DETAILED OPERATIONAL ARRANGEMENTS

REFERRALS TO EIS
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Who is the service appropriate for ?
Age and diagnosis criteria 
The EIS is for patients of GPs from the three 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 and:
· With a first presentation of psychotic symptoms OR
· In the first three years of psychotic illness OR
· Assessed as being at high risk of transition to psychosis (ie clients thought likely to be in the prodrome of a psychotic illness) OR
· Undergoing assessment to decide if EIS is suitable for their needs if either  (1) they require more than one appointment to decide on suitability and do not already have a care co-ordinator in another service, or (2) it has not been possible to make a decision about suitability in less than 8 weeks.

People eligible for EIS include 
· People with co-morbid substance misuse, personality disorder, and forensic needs.

· Some people with organic psychotic disorders other than substance misuse, where it is felt that the Early Intervention Service is relevant to their needs.
· People who have passed their 35th birthday 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. 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 have had more than one episode of psychosis but are still in the first three years.

· People who are already receiving care from mental health services, 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 for 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.  
· People who do not have a GP at presentation but who live in the Trust area, or are homeless.

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 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).

· 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 

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).
The symptoms must not occur solely during brief periods while the client is in a state of acute intoxication or withdrawal.

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.

Definition of at risk mental state (ARMS)
Clients are accepted into the ARMS group if they are assessed as having

· A high probability of developing psychosis ie of being in a prodromal state OR
· A moderate probability of developing psychosis but there is a multidisciplinary decision by the EIS spoke 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.

The document ‘EIS Assessment clinics’ describes the process used to decide whether a client is at high, moderate or low probability of developing psychosis in the short term.
This is based on consideration of whether the client has

· Trait indicators (family history, schizotypal personality, neurological soft signs)

· Indicators of ultra high risk (brief limited psychotic symptoms (BLIPS) or attenuated psychotic symptoms together with deterioration in social functioning, defined by the Comprehensive Assessment of At Risk Mental States (CAARMS;  Yung et al, 2006)
· Basic symptoms, defined by  Schizophrenia Proneness Inventory – A (SPI-A) (ref)  
BLIPS - problems have included positive psychotic symptoms which have scored above the PANSS thresholds for defining psychosis, but which have lasted less than one week and have resolved without anti-psychotic medication.  

Attenuated psychotic symptoms  are 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.  

Basic symptoms are self-experienced disturbances of thinking and perception which are associated with a high risk of transition to psychosis

Referral TO THE EIS
Who can refer?

The EIS accepts referrals from 
· Other mental health services, including secure services and prison in-reach services (provided that the person is not expected to remain in prison for 6 months or more
· GPs (clients aged 16-35 only). GPs should refer clients aged 14 and 15 to CAMHS, who will then involve the EIS as needed.
Eventually other agencies will also be able to refer directly to EIS.
Deciding whether to refer 
All clients who may be eligible should be referred.   
Referrers are encouraged to have a low threshold for referral, ie to refer on the basis of suspicion rather than certainty of psychosis.

Referrals can still be made even where it is a family member or other concerned person who has sought help from the GP rather than the client themselves.

If there is any doubt about the diagnosis of functional psychosis, antipsychotics should not be started prior to assessment by EIS.

Referrers may find it helpful to 
· Use information on the EIS website eg a referral guidance tool for GPs, information about symptoms of psychosis 
· Discuss potential referrals informally with an EIS clinician 

· Request a training session from EIS 
Referral process

Referrals are accepted by telephone, or in writing.  

Where there is a need for immediate response, referrers need to arrange to respond to this in the way they would do for any other client. EI teams are not able to respond to referrals on an urgent basis, or respond to crises in people who have not yet been assessed and accepted by the service.  

