DETAILED OPERATIONAL ARRANGEMENTS

Core Module – AssesSment and care planning

This document is an expanded version of the sections of the operational policy relating to the core module. It is intended for use by staff within EIS.
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The core module of care is provided for all clients accepted into the psychosis or high risk groups.  There is one exception to this – clients in the high risk (suitability assessment group) will be offered care plans tailored to their needs, but will not be offered the full battery of assessments until a decision is taken that they are eligible for one of the other high risk groups or the psychosis group.

Components of core module

These include:

· Care co-ordination,  care planning, risk management and management of child protection issues (in accordance with Trust policy)

· Engagement in a supportive therapeutic relationship

· Help in meeting basic needs eg. for accommodation, work and finances

· Detailed assessment, monitoring and outcome measurement

· Standard assessments

· Formulation

· Ongoing monitoring and assessment

· Basic psychosocial interventions with individual clients, including 

· information provision and education about psychosis

· basic relapse prevention 

· other basic psychosocial interventions eg. coping strategy enhancement, motivation enhancement, mood management, (Tier 1 cognitive behavioural therapy informed case management approaches – see EIS document: Cognitive behavioural therapy)

· Work with families (basic family interventions – see EIS document: cognitive behavioural therapy)

· Liaison with other relevant services. For clients of statutory school age,  this will include liaison with school services

· Where needed, referral to EIS specialist intervention modules and support in using these

· Where needed, referral to other services, such as crisis and home treatment 

Timetable for the module

We aim to work within the following timescale

Immediate actions: following acceptance into the service 

· Beginning to implement the core module and arranging referral to additional intervention modules or mainstream mental health services according to the client’s needs.  There is one exception to this – clients in the high risk (suitability assessment group) will be offered care plans tailored to their needs, but will not be offered the full battery of assessments until a decision is taken that they are eligible for one of the other high risk groups or the psychosis group.

· Actions at the first visit following acceptance into the service 

· Agreeing immediate priorities with the client and family, including a crisis plan

· Informing the client of the availability of advocacy services and how to access these

· Where relevant, advising the client that they need 
 inform the DVLA and their insurers of their illness and cease driving until the DVLA have confirmed they are able to do so again. 

· Providing clients and families with basic written information about the EIS and about psychosis, including the EIS’ welcome pack’ once this is available 

· Completion of PANSS if not already done

· For clients who are not already receiving psychiatric input, urgent referral to the team psychiatrist for mental state assessment and, if psychotic, commencement of the standard medication module

· If appropriate, involvement of the local crisis team, for joint assessment and inclusion of the crisis  and home treatment team in care plans.   

· Offer of appointment for the client’s family as early as possible.

· Contact with all other involved agencies, which for CAMHS clients will include education services

· An initial care plan covering as a minimum the approach to engagement, immediate risk management strategy, crisis plan, child protection arrangements where appropriate, arrangements for continuing the assessment, arrangements for any medication, and identification of care co-ordinator.  

· Initial communication with the GP in writing and if possible by phone to 

· inform them of the decision
· request a summary of the primary care notes, 
· clarify what physical assessments have been done in primary care already
· clarify what role the practice is willing to play in future physical health care for the client. (eg. are they willing to carry out initial physical examination, blood or urine tests if needed, are they willing for the client to come to the practice for routine blood pressure and weight monitoring? 
· Clarify how results of physical assessments will be shared between the practice and EIS

· Offer to visit the surgery in person if the primary care team would like this

· Arrangements for initial physical health assessments (target time for completion - within the first week unless there is a clear rationale for not doing so, agreed by the relevant psychiatrist.) 

· Contact with all other involved agencies, which for CAMHS clients will include education services

· Standard care programme approach (CPA) procedures,  in accordance with Trust policy, including completion of a more detailed care plan

Within the first 2 months in the service

· Complete EIS consent form and file in front of notes

· Completion of full battery of initial assessments

· Discussions with client, family and other team members in preparation for care plan review.  We aim for this to include a meeting to discuss formulation involving staff working with the client and family, and where appropriate a hub therapist also.

· Preparation of full care plan based on completed assessments and formulation, including where appropriate child protection arrangements. 

