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Abstract
This study aimed to explore clinician roles and experiences related to the implementation and sustainability of coordinated 
specialty care (CSC) programs for first episode psychosis. Qualitative interviews were conducted with 20 CSC providers 
and team members, recruited from five CSC programs. Using a semi-structured guide, interviews explored experiences with 
the delivery of CSC in the context of community-based outpatient mental health agencies and the challenges with imple-
mentation. Interviews were audio recorded, transcribed, and analyzed using thematic analysis. Themes were parsed into two 
overarching categories, provider, and organizational-level factors, and further distilled into subthemes which interacted with 
one another to form an interacting web of barriers to successful programmatic implementation for CSC programs. Study 
findings have important implications for development of future policy for financing mental health agencies, the creation of 
additional materials, supports for the model, and hiring and retention of staff for future implemented CSC programs.
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Introduction

In the U.S., early intervention for first episode psychosis 
(FEP) comes in the form of coordinated specialty care (CSC) 
and utilizes a multidisciplinary team to deliver psychother-
apy, supported education and employment, case manage-
ment, family education and support, and low dose antipsy-
chotic medication (Mueser et al., 2015; Wright et al., 2019). 
Findings from Recovery After An Initial Schizophrenia 

Episode (RAISE) studies and the real-world implementation 
of CSC in various states have demonstrated the improvement 
of psychiatric and functional outcomes following involve-
ment in CSC among individuals with FEP (Bello et al., 
2017; Kane et al., 2016; Oluwoye et al., 2020). Supported 
by federal funding (e.g., mental health block grant, Early 
Psychosis Intervention Network), CSC programs in the U.S. 
have proliferated to 114 programs in 36 states with the num-
ber only continuing to expand in the past five years (“Coor-
dinated Specialty Care in First Episode of Psychosis Could 
Improve Outcomes Long Term,” 2017). Although CSC 
programs continue to propagate, implementation of CSC 
remains relatively understudied (Durlak & DuPre, 2008).

Implementation research points to characteristics at the 
community-, provider- and organizational-level that are 
important to understanding whether components of a pro-
gram are administered as intended and whether the inte-
gration of a program occurred effectively (Dixon & Patel, 
2020; Durlak & DuPre, 2008; Lobb & Colditz, 2013; Nilsen, 
2015). Previous studies identified that at the program- or 
organizational-level, staffing, caseload, climate, and finan-
cial sustainability are key to understanding the implementa-
tion of evidence-based programs in mental health agencies 
and potential modifications to implementation strategies 
used to integrate the program and components of program 
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(Aarons et al., 2012; Belling et al., 2011; Hoge et al., 2013; 
Mancini et al., 2009). Specific to CSC, several barriers 
have been identified to impact the expansion of CSC in the 
U.S., these include financing, workforce development (i.e., 
training for providers), and community activation (i.e., out-
reach and referrals) (Dixon, 2017). Yet, there are relatively 
few studies that have sought to understand and address 
these barriers in a systematic way in order to improve the 
implementation of CSC (Powell et al., 2021). Of the lim-
ited research in this area, results have focused primarily on 
organizational-level characteristics (e.g., financial sustain-
ability) and have largely used quantitative methods through 
the use of process data (Bao et al., 2021; Mascayano et al., 
2019; Smith et al., 2019).

To address this gap in current literature, the present study 
utilized qualitative methods to further our understanding of 
facilitators and barriers to implementing CSC in community-
based mental health agencies. Given that CSC providers are 
positioned to engage with clients, the broader community, 
and administrators, this qualitative study explored provider 
experiences and perspectives on community, provider, and 
program/organizational- level factors related to the imple-
mentation of CSC.

