SUITABILITY ASSESSMENT 
















 




CORE MODULE COMPONENTS











CORE MODULE TIMETABLE: FIXED POINTS











FORMULATION AND CARE PLANNING 














ONGOING WORK












Care co-ordination,  care planning, 


risk management, management of child protection 











Engagement in a supportive 


therapeutic relationship








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








Detailed assessment, monitoring and outcome measurement


Standard assessments


Formulation


Ongoing monitoring and assessment








Basic psychosocial interventions, including 


Providing information and education about psychosis


Basic relapse prevention 


Coping strategy enhancement, Motivation enhancement


Depression and anxiety management








Work with families including


Carers assessments


Carers care plan


Support








Liaison with other relevant services


Eg. GP,  schools, employers








Referral  where needed


Referral for EIS specialist intervention modules and support in using these


Referral to other services, eg. crisis and home treatment 








Actions by end of first appointment after acceptance into EIS 





Beginning, to implement the core module, including


Initial care plan covering engagement, immediate risk management, crisis plan, child protection arrangements where appropriate, arrangements for ongoing assessment, arrangements for medication, identification of care co-ordinator, clients preferences regarding information sharing, copy letters etc.


Arrange initial physical health assessments (target time for completion - within the first week)


Offering clients and families basic written information about EIS and psychosis, including EIS ’welcome pack’ once available 


For clients with psychosis who drive,  providing advice about driving in accordance with DVLA and insurance requirements.


Providing information about advocacy services and complaints procedures


Providing information about research elements of the service


For clients who are not already receiving psychiatric input, urgent referral to EIS psychiatrist 


If appropriate, involving local crisis team


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


Completion of PANSS, if not already done 


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 already been done in primary care already


clarify what role the practice is willing to play in future physical health care for the client


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


Contact with all other involved agencies, (for CAMHS including education services).


Ensure CPA procedures completed








By 24 months   





Repeat battery of standardized assessments


Review formulation and care plan in the light of these  





INITIAL ASSESSMENTS


HSCNA,Safety profile


Physical heatlh assessment


Carers assessment


PANSS


GAF


Timeline, genogram


DUP – using National Eden protocol


Premorbid assessment scale, 


Substance use questionnaire


Family history form


Young Mania scale, Insight scale


Calgary depression scale


Quality of life scale


LUNSERS


Client and family invited to write own accounts for case notes








By 2 months


Complete full battery of initial assessments


Discussions with client, family and other team members in preparation for care plan review. 


Meeting to discuss formulation between staff working with the client and family, and where appropriate a hub therapist.


Preparation of full care plan based on completed assessments and formulation


Preparation of family care plan





By 12 months 





Repeat battery of standardized assessments


Review formulation and care plan in the light of these  





6 months before discharge





Agree care plan for moving on from the EIS





By 24 months   





Repeat battery of standardized assessments


Review formulation and care plan in the light of these 


Start to discuss plans for moving on from EIS 





Care plan


Including


Goals, timetable for assessments and review of care plan


Out of hours contacts


Detailed action plan for crises, including medication and inpatient care


Child protection issues


Safety profile


Relapse prevention plan and advance directives








Family


care  plan





Formulation discussion


Care coordinator meets with co-workers, psychiatrist, other involved staff to 


Review client’s story and their own perceptions


Review information from assessments


Consider ideas about biological psychological and social factors which may be contributing and their implication for panning of interventions


discuss formulation and care plan





Care co-ordinator meets 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 





Aims: to help client and staff to make sense of the illness and guide care planning and relapse prevention planning








Prompts for CPA review


8 weeks


6 months since last review


1 month after hospital discharge


New assessment information, a critical incident, a significant change in mental state or the need for referral to other services.








CPA review





IF


client needs more than one appointment and has no care coordinator OR


assessment takes more than  8 weeks





REFERRAL





SCREENING PROFORMA





Assign care co-ordinator Temporarily accept  





Does not meet EIS administrative criteria





Meets EIS administrative criteria





HIGH RISK GROUP


(assessment)








PANSS





EIS NOT APPROPRIATE








Meets EIS criteria for  high risk through BLIPS


OR 


state + trait (family history) 





Does not meet any of these


criteria





Meets EIS criteria for psychosis


group





Other possibilities considered *


Team agree EIS in client’s best interests





Other possibilities considered *





CONSIDER SCHIZOTYPY


- MAY USE SCHIZOTYPAL 


PERSONALITY QUESTIONNAIRE 





PSYCHOSIS GROUP





HIGH RISK GROUP








Involvement of psychiatrist and team discussion





* Note


Other possibilities to consider:-


symptoms entirely due to substance use, other organic cause or personality disorder


Uncertainty over this will trigger


 





HIGH RISK GROUP





CAARMS POSITIVE SYMPTOM SCALES





EIS NOT APPROPRIATE 





Does not meet EIS criteria for high risk:


Attenuated symptoms





Does not meet criteria for high risk


State + trait 


(schizotypy)





Meets EIS criteria for high risk 


State + trait (schizotypy)





Other possibilities considered *


Team agree EIS in client’s best interests





Meets EIS criteria for high risk:


Attenuated symptoms





HIGH RISK GROUP





Other possibilities considered *


Team agree EIS in client’s best interests





Carers assessment





Standard assessments





Assessment, formulation, care planning tasks


Standard assessments


Discuss formulation 


CPA review


Care plans











Monitoring 


Client’s personal aspirations 


Mental health


Physical health


Social inclusion


Substance use


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


Risks


Vvulnerable adult issues


Child protection issues


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


Carers’ needs


Any discrimination 





Psychosocial interventions with client


Information


Coping strategies and symptom management, CBT approaches to managing depression and anxiety, motivation enhancement


Relapse prevention planning





Basic needs and social inclusion


Advice and support re accessing mainstream opportunities





Work with family – appointments at least once / month





Continuous assessment of need.


Formulation of difficulties for family member.


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.


Relapse Prevention.


Stress management


Help with communication strategies








Referral


Psychiatrist


STR workers


Specialist modules


Other services








Client 








Family








