DETAILED OPERATIONAL ARRANGEMENTS

REFERRALS TO EIS

This document is an expanded version of the sections of the operational policy relating to referrals to EIS. It is intended for use by staff within EIS.
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Who is the service appropriate for ?

Age and diagnosis criteria 

The EIS is for patients of GPs from the five commissioning Primary Care Trusts, as well as for people resident in local prisons or attending local universities.  It is for people who are:

· Aged between 14 and 35 with a first presentation of psychotic symptoms.

· Aged between 14 and 35 and in the first three years of psychotic illness.

This includes people with co-morbid substance misuse, personality disorder, forensic needs. It also includes some people with organic psychotic disorders other than substance misuse, where it is felt that the Early Intervention Service is relevant to their needs.

In addition, the EIS offers a service to 

· clients assessed as being at high risk of transition to psychosis (ie clients thought likely to be in the prodrome of a psychotic illness)

· those clients undergoing assessment to decide if EIS is suitable for their needs in two situations: (1) where they require more than one appointment to decide on suitability and they do not already have a care co-ordinator in another service, and (2) where it has not been possible to make a decision about suitability in less than 8 weeks.

People who have passed their 35th birthday are eligible providing they have not reached the age of 36 at entry into the service.

People who have already had an untreated psychotic disorder for over three years when they first present to the EIS are eligible. We define ‘untreated’ as not having had antipsychotic treatment in adequate dose for at least either a period of two weeks, or until remission of symptoms.

People who are already receiving care from mental health services are eligible, providing that their first treatment for psychotic disorder was less than 3 years ago.  If someone has already had a substantial period of treatment elsewhere, and would be eligible only a short period of treatment in EIS,  the decision as to whether they are accepted needs to be based on their best interests.  In  exceptional circumstances, where the EIS team leader has agreed this,  one option would be for them to continue to receive care co-ordination from their current service but receive additional input from EIS for the period for which they are eligible. People who have already received treatment for psychotic disorder in another mental health service remain with the EIS until three years from their first treatment for psychosis.  

Definition of psychosis 

We use the following operational definition of psychosis:

· Any one symptom on the PANSS (Positive and Negative Syndrome Scale) positive scale scores 4 or above,  in the context of a cluster of symptoms.    

(This corresponds to having delusions, hallucinations, thought disturbance or excitement severe enough to interfere with behaviour, social relationships, thinking or communication) 

· The symptom must have lasted throughout the day for several days or several times a week, not being limited to a few brief moments.

· The above symptoms must be present for a period of one week or more (or if less than this then the improvement must be attributable to antipsychotic treatment).

Occasionally people meet operational criteria but the assessor’s view is that the symptoms may be driven by personality disorder rather than psychotic disorder.  In these situations, the team’s psychiatrist will be involved in the assessment and may take the decision not to make a diagnosis of psychotic disorder, in which case the EIS will not be the appropriate service. Such decisions will be audited at a later date.

High risk of transition to psychosis

We use the following operational definition for clients deemed to be at high risk of transition to psychosis in the short term:

The client has

· Brief limited psychotic symptoms  (BLIPS); OR
· Attenuated psychotic symptoms as defined by the Comprehensive Assessment of at Risk Mental States (CAARMS;  Yung et al, 2006)  OR
· Both trait and state indicators of high risk.

AND there is a multidisciplinary decision by the EIS team that it is in the best interests of the client for care to be co-ordinated by the EIS rather than another mental health service.

BLIPS

Problems have included hallucinations, delusions or conceptual disorganisation which have scored above the PANSS thresholds for defining psychosis, but they have lasted less than one week and have resolved without anti-psychotic medication.  

Clients with BLIPS may still be accepted even if they have been well for  a number of months. However, if the brief period of symptoms occurred more than 2 years ago and the person has remained well since, the team may decide that the EIS is inappropriate for their needs
Attenuated psychotic symptoms

Problems include psychosis-like symptoms which score below PANSS thresholds for defining psychosis,  but meet criteria for attenuated symptoms or antipsychotic treatment using the CAARMS assessment instrument.  

