DETAILED OPERATIONAL ARRANGEMENTS

ei SERVICE organisation and processes

This document is an expanded version of the sections of the operational policy relating to organisation and processes. It is intended for use by staff within EIS.
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Service leadership and management 

The service is led by a service manager assisted by the clinical director based in the hub team, and supported by 

· A monthly service governance group, chaired by the service manager and including professionals who may have specific responsibilities for management of aspects of the service. Other team members will have opportunity to attend, on a rotating basis. As soon as possible, service user and carer representatives will also be invited to participate. 

· A bimonthly service reference group, including EIS team leaders and representatives of clients, carers, social care partners and a GP. This will act as a reference group for the service governance group.

All staff who work in EIS are professionally and managerially responsible and accountable to the EI service manager, except that the medical staff are professionally accountable to the network medical director and the lead consultant clinical psychologist is professionally accountable to the Trust professional lead for psychological services.
The 3 team leaders and lead consultant clinical psychologist are managed by the EI Service Manager.  The service manager offers 1:1 supervision to team managers and also meets with this group on a regular basis.

Local Team staff are managed by EI Team Leaders, who with support from deputies, offer 1:1 caseload supervision for case managers and STR workers, in addition to business meetings with the teams at least monthly.    

The psychological services arm of EIS is operationally and professionally managed by the lead consultant clinical psychologist who is responsible for professional, clinical and managerial supervision of these staff.

Secretarial staff in local teams are managed on a day to day basis by local team managers. They are accountable to the service administrator based in the hub.

Individual professional groups have additional professional and managerial supervision or appraisal arrangements eg  ASWs (Approved Social Workers).

Each specialist module will be led by a designated individual within the service, supported by other staff

Client and carer involvement 

The EIS aims to involve clients widely in the delivery, development, monitoring and evaluation of the service in line with Trust policy. 

Clinical supervision

EI staff will have regular clinical supervision with a relevant professional with appropriate skills, and with opportunity of a range of different clinical supervision options in accordance with Trust and Social Services policies.  Within supervision, a contract will be agreed between supervisor and supervisee, depending on the nature of the supervision.

Supervision arrangements may include:-

· Informal peer supervision.

· Multidisciplinary team supervision meetings.

·    Peer supervision / case discussion meetings between the team leaders including peer supervision of work with families.

· Additional peer supervision arrangements within the teams as needed eg supervision triads.

· 1:1 consultation available from psychological therapists

· Supervision for those providing specialist CBT and family intervention will be provided by the psychological therapy team 

· Supervision for therapists providing complex CBT and family interventions will usually be provided by senior members of the psychological therapy team 

· Supervision as part of educational courses where agreed with team manager.
Continuing Professional Development (CPD)
All staff will have opportunities for continuing professional development and will participate in the formulation and review of a personal developmental plan, reflecting individual needs and Trust, service priorities.  This will include regular EIS training workshops.   

Staff will participate in EIS in-house training and Trust training.  This will include provision for EIS staff involved in provision of specialist modules to develop knowledge and skills in relation to these modules.

It is the aspiration of EIS CAMHS professionals to develop a special interest group to meet 4-6 weekly. The membership will be open to EIS and CAMHS professionals.

Organisation of local team work

The local teams will meet regularly, including:

· Brief daily meetings

· A monthly team business meeting 

· Management and clinical supervision meetings 

· Meetings between subsets of team members to review shared clients 

Meetings to discuss individual clients will include 

· Formulation discussion meetings. We aim for these to happen prior to care plan reviews.

· CPA (care planning) meetings as above

· For CAMHS clients, shared care review meetings 6-8 weekly, or more frequently.  The  young person may be present or this may be a professionals’ meeting.

· For clients where teams identify a need, complex case reviews, involving specialist input from other teams. (see document: EIS Complex Case Reviews) 

Rotas will be organized for care co-ordinators’ work to cover

· Taking referrals and screening.

· Service delivery over 7 days 8am – 8pm 

In line with assertive outreach principles, teams will aim to ensure that where possible for each service user, there is always a team member available on duty that has met them. 

When a care coordinator is absent from work the team will take responsibility for ensuring that their clients receive appropriate input.  In the case of a planned absence, the care coordinator will be responsible for ensuring that the anticipated needs of their clients are communicated to the team.

Child protection issues

Child protection issues will be discussed as part of individual supervision, and in team review meetings, and recorded.