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

eis response to referrals 

Stages of response

1. Initial information from referrer - to decide if the referral is appropriate and gather information to plan first contact with the client.
2. Contacts by EIS case manager – to decide if the client should be accepted by EIS because they have psychosis
3. Assessments in clinic – for all clients not accepted into psychosis group, to decide if they should be accepted into EIS because of an At Risk Mental State
Initial information from referrer
Referrers will be asked for details of 
· Client’s age and GP (to confirm eligibility)
· Any previous treatment for psychosis, and how long ago this was 

· Current mental health concerns, particularly concerns giving rise to suspicion of psychosis
· Risk issues – to clarify whether more urgent response is needed than EIS can provide, and to allow safe arrangements to be made for initial assessment. If risks are significant, assessment under the MHA may be considered.
· Arrangements for contacting the client, including whether a joint assessment with the referrer would be appropriate.

These details will be recorded on a screening proforma.  Details may have been provided in writing by the referrer, or may be obtained through a telephone conversation.  Demographic details may be recorded by team secretaries but discussion of clinical and risk issues needs to be with a clinician, usually the duty case manager.

In some cases, it will be clear at this stage that the client is not eligible for the EIS and does not need further assessment eg. because they do not meet age criteria, or have been treated for psychosis more than three years ago. 
Case manager contacts to determine suitability of EIS 
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 will be usually be carried out initially by a case manager, with a second EIS worker involved where needed.  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 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 ideally a face to face contact, but as a minimum a telephone contact). 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. 
Where clients are referred from within mental health services, usually a Health and Social Care Needs Assessment and Safety Profile will have been completed by the referring team. Where possible, 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.  

Suitability assessment will usually include 
· Discussion with the referrer and other members of the current team

· Reviewing the case notes

· Face to face contacts with the client

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.

In face to face contacts with the client the assessor will 

· Clarify the referrer’s concerns, the client’s concerns, the family’s view, and any immediate risks.  

· Complete a health and social care assessment and safety profile (if already completed by another mental health team, then these should be updated as appropriate). It will be particularly important 

Particular attention needs will be given to clarifying 

· Whether the client’s psychotic symptoms occur only transiently as part of an acute intoxication or withdrawal state. It will be important to clarify as far as possible the date when each drug was last used (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)

· Details of family history of mental illness

· Details of any previous treatment for psychosis
· For assessments involving CAMHS, ensure that the common assessment framework is followed in addition
· Complete a PANSS assessment

· If the client is too unwell to cooperate with the assessment, PANSS scores for positive symptoms will be estimated on the basis of observation and discussion with the client’s family and treating team. 
If a client has been treated with antipsychotics before assessment by EIS and their symptoms have begun to resolve, it may be necessary to judge whether or not  they had met the PANSS psychosis criteria at an earlier point. This may be done on the basis of the history, discussion with the treating team, and review of case notes.
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 for the period of assessment.  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 offered care co-ordination through EIS if this is not already in place. 
Problems in contacting clients for suitability assessment 
If 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.  

There are several possible decisions 
· 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 by the EIS for a period of continuing effort to make contact, 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.

· Continue efforts to assess.  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. 
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.

When after all reasonable efforts, the client refuses to engage in assessment, there will be a decision within the team, including a psychiatrist, about appropriate action. The reasoning behind the decision will be clearly documented and communicated to the referrer. Where decisions are difficult, an EIS complex case panel may be convened. 

Decisions following case manager contacts
Possible decisions are as follows. 
1. The client has met EIS criteria for psychosis and they are offered care through the EIS, within the psychosis group.
2. The client has not met criteria for psychosis (or there is doubt about whether they meet criteria)  and is offered further assessment through the assessment clinic.
Decisions in specific circumstances 
Where substance misuse is an issue, it can be difficult to decide if psychotic symptoms occur solely for brief periods in a state of acute intoxication or withdrawal.  Drugs differ in the length of time for which psychotic symptoms due to intoxication may persist. Decisions should involve a psychiatrist. The aim will be to be err on the side of over-inclusiveness.  