Trait and State indicators

The client has both a trait risk factor and a state risk factor.

The trait risk factor may be either:-

· Family history of first degree relative with any psychotic illness (or more than one more distant relative, leading to genetic risk of at least this magnitude);  OR
· Schizotypal disorder (The Schizotypal Personality Questionnaire full version A may be used to assist in identifying clients who may have schizotypal disorder)

The state risk factor may be either:-

· Has been referred to secondary care mental health services; OR
· Deterioration in mental state defined by meeting GHQ (General Health Questionnaire) caseness criteria, or a fall of at least thirty points on GAF (Global Assessment of Functioning).

High risk – ongoing assessment of suitability 

The EIS also accepts some clients for temporary care co-ordination while they are being assessed. This will happen in two situations

· During initial assessment, where the person being assessed does not have a care co-ordinator in another service AND the decision about suitability has not been made at the first appointment.

· During prolonged assessment, where the assessment to decide on suitability takes longer than 8 weeks.  

Flexibility

To avoid discrimination against groups in whom psychosis is likely to develop or present later than average, the EIS may occasionally consider offering services to people over thirty-five who are from ethnic minorities, or women.   

The EIS will also offer a service to clients who do not have a GP at presentation who live in the Trust area, or are homeless.

Occasionally the EIS will offer a service to people who do not meet the above criteria for psychosis, but are nevertheless deemed to be suffering a psychotic disorder.

People for whom EIS will not be appropriate 

The EIS will not be appropriate for people who:-

· Have severe learning disability with communication difficulties which render them unable to benefit from the service,  (with this decision made on the basis of joint assessment with learning disability services, in accordance with Lancashire Care Trust policy).

· Are receiving in-patient care in long term residential units outside the area.

· Experience psychotic symptoms only in the context of intoxication or withdrawal states, and have no indication of symptoms at other times 

· Have psychotic symptoms as part of a personality disorder, without any indication of additional psychotic disorder .
Where clients have psychotic symptoms only in the context of intoxication, they will be encouraged to make use of substance misuse services, and the client, referrer, and substance misuse service will be encouraged to seek re-assessment if there is any doubt as to whether the client has symptoms while not intoxicated. 

Referral

Referrers

The EIS accepts referrals from mental mental health services,  and referrals from GPs of clients aged 16-35.   Eventually other agencies will also be able to refer directly to EIS in line with Policy Implementation Guidance.
EIS also accepts referrals where it is a family member or other concerned person who has sought help from the GP rather than the client themselves.

Referrals of clients aged 14 and 15 should be made to CAMHS, who will then involve the EIS as needed.

Threshold for referral

Potential referrers are encouraged to have a low threshold for referral, ie to refer on the basis of suspicion rather than certainty of psychosis.

Referral process

Arrangements to assist referrers will include:-

· Information on the EIS website to assist potential referrers eg symptoms of psychosis, screening tools, referral pathway.

· Encouraging referrers to discuss potential referrals informally with an EIS clinician. 

· Identifying ‘linkworkers’ within teams likely to regularly refer to the EIS, eg wards and community mental health teams, and keeping in regular touch with these through regular e-mails or newsletters
· Contributing to training sessions eg induction for junior doctors, primary care educational programmes
· A referral guidance tool for GPs, available on the EIS website.
Referrals are accepted by telephone, or in writing.  

The EIS will also develop arrangements to ensure that clients are identified as early as possible, eg regular contact with in-patient wards. 

The teams are not able to take referrals on an urgent basis to provide a response to a crisis.  Where there is a need for immediate response, the referrer will be advised to also refer the client to the appropriate crisis team or other emergency service.  

CAMHS services will  refer to EIS using agreed referral arrangements and following their own crisis protocols.

response to referrals 

Initial response

Telephone referrals  will be taken by an EIS secretary who will confirm 

· that they are eligible for the EIS in terms of administrative criteria - age, GP, 

· that the referral is being made because of suspicion of psychosis

These details will be recorded on a screening proforma.  Usually this screening will be completed in the initial telephone conversation with the referrer.   