At a minimum of 6 monthly intervals

· CPA review

At a minimum of yearly intervals

· Repeat battery of standardized assessments,  and review formulation and care plan in the light of these  (These may be done more frequently if clinically indicated)

6 months prior to anticipated discharge from the EIS

· Agree care plan to address moving on from the EIS, including arrangements for liaising with the service that the client will move on to, and where appropriate a period of joint working with this service, or work with the client to prepare them for moving on.

Thr*oughout   involvement with the service

· CPA reviews as needed

· Ongoing monitoring,  and provision of core module interventions

· Movement in and out of specialist modules as needed, while continuing the core module

· Referrral to other services as needed, while continuing the core module

Care Co-ordination   

Care co-ordination will follow Trust CPA policy.  All new EIS clients will be on full CPA.
EIS staff will normally take on a care co-ordinator role for all clients who meet criteria for acceptance into the psychosis or high risk groups.  In exceptional circumstances, an EIS client may have a care co-ordinator in another service,  with the EIS and other services working jointly.   This would depend on agreement by all parties involved that this is in the client’s best interests, and roles of each service will need to be clearly identified within care plans and crisis plans.

Clients in the psychosis and high risk groups will usually be on enhanced care planning in line with Trust CPA policy, due to the complexity of their care. However when appropriate, clients may be transferred to standard CPA, and this will often be the case for clients in their last few months with EIS where the plan is for the client to move on to the care of primary care services..

In addition to the care co-ordinator responsible for each individual client, there will be at least one other co-worker in the team who will get to know the client and family well, and participate in assessment and ongoing care.   The service will aim to work towards assertive outreach principles. In the absence of the care co-ordinator the co-worker will take responsibility for ensuring the client receives appropriate input. (Target: Co-worker identified within one working day of acceptance into service)

Care co-ordinators will ensure that 

· Effective communication takes place across all involved within the care planning and delivery to ensure a continuous process 

· All parts of the assessment are completed, involving co-worker and psychiatrist routinely, and other professionals as needed.   (Target time for completion of initial full assessment: 8 weeks) 

· The safety profile is kept up to date, and includes, a chronological historical summary of risk related incidents, which is updated as new incidents occur
· Regular reviews and care plan updates take place

· The service is provided in line with EIS philosophy including responding to diversity related needs of client and family.
A co-worker may take responsibility for work with the family.  

Frequency of contact

Frequency of contact risks will be adapted to clients’ needs.  For clients in the early stages of recovery, contact could be once or twice a week, decreasing in frequency as recovery progresses with the frequency negotiated with the individual.    For clients who are stable, and either well, or achieving adequate progress towards recovery , care co-ordinators will offer at least monthly contact.  For clients who are acutely distressed or relapsing and those who present significant risks, frequency of contact will be determined by individual and family need. Contact may be daily or even more frequently and may include different forms of contact and support such as telephone or texts, within the hours of service operation. Where EIS teams do not have resources to provide the level of contact needed, additional support will be negotiated from local home treatment and crisis services, with, and roles of each service clearly identified in the care plan and crisis plan. 

Formulation and care planning

The care co-ordinator will co-ordinate care planning meetings and documentation, in accordance with Trust policy.  

The contents of the care plan will reflect Trust CPA policy of the Trust and all aspects of the EIS core module and other modules as agreed with the service user and their families.

Where families or carers are involved, there will be a separate family / carers care plan.

Target time for agreement of interim care plan: at the end of the suitability assessment.

Target time for completion of assessments and formulation, and agreement of care plans based on these: 8 weeks)    

Before agreeing the first full care plan, the care coordinator will meet with co-workers, psychiatrist and any other EIS staff involved, to discuss the formulation and care plan. This meeting is intended as an opportunity for staff

· to take time to review the whole of the client’s story and their own perceptions of the client

· to consider ideas about biological, psychological and social factors which may be contributing to the picture and the implications of these for planning interventions , 
The care co-ordinator will then meet with the client and any family members/carers the client would like to involve, to agree a shared formulation based on the client’s view of their situation, taking into consideration ideas from the formulation meeting as appropriate.  The emphasis will be on helping the client to make sense of the experience of being unwell and of factors that may help in developing their care plan and relapse prevention plan.  Where it is not possible to agree a shared formulation, then the aim will be to have a shared understanding about important differences of opinion, and review these at later meetings.    

