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NOTES ON THIS OPERATIONAL POLICY 

This policy has been developed on the basis of two key background documents:

· Department of Health Policy Implementation Guidance (available on the Department of Health website) sets out the requirements for Early Intervention Services, on which this operational policy is based.

· The document Lancashire Care NHS Trust: Development of Early Intervention Services describes the model of service which the then nine Primary Care Trusts (PCTs) Commissioners have agreed to commission, and which Lancashire Care Trust have agreed to manage.

The policy describes what Lancashire Early Intervention Service (EIS) aspires to achieve.   Details of the procedural arrangements through which the EIS aims to go about this are set out in appendices to the policy.  

AIMS, PHILOSOPHY AND MODEL
WHAT IS THE SERVICE INTENDED TO ACHIEVE?

The service is for:

· People aged between fourteen and thirty-five with a first presentation of psychotic symptoms

· People aged fourteen to thirty-five during the first three years of psychotic illness

· People meeting specific criteria indicating they are at high risk of developing psychotic illness

Department of Health Policy Implementation Guidance 
This requires Early Intervention Services to aim to:

· Reduce the stigma associated with psychosis.

· Improve professional and lay awareness of the symptoms of psychosis and the need for early assessment.

· Reduce the length of time young people remain undiagnosed and untreated.

· Develop meaningful engagement, provide evidence-based interventions and promote recovery during the early phase of illness.

· Increase stability in the lives of service users, facilitate development and personal fulfilment.

· Provide a user centred service ie a seamless service available for those from age fourteen to thirty-five years that effectively integrates child, adolescent and adult mental health services and works in partnership with primary care, education, social services, youth and other services.

· At the end of the treatment period, ensure that the care is transferred thoughtfully and effectively.

Performance Indicators for the Lancashire Early Intervention Service

The service will be evaluated against performance indicators, including three indicators which reflect the core tasks of the service:  

· Reduction in the duration of untreated psychosis (DUP)


The Early Intervention Service will aim to bring about a reduction in DUP by one third in comparison to the DUP of people who had their first episode of psychosis in the year before the service is fully staffed and operating in line with policy implementation guidance. 

· Number in remission



The service will aim for at least fifty percent of clients to have achieved remission of symptoms one year after entry into the service.

· Social inclusion


The service will also examine its effectiveness in relation to specific social inclusion targets, particularly employment. 

In addition the level of activity will be continuously monitored, for example numbers referred, accepted and discharged, and current caseload.

PRINCIPLES AND PHILOSOPHY

Principles

Policy Implementation Guidance requires that Early Intervention Services should offer

· Culture, age & gender sensitivity

· Family orientated approaches

· Meaningful and sustained engagement based on assertive outreach principles

· Separate age appropriate facilities for young people

· Emphasis on normal social roles and service users’ development needs, particularly involvement in education and achieving employment.

· Emphasis on managing symptoms rather than on the diagnosis.

The proposal agreed for the Lancashire Care Trust Early Intervention Service includes the following additional principles: 

· A style of service based around recovery.

· A service designed and delivered through effective partnerships.

In addition, we aim to provide services in line with Trust and Social Services policies and in accordance with the Standards for Better Health framework and with the broader NHS and social care policy direction,  for example around choice and empowerment, equality and diversity, inclusion, and addressing discrimination and human rights.

A new style of service 

Key aspirations for  the EIS are:

· Recovery orientation

· Promoting social inclusion and placing high value on social and peer group acceptance

· Age appropriateness

· Minimising stigma.

· Emphasis on family interventions

· Assertive engagement and outreach

· Optimising outcomes

Adhering to the above philosophy and principles should lead to the EIS being distinctive from traditional mental health services particularly in its emphasis on recovery, social inclusion, age-appropriateness and its approach to engaging clients and families.

Working with a recovery oriented philosophy means recognising a broad concept of recovery, including both objective components eg. improvements in symptoms and social functioning and also subjective components eg. achieving a life which is meaningful and satisfying to the individual client.  This subjective component will be different for each client.  It may not be achieved automatically when symptoms and social functioning recover.  Or it may be achieved in spite of residual symptoms and disability.