Equality and diversity

This will be a standing item for service governance and team meetings with links to equality and diversity action planning, Knowledge and Skills Framework, staff training plans, EIS premises access auditing etc.

Organization of specialist modules

Each specialist module will be coordinated by a designated individual within the service who, supported by other staff,  will be responsible for 

· Co-ordinating the module and promote its delivery within each team

· Ensuring that appropriate client information material is available

· Ensuring that operational problems are brought to the attention of the service manager 
· Identifying training needs related to the module 

· Monitoring, audit and evaluation 

· Ongoing development, including taking account of emerging findings from local evaluation and wider research

· Attending meetings between module co-ordinators and service manager, and providing written reports 

Individual modules depend on team arrangements to 

· Ensure client information is available

· Record referrals to certain modules, and if necessary prioritize these.  

· For the social inclusion module, ensure that the team maintains an up to date database of local opportunities for social inclusion 

Hours of operation

The EIS operates from 8am to 8pm, 7 days a week.

At weekends, between 8am and 10am and between 6pm and 8pm, the service is limited to 
pre-arranged appointments and access to an on-call manager.

Safety and lone working 

Safety is paramount and staff will at all times adhere to Trust and employers’ safety and lone working policies.  Local procedures for implementing these will be developed and will include ensuring that:- 

· Initial assessments conducted away from health or social services premises are carried out by two practitioners (one of whom may be from outside EIS)

· Subsequent assessments where there are any safety concerns will be carried out jointly by two practitioners (one of whom may be from outside EIS)

· There is a risk assessment in place, which is regularly updated.

Hub staff will liaise with the spoke duty worker when they are in the spoke area for visits with clients and families.  

Staff will sign in and out of the team bases as required by local policies relevant to the buildings they are working in.

Strategies to engage service users and families

The service will consider how all communications and contact with clients and referrers may influence engagement and attempt to use all opportunities to promote engagement eg:-

· Providing a high quality service for referrers.

· Considering how all communications may be made user friendly/youth friendly and convey sense of high quality accessible service - eg with house style/logo, content tailored to clients’ requirements, range of media (CDs, e-mail, text etc).

· Considering location of contacts.

· Using personal advocates, service user workers, befrienders etc.

EI team staff will aim to develop supportive therapeutic relationships, and offer flexibility and support to facilitate engagement.   

Advocacy

All clients will be offered the opportunity of support from a specialist mental health advocate.  The teams will ensure that relationships are developed with local advocacy services to facilitate this. The aim will be to support the development of specialist EI advocates within the advocacy service.

Documentation and correspondence

Standard integrated case records, CPA documentation, eCPA and NCRS will be used, in accordance with Trust policy. 

In line with Trust policy, clients will have the opportunity of receiving copies of all correspondence, assessment and care plan documentation.  Letters may be written to service users, copied to GPs.

Care co-ordinators will take the lead in communicating with GPs and other involved services and providing up to date copies of clients’ care plans and safety profiles.  Psychiatrists will be responsible for writing to GPs about diagnosis, changes in medication and any additional issues they feel relevant to GPs. 
The EIS will work towards the good practice standard of all case notes including an up to date summary of the client’s history and progress,  along with any account of the history written by clients or families who wish to provide this.

All staff members will be involved in collecting and recording data required for monitoring and evaluating the service, and for feedback to commissioners,  for example recording of visits and telephone contacts .

Psychological therapy process notes

· Process notes are kept in line with LCT Health Record Management Policy.

· All therapists record contact with service users on ecpa. The shared health record will indicate that there is psychology involvement, but the detail may be limited to information which is agreed to be clinically relevant to the multi-disciplinary team.

· Risk information is automatically shared.

· Child protection information is automatically shared.

· Therapists will provide information to colleagues as required subject to the usual confidentiality agreement with service users.

· Psychometric assessments such as neuropsychological test data and specific clinical measures such as Beck Depression Inventory should be interpreted and summarized on ecpa by the professional who administered the measures.. Raw data from psychometric or neuropsychological assessments will be kept within the psychological process notes. If care-co-ordinators require additional information regarding any psychometric assessment this can be negotiated with the person who conducted the assessment.  

· Process notes will be referenced on NCRS to ensure that all clinical information related to a service user is traceable.

Interface with primary care

The EIS will actively encourage links with local surgeries. This may take the form of specific EIS staff linking with the larger surgeries. 