Care plans will be needs based, focused on clients’ strengths and designed to optimise recovery in line with EIS principles. 

Care plans will be reviewed as a minimum at six monthly intervals.   CPA reviews will also be arranged within one month of discharge from hospital in accordance with Trust policy.  

Prompts for review of formulation and care plan might include new assessment information, a critical incident, a significant change in mental state or the need for referral to other services.   Safety profiles will be updated at each CPA review.

Core module documentation and correspondence

As a minimum, written information to other involved health services will include a copy of the client’s care plan, safety profile, relapse prevention and crisis plan.

Clients will be asked what correspondence they would like for themselves, what they would like their family to know and what they would like their GP to know over and above the essential information which will be sent to all GPs.  Addresses and wishes for correspondence to clients and their families will be checked on each occasion.

Care plans will cover arrangements for correspondence, including what clients would like to receive, what they would like shared with any family members,  and what correspondence will be sent to professionals.

The family will receive a copy of the client’s  care plan if agreed with the service user. Otherwise, the family will receive a copy of the family care plan, agreed following the carers’ assessment.

Throughout clients’ involvement in EIS, care coordinators will provide GPs with up to date care plans and safety profiles. Psychiatrists will communicate with GPs when there are significant changes in the client’s condition, or changes in medication.  More frequent communication will be offered if the GP requests this. 

Engagement  in a supportive therapeutic relationship

The aim will be to work in a way which encourages engagement.  The team will work flexibly.  Staff will try to avoid lengthy sessions overloading clients with questioning and assessments.  Initial meetings will be used to discuss the client’s immediate concerns, not just to complete assessments. 

Where possible, contacts will take place in a setting the client chooses, ideally low stigma settings eg the client’s home, or premises unconnected with mental health services.

Relationships with staff are an important intervention in themselves and consideration will be given to this in planning care.  The team will aim to offer continuity of care and avoid abrupt withdrawal of staff input or services.  If there are difficulties in the relationship with the care co-ordinator, consideration will be given to identifying a different care co-ordinator. Information to clients will include information on how to request a new care co-ordinator, and about the possibility of expressing a gender preference.

Care co-ordinators will ensure that any difficulties in maintaining contact with a client are highlighted within the team. Clients who seem not to have capacity to take an informed decision not to receive care, who are unwell and at risk of deterioration, or who are at risk or placing others at risk, will be assertively followed up.  Where difficulties in engagement are beyond the resources of the EIS, then the client will be referred to the appropriate Assertive Outreach Team (AOT), with the EI care co-ordinator also remaining involved and working jointly with the AOT. 

Standard assessments

Assessments include a range of components and standard assessment instruments.  

Their purpose is principally to provide a measure of progress which is repeated and as far as possible objective.   They are also intended as a means of monitoring the progress of clients through the service generally, and through specific modules, and to generate outcome data for ongoing service audit, evaluation and research.

Responsibility for assessment and collection of routine outcome data rests with the care co-ordinator who conducts most aspects of the assessment themselves, using agreed instruments, and is responsible for involving other professionals on an as needed basis.

Table 1 sets out the assessments intended for use with all clients as part of initial assessment.

Table 3 sets out components of review assessments, intended to be carried out with all clients at least annually. 

In addition, care co-ordinators may if relevant to the individual client draw on a pool of supplementary assessment instruments.  

Care co-ordinators will also consider whether clients would benefit from additional assessments eg. assessment of daily living skills, or neuropsychological functioning, involving appropriate professionals as needed eg. occupational therapists or psychologists.

Staff will aim to carry out assessments in a way which promotes rather than inhibits engagement. It may take several meetings with a client to complete the battery of assessments. Jointly generated documents eg timelines and genograms will be the client’s property, though the care co-ordinator will always request copies for the case notes.  Clients will be offered continuing feedback on the assessments.   In carrying out the assessments,  if acceptable to the client, the care co-ordinator will aim to start from the client’s aspirations for themselves, and their hopes from the service, early parts of the assessment will be joint completion of a timeline and genogram, and recording of the client’s account of events.  