Methods

Setting

Providers from five CSC programs implemented in outpa-
tient mental health agencies in the Pacific Northwest, U.S., 
were asked to participate in semi-structured interviews. Of 
the five CSC programs, three were located in urban areas and 
two were located in rural-serving communities. As described 
elsewhere, CSC team members consist of a multidiscipli-
nary team that generally includes a program director, a sup-
ported employment and education specialist, an individual 
therapist, a family therapist, a medical provider, and a case 
manager to deliver the multiple components included in a 
CSC model (Oluwoye et al., 2020). Furthermore, all CSC 
programs participate in initial onboarding training to support 
implementation and continuous technical assistance which 
includes monthly Extension for Community Healthcare 
Outcomes (ECHO) sessions (e.g., individual tele-educa-
tion, and case consultations with implementation experts) 
and monthly outcome monitoring and data quality meetings. 
The current study was part of a larger program evaluation 
study and approved by the Washington State Institutional 
Review Board.

Participants

A purposeful sampling approach was used, as CSC provid-
ers would provide specific in-depth information about the 
implementation of CSC within their agency, as well as pro-
vide perspective of interacting with service users and men-
tal health administrators (Palinkas et al., 2015). Eligibility 
criteria was limited to providers who were ≥ age of 18 and 
those who had been employed and provided services through 
CSC for ≥ 2 months. The two-month cut off was designated 
to ensure providers both completed their position training 
and engaged with clients for at least one month prior to the 
interview. To recruit providers from CSC programs, research 
staff emailed details of the study to providers employed at 
the five CSC program. Separate follow up meetings were 
held with program directors to provide an additional over-
view of the study’s purpose and answer questions in an effort 
to encourage additional team members to participate in the 
study. Newly hired team members were also informed of the 
study and pre-scheduled for an interview within 2–3 months 
of employment start date. Participant recruitment occurred 
from August 2017 through December 2019.

Procedures

Telephone-based interviews were conducted with partici-
pants using a semi-structured interview guide. Interview 
questions with participants were centered on implementa-
tion, sustainability, and program improvement. For example, 
participants were asked questions including: “Which aspects 
of the program have been most difficult to implement,” “Are 
there additional program needs which you believe the cur-
rent program does not address?” and “Can you think of 
any additional trainings which you would need to be suc-
cessful?” Participants were prompted for more information 
when appropriate to ensure breadth and depth of responses. 
The average duration of interviews was 41 min. Interviews 
were digitally recorded and transcribed verbatim, with all 
identifying information removed to maintain participant 
confidentiality.

Qualitative Analyses

A thematic analysis approach was used to analyze the tran-
scribed data (Braun & Clarke, 2006). The four authors inde-
pendently reviewed and coded transcripts line by line using 
open coding to generate general key concepts, for example 
negative program implementation, stigma, and community 
outreach. To enhance rigor and reduce bias, the first, third, 
and fourth authors, two with experience of working with 
CSC and a social work researcher, met to develop an initial 
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coding scheme and subsequent meetings were used to refine 
the codebook for the remaining transcripts, which were 
coded by the first two authors (Fereday & Muir-Cochrane, 
2006). Transcripts were then imported into NVivo 12, a 
qualitative software used to assist in the organization of 
qualitative data, and recoded (QSR International Pty Ltd, 
2018). The first two authors met regularly to discuss codes, 
and along with the fourth author major themes were identi-
fied and exemplar quotes were identified and used to illus-
trate themes.

Results

Participant Characteristics

A total of 20 CSC providers were recruited and participated 
in telephone-based interviews. The mean age of participants 
was 36.80 (SD = 12.95; range 24–60 years) and most par-
ticipants were female (n = 12, 60%). Most participants were 
non-Hispanic white (n = 8; 40%), six (30%) participants 
identified as Hispanic, one (5%) participant identified as 
Asian, and five chose not to identify their race or ethnicity. 
While participants represented various roles in CSC, most 
participants were supported education and employment spe-
cialists (n = 6; 30%), followed by program directors (n = 5; 
25%), individual therapists (n = 5; 25%), medication provid-
ers (n = 2; 10%), case manager (n = 1; 5%) and family thera-
pist (n = 1; 5%). Of the 20 participants, four (20%) served in 
dual positions, which generally consisted of some combina-
tion of program director and family or individual therapist. 
On average participants had 13.80 months (SD = 12.30) of 
experience working within a CSC program. Based on the 
geographical location of CSC programs, 35% (n = 7) of pro-
viders were located in rural communities.

