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The Critical Time Intervention-Task Shifting (CTI-TS) is a psychosocial intervention designed to address a
fundamental gap in the services offered by mental health services in Latin America to the treatment of
individuals with severe mental iliness (SMI). This article aims to describe the principles of this innovative
psychosocial intervention, as well report the stages of its implementation process carried out up to the
moment. CTI-TS was developed based on a north- American intervention, and had the support of mental
health specialist from three Latin countries (Brazil, Chile and Argentina) beyond the creators of the
original intervention (NY-USA), to assure that cultural, politics and economic issues from Latin-American
reality were considered is its development. This will be the first psychosocial intervention designed and
performed simultaneously in three countries of Latin America. Results regarding feasibility and clinical

outcomes will be available soon.
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INTRODUCTION

Critical Time Intervention-Task Shifting (CTI-TS) is a
psychosocial intervention designed to address a
fundamental gap in the services offered by mental health
clinics in Latin America. These clinics are the primary
locale for outpatient treatment of individuals with severe
mental illness (SMI) in the urban areas of Latin America.
They offer some basic and important clinical care, such
as pharmacologic treatment, onsite. A major limitation of
many of these services is that they offer minimal or no
resources or training for the provision of in vivo
community-based services, i.e. services delivered outside
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the clinic facility in homes or elsewhere in the community.
In most urban areas, they are only weakly linked to
primary health care and are not easily accessible to much
of the population (Almeida J and Gonzélez J, 2005).

The CTI-TS is defined as a time-limited, 9-month long
intervention, provided at the critical time when a person is
first offered services at a mental health clinic. During this
period, CTI-TS workers forge relationships that will shape
the continued use of services and enhance the potential
for recovery beyond the termination of the intervention

Furthermore, this model is sensitive to the important
need to recognize ethnic and cultural variability and to
adapt the ways in which services are offered to meet the
needs and priorities of specific ethnic and cultural groups.
A growing body of research suggests that consumers and
their families will be considerably more likely to
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participate in and benefit from services that are organized
and delivered in a culturally competent fashion (Whitley
R, 2007; United States Public Health Service, 2001). CTI
workers receive training designed to ensure that their
practices take these issues into account wherever
possible.

The adaptation of CTI-TS for use in Latin America took
this context into account and was a joint effort of the
three Latin America sites (Rio de Janeiro- Brazil,
Santiago -Chile, Buenos Aires — Argentina) and Columbia
University in New York, where the intervention was
developed based on another intervention, the Critical
Time Intervention (CTI), an evidence-based practice that
was originally developed in USA which is used in high-
income countries. The development of this intervention
considered opinion of mental health specialists of all
these countries, to ensure that though some aspects can
be adapted to local contexts, other aspects need to
remain constant. This is to ensure that structural aspects
related to the intervention design and implementation
protocol remain comparable across the sites. This article
aims to describe the principles of this new psychosocial
intervention designed for people suffering of severe
mental illness in Latin America.

METHODS

Based on the outlined background, the implementation of
CTI-TS will be carried out across three different countries
(Brazil, Chile and Argentina), where this intervention will
be tested for its feasibility through a pilot —study
comprising 120 patients. This implementation process is
being carried out according the three stages of
implementation described in the literatures, where the
stage 1 includes the pre-pilot and the pilot-study, the
stage 2 includes a bigger randomized clinical trial, and
the stage 3 encompass cost-benefits and generalization
studies of the intervention (Rousanville B, Carroll M and
Onken L, 2001).

CTI-TS aims to enhance the continuity of care for
people with SMI by bridging the gap between treatments
and/or services. CTl is straightforward and highly focused
(Valencia E et al, 1997). It is implemented by a team with
low case-to-worker ratios. CTI —TS is limited both in time
and specific objectives, and involves two components.
The first is to strengthen the individual’s long-term ties to
support systems. This includes both informal and formal
supports, such as mental health services, family, and
friends. The strength and availability of these connections
varies, but individuals with SMI and their relatives often
need assistance working with each other. The second
component of the intervention involves the provision of
practical and emotional support during the critical time of
engagement and/or transition to long-term services.