Sometimes care co-ordinators may find it not possible or not appropriate to complete a particular assessment at the usual time, and if so, the reasons for this decision will be recorded.

Software to underpin assessment and outcome measurement data will be used where possible, including where possible electronic formats for self-completion questionnaires, and software for data analysis.

Notes on completing PANSS (Positive and Negative Syndrome Scale)

The aim will be for a complete PANSS assessment to be made as soon as possible, ideally within the first few days of contact. 

The standardised clinical interview for PANSS (SCI PANSS)  can be used if preferred, but is not essential for scoring PANSS. 
Sometimes making an early assessment may mean leaving some items blank. 

Sometimes retrospective assessment of a PANSS item may be possible as more information becomes available.

Where information for scoring PANSS items is obtained in non-standard ways eg retrospectively, then a clear record will be made of the date and how the information was obtained.  

Notes on physical health assessments

Physical health care is a vital part of holistic care.

Table 2 sets out physical health assessments appropriate as part of initial assessment of EIS clients with psychosis.  Follow up monitoring required for clients taking psychotropic medication is set out in Trust guidelines for monitoring of patients taking antipsychotics and mood stabilizers.

Care co-ordinators are responsible for encouraging clients to have these assessments, or else agreeing with the psychiatrist that it is acceptable to omit them.  When investigations are omitted for any reason, care co-ordinators are responsible for documenting the reason for this.  When clients have investigations, care co-ordinators are responsible for ensuring that results are available and for liasing with the psychiatrist over the results and any action needed.  Clients who are not receiving treatment with antipsychotics may require fewer investigations.  

EIS psychiatrists may specify additional physical examination or investigations to exclude organic causes of psychosis.

The EIS relies on GPs to carry out 

· whatever assessment they themselves feel is indicated to satisfactorily exclude organic causes of psychosis  

· whatever assessment they feel is indicated to assess any physical health complaints

· monitoring of weight and BP (blood pressure) of patients included in the practice mental illness register, in accordance with the Primary Care Quality and Outcomes Framework. (All EIS clients with psychosis would be appropriate for inclusion on a primary care mental illness register)

Care co-ordinators will liaise with primary care services in relation to clients’ physical health and actively encourage clients to attend their GP surgery to make use of health promotion or ‘well person’ services.  Arrangements for clients’ physical health care will be clearly documented in care plans. 

The process for arranging blood tests differs between localities, and between GP practices.   Currently, any monitoring not covered by the Quality and Outcomes Framework needs to be arranged by the EIS, and it is up to individual practices to decide how they want to contribute.  Usually arrangements will involve EIS staff completing pathology request forms for blood tests, and checking with the primary care team that the patient can have the blood tests done through the practice’s usual arrangements.  Where primary care teams are not able to provide the necessary physical assessments, the care co-ordinator will need to arrange this through arrangements which would operate were the client being cared for within mainstream mental health services.

Table 1.  Components of assessments 

	Component
	Instruments
	Timing 

	Assessment of clients aspirations, and health and social care needs 
	Health and Social Care Needs Assessment (HSCNA)
	At first contact, then updated continuously



	Assessment of level of symptoms 
	Health of the Nation Outcome Scales (HoNOS)

Positive and Negative Syndrome Scale (PANSS) 
	HoNOS – as LCFT policy

PANSS –  at 1st contact after acceptance into EIS, then 1y, 2y and 3y

(or on leaving EIS)

	Risk 
	Safety profile, 

(to include historical summary of risk incidents)
	As needed,

as a minimum at CPAs and when risk changes

	Client’s account of their life to date, the difficulties they have had and their explanations for these 
	Client to be invited to write their own account for the case notes
	1st 8 weeks, 1y, 2y, 3y

(or on leaving EIS)



	Additional information to help client and practitioners develop formulation 
	Time line

Genogram


	1st 8 weeks

	Duration of untreated psychosis

(DUP)
	Assessment based on PANSS interview and with DUP indicated on PANSS score sheet 
	1st 8 weeks

	Social functioning 
	Denver social inclusion scale

Global Assessment of Functioning ( GAF)
	1st 8 weeks, 1y, 2y, 3y

(or on leaving EIS)

	Physical health assessment including physical examination and investigations
	Locally developed checklist

(Table 2) 

Care co-ordinator to ensure these are done, eg. by GP. 

