007, 

p = .932) 

   

Case 
manager/ 

Therapist 

χ2 (1, n=146) = .438, 
p = .508) 

χ2 (1, n=147) = .333, 
p = .564) 

  

Other Mental 

health 

χ2 (1, n=142) = .113, 

p = .737) 

χ2 (1, n=143) = .063, 

p = .802) 

χ2 (1, n=150) = .107, 

p = .744) 

 

Other Role χ2 (1, n=100) = 

14.440, p = .000) 

χ2 (1, n =101) = 

15.059, p = .000 

χ2 (1, n =108) = 

19.593, p = .000 

χ2 (1, n =104) = 

16.962, p = .000 

 

  n % χ
2
(df)

 a
 

Social Work Roles    

 Social Work Role 147 45.9 2.113 (1) 

 Non Social Work Role 173 54.1  

 

Specific Aim 1b. Professions  

  n % χ
2
(df)

 a
 

Profession of Referring Individual    

 Psychiatrist 83 25.9 23.175 (3)** 

 Social Worker 114 35.6  

 Multidisciplinary Team  60 18.8  

 Other 63 19.7  

* p < .05;  ** p < .001 
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 Psychiatrist Social worker Multi disp team 

Psychiatrist    

Social Worker χ
2
(1, n = 197) = 

4.878. p = .027 

  

Multidisciplinary 

Treatment team 
χ

2 
(1, n=143) = 

3.699, p = .054) 

χ
2
(1, n = 174) = 

16.759, p = .000 

 

Other χ
2 
(1, n=146) = 

2.740, p = .098 

χ
2
(1, n = 177) = 

14.695, p = .000 

χ
2
(1, n = 123) = 

.073, p = .787 

 

  n % χ
2
(df)

 
 

Prescribing Status    

 Prescribing 88 27.5 67.975 (2)** 

 Non-prescribing 174 54.4  

 Team of Both 58 18.1  

* p < .05;  ** p < .001 

 
 Prescribing Non-Prescribing 

Prescribing   

Non-Prescribing χ
2
 (1, n=262) = 28.229, 

p=.000 

 

Teams of both  χ
2
 (2, n=146) = 6.164, 

p=.013. 

χ
2
 (1, n=232) = 58.000, 

p=.000 

 

Specific Aim 1c. Organizational Characteristics 

Organization Characteristics of Referring Individuals  

  n % χ
2
(df) 

State    
 Maryland 178 55.6 4.050 (1) 

 New York 142 44.4  

p=.044 

 

  

Referral 
Received 
(n=320) 

χ
2
(df)    n % 

Organizational Setting    

 Outpatient Mental Health 167 52.2 119.819 (2)** 
 Inpatient Mental Health 137 42.8  

 Other Setting 16 5.0  
*p<.05, **p<.001 
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 Outpatient Inpatient 

Outpatient   

Inpatient χ
2
 (1, n=304) = 2.961, 

p=.085 

 

Other χ
2
 (1, n=153) = 95.693, 

p=.000 

χ
2
 (1, n=183) = 124.596, 

p<.000 
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Specific Aim 2: Distribution of Professional Designations and Organizational Roles 

2a 

χ
2
 (12, n=320) = 470.557, p = .000. 

Profession 

 

Prescriber Therapist 

Case 

Manager 

Other Mental 

Health Other Total 

χ2 for cells >5 

Psychiatrist 64 2 0 5 12 83 35.579** (1) 

Social Worker 0 40 62 8 4 114 40.218** (2) 

Multi-disciplinary Team 2 1 1 56 0 60 N/A 

Other provider 3 27 14 4 15 63 5.607 (2) 

χ2(df) for cells >5 N/A 2.522 (1) 30.316 (1)** 22.224 (1)** .333 (1)   

Total 69 70 77 73 31 320  

*p<.05; **p<.001 

 

2b 

Distribution of Professional Designations and Organizational Settings 

χ
2
 (6, n=320) = 42.546, p < .001 

Profession Inpatient Outpatient Other Setting Total 

χ2 (df=2) 

for Inpatient 

and Outpatient 

Psychiatrist 25 53 5 83 42.024** 

Social Worker 62 45 7 114 41.737** 

Multidisciplinary 

Team 

39 20 1 60 3.814 

Other Profession 11 49 3 63 24.067* 

χ2(df) for cells >5 41.563 (3)** 13.698 (3)** 5.000 (3)   

Total 137 167 16 320  

*p<.05; **p<.001 

 

Psychiatrist Outpatient Settings to Inpatient settings: χ
2
 (1, n=78) = 10.051, p < .05.   

Social worker Outpatient Settings to Inpatient settings: χ
2
 (1, n=107)=2.701, p > .05.   

Multidisciplinary Outpatient Settings to Inpatient settings: χ
2
 (1, n=59) = 6.119, p > .05.   

Other profession Outpatient Settings to Inpatient settings: χ
2
 (1, n=60) = 7.356, p<.05 

 

Inpatient Settings 
 Psychiatrist Social worker Multidisp Team 

Psychiatrist    

Social Worker χ2 (1, n=87) = 15.736, 
p<.001 

  

Multidisp Team χ2 (1, n=64) = 3.063, 

p>.05 

χ2 (1, n=99) = 6.313, 

p < .05 

 

Other MH χ2 (1, n=36) = 5.444, 

p<.05 

χ2 (1, n=73) = 

35.630, p<.001 

χ2 (1, n=48) = 14.083, 

p<.001 
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Outpatient Settings 
 Psychiatrist Social worker Multidisp Team 

Psychiatrist    

Social Worker χ
2
 (1, n=98) = .653, 

p>.05 

  

Multidisp Team χ2 (1, n=75) = 12.813, 

p < .001 

χ2 (1, n=67) = 7.896, 

p < .05 

 

Other MH χ2 (1, n=102)=.157, 

p=.692 

χ2 (1, n=94)=.170, p 

= .680 

χ2 (1, n=71) = 10.268, 

p<.05 

Other Settings:  no differences found across professions.   

2c 

Relationships between Prescribing Status and Organizational Setting 

χ
2
 (4, n=320) = 22.048, p < .001. 

  Organizational Setting  χ2(df) for 

cells >= 5 Prescribing Status  Inpatient Outpatient Other Total 

Prescribing   25 58 5 88 48.841(2)** 

Non-prescribing   73 91 10 174 62.379(2)** 

Team of Both   39 18 1 58 7.737(1) 

χ2(df) for cells >5 26.686 (2) ** 48.012 (2) ** 1.667(1)   

Total  137 167 16 320  

 

Prescribers 

 Inpatient Outpatient 

Inpatient   

Outpatient χ
2
 (1, n=83) = 13.120, p<.001  

Other Insufficient sample Insufficient sample 

 

Non Prescribers 

 Inpatient Outpatient 

Inpatient   

Outpatient χ
2
 (1, n=164)=1.976, p>.05  

Other χ
2
 (1, n = 83) = 47.819, p < 

.001 

χ
2
 (1, n=101) = 64.960, p < 

.001 

 

Team of both Prescribers and Non Prescribers 

 Inpatient Outpatient 

Inpatient   

Outpatient χ
2
 (1, n=57), p>.05  

Other Insufficient sample Insufficient sample 
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Inpatient Settings 