Offering an age-appropriate service is important in achieving engagement and satisfaction with services, and avoiding additional stigma that may arise from services being inappropriate to age.  It means responding to the variation in age-related needs that occur across the wide fourteen to thirty-five age range.   There are particular psychological needs associated with younger clients, for example, identity and separation issues and feelings of being indestructible.  Younger clients may have different priorities eg placing a high value on social and peer group acceptance.  They have particular needs from services eg for attention to confidentiality, agreement of arrangements for communication with families, and more frequent need for family interventions.  They may be deterred from using services because they perceive services as similar to school and to other agencies with negative associations.  For adult practitioners there will be a wide range of new youth-related issues and agencies to learn about.

Successful engagement is important in optimising outcomes.  Encouraging engagement will mean close attention to making services not just acceptable but also inviting, prioritising things that are important to clients, and fostering strong therapeutic relationships.  

Assertive engagement means continuing to make the service available to clients who are not currently wanting to engage and trying to work with family members sometimes when the client would like to disengage. However, engaging assertively may sometimes conflict with clients’ rights to choose for themselves, excessive assertiveness may itself provoke disengagement, and sometimes clients may benefit from being allowed to take risks and make mistakes.  

Overall, adhering to the principles of recovery, age-appropriateness, and assertive engagement will have several important implications for the EIS:

· We will be mindful of the impact of cultural issues, disability, gender identity and sexual orientation issues in all of these areas.

· All working practices will reflect these aspirations eg stationery, website, contact arrangements, assessment and case management processes, communication, communication with families.    

· We will respect that clients will often have different perceptions and priorities from staff and the EIS as a whole.

· We will prioritise seeking advice on the development of the EIS from service users and from other young people, and from their families.

· In working with individuals we will prioritise understanding their own aspirations for themselves, and their hopes from the service.

· In order to allow the client’s own aspirations to guide our intervention, in some cases we will support a client’s wish to take risks, or to decide not to pursue active engagement or other EIS priorities.  In these instances we will aim to ensure that the client understands any risks, that decisions are shared by the multi-disciplinary team, the rationale documented, and the underlying philosophy clearly supported by the service as a whole, and in line with Trust policies.  Access to supervision will be important in supporting staff in such situations.

Cultural Competence

One of the principal objectives of the EI service will be to improve the accessibility and cultural appropriateness of mental health services for the multi-cultural population of Lancashire.  

We recognize that individuals and groups both within and outside the indigenous population will have diverse cultural needs.   Specific needs may relate for example to immigrant or refugee status, and to different ethno-cultural backgrounds including Eastern European communities and travelling populations. They may also arise from age, diversity of belief and spiritual needs, and to sexual identity and orientation.

Culture shapes the experience and expression of emotional distress and social problems in many ways.  Despite the policy of equal access to care, research has shown that access to mental health care varies by linguistic and cultural background.  In a significant number of cases, language barriers and the cultural complexity of cases has prevented adequate assessment in conventional mental health care settings.  

The National Service Framework (NSF) for Mental Health sets out a broad vision for the future, a vision where principles of care, quality and standard of services for the mentally ill are optimised.  This vision also points to the need to address issues directly related to the mental health needs of minority ethnic groups.

In order to accurately diagnose and treat patients from diverse backgrounds it is essential to consider the cultural meaning of different symptoms and the social context of distress.  This will start with cultural formulation of a case but also requires development of assessment instruments and new strategies and techniques of intervention. 

Although problems of under-utilisation of services and under-detection and treatment affect many groups in society, there is evidence that they are particularly severe for immigrants and ethnic minorities who experience additional barriers of language and cultural difference in their interactions with health care providers.  While psychiatric symptoms are more common among some ethnic group members than those in the majority group, ethnic minorities are less likely than majority groups to receive care in the specialist mental health sector.  Many members of minority groups are treated by other sources including general medical physicians, alternative practitioners and traditional healers. Most distress, however, remains outside the formal network of health care and is recognised, identified and treated only in the lay sector.  For ethnic minorities, treatment and referral decisions are often shaped by community and family beliefs and directed by traditions within the community.  Family and friends are usually the first to recognise unusual behaviours and may often be the only ones to notice distress.  Culturally specific idioms of distress may lead ethnic groups to differ in which signs, symptoms and behaviours are recognised as unusual. 