The EIS secretary will contact an appropriate EIS practitioner who will aim to discuss the referral immediately with the referrer, using the screening proforma to record the referrer’s concerns, the level of urgency and suggested arrangements for contacting the client.  EIS teams will operate a duty rota within the team for dealing with new referrals during team opening hours.  

In cases where the EIS is not appropriate for administrative reasons (age, address, misunderstanding of the purpose of the EIS etc) a screening proforma will still be completed. A letter will be written to the referrer explaining why the service is not appropriate,  and where relevant suggesting appropriate pathways to care. 

If risks are significant assessment under the Mental Health Act will be considered

Practical arrangements for determining if the EIS is the appropriate service (suitability assessment)

The practitioner receiving the referral is responsible for ensuring that arrangements are made for assessment to be started as early as possible by appropriate members of the team.  

Assessments to determine suitability of the EIS for the client will be usually be carried out initially by a case manager and co-worker. Where there is uncertainty over a decision, the assessors will involve an EIS psychiatrist. 

Referrals of clients aged 14 and 15 and referrals from CAMHS services will be assessed by the EIS CAMHS case managers working together with the local CAMHS service.

Suitability assessment will usually include discussion with the referrer.  In some cases talking to staff who know the client and reading the case notes may lead to referrer and EIS assessor agreeing that EIS is not the appropriate service for the client, and in these cases suitability assessment may not include a face to face meeting with the client.

Suitability assessments will be carried out as soon as possible, if necessary using an assertive approach.  (Target time to first contact with client, including at weekends: 48 hours.  First contact here is defined as a minimum of a telephone contact, ideally a face to face contact)   If the client’s needs require a response sooner than the EIS can provide, referrers will be advised to contact the appropriate crisis or other emergency service.   Clients who are referred directly from primary care who do not require an urgent response from another service will be treated as a priority and assessed urgently within EIS. We will aim for the first face to face contact with these clients to be no longer than two weeks from receipt of the referral, and where possible very much sooner than this.

Where clients are referred from within mental health services, joint assessment with the referring service will be encouraged, providing this can be arranged without undue delay.

Where possible, assessments will take place in a setting of the client’s choosing, with preference given to low stigma settings eg the client’s home and premises unconnected with mental health services.  Assessors will follow the Trust lone worker policy.

Where a decision about suitability of EIS is not made at the first appointment, and the client does not already have a care co-ordinator in another mental health service, then EIS will usually assign a care co-ordinator and agree an interim care plan and crisis plan at least for the period of assessment.  This may be under standard or enhanced CPA according to the client’s needs.  The client will then be in the high risk group, assessment category.  However if the client seems unlikely to have psychosis but does have significant mental health needs, EIS will expect the relevant service to take on care co-ordinator responsibility, with the EIS role limited to continuing the assessment for EIS suitability.   Thus, if the client has been referred to EIS by another mental health service, this service will be expected to arrange care-coordination. If the client has been referred by a GP,  EIS will refer on to the appropriate mental health service.

Usually a decision about suitability will be taken within 8 weeks . Where this is not possible, then the client will be accepted into the high risk – prolonged assessment group

Response where the client refuses assessment

If suitability assessment is difficult because the client does not want to be seen, then EIS assessors will liaise with other professionals involved, and where appropriate with the client’s family, and will discuss the situation within the multidisciplinary team, including a psychiatrist.  Families will be advised of the right of the nearest relative to seek assessment under the Mental Health Act.  

Decisions will be taken in line with the Trust CPA policy.  There are several possibilities.

· If from the information available, it seems that the client may require admission to hospital, then a Mental Health Act assessment will be arranged.  

· If it is clear that the client is suffering from a psychotic illness, the client will be accepted for care by the EIS, even if they have not given consent.  This may occasionally mean that a care co-ordinator has a client who they have not met.  However if there is an existing care co-ordinator in another service, the EIS will not take over care co-ordinator responsibilities until they have met the client or their family,   and there has been a CPA meeting in accordance with Trust CPA policy.