 Prescribing Non Prescribing 

Prescribing   

Non Prescribing χ
2
 (1, n=98) = 23.510, p<.001  

Team of both χ
2
 (1, n=64)=3.063, p>.05 χ

2
 (1, n=110) = 11.782, p<.01 

 

Outpatient Settings 

 Prescribing Non Prescribing 

Prescribing   

Non Prescribing χ
2
 (1, n=147) = 11.435, p<.01  

Team of both χ
2
 (1, n = 75) = 12.813, p < 

.01 

χ
2
 (1, n=116) = 44.690, p<.001 

 

Other Settings:  insufficient sample to assess 

 

2d 

Relationships between Referring Role and Organizational Setting 

χ
2
 (8, n=320) = 190.108, p = .033 

  Organizational Setting  χ2(df) for 

cells >= 5 Setting  Inpatient Outpatient Other Total 

Prescriber 25 44 0 69 5.232(1)* 

Therapist 0 68 2 70 N/A 

Case Manager 73 4 0 77 N/A 

Other Mental Health Role 38 24 11 73 14.986(2)** 
Other Role 1 27 3 31 N/A 

χ2(df) for cells >=5 27.191 (2) ** 30.006 (3) ** N/A   

Total 137 167 16 320  

 

Other mental health roles  

 Inpatient Outpatient 

Inpatient   

Outpatient χ
2
 (1, n=62)=3.161, p=3.161  

Other χ
2
 (1, n=49) = 14.878, p<.001 χ

2
 (1, n=35) = 4.829, p < .05 

 

Inpatient 
 Prescriber Therapist Case manager Other MH 

Role 

Prescriber     

Therapist Insufficient sample    

Case Manager χ2 (1, n=98) = 23.510, 

p<.001 

Insufficient 

sample 

  

Other MH Role χ2 (1, n=63)=2.683, p 
= .101 

Insufficient 
sample 

χ2 (1, n=111) = 
11.036, p<.01 

 

Other Role Insufficient sample Insufficient 

sample 

Insufficient sample Insufficient 

sample 
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Outpatient 
 Prescriber Therapist Case manager Other MH Role 

Prescriber     

Therapist χ2 (1, n=112) = 5.143, 
p<.05 

   

Case Manager Insufficient sample Insufficient 

sample 

  

Other MH Role χ2 (1, n=68) = 5882, 

p<.05 

χ2 (1, n=92) = 

21.043, p<.001 

Insufficient 

sample 

 

Other Role χ2 (1, n=71) = 4.070, 

p<.05 

χ2 (1, n=95) = 

17.695, p<.001 

Insufficient 

sample 

χ2 (1, n=51)=.176, 

p = .674 

 

Distribution of referrals across Social Work Role and Organizational Setting 

χ
2
 (2, n=320) = 10.717, p < .01.   

 Setting 

Total χ2(df=2) Inpatient Outpatient  Other 

Non social work role 64 95 14 173 57.931** 

Social work role 73 72 2 147 67.633** 

χ2(df=1) .591 3.168 9.000*   

Total 137 167 16 320  

*p<.05; **p<.001 

 

Non-social work role referred from outpatient settings more than inpatient settings, χ
2
 (1, 

n=159) = 6.044, p < .05  

No difference in social work role referred from outpatient settings more than inpatient 

settings, χ
2
 (1, n=145) = .007, p = .934  
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Specific Aim 3a 

Relationships between Organizational Role and Eligibility 

χ
2
 (4, n=169)=6.058, p=.195 

 Eligible    

Role No Yes Total χ2(df=1) p= 

Prescriber 22 20 42 .095 .758 
Therapist 26 15 41 2.951 .086 

Case Manager 19 25 44 .818 .366 

Other Mental Health  15 7 22 2.909 .088 

Other 13 7 20 1.800 .180 

χ2(df=4) 5.789 17.081*    

p= .215 .002    

Total 95 74 169   

* p < .05 

Eligible 
 Prescriber Therapist Case manager Other MH Role 

Prescriber     

Therapist χ2 (1, n = 48)=.333, 

p = .564 

   

Case Manager χ2 (1, n = 41)=.220, 

p = .639 

χ2 (1, n = 45)=1.089, 

p = .297 

  

Other MH 

Role 

χ2 (1, n = 37)=1.324, 

p = .250 

χ2 (1, n = 41)=2.951, 

p = .086 

χ2 (1, n = 34)=.471, 

p = .493 

 

Other Role χ2 (1, n = 35)=2.314, 

p = .128 

χ2 (1, n = 39) =                  

4.333, p = .037 

χ2 (1, n = 32)=1.125, 

p = .289 

χ2 (1, n = 28)=.143, 

p > .705 

Ineligible not evaluated in detail because not significant between groups. 
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Relationships between Social Work Role and Eligibility 

χ
2
 (1, n=169), p > .05 

 Eligible   

Role No Yes Total χ2(df=1) 

Social Work Roles 45 40 85 .588 

Non Social Work Roles 50 34 84 3.048 

χ2(df=1) .268 .485   

Total 95 74 169  

* p < .05 

Specific Aim 3b 

Relationships between Professional Designation and Eligibility 

χ
2
 (3, n=169) = 1.163, p > .05 

 Eligible 

Total 

χ2(df=1) for 

cells >5 No Yes 

Psychiatrist 27 21 48 0.750 

Social Worker 36 31 67 0.373 

MultidisciplinaryTreatment Team 8 8 16 0.000 

Other Provider 24 14 38 1.684 

χ2(df=3) for cells >5 17.404** 15.187* 32.018**  

Total 95 74 169  

*p<.05, **p<.001 

 

Relationships between Prescribing Status and Eligibility 

χ
2
 (2, n=169), p > .05 

 Eligible   

Prescribing status No Yes Total χ2(df=1)  

Prescriber 27 23 50 .320 

Non Prescriber 60 44 104 2.462 

Team of Both 8 7 15 .067 

χ2(df=2) 43.726** 27.919**   

Total 95 74 169  

*p<.05, **p<.001 
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Eligible 

 Prescribing Non Prescribing 

Prescribing   

Non Prescribing χ
2
 (1, n=67) = 6.582, p < .05  

Team of both χ
2
 (1, n=51) = 26.843, p < .001 χ

2
 (1, n=51) = 26.843, p < .001 

 

Not Eligible 

 Prescribing Non Prescribing 

Prescribing   

Non Prescribing χ
2
 (1, n=87) = 12.517, p < .001  

Team of both χ
2
 (1, n=67) = 6.582, p < .05 χ

2
 (1, n=68) = 39.765, p < .001 

 

Specific Aim 3c. 