Initial communication with GPs:  When a client is first accepted into EIS, an attempt will be made to make contact with the GP 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

Initial assessment:  For patients referred to the EIS, GPs will be expected to carry out whatever assessments they themselves feel is appropriate to exclude organic cause of psychosis, and identify any other relevant medical problems.   These assessments do not have to be completed prior to referral – prompt referral needs to be a priority and it is not intended that this should ever be delayed by investigations.  Also, completion of physical assessment will sometimes need to be postponed until a patient’s mental state has improved sufficiently. For GPs who want this, a checklist on exclusion of organic causes of psychosis is available on paper and via the EIS website.

Additional assessment suggested by EIS:  In some cases, the EIS may wish to suggest additional assessment to exclude organic causes of psychosis, and identify any other relevant medical problems.   For patients who are not already hospital inpatients, primary care teams may be approached for help with these (the decision resting with the primary care team as to whether they wish to provide this). 

Other physical health care: GPs will be expected to continue to offer assessment and management of intercurrent physical health issues, including monitoring in line with the Quality and Outcomes Framework. 

Communications with primary care : EIS care co-ordinators will write to GPs when a client is accepted into the service, and when there is a CPA review or a change to the safety profile.  EIS psychiatrists will write to GPs when there is a change in medication, or a major change in the client’s condition.  However EIS staff will not communicate about each individual contact 

The EIS will rely on GPs to communicate any significant information about physical health of EIS patients that might affect their psychiatric care. 

Prescribing for and routine monitoring of clients on psychotropic medication:  Shared care protocols are being developed for all Lancashire Care Trust patients and EIS clients will be covered by these. In the interim,  arrangements for EIS clients will be in line with the wishes of individual practices. 

Blood and urine tests: When any blood or urine tests are indicated, EIS staff will request these on the appropriate form, requesting that results be copied to the GP.  If the GP is willing, then the patient will have blood taken through the practice’s usual arrangements.   If needed, the EIS will support the patient to attend for this. If the GP is not willing for the practice’s arrangements to be used for blood taking, the patient will be asked to attend the hospital for this.  As the service develops EIS staff will also be trained to take bloods, providing a further option. EIS staff will check results and take appropriate action, (which might include referral back to the GP over non-psychiatric issues).  
Interface with crisis and home treatment teams (CRHTTs)

EIS clients will often be provided with the telephone number for the local CRHT within their contingency care plans.  In these instances, the EIS care co-ordinator will ensure that the CRHTT always has access to an up to date health and social care needs assessment, safety profile and care plan through eCPA.

When an existing EIS client is in crisis, as long as team resources and safety considerations allow, the EI team will meet the client’s needs within its own resources, aiming to promote continuity of care and where possible avoid hospital admission.  The EI team may for example increase the frequency of contact, working collaboratively with other services, voluntary agencies, relatives and other carers,  with roles and responsibilities clearly defined within the crisis care plan.  

When the EIS is unable to provide a level of care appropriate to the clients’ needs,  or where admission is a likely outcome,  the EI team will refer to the relevant crisis home treatment team to jointly agree an appropriate package.  We will aim for joint assessment and where possible avoidance of duplicate assessments. When a client is accepted for home treatment, the EI team will maintain contact with the client during the crisis, with roles of each service jointly agreed and clearly identified in the care plan and crisis plan.

The EIS is not resourced to provide an emergency psychiatric response, and where psychiatric input is urgently needed, it will be necessary to seek this from outside the EIS.   Case managers are able to provide up to two visits per week in addition to any contacts with psychological therapists or STR workers, but beyond this are reliant on what support the CRHTT is able to provide.

Interface with Assertive Outreach Teams

Where an EIS client is accepted by an Assertive Outreach Team,  if appropriate to  the client’s needs they may also remain on the EIS caseload as a client care co-ordinated by another service.   A member of the EIS team will then attend CPA reviews and there will be the option of EIS continuing to contribute to the client’s care, including through referral to hub services.

Interface with community mental health teams, including primary care mental health teams 

Referrals to EIS from other teams need to be accompanied by a Health and Social Care Needs Assessment and safety profile as per CPA policy. However if a GP referral appears to have been sent in error to another team rather than the EIS, then this referral may be accepted by the EIS without the other team being asked to see the patient first.  This will only happen once the other team has clarified with the GP that the referral was sent in error rather than because a same day response was needed. 
Interface with inpatient services

When clients are admitted for inpatient care, the care co-ordinator will be responsible for facilitating admission and discharge, working with crisis home treatment team and ward staff.  The care co-ordinator or team representative will maintain contact and attend ward rounds.  The EIS psychiatrist will also aim to discuss the aims of admission with the inpatient consultant, and provide summary information including information about the diagnosis that has been discussed with the client.   When a client is discharged from hospital, we will aim for the integrated case notes to be immediately available to the EI team.   Following discharge clients will be seen within 7 days in accordance with the national standard and CPA policy.