Psychiatrist to identify any non-standard investigations needed.
	1st 8 weeks, 

 then as LCFT policy

	Medication side effects
	Liverpool University neuroleptic side effect rating scale (LUNSERS)
	For clients on antipsychotic medications, after  starting new medication, and then minimum 6 monthly 



	Family or carer’s needs, aspirations, explanatioins
	Standard CPA carer assessment tool (MH15)

Family to be invited to write their own account for the case notes
	1st 8 weeks

Update if needed

	Satisfaction with service
	Lancashire EIS feedback questionnaire
	1y, 2y, 3y 
(or on leaving EIS)


Table 2. 

Proposed routine initial physical investigations 

	
	All clients to be offered


	Discretionary
	For specific indications



	Physical examination
	· Blood pressure

· Weight, body mass Index

· General physical history with examination as appropriate to exclude organic causes of psychosis (Should include neurological history and fundoscopy)

· Smoking status


	· Waist circumference
	

	Blood tests


	· Full blood count

· ESR (Erythrocyte Sedimentation Rate) or CRP   (C reactive protein)

· Urea and electrolytes

· Liver and bone profile

· Thyroid function test

· Prolactin

· Glucose

· Cholesterol
	· Creatine kinase

· Fasting glucose

· Fasting lipids

· HbA1C
	· B12, folate, iron studies

· Autoantibody screens

· Hepatitis screens

· HIV and syphilis screens

· Copper studies

· Arylsulphatase A

· Karyotyping

· Bleeding time / coagulation tests (required before valproate)

	Urine
	· Drug screen
	
	· Pregnancy test

· Urine porphyrins



	Other 
	
	· MR scan (or CT scan)

· Electro-encephalogram
	· Electro-cardiogram (Required before lithium,  venlafaxine or clozapine)


Ongoing assessment and monitoring

In addition to the standardized assessments above care co-ordinators will according to individual need carry out regular monitoring to maintain an up to date awareness of 

· Client’s personal aspirations 

· Mental health

· Physical health

· Social inclusion

· Substance use

· Progress with any specialist modules, or with input from other services

· Risks

· Wishes regarding information, correspondence, advocacy, and involvement in service development

· Carers’ needs

· Any discrimination eg. in relation to ethnicity, gender, disability, sexual orientation.

Basic psychosocial interventions 

These include 

· information and education about biological, psychological and social aspects of psychosis, 

· coping strategy enhancement and symptom management,  

· relapse prevention planning, 

· cognitive behavioural  approaches to managing mood

· Engagement work informed by motivational interviewing approaches.

Clients and families will be offered a range of information in a variety of formats (eg verbal discussion, written materials, website, education groups) and adapted to needs and preferences  of different individuals and client groups (eg range of languages, levels of detail etc) and to individuals’ needs at different times.  We will aim to develop EIS introductory information packs, one for clients and one for families.    The information available will cover psychosis, the EIS, care planning, treatments, how to express views, benefits of maintaining regular contact, help available including; voluntary sector and self help strategies.    For an interim period until resources are fully developed, the information available will be more limited.

Relapse prevention and crisis management planning will cover development of a health plan for the client. This will identify:

· Danger signs and actions to be taken in response, including advance directives if appropriate.

· Early warning signs of relapse and actions in response.

· Times of high risk and actions that may aid coping at these times.

· Vulnerability factors and actions to be taken to address these (eg substance use, treatment adherence, expressed emotion, relationships, emotional support, cognitive distortions / underlying maladaptive schemas (which may be potentially addressed within specialist modules).
· A relapse prevention plan will be produced jointly with the client (and family if appropriate) and shared with the care team if the client is in agreement.
Work with families 

Families (or other carers) will be offered a minimum of monthly contacts with the care 
co-ordinator or another team member, and opportunity of referral to specialist modules, and will have their own care plans, recorded on standard Trust documentation.

Target time for first meeting with family members: within 1 week of accepting the client into the service. If this is not possible the reasons will be documented.