Relationships between Gender and Eligibility 

Fisher’s Exact test: no differences (p > .05).   
 Eligible   

Gender No Yes Total χ2(df=1)  

Male 56 48 104 .615 

Female 28 26 54 .074 

χ2(df=1) 9.333* 6.541*   

Total 84 74 158  

*p<.05 

 

Relationships between Race and Eligibility 

Pearson chi-squared no differences existed across race and eligibility (p > .05). 
 Eligible   

Race No Yes Total χ2(df=1)  

White 6 16 22 4.545* 
Black 13 31 44 7.364** 

Other 4 27 31 17.065** 

χ2(df=2) 5.826 4.892   

Total 23 74 97  

*p<.05, **p<.001 
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Relationships between Ethnicity and Eligibility 

Fisher’s Exact test: no differences, p >.05. 
 Eligible   

Ethnicity No Yes Total χ2(df=1)  

Non-Hispanic or Latino 20 58 78 18.513** 

Hispanic or Latino 2 16 18 10.889* 

χ2(df=2) N/A 37.500**   

Total 22 74 96  

*p<.05, **p<.001 

 

 

Relationships between Minor Status and Eligibility 

Fisher’s Exact test: (p<.05) 
 Eligible   

Minor Status No Yes Total χ2(df=1)  

Non-Minor 52 63 115 1.052 

Minor 21 11 32 3.125 

χ2(df=2) 13.164** 35.541**   

Total 73 74 147  

 

 

Relationships between Education Level and Eligibility 

Pearson chi-squared, χ
2
 (3, n=105) = 9.355, p=.025   

 Eligible    

Education Level No Yes Total χ2(df=1)  p= 

Some High School 17 20 37 .243  
Completed High School or Equivalency 5 9 14 2.462  

Some College 6 31 37 19.703**  

Completed College (Bachelors) 3 14 17 7.118*  

χ2(df=2) 15.323* 14.541*    

p= .002 .002    

Total 31 74 105   
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Ineligible 

 Some H/S Complete H/S Some College 

Some H/S    

Complete H/S χ
2
 (1, n = 22) = 6.545, 

p=.011 

  

Some College χ
2
 (1, n = 23) = 5.261, 

p=.022 

χ
2
 (1, n = 11)=.091, 

p=.763 

 

College + χ
2
 (1, n = 20) = 9.800, 

p=.002 

Insufficient cell size Insufficient cell size 

 

Eligible 

 Some H/S Complete H/S Some College 

Some H/S    

Complete H/S χ
2
 (1, n = 29) = 4.172, 

p=.041 

  

Some College χ
2
 (1, n = 51)=2.373, 

p = .123 

χ
2
 (1, n = 40) = 

12.100, p=.001 

 

College + χ
2
 (1, n = 20) = 9.800, 

p=.002 

χ
2
 (1, n = 23)=1.087, p 

= .297 

χ
2
 (1, n = 45) = 6.422, 

p=.011 

 

Relationships between Setting and Eligibility 

χ
2
 (2, n=169) = 8.375, p<.05. 

 Eligible χ2(df=1) 

for cells >5 Setting No Yes 

Inpatient  28 38 1.515 

Outpatient  61 33 8.340* 

Other  6 3 1.0  

χ2(df) for cells >5 48.400 (2)** .352 (1)  

Total 95 74  

*p<.05; **p<.001 
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Not Eligible 

 Outpatient Inpatient 

Outpatient   

Inpatient χ
2
 (1, n=89) = 12.236, 

p<.001 

 

Other χ
2
 (1, n=67) = 24.362 

p<.001  

χ
2
 (1, n=34) = 24.362 

p<.001 

 

Eligible 

 Outpatient Inpatient 

Outpatient   

Inpatient χ
2
 (1, n=71) =2.449, 

p=.118  

 

Other Insufficient sample Insufficient sample 

 

Relationships between Role and Admission 

χ
2
 (4, n=74), p>.05.    

 Admission  Total χ2(df=1) for 

cells >5 Not 

Admitted  

Admitted  

Prescriber 3 17 20 N/A 

Therapist 5 10 15 1.667 

Case Manager 1 24 25 N/A 

Other Mental Health Role 3 4 7 N/A 

Other 2 5 7 N/A 

χ2(df=3) for cells >5 N/A 5.765   

Total 14 60 74  

*p<.05 
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Relationship between Social Work Role and Admission 

χ
2
 (1, n=74), p>.05. 

 Admitted  Total χ2(df=1) 

Yes No 

Social Work Role 6 34 40 9.529* 

Non Social Work Role 8 26 34 19.600** 

χ2(df=3) .286 1.067   

Total 14 60 74  

*p<.05, **p<.001 

 

 

Relationships between Professional Designation and Admission 

χ
2
 (3, n=74) = .128, p>.05. 

 Admitted 

Total 

χ2(df=1) for 

cells >5 No Yes 

Psychiatrist 3 18 21 10.714** 

Social Worker 5 26 31 14.226** 
MultidisciplinaryTreatment Team 4 4 8 0.000 

Other Provider 2 12 14 7.143* 

χ2(df=3) for cells >5 1.429 17.333** 15.838**  

Total 14 60 74  

*p<.05, **p<.001 

 

For individuals admitted to the clinic 

 Psychiatrist S/W Multidisp 

Psychiatrist    

S/W χ
2
 (1, n=44) = 

1.455; p=.228  

  

Multidisp  Insufficient cell 

size 

Insufficient cell size  

Other MH χ
2
 (1, n=30) = 

1.200. p=.273 

χ
2
 (1, n=38) = 

5.158, p=.023 

Insufficient cell size 
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Relationships between Prescribing Status and Admission 

χ
2
 (2, n=74), p>.05. 

 Admitted 

Total 

χ2(df=1) for 

cells >5 No Yes 

Prescribing 4 19 23 9.783* 

Non-prescribing 7 37 44 20.455** 

Team of Both 3 4 7 N/A 

χ2(df=3) for cells >5 N/A 27.300**   

Total 14 60 74  

*p<.05, **p<.001 

 

 

Admitted 

 Prescribing Non Prescribing 

Prescribing   

Non Prescribing χ
2
 (1, n=56) = 5.786, p < .05  

Team of both Insufficient sample χ
2
 (1, n=41) = 5.158, p < .05 

 

 

Relationships between Gender and Admission 

Fisher’s Exact test: no differences (p>.05). 
 Admitted   

Gender No Yes Total χ2(df=1)  

Male 10 38 48 16.333** 

Female 4 22 26 12.462** 

χ2(df=1) 2.571 4.267*   

Total 14 60 74  

*p<.05 
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Relationships between Race and Eligibility 

Pearson chi-squared: no differences (p>.05).   
 Eligible   

Race No Yes Total χ2(df=1)  

White 3 13 16 6.250* 

Black 8 23 31 7.258* 

Other 3 24 27 16.333** 

χ2(df=2) 3.571 3.700   

Total 14 60 74  

*p<.05, **p<.001 

 

 

Relationships between Ethnicity and Admission 

Fishers-Exact Test, p>.05 
 Eligible   

Ethnicity No Yes Total χ2(df=1)  

Non-Hispanic or Latino 11 47 58 6.250* 

Hispanic or Latino 3 13 16 14.541* 

χ2(df=2) 4.571* 19.267**   

Total 14 60 74  

*p<.05, **p<.001 

 

 

Relationships between Minor Status and Admission 

Fisher’s Exact test: no differences (p>.05). 
 Admission   

Minor Status No Yes Total χ2(df=1)  

Non-Minor 13 50 63 21.730** 

Minor 1 10 11 7.364* 

χ2(df=2) 41.506** 26.667**   

Total 14 60 74  
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Relationships between Education Level and Admission 

Pearson chi-squared: χ
2
 (3, n=74), p>.05. 