Through the Trust inpatient service reconfiguration programme, the EIS will work towards clients having access to a range of settings for 24-hour age-appropriate accommodation including specialized EIS beds, rehabilitation placements and community crisis accommodation

The trust policy relating to admission of under 18 year olds will be followed in line with the report ‘Pushed into the Shadows’.  For an interim period until specialized EI in-patient services are resourced and available, in-patient care for clients aged 16 and over will often continue to be provided through general psychiatry wards, with admission and discharge determined by the local service in accordance with local arrangements.  
Younger clients will be admitted through CAMHS pathways, with EIS liaising closely with CAMHS teams, and aiming – as for adult clients - for effective shared care in the least restrictive environment for the shortest possible time.  Where admission is needed, the CAMHS pathway is through The Junction,  who will help facilitate admission. This may include the following facilities

· CAMHS inpatient provision at The Junction

· Local paediatric beds

· Adult mental health beds

· Private sector beds

Where younger clients are admitted to a unit which is not a specialist child and adolescent unit, CAMHS and EIS support and advice will be available on a consultative basis.

Interface with Trust-wide provision for people with personality disorder

Clients accepted into EIS often have needs in relation to personality difficulties as well as psychosis.   

EIS staff will participate in the Trust-wide training provided to enhance the capacity of all teams to work with this client group.

Where a client has been referred to the EIS and the outcome of initial assessment is that the EIS is not the appropriate service, if there is difficulty identifying an alternative appropriate service, then referral to the Personality Disorder complex case panel will be considered. Referral will be via the LCT personality disorder network.

.  

Where a client with personality difficulties has been accepted into the EIS, teams will have the option of seeking specialist consultation  to help them in their work with this client.  Such consultation will take the form of one or more meetings between the personality disorder specialist and all the staff involved with the individual client both from within EIS and from any other involved services staff.   Where a team is considering such a referral, then an EIS therapist will be involved in the discussion. Referral will be via the LCT personality disorder network.

Where a client with personality difficulties is considered to need a therapy which the EIS therapy team are not equipped to provide, then the EIS therapy team will be involved in the decision to make a referral outside the service.  This may be for an individual therapy with a therapist outside EIS.  Occasionally therapeutic community day or residential services may be felt to be needed, in which case referral will be via the Trust personality disorder network. 

Interface with forensic services

When referring EIS clients for forensic or rehabilitation assessment clear information needs to be provided about what is sought from the assessment (eg. risk assessment, advice on placement, admission to MDU etc) and the degree of urgency. Often a conversation with the secure services flow and capacity manager or lead consultant will be helpful.

For clients where all that is needed is advice on a rehabilitation placement,  it will sometimes be appropriate to seek information about possible placements without the client being formally  referred and assessed. 

Referrals may be accepted from secure services. Whether EIS input is offered will depend on whether the client is able to benefit from the service.  

Referrals are also accepted from prison services. After assessment, the options of EIS care coordination, therapy and other involvement will be considered following discussion within EIS and with forensic services.

When EIS clients are in prison, it may be appropriate to liaise with the secure services prison in-reach service.  When a client is going to be 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 option of discharging them from EIS may be considered.
ROLES

All roles operating within EIS are defined on the basis of competency. A comprehensive account of the role and associated responsibilities can be found in the job descriptions and person specifications for each post.  In addition most posts have a nationally and locally agreed knowledge and skills framework, which includes threshold criterion at entry and before final incremental points.

Management responsibilities  

Management responsibilities, other than those listed below under team leaders, will be held by will be held by the service manager, lead consultant psychiatrist and lead consultant clinical psychologist, who will meet together regularly.   These responsibilities will include resource management, clinical governance, caseload management, information systems, performance review, staff recruitment and development and liaison with other services.

Team Leaders 

Team leaders, assisted by deputy team leaders,  will provide line management and leadership to the multidisciplinary local teams, co-ordinating the early intervention service for the locality.   Team leaders will be responsible for the organization of day-to-day clinical work; referrals and allocation process, ensuring parity within the health economy; co-ordination and implementation of staff rotas, sickness absence, discipline, staff development, personnel issues etc.  They will take a lead role in interfacing with other locality health and social care providers and cross-cutting services; and act as the link with the hub,  with planning meetings, and with other spoke teams to ensure consistency across the service.