Barriers and Facilitators to Program Implementation

Findings revealed that factors or characteristics that 
impacted implementation of CSC in community-based out-
patient mental health agencies could be categorized into two 
overarching themes: provider-level, and organizational-level.

Provider–Staff Level Factors

Service Delivery

Several participants expressed concerns about self-efficacy, 
specifically their ability to successfully perform duties 
related to their roles in the program. Barriers to self-efficacy 
included competing expectations between the CSC program 
and the larger mental health agency (e.g., number of pub-
lic, private, and uninsured clients accepted into the program 

given capacity limits), the ability to accomplish goals given 
the workload, and time spent traveling due to geographi-
cal limitations, as noted by one Supported Education and 
Employment Specialist:

“Some of the barriers, in my role anyway, is finding 
that balance between being able to get out and see 
employers and build rapport with them as well as 
being available for my clients that might need a little 
bit more help and need to meet with them twice a week 
rather than once a week.” (Supported Education and 
Employment Specialist, Site 1)

Participants shared positive sentiments about the compre-
hensiveness of the treatment modules, though they noted a 
lack of services or treatment modules focused on substance 
use. Several participants mentioned that a substance use 
dedicated role in CSC would significantly improve services. 
Many participants also stated that the vocational services 
(i.e., supported education and employment) were the easiest 
services to implement and were often used to engage clients. 
Participants noted that this was likely because education 
and employment needs often preceded treatment needs and 
were consequently less stigmatized than other CSC services 
that were more mental health focused. Consequently, this 
engagement and rapport building allowed for them to link 
clients to other services offered and increase overall client 
engagement. To further support families and improve the 
family engagement, participants recommended the inclusion 
of a family peer advocate. Overall, participants indicated 
that flexibility in both professional roles and treatment com-
ponents better facilitated CSC service delivery and better 
supported client need. Some components, however, were 
perceived to be more challenging and as contributing to cli-
ent disengagement. For example, one participant noted that 
the program’s emphasis on recovery and resilience and tim-
ing at times does not necessarily allow for rapport building 
especially upon entry into the program when a client may 
not be at that stage.

“Using the model can be a bit challenging sometimes 
especially because you want to be able to build rapport 
and going right off the bat with talking about recov-
ery and resilience doesn’t work for a lot of people and 
that’s how its set up, and that’s kind of challenging.” 
(Individual Therapist, Site 2)

Demands on Time

Participants noted that balancing workload and expectations 
against the time to complete assigned duties within a work-
day or week was challenging. Participants mentioned the 
expectations at the larger network programmatic level (i.e., 
measurement delivery, data entry) were time consuming and 
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considered participation in routine outcome monitoring and 
overarching evaluation as research and beyond their scope 
of work as providers soley focused on treatment delivery.

“Tracking every phone call, every in-person contact, 
every appointment throughout the entire team for 
every client every week, that’s really hard to keep up 
with. ‘Cause I have to go through all our psych consult 
things and – or all our EHR stuff and yeah, it’s pretty 
time consuming some of it.” (Individual Therapist, 
Site 1)

While mobility and service provision in the community 
as opposed to merely in office can be perceived as a strength 
of CSC, it also impacts time for service delivery. Partici-
pants cited travel time as reducing both the amount of time 
they had to deliver direct services and the number of clients 
they served in day. Clients served, however, did benefit from 
lengthy car rides during which providers and clients could 
develop stronger therapeutic alliance and build rapport.

“The hard part with New Journeys (CSC) is it’s a lot 
of driving. A lot of transportation that is needed….
so that can be like 4 hours of time that I’m blocked 
out to complete that task. And that, that’s hard when 
I’m like held to a standard of direct service hours for 
my other side of the program… [but] I love driving 
clients. That’s the one thing I found also is that rap-
port building during that time is phenomenal” (Case 
Manager, Site 2)

Training and Continuous Consultation

Participants described the initial trainings, which include 
role specific trainings and measurement and data quality, as 
being effective in preparing them to implement the program. 
They also found utility in continued monthly trainings with 
the implementation research team.