· When a client with possible psychosis is refusing contact but the family are seeking support, the EIS may still accept the client,  though initially working only with the family, and liaising with the GP.

· If psychosis seems unlikely and there are no significant risks identifiable, the client will remain in the care of the GP or other referrer and the EIS will not offer ongoing involvement.

Where decisions are difficult, a complex case panel may be convened. 

Plans for further attempts at contacting the client will take into account that repeated unwanted contacts can be intrusive and ultimately unhelpful. However, ‘cold calling’ may sometimes be required.  Where appropriate, attempts to assess may be continued up to a maximum of 8 weeks. When after all reasonable efforts, the client refuses to engage in assessment, there will be a team decision about appropriate action and the reasoning behind the decision will be clearly documented and shared with the referrer.

.

Response when the family prevents assessment

Where suitability assessment is difficult because family or carers do not want the assessment to happen, then again EIS assessors will liaise with other professionals involved, and where appropriate with the client’s family, and will discuss the situation within the multidisciplinary team, including a psychiatrist. Decisions will take into  account the likelihood of psychosis and level of risk, as above. Where appropriate, consideration will be given to use of procedures for children in need or vulnerable adults.

Assessment instruments

The assessment process will use the following instruments:-

· EIS screening proforma, including details of the client’s preferred arrangements for contact and correspondence.  Some of this will often be completed by the team secretary when taking the referral.  The duty worker will complete the other parts of the screening proforma which can be completed at the time of the referral, and the lead assessor will be responsible for ensuring that the screening proforma is fully completed when a decision has been made about suitability of EIS.

· CPA health and social care assessment and safety profile (if already completed by another mental health team, then these should be updated as appropriate)

· For assessments involving CAMHS, the common assessment framework will be followed in addition to the CPA documentation.

· Scores on the PANSS items used to define psychosis, and relevant clinical details. 

Where clients score below the PANSS threshold for psychosis at the time of assessment, assessors will explore whether they have would previously have scored above this threshold,  with their scores now lower either because they have started antipsychotic treatment, or because they have had a brief limited psychotic episode. If the client’s symptoms are resolving by the time of referral to the EIS,  it may be necessary to judge on the basis of the history whether or not  they had met the PANSS psychosis criteria at an earlier point. 

For clients accepted by the EIS a full SCIPANSS (Schedule for Clinical Interview for the Positive and Negative Syndrome Scale) will be administered as early as possible.  However, decisions about eligibility for the EIS may sometimes be possible before a full SCIPANSS has been done.

If it is clear that the EIS is not going to be appropriate for the client it is not necessary for the assessor to administer the full SCIPANSS.  

· Where the client does not meet psychosis or BLIPS criteria, and does not have a first degree relative with psychosis, then assessment for schizotypal personality will be done using the schizotypal personality questionnaire (full version) together with Manchester values for norms.

· If a person does not meet criteria for psychosis, BLIPS or trait and state high risk, then before making a decision that the EIS is unsuitable, the CAARMS positive symptoms scales will be administered, to exclude attenuated symptoms. Judgements as to  CAARMS scores may be made collaboratively with other team members   

· If there is uncertainty over the suitability of EIS after all of the above,   then the SPI-A may be offered by a specialist assessor.

Objectives of suitability assessment

The suitability assessment will determine whether the client enters the EIS, and their immediate needs.  

The suitability assessment will aim to clarify the referrer’s concerns, the client’s concerns, the family’s view, and any immediate risks.  

For all clients, the assessor will consider whether the client meets criteria for deciding that the EIS is the appropriate service or not,  and will complete or update a CPA (Care Programme Approach) health and social care assessment and safety profile.  The assessor will consider the possibility of any apparent psychotic symptoms being due to acute intoxication, or to personality disorder rather than psychosis. 

There are three possible decisions about the role of the EIS:-

1. Client has psychosis and is offered care through the EIS. 

2. Client is eligible for the ‘high risk’ group and is offered care through the EIS

3. The EIS is not appropriate for the client, but remains under the care of the referrer or under the care of the GP.  Additional recommendations may be made about pathways to appropriate care.

