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Dear Editor
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 is essential the adequacy of these
patients in society, 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 America1,2.
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 America2. It is a
time-limited, 9-month long intervention, provided at the critical
time when a person is first offered services at a mental health clinic.
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 (CMHWs), who work under the
supervision of a psychiatrist coordinator. PSWs will be individuals
who have experienced a substantial disruptive period caused by a
mental disorder in their own life, and who possess interest in peer
support work that is oriented toward recovery. CMHWs will be
individuals 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 CTI-TS aims to enhance the continuity of care for people
with SMI by bridging the gap between treatments and/or services.
It is implemented by a team with low case-to-worker ratios. The
goals and activities of CTI-TS are directed at creating a sustainable
support network and recovery plan for each individual user. The
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 consumer3.
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.
Regular supervision is an essential element of the CTI-TS model.
This role will be performed by a psychiatrist well acquainted with
the model. The supervision will be provided on a weekly basis and
will be devoted to discussing cases with all members of the team.
The first stage of CTI-TS implementation was finished, including
the development of an intervention manual, the semantic adaptation
of the instruments used to assess the outcomes and the development
of a method to assess the fidelity of the implementation process4.
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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