“[The ECHO clinics and monthly director consulta-
tions are] a good chance to, one, just kind of be able to 
communicate with the other teams like a whole team. 
And you know, they provide an education piece as a 
part of the ECHO clinic and then we do case review. 
It’s definitely helpful to be able to hear what other peo-
ple are doing in their area and the challenges they’ve 
had and what they’ve done to try and overcome them. 
And to get input from other people about other options 
or attempts. You know? So those are probably the two 
best supportive consultation training things we have 
going on, for me at least.” (Program Director/Family 
Therapist/Individual Therapist, Site 4)

Participants indicated trainings facilitated program suc-
cess, though they desired additional trainings at both the 

community and provider levels. At a community-level, par-
ticipants mentioned additional training on how to better pre-
sent psychosis to various community organizations and how 
to engage hard-to-reach populations. At the provider-level, 
participants spoke about their own self-care and strategies 
to mitigate burnout. Other trainings which participants felt 
would be beneficial included a training focused on connect-
ing clients to benefits such as food stamps, housing, and 
insurance.

Organizational‑Level Factors

Referrals

Creating networks for referrals with other community-based 
organizations was considered necessary, but also presented 
challenges. Obtaining referrals was described as one of the 
most difficult aspects to starting and sustaining a program. 
A contributing factor to receiving referrals were other agen-
cies’, organizations’, and community members’ abilities to 
identify those who may be experiencing psychosis. Partici-
pants talked about the importance of increasing awareness of 
the services that CSC provides and educating the community 
about psychosis:

“Getting the word out that the program exists and get-
ting the referrals – getting appropriate referrals, has 
required a lot of work and going out to all different 
kinds of agencies, inpatient facilities, law enforce-
ments, schools and other pediatricians, psychiatrists, 
and even the different departments in our own agency. 
Then there’s this turnover of staff, so having to go back 
out there again, and again, and again.” (Program Direc-
tor/Family Therapist, Site 2)

Organizational Climate

Cross-disciplinary collaboration was considered one of the 
more significant benefits of working in a CSC program. 
Participants stated the team-based approach was essential 
when determining diagnoses and working in challenging 
situations. Monthly videoconference meetings between 
programmatic roles across the CSC program network pro-
vided participants the opportunity to engage with providers 
in similar roles at other agencies. Participants highlighted 
that this enabled more team-oriented work, both within their 
own agency and among professional peers who are work-
ing toward similar goals. Furthermore, the team approach 
allowed for a deeper understanding of each of the clients 
and their individual needs which many felt improved the 
care provided.

“That is something that I’ve always really appreciated, 
and I’ve really missed in – you don’t get that kind of 
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teamwork in – even in community health in general 
care. And so, I really appreciated getting to be a part 
of the team and working like that. And I do feel like I 
get to know my clients so much better because we have 
the team approach and because we do our team meet-
ings. We’re always talking to each other about what’s 
happening. It gives me a richer understanding of the 
clients” (Medical Staff, Site 3)

Hiring and Retaining Providers

Challenges with hiring individuals differentiated depending 
on the position posted. Program directors who generally led 
hiring efforts discussed their high standards for roles (e.g., 
peer specialists) and the desire to find the ‘right fit,’ which 
contributed to prolonged hiring processes. Furthermore, the 
number of applicants for positions varied depending upon 
the role. For instance, there was a dearth of applicants for 
more clinical roles such as the individual and family thera-
pist as compared to a wealth of applicants for paraprofes-
sional roles. These clinical roles were consequently not 
always filled in timely manners.

“This type of position – outreach with the most chroni-
cally ill – is not a position most clinicians want to do. 
It took me three months to hire for the IRT and Family 
Therapist roles” (Program Director, Site 3)

Several participants noted that possible reasons for the 
limited number of applicants included a hesitancy of appli-
cants to work with individuals experiencing psychosis and 
an inability to offer a more competitive salary and benefits 
package due to fiscal constraints. After the initial delay in 
hiring for CSC roles, participants also indicated that both 
the stress of working in community mental health and mis-
conceptions about positions and their related duties lead to 
high turnover rates for CSC programs. The difficulties con-
tributing to adequate staffing also impacted providers cur-
rently employed by CSC programs, who were charged with 
multiple roles on the teams until the position could be filled.