Care co-ordinators (or co-workers) will offer to work with all family members and friends who have close contact with client.  They will provide basic family interventions (see EIS document: Family Interventions) including:

· Continuous assessment of need

· Development of a shared formulation of difficulties for family members

· Emotional support & normalising

· Information about mental health and the mental health system

· Practical support – finances, accommodation etc

· Links to other support / services

· Early crisis intervention

· Help towards developing an explanatory framework for individual and family difficulties

· Relapse prevention

· Stress management

· Help with communication strategies

The EIS will aim to consider the needs of siblings and work towards ensuring that where needed, interventions are adapted to their needs.

At the initial contact, family members will be offered regular appointments (approximately 1-2 weekly).   Appointments will generally be approximately 45 minutes in length, although the initial interview may need longer.  Over time, the frequency of sessions will be modified to reflect needs of family members.  However input will be offered throughout the period of time that the client is eligible for the service. 

Flexibility is key. Sessions will be offered at locations and times to suit family members, with the option of evening appointments where possible.

In some instances (e.g. where confidentiality is an issue) it will be preferable for the family worker to be different to the client’s care co-ordinator.  

Where the family worker is different to that of the care co-ordinator, an agreed plan for sharing information needs to be written and agreed with the client and the family. This should highlight exactly what information will be shared.

Written summary reports should be discussed with the family wherever possible. If not possible, this should be noted.

Families who meet criteria for additional modules of family intervention will be offered these. However, this core module intervention by the care co-ordinator or co-worker will be maintained throughout in addition to the more specialist intervention.

More intensive formal family intervention following the Barrowclough and Tarrier model (Tiers 2 and 3) will be offered to families where appropriate
Where the client does not want their family involved, staff will discuss with them the costs of not involving family members, consider the clients’ reasons for refusing, clarify whether their refusal applies to all family members and all information, and assess their capacity for decision making in this area.  The decision will be revisited.  LCT policy will be followed, giving consideration to family member’s rights to carers assessment, and the possibility of offering such things as general information about psychosis and where to get help, the option of attending the Family and Friends group, or obtaining support from outside agencies such as Making Space.  

Basic needs and social inclusion

Care plans will aim to minimize disruption to life and development  and offer support with employment, education, leisure, housing and finances.     

As part of the EIS core module care co-ordinators will for all clients

· Offer detailed assessment of social inclusion needs as part of initial and review assessments.  The ‘web tool’ or similar instrument may be used as part of this process

· Be able to provide information and advice about accessing available mainstream opportunities, drawing on an up to date detailed database of local opportunities, which will be maintained within the team.   (If clients need more help in accessing these mainstream opportunities, referral for the social inclusion intervention module will be considered.)

Specialist intervention modules : referral and support for the modules

Clients may be considered for specialist modules at any point in their care and the care co-ordinator will be responsible for assessing needs for referral, agreeing objectives, and arranging the referral.  This will usually involve the care co-ordinator discussing the referral with the client and with the professional responsible for the specialist module, and clarifying whether the client meets criteria for the module and how they might benefit.    

For Tier 2 and 3 CBT and family work, please see the psychological care pathway document and brief guide to making a referral (see EIS documents: Cognitive Behavioura Therapy and Family Interventions).  For these modules, staff are asked to make the referral at least 12 months before the client is due to be discharged from EIS, so that NICE compliant therapy can be completed prior to the anticipated date of discharge.

For modules requiring STR worker input, referrals will be made via the team leader..

Once the client is referred to a specialist module, the care co-ordinator will agree arrangements for liaising with the professional providing the module, including inviting this professional to subsequent review and formulation meetings.  

Each specialist intervention module builds on work which the care co-ordinator does as part of the core module, and which the care co-ordinator will continue while the client receives the additional module.   Specialist modules may be delivered exclusively by the psychological therapy team or by the care co-ordinator or another team member working closely with the care co-ordinator.

Relationship between core module and specialist intervention modules

	
	Within core module 


	Specialist intervention module 

	Medication modules 


	Provision of information, monitoring of progress, and of medication side effects
	Assessment, prescribing

	CBT modules


	Formulation, information provision, coping strategy enhancement, behavioural management of mood, detailed relapse prevention.