 Admission   

Education Level No Yes Total χ2(df=1)  

Some High School 3 17 20 9.800* 

Completed High School or Equivalency 4 5 9 .111 

Some College 6 25 31 11.645* 

Completed College (Bachelors) 1 13 14 10.286* 

χ2(df=3) 3.714 13.867*   

Total 14 60 74  

 

Admitted 

 Less than H/S H/S or GED Some College 

1 - Less than H/S    

3 - H/S or GED χ
2
 (1, n=21) = 

6.545, p<.05 

  

4 - Some College χ
2
 (1, n=42) = 

1.524 (N.S.) 

p=.217 

χ
2
 (1, n=30) = 

13.333, p<.001 

 

5 - College + χ
2
 (1, n=30) 

=.533 (N.S.) 

p=.465 

χ
2
 (1, n=18) = 

3.556 (N.S.) 

p=.059 

χ
2
 (1, n=38) = 

3.789 (N.S) 

p=.052 

 

Relationships between State and Admission 

Fisher’s Exact Test:  differences in fit existed between admission and program state (p<.05). 
 Admission   

State No Yes Total χ2(df=1)  

Maryland 12 30 42 7.714* 

New York 2 30 32 24.500** 

χ2(df=2) 4.985* .000   

Total 14 60 74  
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Relationships between Setting and Admission 

χ
2
 (2, n=74) = 8.420, p<.05. 

Setting 

Admitted 

Total 

χ2(df=1) 

for cells >5 No Yes 

Inpatient  3 35 38 N/A 

Outpatient  10 23 33 7.000* 

Other Setting 1 2 3 N/A 

χ2(df) for cells >5 N/A 30.700(2)**   

Total 14 60 74  

*p<.05; ** p<.001;  

 

Admitted 

 Outpatient 

Outpatient  

Inpatient χ
2
 (1, n=58)=2.483, 

p>.05 

Other Setting and Not Admitted: insufficient sample 
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Appendix D: Descriptive Statistics of Variables in Final Data Set 

Eligible 

 n*  % 

Not Eligible 95  29.7 

Eligible 74  23.1 

     Total Valid 169  52.8 

     Missing 151  47.2 

*n=169 

 

Gender 
 n* % 

Male 185 57.8 

Female 82 25.6 

     Total Valid 267 83.4 

     Missing 53 16.6 

*n=320 

 

Ethnicity 
 n* % 

Not Hispanic / Latino 96 30.0 

Hispanic / Latino 18 5.6 

     Total Valid 114 35.6 

     Missing 206 64.4 

*n=320 

 

Education Level 
 n* % 

Less than High School or GED 48 15.0 

High School Diploma or GED 15 4.7 

Some College 44 13.8 

College or higher 20 6.3 

     Total Valid 127 39.7 

     Missing 193 60.3 

*n=320 
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Appendix D: Descriptive Statistics of Variables in Final Data Set (continued) 

Race 
 n* % 

White 26 8.1 

Black 58 18.1 

Other 31 9.7 

     Total Valid 115 35.9 

     Missing 205 64.1 

*n=320 

 

State 
 n* % 

MD 178 55.6 

NY 142 44.4 

*n=320 

 

Referring Organization Type 
 n* % 

Outpatient Mental Health 136 42.5 

Partial Hospitalization (Acute / Short Term) 7 2.2 

Crisis Response and Emergency Services 11 3.4 

Educational System 7 2.2 

Case Management Services and ACT 3 .9 

Referral Line 8 2.5 

Inpatient Hospitalizations 138 43.1 

State and Federal Mental Health Agency 3 .9 

Community Organizations and Advocacy 2 .6 

Self 5 1.6 

*n=320 

 

Only two types or organizations contained more than 5% of service seekers:  

Outpatient Treatment and Inpatient Treatment. As a result, the provider types were collapsed 

to three categories:  Outpatient, Inpatient, and Other, as described in the table below.   
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Appendix D: Descriptive Statistics of Variables in Final Data Set (continued) 

Consolidation of Organization Type to Organization Setting 

Original Organization Type Consolidation 

Action 

Final Organization Setting 

Name n % Name N % 

Outpatient Mental 

Health 

137 42.8 Retain 

Outpatient  167 52.2 

Partial Hospitalization 7 2.2 

Move to 

outpatient 

mental health 

Crisis Response and 

Emergency Services 

11 3.4 

Educational System 7 2.2 

Case Management 

Services and ACT 

5 1.3 

Inpatient 

Hospitalization 
137 43.1 Retain Inpatient  137 42.8 

Other 5 1.6 Retain 

Other 16 5.0 

Website and Referral 

Line 

7 2.2 

Move to Other 

State and Federal 

Mental Health Agency 

2 .6 

Community 

Organizations and 

Services 

2 .6 

 

Referring Organization Setting used in Final Analysis 
 n* % 

Inpatient  137 42.8 

Outpatient  167 52.2 

Other 16 5.0 

*n=320 

 

Minor 
 n* % 

No 177 55.3 

Yes 53 16.6 

     Total Valid 230 71.9 

     Missing 90 28.1 

*n=320 
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Appendix D: Descriptive Statistics of Variables in Final Data Set (continued) 

Role of Referring Professional: Data Initially Collected 
 n* % 

Prescriber 69 21.6 

Administrator 18 5.6 

Therapist 70 21.9 

Case Manager / Discharge Coordinator 14 4.4 

Case Manager / Therapist 63 19.7 

Researcher 10 3.1 

Other Mental Health Role 73 22.8 

Other 3 .9 

*n=320 

 

Roles were initially assigned to describe the work activities of the referring 

individuals.  The table below describes how original roles were collapsed.   

Consolidation of Roles 

Original Role 

Consolidation Action 

Final Role 

Name n % Name N % 

Prescriber 69 21.6 Retain Prescriber 69 21.6 

Therapist 70 21.9 Retain Therapist 70 21.9 

Case Manager / 

Discharge 

Coordinator 

14 4.4 Combine with Case Manager 

/ Psychoeducator 

Case Manager   77 24.1 

Case Manager / 

Psychoeducator 

63 19.7 Combine with Case Manager 

/ Discharge Coordinator 

Other Mental Health 

Provider Role 

73  Retain Other Mental 

Health Role 
73 22.8 

Administrator 18 5.6 Move to Other 

Other 31 9.7 Researcher 10 3.1 Move to other 

Other 3 .9 Retain 
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Appendix D: Descriptive Statistics of Variables in Final Data Set (continued) 

Role of Referring Professional: Consolidated Categories used in  Analsysis 
 n* % 

Prescriber 69 21.6 

Therapist 70 21.9 

Case Manager / Therapist 77 24.1 

Other Mental Health Role 73 22.8 

Other 31 9.7 

*n=320 

 

Profession of Initial Contact:  Data Initially Collected 
 n* % 

Psychiatrist 83 25.9 

Social Worker 114 35.6 

Psychologist 30 9.4 

Multidiscip Treatment Team w/ SW 55 17.2 

Other Masters level Counselor 4 1.3 

Non Professional MH worker in S/W 

role (e.g. case mgr; d/c coord) 

15 4.7 

Nurse 14 4.4 

Multidiscip Treatment Team w/o SW 5 1.6 

*n=320 

 