CTI-TS will be provided by a team that will be
comprised of two types of CTI-TS workers: Peer Support

Workers (PSWs) and Community Mental Health Workers
(CMHWSs), who work under the supervision of a clinical
coordinator and with access to a psychiatrist as needed.
The CMHWs and PSWs provide community outreach and
support to engage service users, their families, primary
care practitioners, peers and other community members
in the recovery process.

PSWs will be individuals who have experienced a
substantial disruptive period caused by a mental disorder
in their own life, and who possess some knowledge of the
system of provision of mental health services and an
interest in peer support work that is oriented toward
recovery. CMHWSs will be individuals, preferably with a
maximum of two years of postsecondary education and
with knowledge of the local mental health and other
health services, and a commitment to providing in vivo
mental health service support for the community.

The goals and activities of CTI-TS are directed at
creating a sustainable support network and recovery plan
for each individual user. The areas of intervention on
which CTI-TS might intervene are diverse; however, CTI-
TS focuses in on 1 - 3 areas that are deemed crucial to
address in order to develop lasting supports. These areas
of intervention might include: psychiatric treatment and

medication management, money  management,
substance abuse treatment, housing and crisis
management, daily life activities and/or family

interventions. These areas are individually defined and
shaped from the perspective of the consumer (Silva T et
al, 2011; Herman D et al, 2007).

This intervention is carried out in three consecutive and
interrelated phases, in which the level of intensity of
contact between the CTI- TS workers and the individual
declines over time. The role of the CTI-TS is specifically
designed to avoid becoming the primary source of care
for the individual with SMI. The phases are Initiation, Try-
Out, and Transfer of Care. Each phase is implemented
roughly over a three-month period.

In the first phase, Initiation, the patient and CTI-TS team
formulate a treatment plan that focuses on selected areas
identified as crucial for strengthening stability and
facilitating the assimilation of the individual into
community living. The main task of this phase is for
clients to become linked to appropriate formal and
informal community resources.

The second phase, Try-Out, is devoted to testing and
adjusting the support systems that have been established
in the community. In this phase the basic support
systems should already be in place and functioning. This
phase allows the CTI-TS workers to carry out a thorough
in vivo needs assessment of the individual's long-term
support system. The CTI-TS workers can observe where
holes exist in the system and where the individual needs
more or less support and services.

The final phase, Transfer of Care, is devoted to making
any necessary fine-tunings in the network of supports of
the individual. Long-term, community-based linkages that



were previously established should at this point be
functioning smoothly. In this phase, the client, CTI-TS
workers, and other key service providers should meet to
specifically review transfer-of-care issues and long-term
goals. The same should occur among the main
individuals providing informal support.

Regular supervision is an essential element of the CTI-
TS model. The responsibility of ensuring the provision of
CTI-TS supervision rests with the team leader, who will
be a professional qualified to provide clinical supervision
and who is well acquainted with the CTI-TS model. The
CTI-TS supervision will be provided on a weekly basis
and will be devoted to discussing patients; all members of
the team will participate. As the patient progresses, the
intervention should focus from 1-3 areas of greatest
need. In the weekly supervision meetings, fidelity to the
treatment model will be ensured and any difficulties the
team encounters in its implementation should be
identified and addressed.

CONCLUSIONS

Since the mental health care in Latin America is
undergoing a huge transformation with the change of
hospital-based care for community assistance, has
become clear that the treatment provided to this
population did not result in significant improvement of
their functional aspects (Thornicroft G and Susser E,
2001; Penn D and Mueser K, 1996). Pharmacotherapy
can reduce psychotic symptoms, but has little effect on
social adjustment and quality of life, even if there is good
adherence to treatment. So it is essential the adequacy of
these patients in society beyond simply reducing
symptoms, being fundamental to the implementation of
psychosocial interventions that benefit this population
and their families, meeting their needs in a way adapted
to the current economic and social reality in Latin
America (Chowdur R et al, 2011).

The CTI-TS stage 1 of implementation was finished,
including the development of a manual of the CTI-TS,
which describes in detail all the procedures relevant to
the intervention; the semantic adaptation of the
instruments used to assess the clinical outcomes and the
development of a method to assess the fidelity of the
implementation process. The pilot-study will compare the
usual care offered by the psychosocial centers in
community with the CTI-TS intervention. Results
regarding feasibility and clinical outcomes will be
available soon. This will be the first such undertaking of
trying to develop and measure the effectiveness of a
community mental health intervention across three
countries in Latin America.
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