Delivered by all care co-ordinators, who will all have basic training in psychosocial interventions. This will be backed up by regular consultation opportunities with a psychological therapist and monthly clinical supervision from the team leader or deputy.


	Formulation driven, structured CBT to address specific issues,  delivered within designated CBT sessions.

Delivered by practitioners with training in CBT and supervision by a more experienced practitioner.

Usually delivered by a therapist who is not the client’s care co-ordinator 
	Formulation driven structured CBT for clients who are more complex, or likely to have difficulty working with CBT. 

Delivered by practitioners with extended formal training in CBT, with supervision from a consultant level therapist

	Family and friends group
	Basic family interventions
	Time limited multifamily educational and supportive group, with links to user and carer involvement 

	Family interventions

	Basic family interventions
	Family intervention contract to address specific family issues Usually delivered by the client’s care co-ordinator, and a therapist with formal family intervention training 
	Family therapy delivered by specialist family therapist and co-therapist. 



	Social inclusion
	Assessment and care planning

Signposting to mainstream resources 

Supervision of STR worker

Monitoring of progress in specialist module
	Support from STR workers to access mainstream resources 

	Peer support

and social group
	Provision of information about peer support group and voluntary sector resources
	Social and educational group facilitated by one or more members of staff and ideally a client who has ‘graduated’ from group

	Cultural consultation
	Cultural competence, identification of need for additional help
	Details to be finalized. 

(Likely to include specialist input/advice) 

	Substance misuse


	Assessment

Signposting to mainstream sources of help
	Details to be finalized. (May include support from STR workers to access mainstream sources,  consultation/advice from team member with special interest in substance misuse, psychological interventions, joint assessment with substance misuse specialist)

	Moving on 
	Planning discharge, emotional support
	Time limited group for clients in their last few months with EIS


Referral to other services

Clients may at times need more intensive input than the EIS can provide eg. they may meet acceptance criteria for assertive outreach, crisis or home treatment team support, crisis accommodation or inpatient care.  They may also need interventions available through other services but not through the EIS eg. in relation to personality disorder.

The care co-ordinator will be responsible for arranging referral to other services and liaising with the professionals providing these services.  

An exception to this is where these referrals arise out of work in a specialist module  eg vocational placements.    

It is proposed that the EIS care co-ordinator will retain the care co-ordinator role as long as the client remains eligible for the EIS.  As long as a client has an EIS care co-ordinator, EIS hub services will also remain available to them.   While the client is receiving input from another service, the care co-ordinator will continue to meet with them regularly, and will liaise with the professionals providing the additional service and ensure that care is as far as possible provided in accordance with EIS principles and philosophy.  If the client is in agreement, the care co-ordinator will invite appropriate professionals to participate in reviews and formulation meetings. 

We will aim to ensure that our clients who are detained under the MHA have access to advocacy services if they want this, and have adequate and if necessary repeated explanations of their legal position, bearing in mind difficulties understanding while unwell, poor concentration, memory etc.  Where police are involved in assessments, EI staff will if possible be present, liaise with police about the level of security required and record this.

Care co-ordinators will encourage clients to make use of direct payments where appropriate.

Pathways out of the EIS

Timing of discharge

Usual time for clients to remain with EIS:

· High risk:  assessment group. 

Clients in this group may be discharged from EIS when suitability assessment concludes that EIS is not appropriate.

· High risk: trait and state, attenuated symptoms and BLIPS groups

EIS input will be offered for at least one year, and for a maximum of 3 years.

After one year, discharge may be suggested on the basis of clinical judgement involving an EI psychiatrist.

· Psychosis group.

EIS input is offered for 3 years. 

Discharge before usual time
Disengagement from services will not lead to case closure.

Discharge before the usual time will occur in these situations only

· When the original diagnosis of psychosis or high risk is considered to have been mistaken. Decisions to discharge on these grounds will be taken with a psychiatrist and will only be made if the following conditions are satisfied

· The client is not considered to be suffering from a psychotic disorder

· An alternative diagnosis has been made. If this is a personality disorder diagnosis, a specific personality disorder cluster will be identified

· The client’s symptoms are compatible with this alternative diagnosis

· The diagnosis has been discussed with the client

· Every effort has been made to arrange appropriate alternative care (this may be acceptance by another mental health service, or transfer back to primary care)  
· When a client moves out of the area.  The EIS will continue to provide a service until the client has engaged with services in the new area.  The care co-ordinator will be responsible for ensuring that effective transfer of care takes place within the CPA policy framework.