Professions were initially assigned using the education and licensure levels of each 

referring individual. Table 9 describes how original professions were collapsed.  The final 

professions were used in subsequent analyses.  
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Appendix D: Descriptive Statistics of Variables in Final Data Set (continued) 

Consolidation of Professions 

Original Profession Consolidation 

Action 

Final Profession 

Name n % Name N % 

Psychiatrist 83 25.9% Retain Psychiatrist 83 25.9% 

Social Worker 114 35.6% Retain Social Worker 114 35.6% 

Multidisciplinary 

Treatment Team 

w/ SW 

55 17.2% Rename Multi-

disciplinary team 

Multi-disciplinary 

Treatment Team  
60 20.3% 

Multidisciplinary 

Treatment Team 

w/o SW 

5 1.6% Move to Multi-

disciplinary team  

Other Masters 

level Counselor 

4 1.3% Move to Other 

Other 63 19.7% 
Non Professional 

MH worker 

15 4.7% Move to Other 

Nurse 14 4.4% Move to Other 

Psychologist 30 9.4% Move to Other 

 

 

Profession of Initial Contact:  Consolidated Categories 
 n* % 

Psychiatrist 83 25.9 

Social Worker 114 35.6 

Multidiscip Treatment Team 60 18.8 

Other MH Professional in SW role 

(LCPC, Nurse, Bachelors level) 

63 19.7 

*n=320 

 

Prescribing Status 
 n* % 

Prescribing 88 27.5 

Non-prescribing 174 54.4 

Team of Both 58 18.1 

*n=320 
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Appendix D: Descriptive Statistics of Variables in Final Data Set (continued) 

Disposition  

 n*  % 

Declined 58  18.1 

No Response 107  33.4 

Admitted to Clinic 60  18.8 

Not Eligible 95  29.7 

*n=320 

 

Admitted 

 n*  %  

Not Admitted to Clinic 14  18.9  

Admitted to Clinic 60  81.1  

*n=74 

 

Age at Referral 

Descriptives 

 

 
Statistic Std. 

Error 

Mean 21.39 .349 

95% Confidence Interval 

for Mean 

Lower Bound 20.70  

Upper Bound 22.08  

5% Trimmed Mean 21.00  

Median 20.00  

Variance 28.090  

Std. Deviation 5.300  

Minimum 10  

Maximum 44  

Range 34  

Interquartile Range 6  

Skewness 1.279 .160 

Kurtosis 2.353 .320 

Kolmogorov Smirnov = .142 (230) p < .001 
Shapiro-Wilk = .913 (230) p < .001 

 

 

Appendix D: Descriptive Statistics of Variables in Final Data Set (continued) 
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Figure:  Histogram for Age at Referral 
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Appendix E:  Missing Value Analyses 

 

Table: Missing Demographic Data for Service-Seekers with Eligibility Evaluations 

 Missing Valid  

N N % 

Ethnicity 73 43.2% 96 

Race 72 42.6% 97 

Education Level 64 37.9% 105 

Minor 22 13.0% 147 
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Appendix F:  Assumption Checking for Regression Analyses 

Table: Specific Aim 5  

Correlation Matrix of Eligibility Evaluated Service Seekers - Tests for Multicollinearity 

of Demographic Variables 

 
 Gender Race Ethnicity Minor Education Age Role Profession Prescriber State Setting 

Race V=.091           

Ethnicity Φ=.056 V=.675          

Minor rb =.159 rb = .014 rb =.028         

Education  rb = .000 rb = .014 rb = -.012 rs= -.598**        

Age rpb =.000 rb = -.080 rpb =-.134 rb =-.571** rb =.590**       

Role V= .205 V=.137 V=.162 rb =-.061 rb =.112 rb=.083      

Profession V=.139 V=.225 V=.226 rb =.065 rb =-.047 rb=-.023 V=.303**     

Prescriber V=.133 V=.135 V=.108 rb = .045 rb = -.010 rb =-.002 V=.304** V=1.0**    

State Φ=.083 V=.517** V=.432** rb = -.133 rb = .128 rpb =.192* V=.215* V=.432** V=.408**   

Setting V=.105 V=.221 V=.165 rb = .007 rb = -.012 rb =-.046 V=.766** V=.203* V=.129 V=.097  

Eligible Φ=.019 V=.218 V=.221* rb = -.168 rb = .284* rpb =-.024 V=.288* V=.083 V=.041 Φ=-.010 V=.288** 

* p<.05; **p<.001 

 

rs = Spearman’s rho 

V = Cramer’s V 

ϕ = Phi 

rpb =Point biserial 

rb = Biserial 
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Table: Specific Aim 6  

Correlation Matrix of Eligible Service Seekers - Tests for Multicollinearity of 

Demographic Variables 

 
 Gender Race Ethnicity Minor Education Age Role Profession Prescriber State Provider 

Race V=.045           

Ethnicity Φ=.026 V=.693**          

Minor rb =.090 rb = .043 rb =.057         

Education  rb = .044 rb = -.052 rb = -.069 rs = -.557*        

Age rpb =.118 rb = -.121 rpb =-.157 rb =-.593** rb =.685**       

Role V=.090 V=.205 V=.121 rb =.012 rb =.037 rb=.017      

Profession V=.304 V=.244 V=.256 rb =.012 rb =.037 rb=-147 V=.394**     

Prescriber V=.302* V=.152 V=.119 rb =.124 rb =-.008 rb =-.055 V=.344* V=1.000**    

State Φ=.215 V=.472** V=.403** rb =-.058 rb =.088 rpb =.134 V=.236 V=.590** V=.521**   

Setting  V=.080 V=.329* V=.145 rb =-.146 rb =.080 rb =.080 V=.663** V=.213 V=.156 V=156  

Admission Φ=.066 V=.166 V=.002 rb =.105 rb =.037 rpb =-.022 V=.291* V=.277 V=.277 Φ=.282* V=.337* 

* p<.05; ** p<.001 

 

rs = Spearman’s rho 

V = Cramer’s V 

ϕ = Phi 

rpb =Point biserial 

rb = Biserial 

 

  



 

229 

Appendix G: Summary of Findings by Specific Aim 

Specific Aim Relationship Results 

Aim 1: Describe the proportion of service seekers by the referring individuals’: 

Aim 1a. 

organizational role 

 

-- There was no difference in distribution of referred service-seekers across 

roles, with the exception of the “other role: category which had fewer 

service seekers referred than any other category. 

Aim 1b. 
professional 

designation  

-- Social workers referred the most individuals, followed by Psychiatrists.  
There was no difference in the distribution of referrals between 

Psychiatrists and Multidisciplinary Treatment Teams.  Professionals 

categorized as “Other Non-Prescribing Mental Health Professionals” 

referred fewer service seekers than any other category of professionals. 

Non-prescribing mental health professionals referred the most service 

seekers, compared to prescribers and teams of both.  There was no 

difference in the distribution of referrals received between prescribers 

and teams of both prescribers and non-prescribers 

Aim 1c. 

organizational 

setting  
 

-- There was no difference in distribution of referrals received from 

outpatient settings and inpatient settings.  More individuals were 

referred from both inpatient and outpatient settings than other settings 
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Appendix G: Summary of Findings by Specific Aim (continued) 

Specific Aim Relationship Results 

Aim 2. Describe the relationship between the organizational roles and professional designations of 

referring individuals by: 
 
2a. Professional Designations and Organizational Roles 

 

 Strong 

association 

(V=.700)   

Prescribing psychiatrists were the highest referring profession and role 

combination, followed closely by social workers in case management 

roles.   