Making the decision about suitability 

Decisions about appropriateness of the EIS will be taken by EIS staff, usually a case manager or team leader, or in some cases by a psychiatrist or psychological therapist. Decisions will be discussed and confirmed within the daily team meeting, and conveyed to the referrer as soon as possible in writing.

If there is uncertainty over the diagnosis,   a psychiatrist should be involved and the team may require several contacts over a period of up to 8 weeks to reach a decision.  
Decisions to accept clients into the high risk (ongoing suitability assessment) group will be made immediately a client is identified as meeting the criteria ie. 

· If they have no care co-ordinator in another service and require more than one appointment before a decision about suitability can be made

· If their suitability assessment is taking longer than 8 weeks

Often decisions about eligibility for other EIS groups can be made after a single meeting with the client.  However if the assessor is unable to come to a decision at the first meeting, further assessment will be arranged, eg. offering a further appointment, seeking further information from the treating team, or involving the EIS psychiatrist.  The aim will be to make a decision as quickly as possible.  

Eligibility for the psychosis group will be considered first.   If clients are not eligible for this group, then the next stage will be to consider eligibility for the BLIPS and   trait  and state group (family history)  . If clients are not eligible for either of these groups, then eligibility for the  trait and state (schizotypal) group will be considered, where appropriate using the Schizotypal Personality Questionnaire – full version.  If clients are not eligible for this group either, then eligibility for the attenuated symptoms group will be considered, using CAARMS.  If there is continuing uncertainty, referral for assessment using the SPI-A may be considered.

If a client meets criteria for the psychosis group, before accepting them into the service, consideration needs to be given to whether the client’s symptoms may be entirely due to a personality disorder or acute intoxication or withdrawal symptoms.   If there is any doubt over this, a psychiatrist should be involved in the decision.

If a client meets criteria for the high risk of transition to psychosis group, before accepting them into the service, there needs to be a multidisciplinary discussion within the team as to whether acceptance into EIS is in the client’s best interests.    Clients meeting criteria for these groups will usually be accepted.  However if a client has multiple mental health needs requiring significant input from mental health services, there may be a multidisciplinary decision that it is not in their best interests to be accepted into EIS.   If so, they will be classed in the ‘EIS not appropriate’ group, and referred for appropriate alternative care.
Substance misuse



If it seems likely that the client’s symptoms occur only briefly in direct response to acute intoxication or withdrawal states, the client is NOT eligible for the EIS.  If it seems likely that the client’s symptoms have persisted for one week in the absence of acute intoxication or withdrawal, then the client enters the ‘psychosis’ group.   
For some clients, symptoms may last longer than seems likely to be due to acute intoxication or withdrawal, but less than one week longer, so that neither of the above decisions seems appropriate.  In these situations, if it seems that symptoms may have resolved in response to antipsychotic medication, then the client should still be included in the ‘psychosis’ group.  If not, eligibility for the ‘high risk’ group should be considered.

Decisions are often difficult and the aim will be to be err on the side of over-inclusiveness.

Drugs differ in the length of time for which psychotic symptoms due to intoxication may persist. 

For all clients, it will be important to clarify as far as possible the date when they last used each drug (even though sometimes this will turn out to be inaccurate).  Urine tests will sometimes be helpful, bearing in mind that cannabis may continue to be detected for up to 4 weeks after last used.

Clients using cannabis: 

· Ideally the client will be assessed over a period of at least one week without antipsychotics being prescribed. (Benzodiazepines may be used to manage symptoms)
· If the client has symptoms meeting criteria for psychosis which last more than one week after their last use of cannabis, then they enter the EIS psychosis group.
· If the client has persistent symptoms meeting criteria for psychosis, and there is little prospect of them discontinuing cannabis use long enough to clarify if their symptoms persist for one week after stopping, then they enter the EIS psychosis group.