Team leaders and deputy team leaders will also act in the capacity of care co-ordinator.

Case Managers

Case managers will act as care co-ordinators without taking on the additional responsibilities of team leaders or deputies.  

Role of care co-ordinator and co-worker(s)

Care co-ordinators will provide the core module and also act as broker for opportunities for clients to participate in research.

Some care co-ordinators may have or develop higher-level skills in specific areas (eg a youth work qualification) and then act as a resource for others in the team.

Care co-ordinators will be encouraged to use up to one session a week to participate in provision and supervision of specialist modules according to their individual skills and training, and the needs of the service.  This will be identified in their personal development plan.

Care co-ordinators’ will generally have a maximum of fifteen clients for whom they are care co-ordinator, proportionally less for part-time care co-ordinators.   Where care co-ordinators take on additional roles as above, their maximum caseload may be reduced accordingly  after discussion with their line manager eg.14 clients.for a full time worker.

Care co-ordinators may be from a nursing, social work or occupational therapy background.

The role includes the standard Trust care co-ordinator role (July 2005).

For care co-ordinators on long term sickness or leaving their post, Trust procedures will be followed. In the absence of the care co-ordinator the co-worker will be responsible for ensuring the client continues to receive appropriate input.

Psychiatrists 

Psychiatrists will contribute to 

· clinical work of an individual team, 

· additional specialist modules, 

· other EIS hub activities,  including non-clinical work, eg training, evaluation and research

In some cases, they may also participate in other non-EIS work, within their agreed job plan.

Each psychiatrist will work in a local team, and provide as much as possible of the psychiatric input for patients of this team.   They will be available to the teams for clinical work during agreed sessions during which they will provide both face to face and indirect contributions to clinical care.  Indirect clinical work will include providing clinical consultation to the team, participating in team meetings and multidisciplinary supervision, and working closely with the team leader to ensure a high standard of clinical care for the team’s clients.   

Within their agreed clinical sessions, psychiatrists will be expected to offer designated sessions where care co-ordinators will be able to book clients for appointment or consultation as needed, with the team as a whole considering how best to use the available psychiatric time.

We will aim for each client to be seen by a psychiatrist as a minimum
· when they are accepted into the EIS

· after any hospital admission, within 4 weeks of discharge 
· at 12 month intervals 

· before discharge from EIS (unless the client, care co-ordinator and psychiatrist all agree that this is not required)

However most appointments with psychiatrists will be additional to these, and will be arranged in response to identified need.  Care co-ordinators should seek psychiatrist input (appointment or consultation) in the situations listed below. Often it will be appropriate to discuss with the psychiatrist whether a face to face appointment is needed, and how urgently.

· Where there is uncertainty over the diagnosis or over whether a client is appropriate for the EIS, including if borderline or schizotypal personality, developmental disorders (eg. Asperger syndrome, ADHD)  or underlying organic disorder is a possible issue.

· For clients who are not in hospital who have just been accepted into EIS. These clients need an urgent appointment for psychiatric assessment, and discussion of medication.

· When there is a deterioration in mental state.

· Where physical conditions may be relevant to mental health or treatment. (This includes interpretation of routine investigations, and discussion of any non-routine investigations that may be needed, but it is the care co-ordinator’s responsibility to ensure that routine monitoring investigations are offered in accordance with Trust guidelines) 
· At any point where there is a possibility that medication should be started or changed. 

· Whenever a client has ongoing symptoms or functional impairment which has not responded to the treatment plan in the expected timescale.

· Where there are high levels of risk.

· When the client or relative requests an appointment, with the psychiatrist for any reason. This may be particularly relevant to discuss questions of diagnosis, formulation or prognosis, physical symptoms or medication.

· At times when a psychiatrist has previously indicated that psychiatric review would be appropriate.

· For CPA reviews, including review within one month of hospital discharge. (There will be occasional exceptions to this where a client is symptom free, not on medication, does not have issues they would like to discuss with a psychiatrist, and a decision has been taken with the psychiatrist that further planned psychiatric involvement is not required.)

· When a client may require MHA assessment or is subject to MHA provisions - Guardianship or Community Treatment Order. 
· Where a client is being referred on to another team for care which will include psychiatric input eg. for forensic assessment, regional services, inpatient care.