If a client moves to another country, arrangements for their ongoing care will depend on their individual needs, circumstances and risks.  In general, a client travelling to another country will have a care plan for their trip covering treatment plan, contingency plans,  and the limits to the support available through the EI team.  Clients will be given information that insurance cover may be advisable, and that insurance companies should be informed about their mental health problem. Clients staying in another country for more than 6 months will be discharged from the service.  However they will be given information about contacting services if they return to the UK. If on their return they are still eligible for EIS they can self-refer to EIS and will be accepted back into the service immediately.
· When a client with capacity to take an informed decision not to continue to receive care chooses the option of discharge back to the care of their GP. Where the EI team considers it appropriate, clients may be offered this option.  These clients will still retain the option of resuming contact with the EIS as long as they remain eligible.   Where appropriate, families will be advised of the right of the nearest relative to seek assessment under the Mental Health Act.   Discharge in these circumstances will not necessarily lead to termination of contact with families or other involved agencies. 
· When a client without demonstrated capacity has declined the service (eg by persistent non-engagement), but there are no arguments for proceeding to MHA assessment because there is nothing to suggest ongoing concerns, in exceptional circumstances a decision may be taken to discharge the client from EIS.  Before taking this decision, every possible effort will be made to contact the client, the situation will be discussed with the family, the GP and other mental health professionals who have been involved in the client’s care, there will be a team discussion of the decision and the rationale for it will be clearly documented.

· When a client is in prison with a sentence lasting longer than 12 months or longer than their eligibility for EIS and it is not practicable to provide a service to them. The care co-ordinator will then transfer care to the prison in-reach service in accordance with CPA arrangements.

Discharge after longer than 3 years

Where a client in the high risk group develops psychosis towards the end of the usual maximum of 3 years with the service, the EIS may decide to offer a service for a longer period (up to 3 years after development of psychosis), depending on the individual’s ability to benefit from the service and a team discussion of this’

If a client who is due for discharge from the service is still receiving therapy, the plan for discharge will be discussed with the therapist and usually they will remain in the service until their therapy is completed.

Discharge arrangements
Clients leaving the EIS may move on to 

· Primary care

· Ongoing input from a community mental health team or assertive outreach, rehabilitation service or inpatient team.
An EIS psychiatrist will prepare a brief summary of the client’s history, treatment within EIS, and ongoing and future management issues. The client will have opportunity to discuss this.

Where appropriate, family members will also be referred on to appropriate services when clients are handed over at the end of their time with the service. This referral will include a written summary of work that family members have done and clear recommendations for future treatment. This document will be agreed with family members wherever possible.   Family members may also be referred to voluntary agencies such as Making Space.  

Where appropriate, transfer to move-on services will be gradual, if necessary with the EIS and the new service providing some services in parallel for a transitional period.  Where appropriate the EIS will offer flexibility over the timing of discharge.

A further CPA meeting will be held at the point of discharge from the EIS.  At discharge clients will have a final EI care plan, and opportunities for providing confidential feedback on the service.

After discharge from the service, clients or carers occasionally contact the EIS for further help or advice. In this situation the EIS is not obliged to provide further input but staff may decide to provide telephone advice or even a one off consultation depending on the individual circumstance.

Discharge from psychosis group at three years

From entry into the EIS service, clients will be made aware of the three year time-scale to their care plan in particular progress through the length of time remaining in the service will be discussed at each CPA review.   Planning for discharge will be a focus of work throughout the last 12 moths in the service and clients will be offered support in preparing for discharge for example opportunity to participate in discharge groups.  

Staff likely to be involved in providing a service to the client following discharge from the EIS will be invited to a CPA meeting three to six months before discharge from the EIS is envisaged. At this CPA meeting a discharge plan will be agreed between the client, their family, the EIS and any service providing ongoing input.  
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