 

Psychiatrists predominantly referred from prescribing roles, 

multidisciplinary treatment teams primarily referred from other mental 
health treatment roles, and social workers referred from therapist or case 

management roles, or other roles.   

 

Prescribers were usually psychiatrists, with a few nurse practitioners.  

Therapists were usually social work or other mental health professionals.  

Case managers were predominantly social workers.  Other mental health 

provider roles were primarily multidisciplinary treatment teams.  Other 

provider roles were primarily psychiatrists or other mental health 

professionals. 

 

2b. Professional Designations and Organizational Setting 

 
 

 

Modest 

association 

(V=.258) 

Social workers in inpatient settings were the highest referring profession 

and setting combination. 

By Profession: Psychiatrists generally referred from outpatient settings.  

For social workers and multidisciplinary treatment teams, there were no 

differences in the distribution of service seekers referred between 

inpatient and outpatient settings.  Other mental health providers referred 

primarily from outpatient settings. 

By Setting: More referrals from inpatient settings came from social 

workers than any other profession. Inpatient psychiatrists and 

multidisciplinary treatment teams referred more individuals than other 

mental health professions. Psychiatrists and social workers referred the 
most individuals in outpatient settings with no difference in distribution 

between the two.   

 

2c. Prescribing Status and Organizational Setting 

 

 

Modest 

association 

(V=.152) 

Non-prescribing professionals in outpatient mental health settings were 

the highest referring prescribing type and setting combination. 

By Prescribing Status: Prescribers most often referred from outpatient 

mental health settings.  Non-prescribing professionals and teams of both 

prescribers and non-prescribers  referred with similar distributions from 

outpatient and inpatient settings.   

By Setting: Referrals from inpatient settings came primarily from non-

prescribing professionals than prescribers or teams of prescribers and 
non-prescribers.  No difference between prescribing and team.  Referrals 

from outpatient settings also came primarily from non-prescribing 

professionals than prescribers or teams of prescribers and non-

prescribers.  No difference between prescribing and team. Could not 

evaluate other settings due to limited distribution of service-seekers. 
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Appendix G: Summary of Findings by Specific Aim (continued) 

Specific Aim Relationship Results 

Aim 2. Describe the relationship between the organizational roles and professional designations of 

referring individuals by: (continued) 
2d. Organizational Role and Organizational Setting 

 

 Strong association 

(V=.545)  

Case managers in inpatient settings were the highest referring role 

and setting combination. 

By Role: Prescribers and therapist most often referred from 

outpatient settings.  Case managers referred from inpatient 

settings.  Other mental health roles referred from both inpatient 

and outpatient settings, and other roles referred from outpatient 

settings. 

By Setting: Most outpatient referrals came from therapists, 

followed by prescribers, then other mental health roles.  Most 
inpatient referrals came from case managers, followed by 

prescribers and therapists 

 

2e. Social Work Role and Organizational Setting 

 

 Modest 

association 

(V=.183) 

By Role: Professionals in non social work roles referred most from 

outpatient settings.   

 

By Setting: Professionals in social work roles referred most from 

inpatient settings. 
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Appendix G: Summary of Findings by Specific Aim (continued) 

Specific Aim Relationship Results 

 

Aim 3. Compare eligibility status of each service-seeker based on: 
 
Aim 3a. the Organizational Role of the Referring Individuals 

 

All Roles No 

association 

(V, p > .05) 

Prescribers (29%), therapists (24%), and case managers (26%) referred 

the most service seekers that had eligibility evaluated.   

 

By Role: There were no differences in eligible and ineligible referrals for 

any role. 

 
By Eligibility: No difference across roles for number of referrals with 

eligibility evaluations, ineligible individuals or eligible individuals.  The 

only exception is that therapists referred more eligible service seekers 

than other roles. 

 

Aim 3a. the Organizational Role of the Referring Individuals (continued) 

Social Work Roles No 

association 

(ϕ, p > .05) 

Social work and non-social work roles referred a comparable number of 

service-seekers 

By Role: There were no differences in eligible and ineligible referrals for 

any role. 

By Eligibility: No difference between social work roles and non-social 

work roles in number of  

 referrals with eligibility evaluations.   

 ineligible individuals.   

 eligible individuals.  

 

Aim 3b. the Professional Designation of the Referring Individuals 

 

All Professions No 

association 

(V, p > .05) 

Social workers (40%)  referred the most service-seekers that had 

eligibility evaluated  

By Eligibility: There was no evidence of differences in eligible and 

ineligible referrals for any profession. 

By Profession: Social workers referred more eligible and ineligible 
individuals than any other profession. Psychiatrists and other providers 

referred comparable amounts of ineligible referrals.  Psychiatrists 

referred more eligible individuals than other providers.  

Multidisciplinary teams referred the fewest eligible and ineligible 

individuals 

Prescribing Status No 

association 

(V, p > .05) 

Non-prescribing professionals (62%)  referred the most service-seekers 

that had eligibility evaluated, followed by prescribers (30%) then teams 

of both (15%).  

By Eligibility: There were no differences in eligible and ineligible 

referrals for any prescribing status. 

By Prescribing Status: Non-prescribing professionals referred more 
ineligible and eligible service seekers than prescribing professionals or 

teams of both.  Prescribers referred more eligible and ineligible service-

seekers than teams of both. 
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Appendix G: Summary of Findings by Specific Aim (continued) 

Specific Aim Relationship Results 

Aim 3. Compare eligibility status of each service-seeker based on: (continued) 

 
Aim 3c. their Demographic Characteristics 

 

Gender No 

association 

(ϕ, p > .05)) 

By Eligibility: No difference between number of eligible and ineligible 

referrals for any gender 

By Gender: More eligible and ineligible males were referred than 

females 

Race No 

association 

(V, p > .05) 

By Eligibility: Service-seekers of all races were more likely to be 

eligible than ineligible. 

By Race: Eligible and ineligible service seekers were equally likely to be 

any race. 

Ethnicity No 

association 
(ϕ, p > .05) 

By Eligibility: Service-seekers of all ethnicities were more likely to be 

eligible than ineligible. 
By Ethnicity: Eligible and ineligible service seekers were more likely to 

be non-Hispanic or Latino. 

Age No 

difference   

(t, p > .05) 

No differences existed in mean age between eligible and ineligible 

individuals. 

Minor Status Small 

association       

(ϕ = -.168) 

By Eligibility: No difference between number of eligible and ineligible 

referrals for minors or non minors.  Minors may be more likely to be 

ineligible if sample of minors were increased. 

By Minor Status: More eligible and ineligible non-minors were referred 

than minors 

Education Level Modest 
association     

(V = .298) 

By Eligibility: Service-seekers with some college education or a 
bachelors degree were more likely to be eligible than ineligible. 