· Where legal requirements are best met by a psychiatrist eg. court reports, assessments under the Mental Capacity Act.

· Where the psychiatrist has specialist additional expertise relevant to the care of a client eg. learning disability
· Within formulation meetings 

· Where the care co-ordinator feels psychiatric input would help with assessment of a change in mental state or with risk assessment or for any other reason.

After each appointment with a psychiatrist, a further appointment will be booked. This will be in a maximum of 12 months time,  but will often be sooner  if this is indicated.  The secretary booking the appointment will ensure that any appointments already in the diary for this client are cancelled.  

The expectation of care co-ordinators is that they involve psychiatrists in their clients’ care in accordance with Trust and EIS policy, and according to clients’ needs.  Psychiatrists will be accountable for their direct input and the quality of the advice they give.    
Psychiatrists will not be care co-ordinators for EIS patients.  Although EIS care co-ordinators will be able to liaise with EIS  psychiatrists over clients in crisis, the EIS psychiatrists will not be expected to provide any emergency response that is required.  Psychiatrists’ role in relation to in-patient care will be to support the care co-ordinator in liaising with the teams providing inpatient care, together with the care co-ordinator

In relation to specialist module work, psychiatrists will provide the standard medication module, and other specialist modules according to individual skills and interest.  

In relation to CAMHS clients, in the absence of the EIS CAMHS consultant,  repeat prescriptions of medication may be provided by EIS adult consultants.  Where a new prescription, or a change to an existing prescription is needed, this will be discussed and provided by the CAMHS psychiatrists for the locality.

Psychiatrists’ non-clinical EIS duties include training, CPD, audit, research, clinical supervision for junior psychiatric staff, and service development and management according to individual job planning agreements.   

Lead Consultant Clinical Psychologist

The lead consultant clinical psychologist is responsible for professional, clinical and managerial supervision of EIS psychological services staff. Responsibilities include clinical leadership, the governance of psychological therapies within EIS and contributing to strategic service development.

Psychological therapists 

Psychological therapists will provide a range of psychological services to the EI service such as consultation, assessment, formulation, intervention, and care planning for certain clients, will provide some of the specialist modules, contribute to other ‘hub’ activities (eg formulation, clinical supervision, staff support groups) and to EI non-clinical work, (eg training, evaluation, research).   They may also be involved in external supervision and training outside the Trust as part of their agreed job plan.

Support Time and Recovery (STR) workers

STR workers will be based within the local teams.  Their roles will include 

· Provision of the social inclusion and recovery intervention module

· Provision of the peer support module

· Provision of the client involvement module

· Support to care co-ordinators in provision of the core module

STR workers will work closely with care co-ordinators and their roles will be clearly defined in service user care plans and crisis plans.
Specialist advocates

Clients will need the opportunity of using appropriate advocates.  The EIS will work towards having access to advocates with training in EI from a range of age, gender and ethnic backgrounds.   These could be based within generic advocacy services, but one or more posts may need to be commissioned to meet the needs of the EIS.  

Secretarial staff

Secretarial duties will include taking calls from potential referrers and contacting the appropriate team member.  Administration duties will include support to each of the local teams, adhering strictly to Trust policies on privacy and confidentiality of client information.

Participation in specialist modules

All staff in the EIS will have opportunity to contribute to specialist modules under appropriate supervision, according to their individual expertise. 

Hub staff responsibilities 

Teams will rely on ‘hub’ staff for:-

· Management support and organisation, evaluation, clinical governance, information systems,  etc. 

· Training, including arrangements for ensuring standardisation of PANSS rating. 

· Organization of some specialist modules and contribution to provision of these

· Psychological therapists’ specialist input to assessment, formulation, and care planning 

· Specialist clinical supervision.  Supervisors will be selected in accordance with skills and competencies rather than profession.

· Ensuring access to interpreting, advocacy, and cultural consultation.

· CAMHS consultant input

Hub staff undertaking clinical work will be aligned to specific teams on a reviewable basis.

Equality and diversity 

The aim will be for EIS staff to reflect the ethnic mix of the population, with teams having opportunity to call on staff in other parts of the service who have required language or cultural skills.  Some posts within the EIS will be subject to positive discrimination to ensure an appropriate gender and ethnic mix.  

The EIS will also aim to employ one or more hub staff with expertise derived from experience of psychotic illness.

Equality and diversity issues will be considered both from a service user and staff perspective.
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