Cultural competence will be a priority consideration for the EIS.   Arrangements for addressing these issues operationally are being developed.  These will include development of a specialist module offering consultation on cultural issues.  However, the ethos of the service will be that cultural competence will be woven through all interventions provided by all staff.   All staff will attend equality and diversity and cultural awareness training and all training will attempt to address these aspects.  Interpreting services will be used where appropriate.  The service has begun the process of translation of information leaflets into the most common minority languages.  In work with clients and families staff will routinely consider and try to address discrimination where it occurs, for example access issues for people with disabilities, access to spiritual and religious support, and support on the grounds of sexual orientation and gender identity.

Service model

Overall service structure

The service is based on a ‘hub and spoke’ model

Services are delivered by three local teams, one for each health economy:

· East Lancashire

· Central Lancashire

· North Lancashire.

Local teams provide a core module of interventions and are supported in the delivery of specialist intervention modules by a shared, central ‘hub’ team. 

The three local early intervention teams

Each local team consists of a team leader and a number of case managers (social workers, nurses or occupational therapists), STR workers (Support, Time and Recovery workers), administrative staff,  psychiatrists and a child and adolescent case manager.  The teams have access to additional specialist support  from the hub – see below. 

A key feature of the service is early detection and assessment with the aim of minimising the duration of untreated psychosis (DUP)

For clients accepted for treatment within the EIS, the local teams provide a ‘core module’ of care including engagement with the client in a supportive therapeutic relationship, care coordination, risk management, management of child protection issues, detailed assessments, attention to basic needs and social inclusion, basic psycho-social interventions, work with families, liaison with other relevant services,  referral for EIS specialist intervention modules, and other services. (See below for details)

The aim is for the service to work towards handling its own emergencies during its hours of availability and providing in-patient care as in the Department of Health Policy Implementation Guidance.  However current resourcing of the EIS does not provide for these functions and fully achieving these additional aims will depend on strategic developments and capital plans not fully within the control of the service. The EIS will work with the Trust to examine options for development.

The ‘hub’ team

The hub team offers services to all three teams. It includes a service manager and clinical lead,  administrative staff,  a CAMHS psychiatrist,  and a team of psychological therapists  (a lead consultant clinical psychologist and a team of clinical psychologists, cognitive behavioural therapists and family therapists).  A mental health promotion specialist may also be based in the hub team.  These staff offer services to clients across all three spoke teams on an equitable basis, with hub clinicians accessed through a specific consultation and referral pathway.  Pharmacy input is available to spoke teams through local pharmacy consultants.

Specialist modules

Clients have access to additional intervention modules as needed.   These build on and complement the interventions provided as part of the core module.  The intervention modules currently available or planned include:

· Standard medication

· Cognitive behavioural therapy 

· Family and friends groups 

· Family interventions

· Social inclusion and recovery

· Substance misuse

· Peer support 

· Cultural consultation

· Treatment resistance

· Moving on (preparation for discharge)

The EIS operates with a tiered (stepped care) model of psychosocial interventions.  All EIS staff will have basic skills receive in-house foundation training in psychosocial interventions, with some care co-ordinators will be trained to a higher level.  Hub  psychological therapists will be more specialist practitioners and deliver the most intensive psychological therapies and a range of psychological services to the EIS.  Details of core and advanced skills are provided in an appendix to this policy.

PATHWAYS INTO THE SERVICE
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, and 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 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.

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 for EIS but the symptoms are thought to be driven by personality disorder without additional psychotic disorder.  In these situations, the decision may be taken that the EIS is not the appropriate service. 

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.

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.  

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 will be used to assist in identifying clients who may have schizotypal disorder)

The state risk factor may be either:-

· Has been referred to other 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 suitability assessment

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.

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 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 substance 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  

Referral to eis

Referrers

The EIS accepts referrals from 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

Referrals are accepted by telephone, or in writing.  

EIS 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 or other emergency service.  

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

response to referrals 

Who will carry out assessments?

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 the team psychiatrist, and sometimes other team members or hub staff.

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.

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.

Timescale for assessing whether EIS is the appropriate service

Suitability assessments will be begun 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, though 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 to be no longer than two weeks from receipt of the referral.