For clients using cannabis, a diagnosis of psychosis will be made in the following situations

· If the client has symptoms meeting criteria for psychosis which last more than one week after their last use of cannabis.  Ideally clients 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 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.
Clients with features suggesting  personality disorder should be assessed according to the same criteria as other clients.  

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.
Whether Early Intervention Service input is offered to clients in secure services or prison will depend on whether the client is able to benefit from the service.  Clients in prison with a sentence longer than 12 months will not be eligible.
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.

Clients not meeting criteria for psychosis – referral to the assessment clinic
Details of the clinic are included in a separate document.  The clinic will carry out structured assessments to judge whether the client is at high, moderate or low risk of being in the prodrome of a psychotic illness.
Referral to the early diagnosis clinic is arranged by the EIS care co-ordinator if the client has one, otherwise by the practitioner leading the assessment.  The health and social care needs assessment and the safety profile need to be on ecpa prior to the referral.
Prior to referral, the multidisciplinary team needs to decide two points:

1. Will the spoke team accept the client into the service? If the outcome from the assessment clinic is that the probability of the client having a psychotic prodrome is high,  it will almost always be appropriate for them to be offered EIS care though exceptions might occur, eg. where a client has multiple needs requiring significant ongoing input from mental health services, and already has a care co-ordinator in another service.. If the probability is judged as moderate but not high then acceptance into EIS will be entirely at the spoke team’s discretion. If the probably is judged to be low, EIS will not be an appropriate service for the client. 

2. Who will be the care co-ordinator if the client is accepted? 
The above information will be communicated to the assessment clinic with the referral.

The assessment clinic will contact the client with an appointment, and information about the service. 

.   

The assessment clinic

Within the clinic, clients will be offered systematic assessment using standardized instruments (CAARMS, SPI-A etc) which will take approximately three hours to complete. 

Possible decisions are

· The client is accepted for care within the EIS (psychosis or at risk mental state group)
· The client is not offered care within EIS

At the end of the appointment the client will be given verbal feedback.  If they are not accepted  into the EIS, they will be given advice to seek help urgently if new concerns develop, and information about how to do this, including by self-referral to the spoke team. If the client is accepted into the EIS, they will also be given the name and contact details for their care co-ordinator.  
The clinic will provide written feedback to the client, spoke team, referrer and GP.

Clients who are unwilling or unable to attend the assessment clinic
Where clients who are inpatients are unable to attend, the clinic team will agree arrangements for offering assessment on the ward.

Where clients are reluctant to attend, efforts will be made to ensure that they are aware of the potential benefits of attending.

Where there are practical difficulties, the spoke team will be asked to consider what, if any, help they can offer to enable the client to attend.

Where the client is unable to attend or unwilling to attend, the clinic team will decide what assessment can be offered in the home or other location. 

IMMEDIATE ACTION FOLLOWING DECISION ABOUT EIS SUITABILITY
Clients 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. 

Clients accepted into psychosis group
As soon as a client is accepted, 
· An EI care co-ordinator will be identified (Target time: next daily meeting).

· 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.  
· The care co-ordinator will communicate the outcome of the assessment to the GP and the referrer. 

Clients accepted into the at risk mental state (ARMS) group
As soon as a client is accepted into the ARMS group, the EI team will begin to implement the core module, but will not offer antipsychotic treatment, except in occasional instances where there are significant risks and antipsychotics are considered necessary for risk management. The options for psychological care will be considered in relation to specific identified problems and discussed with the EIS psychological services team ideally within the first three months. 
Exceptions – clients accepted by EIS care but not for EIS care co-ordination 
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.

Clients assessed, but not eligible for EIS

The EI care co-ordinator (of if there is no care co-ordinator then the lead assessor) will write to the referrer explaining why the service is not appropriate,  and where relevant suggesting appropriate pathways to care. 

The EIS will not provide clinical care to these clients. 

Clients who have urgent mental health needs will be referred to the appropriate service.  
Clients 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 be expected to respond and if appropriate allocate a care coordinator in accordance with Trust CPA policy. EIS will then no longer be involved.  
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