“I think as a team we’ve sometimes struggled with 
recruitment of staff. It can be really difficult to find 
team members who are experienced and have the level 
of experience that we want for working with this popu-
lation and also have interest and drive and that are will-
ing to do it for the amount of money that the agency 
will offer them, which I think can be really tough.” 
(Medical Provider, Site 3)

Several participants believed that there needed to be 
a reevaluation of the requirements for program roles to 
increase the number of applicants for program roles and 
mitigate staff turnover. They suggested that reducing edu-
cational requirements from graduate level to undergraduate 

level degrees for certain positions (e.g., individual therapist) 
would increase the number of applicants and that the salary 
and benefits package would be more amenable for entry-
level providers. To prevent staff turnover participants sug-
gested reducing the number of meetings, providing shorter 
meetings at the start and end of the week, and setting bound-
aries between work and home.

Financial Sustainability

Participants spoke to a myriad of long-term financial dif-
ficulties when considering the sustainability of CSC at their 
mental health agencies. Such difficulties were largely attrib-
uted to billing for services:

“The cost of services is really – it’s been a lot. And, 
you know, Medicaid doesn’t cover all the costs, even 
for our fifty percent. And so the other fifty percent that 
we can’t bill insurance for, the grant doesn’t fully cover 
either, so our agency has to eat the cost”. (Program 
Director, Site 3)

Several participants went on to discuss deviations from 
how CSC was originally structurally implemented in an 
effort to make the program more financially viable. These 
deviations or adaptions included limiting the number of 
providers on teams by having existing providers serve in 
dual roles and shared responsibilities. A few participants 
also noted that the cost of CSC services is also high for 
clients with private insurance, which can make the services 
unsustainable for those clients given number of necessary 
sessions as well as the cost of medication.

Multidirectional Relationship Between Themes

Figure 1 displays the conceptual representation of themes 
(i.e., provider- and organizational-level) and subthemes 
(e.g., service delivery, referrals) that emerged from qualita-
tive findings and were considered essential to the imple-
mentation CSC programs. In addition to representation of 
themes, Fig. 1 highlights the interrelationship of provider 
and organizational-level factors and how some of these fac-
tors are unidirectional and others bidirectional within and 
between themes. For instance, among the factors identified 
at the provider-level, participants described that the demands 
on time were due to service delivery (e.g., time spent trave-
ling due to geographical limitations) and participation in 
program training and continuous consultation. At the organi-
zational level, hiring and retaining providers was often cited 
as difficult due financial constraints and the ability to offer 
competitive pay. Whereas cross-disciplinary collaboration 
within organizational climate was considered a facilitator 
to retaining team members. Participants discussed how the 
demands on their time could result in burnout, which created 
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organizational difficulties in hiring and retaining providers, 
and created concerns about the financial sustainability of the 
model, which is an example of the interrelationship between 
provider- and organizational-level factors.

Discussion

The present study offers qualitative findings on provider 
perspectives and experiences with implementing CSC in 
community-based outpatient mental health agencies and 
contributes to the limited research specifically focused on 
the implementation of CSC in the U.S. As seen in Fig. 1, 
the major themes identified provide insight into barriers at 
the provider-, program-, organizational-level that hinder the 
widespread implementation of CSC in the U.S., while also 
identifying ways in which programs have made adaptions to 
address challenges with implementation.

Participants scored the importance as well as the diffi-
culty of receiving referrals to sustain a program, educating 
the community about psychosis to reduce societal stigma, 
and bringing awareness about services offered through CSC, 
signifying overlap of both provider- and organizational-level 
factors. These findings further highlight how the concept of 
outreach in implementation research is pivotal to providing 
equitable services and creating a partnership with commu-
nity leaders and organizations that link potential clients to 
CSC. Difficulties with both of these elements has the poten-
tial to contribute to the lack of diversity in caseload and 
impact sustainability of the program due to lack of refer-
rals (Baumann & Cabassa, 2020; Dixon & Patel, 2020). To 
address the challenges with engaging the community, addi-
tional training on strategies and content that could be used 
to engage and build awareness with diverse and underserved 
communities were expressed by participants. Moreover, our 

findings also underscore the importance of discrete and mul-
tifaceted implementation strategies that provides continuous 
support to CSC programs. Participants revealed the need for 
such strategies that are low burden on providers and include 
interactions with other providers and content matter experts 
(e.g., ECHO), trainings that increase knowledge (e.g., com-
munity resources) and skills (e.g., delivery psychotherapy 
components, facilitating community presentations).