By Education Level: Ineligible individuals were most likely to have less 

than a high school diploma or equivalency. Eligible individuals were 

most likely to have some high school or some college education. 

Aim 3d. their Referring Organization Characteristics  

 

State No association (ϕ, p 

> .05) 

No differences existed between states within eligibility or 

eligibility within state.  

Setting Modest association     

(V = .223) 

By Eligibility: There were no differences in eligibility for 

service-seekers referred from inpatient or other settings.  

Service-seekers referred from Outpatient settings more often 

ineligible than eligible. 
By Setting: Ineligible individuals were more likely to be 

referred from Outpatient settings than inpatient settings. There 

was no evidence of differences between inpatient and 

outpatient settings for eligible individuals. 

 



 

234 

Appendix G: Summary of Findings by Specific Aim (continued) 

Specific Aim Relationship Results 

Aim 4. Explore the admission status of each service seeker based on: 

Aim 4a. the Organizational Role of the Referring Individual 

 

All Roles No association (V, p 

> .05) 

By Role: There were no differences in admission for therapist 

roles.  Insufficient not admitted cell sizes prevented analyses 

for prescribers, case managers, other mental health roles, and 
other roles. 

By Admission: Case managers referred the most admitted 

service-seekers to the program.  Insufficient cell sizes across 

roles prevented analysis of distribution differences within 

ineligible service-seekers by role.  

 

Social Work Roles No association (V, p 

> .05) 

By Role: There were no differences in admission status 

between roles. 

By Admission: No difference in the distribution not admitted 

or admitted service-seekers between social work roles and 

non-social work roles  
 

Aim 4b. the Professional Designation of the Referring Individual 

 

All Professions No 

association 

(V, p > .05) 

By Admission: Individuals referred by psychiatrists, social workers or 

other providers were more likely to be admitted.  There were no 

differences in admission for individuals referred by multidisciplinary 

treatment teams. 

By Profession: Differences across professions within not admitted 

individuals were unable to be analyzed due to cell sizes. Social workers 

referred the most admitted individuals.  Psychiatrists and other providers 

followed with similar admission counts.  Multidisciplinary treatment 
teams referred fewer admitted individuals than any other professional 

group. 

 

Prescribing Status No 

association 

(V, p > .05) 

By Admission: Both prescribers and non-prescribers were more likely to 

refer admitted than not admitted individuals.  Differences in admission 

for teams of both prescribers and non-prescribers could not be evaluated 

due to low cell sizes.  

By Prescribing Status: Differences in prescribing status for not admitted 

individuals could not be assessed due to low cell sizes. Non-prescribing 

professionals referred more admitted service seekers than prescribing 

professionals. 
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Appendix G: Summary of Findings by Specific Aim (continued) 

Specific Aim Relationship Results 

Aim 4. Explore the admission status of each service seeker based on: (continued) 

Aim 4c. Explore the admission status of each service-seeker based on their demographic characteristics 

Gender No 

association 

(ϕ, p > .05) 

By Admission: Both male and female service seekers were more likely to 

be admitted than not. 

By Gender: More admitted individuals were males; there was no 
difference between males and females for not admitted service seekers, 

but this may be attributed to the small sample size. 

Race No 

association 

(ϕ, p > .05) 

By Admission: Service-seekers of all races were more likely to be 

admitted than not. 

By Race: Admitted and not admitted service seekers were equally likely 

to be any race. 

Ethnicity No 

association 

(ϕ, p > .05) 

By Admission: Service-seekers of all ethnicities were more likely to be 

admitted than not. 

By Ethnicity: Admitted and not admitted service seekers were equally 

more likely to be non-Hispanic or Latino. 

Age No 
difference   

(t, p > .05) 

No differences existed in mean age between admitted and not admitted 
individuals. 

Minor Status No 

association 

(ϕ, p > .05) 

By Admission: Both minor and non-minor eligible service seekers were 

more likely to be eligible than ineligible.  

By Minor Status: More admitted and not admitted referrals were more 

likely to be non-minors. 

Education Level No 

association 

(ϕ, p > .05) 

By Admission: Service-seekers with some high school, some college 

education or a bachelor’s degree were more likely to be admitted than 

not.  Individuals with high school diploma or equivalency with no 

additional college education were equally likely to be admitted or not-

admitted. 

By Education Level: There was no evidence of differences between 
education levels for individuals not admitted to the program; however, 

the small cell size may prevent differences from being detected. 

Admitted individuals were more likely to have less than a high school 

diploma or some college than individuals with a high school diploma or 

equivalency.  

Aim 4d. their Referring Organization Characteristics 

 

State Modest 

association 

(V = .282) 

By Admission: Service-seekers referred from both states were more 

admitted than not. 

By State: Not admitted individuals were more likely to come from 

Maryland than New York.  There was no difference between states for 
admitted individuals.  

Setting Modest 

association 

(V = .338) 

By Admission: Service-seekers referred from inpatient and outpatient 

settings were more admitted than not.  Low cell sizes prevented 

evaluation of differences in admission for other settings. 

By Setting: There were not differences detected between inpatient and 

outpatient stings for not admitted or admitted individuals.  Low cell 

sizes for not admitted individuals may prevent differences from being 

detected between referrals from inpatient and outpatient settings 
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Appendix G: Summary of Findings by Specific Aim (continued) 

Specific Aim Relationship Results 

Aim 5. Explore how service-seeker eligibility may be influenced by the organizational role and 

professional designation of the referring individual, as well as the referring organization setting, 
state, and service-seeker demographic features. 

 
Social work and 

Minor 

Nagelkerke 

r2=.308 

Individuals with college education were more likely to be eligible than 

those with no college education 

Individuals from outpatient settings were less likely to be eligible than 

those referred from non-outpatient settings. 

 
Social work and 

Age 

Nagelkerke 

r2=.308 

Individuals with college education were more likely to be eligible than 

those with no college education 

Individuals from outpatient settings were less likely to be eligible than 

those referred from non-outpatient settings. 

 

Non-prescribing 

profession 

N/A Unable to fit model  

Aim 6. Explore how service-seeker admission may be influenced by the organizational role and 

professional designation of the referring individual, as well as the referring organization setting, 
program state, and service-seeker demographic 

 
Social work and 

Minor 

Nagelkerke 

r2=.335 

Individuals referred from inpatient settings were more likely to be 

admitted than service seekers from other settings, 

Individuals referred from New York were more likely to be admitted 
than individuals referred from Maryland.   

 

Social work and 

Age 

Nagelkerke 

r2=.346 

Individuals referred from inpatient settings were more likely to be 

admitted than service seekers from other settings, 

Individuals referred from New York were more likely to be admitted 

than individuals referred from Maryland.   

 

Non-prescribing 

profession 

Nagelkerke 

r2=.419 

Individuals with a high school education that had no college were 

slightly less likely to be admitted than individuals without a high school 

diploma. 

Individuals referred from New York were more likely to be admitted 

than service seekers from Maryland. 
Individuals referred by non-prescribing professions were more likely to 

be admitted than individuals referred from non-prescribing professions 

or teams of both prescribers and non-prescribers. 

 



 

237 

Appendix H: Pathway to Care by Profession - Referral Source to Early Intervention 

Services 
 # Social Work Roles   General ER / Police /  Family/   

Authors Contacts  Actuala  Potentialb  Possiblec Medicald  Psychiatrye Hospital 

Psych. 