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 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 co-ordination. If the client has been referred by a GP,  EIS will refer on to the appropriate mental health service.

We aim for a decision about suitability to be taken within 8 weeks, though occasionally, this is not possible.  In these circumstances the client will usually be accepted into the EIS high risk group.   However if the client has a care co-ordinator in another service a joint decision may be taken that it is in the client’s best interests to remain with their existing care co-ordinator until the assessment is complete.

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.  

When a client with possible psychosis is refusing contact but the family are seeking support,  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.

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 acceptance into the EIS,  and will complete or update a CPA (Care Programme Approach) health and social care assessment and safety profile.  

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.

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

· 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 not to accept a client into the EIS? 
The EIS will not provide clinical care to these clients. 

· Immediate actions

Clients 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 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.

THE CORE MODULE OF CARE

Core Module – AssesSment and care planning

The core module of care is provided for all clients accepted into the psychosis or high risk groups. There is one exception to this – clients in the high risk (suitability assessment group) will be offered care plans tailored to their needs, but will not be offered the full battery of assessments until a decision is taken that they are eligible for one of the other high risk groups or the psychosis group.

Components of core module

These include:

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

· Engagement in a supportive therapeutic relationship

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

· Detailed assessment, monitoring and outcome measurement

· Standard assessments

· Formulation

· Ongoing monitoring and assessment

· Basic psychosocial interventions with individual clients, including 

· information provision and education about psychosis

·  relapse prevention and staying well approaches

· other basic psychosocial interventions eg. coping strategy enhancement, motivation enhancement, depression and anxiety management, (Tier 1 cognitive behavioural therapy informed approaches - see Appendix)

· Work with families (basic family interventions – see appendix)

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

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

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

Timetable for the module

We aim to work within the following timescale

Immediate actions following acceptance into the service 

(Target time: first contact after acceptance into the service)

· An initial care plan, including crisis plan

· Providing clients and families with basic written information about the EIS and about psychosis

· Completion of PANSS if not already done

· For clients with psychosis who are drivers, providing advice about driving in accordance with DVLA standards and insurance requirements.

· Providing information about advocacy services and complaints procedures 

· Providing information about research elements of the service

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

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

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

· Beginning, whilst being sensitive to the client’s needs,  to implement the assessments and interventions offered as part of the core module 

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

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

As soon as care co-ordinator appointed

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

Within the first 2 months in the service

Completion of full battery of initial assessments

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

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

Preparation of family care plan

At a minimum of 6 monthly intervals

CPA review

At a minimum of yearly intervals

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

6 months prior to anticipated discharge from the EIS

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

Care Co-ordination   

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

Clients in the psychosis and high risk groups will usually be on enhanced care planning in line with Trust CPA policy, due to the complexity of their care. 

In addition to the care co-ordinator responsible for each individual client, there will be at least one other co-worker in the team who will get to know the client and family well, and participate in assessment and ongoing care.   

Frequency of contact

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

Engagement  in a supportive therapeutic relationship

Relationships with staff are an important intervention in themselves and EIS will aim to foster therapeutic relationships.  

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

Standard assessments

Assessments include a range of components and standard assessment instruments.  

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

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

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

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

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

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

The EIS relies on GPs to carry out 

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

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

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

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

Table 1.  Components of initial assessments 

	Component
	Professionals to be routinely involved in addition to care

co-ordinator and 

co-worker
	Instruments

	Client’s aspirations and hopes from the service
	None required
	CPA documentation

	Client’s account of their life to date, the difficulties they have had and their explanatory models
	None required
	Client to be invited to write their own account for the case notes

	Additional information to complete psychiatric history

From client, family, referrer or other sources
	None required
	CPA initial assessment tool

Time line.  Genogram. 