At the provider-level, the challenges and need for training 
to address high rates of substance use among individuals 
with FEP was also a point of concern, which is consistent 
with prior research (Oluwoye & Fraser, 2021; Oluwoye 
et al., 2019). The CSC model used in the five programs that 
participated in the present study includes a substance use 
module focused on harm reduction in the individual ther-
apy component of the program. While CSC has become the 
standard of care for early psychosis, there remains an unmet 
need for additional research on evidence-based interven-
tions for substance use within the context of CSC, as well 
as understanding what implementation strategies are needed 
to incorporate and sustain such interventions at the provider 
and organizational level. Similar to other mental health pro-
grams, understaffing, provider burnout, and high turnover 
rate were cited as organizational-level barriers (Belling et al., 
2011; Hoge et al., 2013; Mancini et al., 2009). Lack of team 
members due to hiring or retention difficulties, subsequently 
placed additional demands on participants. Interestingly, the 
reevaluation of requirements for employment has the poten-
tial to mitigate financial concerns by lowering the salary 
costs associated with specific roles and while also increas-
ing the number applicants for open positions, yet, there may 
be concerns about the limited experience and entry level of 
reducing educational requirements for some roles. It is also 
important to note that the sentiments expressed may not be 
new to CSC programs, as bachelors level individual therapist 

Referrals 

Provider-
Level Factors 

Service Delivery Demand on Time Training and 

Continuous 

Consultation 

Organizational-
Level Factors 

Organizational 

Climate

Hiring and 

Retaining 

Providers 

Financial 

Sustainability 

Fig. 1  Framework of provider–and organizational-level factors that influence implementation of CSC in community-based mental health agen-
cies
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have been used in other programs (Browne et al., 2016). 
Several participants performed the duties of multiple team 
roles above and beyond the role they were originally hired 
into. Recognizing that the mental health field has a high 
turnover rate, CSC should incorporate cross-over training 
for each of the providers at orientation to potentially increase 
self-efficacy. However, this organizational-level adaptation 
may come at cost to the delivery of CSC services, provider 
burnout, and turnover. The incorporation of cross-over train-
ing for providers to potentially increase self-efficacy will 
not address these funding and billing limitations of these 
programs and the choices to not hire additional needed staff 
to mitigate those costs.

Limitations

Several limitations should be noted when considering study 
findings. The sample recruited included participants from 
one state and thus shared experiences and insights into 
delivering one type of CSC model. Although at the time of 
this study only two CSC programs had peer specialists, the 
sample for the present study did not include all roles within 
CSC (e.g., peer specialists), which may have shed additional 
insight. While participants were recruited from one network 
of CSC programs, we recruited participants from five differ-
ent mental health agencies in various geographical locations 
(e.g., rural, urban). As such the themes identified may not 
be generalizable to other CSC models or behavioral health 
settings. While the sample size may be considered relatively 
small in terms of qualitative studies, it is consistent with 
previous research with providers in mental health settings 
(Bao et al., 2021). Lastly, the present study was conducted 
prior to the COVID-19 pandemic and since then many CSC 
programs have adjusted how services are delivered in effort 
to provide safe and equitable care (e.g., telehealth services). 
Understanding the transition to telehealth and remote ser-
vices and the impact on program implementation should be 
explored in subsequent studies.

Conclusions

This study provides a qualitative perspective to a quantita-
tive dominated question of barriers to implementation of 
CSC programs. It provides valuable insights to those who 
may be contemplating implementing a CSC program as well 
as informs the direction of further model development, train-
ing, and research. Through the continued effort to solicit 
feedback from the practitioners of CSC programs we can 
develop richer, more fulfilling, programs which reduce the 

challenges on clinicians, and improve the lives of clients, 
families, and the wellbeing of communities.
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