ER Justice  Religious Friend Self f Other 

Addington et 

al. 2002 194 32 63 95 44 20 --- 63 3 7 25 --- --- 

  16.49% 32.47% 48.97% 22.68% 10.31%  32.47% 1.55% 3.61% 12.89%   

Burnett et al. 

1999 98 1 15 16 47 1 8 6 22 3 --- --- --- 

  1.02% 15.31% 16.33% 47.96% 1.02% 8.16% 6.12% 22.45% 3.06%    

Chiang et al. 

2005 67 8 5 13 3 6 --- 5 --- 35 --- 10 --- 

  11.94% 7.46% 19.40% 4.48% 8.96%  7.46%  52.24%  14.93%  

Chong et al. 

2005a 324 6 --- 6 101 --- --- --- 71 --- --- 146 --- 

  1.85%  1.85% 31.17%    21.91%   45.06%  

Chong, 

Mythily, & 

Vema, 2005b 109 3 --- 3 24 --- --- --- 36 16 --- 26 4 

  2.75%  2.75% 22.02%    33.03% 14.68%  23.85% 3.67% 

Cole et al. 

1995 --- --- --- --- --- --- --- --- --- --- --- --- --- 

              

Fuchs & 

Steinert, 2004 66 9 34 43 7 26 8 --- --- --- --- 16 --- 

  13.64% 51.52% 65.15% 10.61% 39.39% 12.12%     24.24%  

Lincoln et al. 

1998 --- --- --- --- --- --- --- --- --- --- --- --- --- 

              

Norman et al. 

2004 110 11 54 65 16 29 --- 54 --- --- --- --- --- 

  10.00% 49.09% 59.09% 14.55% 26.36%  49.09%      

Total Across 

Studies 958 70 171 241 242 82 16 128 132 61 25 198 4 

  7.31% 17.85% 25.16% 25.00% 8.56% 1.67% 13.36% 13.78% 6.37% 2.61% 20.67% 0.42% 
a includes community or school counselor, psychologist, social worker or psychosocial contact facility 
b includes mental health professionals, psychiatric services, and emergency / psychiatric hospitals  
c includes social work plus potential social work roles  
d includes general practitioners, physicians and domiciliary visits 
e includes psychiatrist, psychiatric services, mental health professionals 
f includes self- referrals with families in attendance by family 
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Appendix I: RAISE Referral Worksheet and Sample Screening and Referral 

Diagram 

 
Date:       Completed By:       
 

Name of Caller:      Phone:      

 

How is the caller related to the person being referred?        

 

Referral Source?           

 

*Presenting Problem: 

 

 

 

 

 

 

Psychotic Symptom(s) Approximate Date of Onset 

  

  

  

 

Person to call for Initial Contact:   Relationship:     

 

Phone number(s):           

 

Medical Insurance:            

 

Name:    Address:       Phone: 

             

DOB:   Age    Education Level:   

    (15-35)         

Gender:    Marital Status:    SSN: 



 

239 

Referral / Screening Form for:        
 

Current Treatment  

 Name / Clinic Phone 

Psychiatrist 

 

  

Therapist 

 

  

Primary Care /General Pract. 

 

  

Agency Involvement 

 

  

 

Current Diagnosis  

 

Axis I: 

 

Axis II: 

 

Axis III: 

 

Medications  

Psychotropic Medications  

Medication Dose/ 

Frequency 

Purpose Start date  Stop Date / 

current 

     

     

     

     

 

Somatic Medications  

Medication Dose/Frequency Purpose 

   

   

   

 

Additional Medications/Supplements:            
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Referral / Screening Form for:        
 

Additional Information: 
Previous hospitalizations or outpatient treatment/dates (psych or medical – obtain consent to 

release info.):  

 
 

 

 
 

Medical Disorders (r/o if functional disability) 

 
 

 

 

 
Serious Head Injury (consider r/o if Loss Of Conciousness (LOC) and no clear CT) 

 

     LOC    No   Yes  CT Scan:   No

   Yes 

         Results: 

 

 
 

Seizure Disorder (r/o) 

 
 

 

 

Mental Retardation (r/o IQ <70) / Learning Disabilities / Special Education History:    
 

 

 
 

Drug/Alcohol Abuse (current / past) (consider r/o with extensive history of drugs that cause 

neurological damage (i.e. methamphetamines, crack cocaine, alcohol): 
 

 

 

 
Homicidal/Suicidal Behaviors:   

 

 
 

 

 

Risk of violence (including property damage):   
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Referral / Screening Form for:        
 

 

Legal issues / probation or parole (get duration) /court ordered to treatment (exclude if court 

ordered):  
 

 

 

 
 

 

Family History of Mental Illnesses 
 

 

 

 
 

 

Additional Notes:  
 

 

 
 

 

 

 
 

 

*Request copies of the following information: 
 Psychological and Psychosocial Evaluations 

 Physical Exam Records 

 Neurological Screens 
 Lab Work 

 Toxicology Screens 

 Imaging Reports (x-rays; CT scan; MRI) 
 Discharge Paperwork 

 

  

 

Disposition: 

 Information Only 
 Referred to RAISE  

 Not Accepted 

 

Reason not accepted: 
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Screening and Referral Diagram from Maryland  
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Glossary 

Clinical High Risk:  Prior to experiencing acute psychosis, some individuals can be 

categorized at Clinical High Risk (CHR) for psychosis because they experience 

attenuated psychotic symptoms (Miller et al., 2002; Yung et al., 1996).  

Symptoms that are precursors to psychosis may include an extended history of 

difficulties with attention, recent history of cognitive decline, social withdrawal, 

high levels of depression, decrease in functioning, and attenuated psychotic 

symptoms (White et al., 2006; Yung, Phillips, Yuen, & McGorry, 2004). 

Disposition: The final status of each service-seeker that describes the outcome of their 

contact with the specialty service clinic. Valid options include: Declined, No 

Response, and Admitted to Clinic. 

First Episode Psychosis: The initial incident where individuals experience symptoms of 

psychosis that surpass Clincal High Risk meet threshold for psychosis as defined 

by the DSM-IV TR (APA, 2000) 

Pathway to Care:  “the sequence of contacts with individuals and organizations prompted 

by the distressed person’s efforts and those of his or her significant others, to seek 

help” (Rogler & Cortes, 1993, p. 555).  “  

Person Making Initial Contact: The type of individual making the initial contact with one 

of the specialty clinics.  Valid options include: Clinician, Consumer, Family 

Member or Friend, and Other. 

Referring Organization Type:  The type of organization affiliated with a Person Making 

Initial Contact.  Organization types are defined by the purpose and mission of the 

organization, as well as the services provided as applicable.  

Referring Profession: Professional designation of individuals who facilitate contact with 

a specialty clinic on behalf of a potential client.  This exists only when the Person 

Making Initial Contact is a clinician.   

Referring Role:  The organizational role of individuals who facilitate contact with a 

specialty clinic on behalf of a potential client.  This is exists only when the Person 

Making Initial Contact is a clinician.   

Service-Seekers:  Individuals who are seeking services for early psychosis from one of 

the two specialty clinics. 
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