· If the client has symptoms meeting criteria for psychosis which resolve without treatment in less than one week after their last use of cannabis, then they enter the EIS ‘high risk’, or ‘EIS not appropriate’ group, depending on a multidisciplinary decision as to the likely role of cannabis in the client’s symptoms, and the client’s best interests.

Personality disorder

If the assessor suspects possible borderline or antisocial personality features, the decision about suitability should be made jointly with the psychiatrist.  The psychiatrist may decide on the basis of clinical assessment that the symptoms are due to personality related difficulties and not psychotic disorder, in which case the decision may be that the EIS is not appropriate.  Where there is uncertainty over whether psychotic disorder is present in addition to personality related difficulties, the client will be accepted into the psychosis or high risk of transition group as appropriate.   Where decisions about suitability are difficult there should be a team discussion of the decision, considering the best interests of the client. 

Consideration may be given to seeking assistance with the decision through referral for 

· the EIS complex case review process.

· the Trust personality disorder network complex case panel. This process may assist with decisions about what  service may be  best able to meet the clients interests, but would not be able to offer additional diagnostic advice. 

Severe learning disability

Having severe learning disability with communication difficulties may render some service users unable to benefit from the service.  Such a decision will only be made on the basis of joint assessment with learning disability services in accordance with Trust policy.
Forensic clients and prison services

Referrals may be accepted from secure services and prison in-reach services. Whether Early Intervention Service input is offered will depend on whether the client is able to benefit from the service.  

Organic disorders

People whose psychotic symptoms have, or may have an underlying organic cause will  be offered EIS input depending on whether they are able to benefit from the service.  For example a service would be offered if the person may require antipsychotic treatment and / or  psychosocial interventions in relation to their psychotic symptoms, eg. certain seizure disorders, head injury etc.  In contrast if the person requires medical treatment only and their symptoms would not be helped by interventions available through EIS, they would not be accepted into the service eg. seizures where all psychotic symptoms are fully controlled by anticonvulsant treatment.  Decisions about clients with possible organic disorder should be made jointly with a psychiatrist.

What happens after the decision is made to accept the client into EIS?

· Immediate actions 

As soon as a client is accepted, the EI team will begin to implement the core module (see below) and will arrange 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.

The referrer and GP will be contacted with the decision, including a written communication. 

· Identification of care co-ordinator
An EI care co-ordinator will be identified at the next daily meeting.  Where possible the screening assessor will become the care co-ordinator.  

(Target time for identification of care co-ordinator: at the next daily meeting)  

The client will remain the responsibility of the referrer until they have been formally accepted by the EIS and transfer to an EI care co-ordinator has been agreed and arranged in accordance with Trust CPA policy.  In some cases where the client is accepted by the EIS it will be appropriate for there to be a gradual transition to the EIS taking over the care co-ordinator role. 

Where with a CAMHS service user, a decision is made for there to be continuing EIS input, but not care co-ordination by EIS, then case management and medical responsibilities will lie with the local CAMHS team. 

In other cases, in exceptional circumstances the EIS team and referrer may agree that it may be in the client’s interests for the EIS to provide input but for a care co-ordinator to be from another service, eg. a learning disability service.

What happens after the decision is made that the EIS is not appropriate?
The EIS will not provide clinical care to these clients. 

· Immediate actions

Clients in this group who have urgent mental health needs will be referred to the appropriate service eg crisis team.  The assessor will write to the referrer, with any advice on management, including referral to other services.  

Clients in this group who have been referred by their GP and who are judged to be in need of another mental health service will be referred on by the EIS assessor to the usual single point of access for mental health services.   This referral will be made by telephone and by fax, and accompanied by the completed health and social care needs assessment and safety profile.  The single point of access team will aim to respond to the referral within 48 hours and allocate a care coordinator in accordance with Trust CPA policy. EIS will then no longer be involved.  

· Review of appropriateness of EIS

The client will be asked if it would be acceptable to them to be contacted by the EIS in future to review the diagnosis of psychosis (to assist in evaluation of EIS diagnostic decisions).  As part of auditing screening effectiveness, there will be a reassessment at a later date of a proportion of clients in this group, or if resources allow, of all of them.
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