Premorbid Assessment Scale

Substance use questionnaire (Kavanagh)

Family history form (National Eden)



	Risks
	None required
	Safety profile

Including historical summary of risk factors and risk events



	DUP, pathways to care
	None required
	Assessment based on PANSS (Positive and Negative Symptom Scale), using agreed protocol from National Eden project 

	Standardised assessments of functioning 
	None required
	GAF (Global Assessment of Functioning)

	Mental state examination
	Psychiatrist
	

	Standardized assessments of mental state (mixture of self-completion and observer-completed instruments)
	None required
	PANSS 
(Positive and Negative Symptom Scale)

Calgary Depression Scale for Schizophrenia

Young Mania Scale

Insight Scale (Birchwood/Chadwick)

	Physical health assessment including physical examination and investigations
	Client’s GP 

Psychiatrist to review need for additional non-standard investigations, and arrange 

neuro-imaging and EEG
	Locally developed checklist

(Table 2)

	Medication side effects
	Psychiatrist maybe involved
	LUNSERS

	Social inclusion 
	None required
	Web tool (optional) 

	Quality of life 
	None required
	National EDEN quality of life scale 



	Family or carer’s needs, aspirations, explanatory models
	None required
	Standard CPA carer assessment tool (MH15)

Family to be invited to write their own account for the case notes


Table 2. 

Routine initial physical investigations 

	
	All clients to be offered


	Discretionary
	For specific indications



	Physical examination
	· Blood pressure

· Weight, body mass Index

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

· Smoking status


	· Waist circumference
	

	Blood tests


	· Full blood count

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

· Urea and electrolytes

· Liver and bone profile

· Thyroid function test

· Prolactin

· Glucose

· Cholesterol
	· Creatine kinase

· Fasting glucose

· Fasting lipids

· HbA1C
	· B12, folate, iron studies

· Autoantibody screens

· Hepatitis screens

· HIV and syphilis screens

· Copper studies

· Arylsulphatase A

· Karyotyping

· Bleeding time / coagulation tests 

	Urine
	· Drug screen
	
	· Pregnancy test

· Urine porphyrins



	Other 
	
	· MR scan (or CT scan)

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


Table 3.  Routine components of follow up assessments

	Component
	Professionals to be routinely involved in addition to care

co-ordinator and co-worker
	Instruments
	Frequency



	Client’s aspirations and hopes from the service
	None required
	CPA documentation
	At each CPA review

	Risks
	None required
	Safety profile

Including historical summary of risk factors and risk events
	At each CPA review and other times as needed

	Additional information about progress 
	None required
	Substance use questionnaire (Kavanagh)
	Annually

	Standardised assessments of functioning 
	None required
	GAF (Global Assessment of Functioning)
	Annually

	Mental state

 examination
	Psychiatrist
	
	At each CPA review

	Standardized assessments of mental state (mixture of self-completion and observer-completed instruments)
	None required
	PANSS 

Calgary Depression Scale

Young Mania Scale

Insight (Birchwood/Chadwick)



	After first 6 months,

 then annually

	Physical health assessment including physical examination and investigations
	Client’s GP

Psychiatrist to review need for additional non-standard investigations 
	Locally developed checklist
	Monitoring investigations in accordance with Trust policy (generally 6 monthly)



	Medication side effects
	Psychiatrist maybe involved
	LUNSERS
	Annually

	Social inclusion 
	None required
	Web tool (optional)
	At each CPA review 

	Quality of life 
	None required
	National EDEN 

quality of life scale
	Annually

	Satisfaction with service
	None required
	To be agreed
	Annually

	Family or carer’s needs, aspirations
	None required
	Standard CPA carer assessment tool
	At each CPA review

	Family satisfaction with service
	None required
	To be agreed
	Annually


Ongoing assessment and monitoring

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

· Client’s personal aspirations

· Mental health

· Physical health

· Social inclusion

· Substance use

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

· Risks and child protection issues

· Client’s wishes regarding information, correspondence, advocacy, and involvement in service development

· Carers’ needs

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

Basic (Tier 1) psychosocial interventions with clients

These include 

· information and education about biological, psychological and social aspects of psychosis, offered in a range of formats

· coping strategy enhancement and symptom management

· relapse prevention planning

· cognitive behavioural  approaches to managing mood
· Engagement work informed by motivational interviewing approaches.

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

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

· Early warning signs of relapse and actions in response to these

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

· Vulnerability factors and actions to be taken to address these (eg substance use, treatment adherence, expressed emotion, relationships, emotional support, cognitive distortions / underlying maladaptive schemas (which may be potentially addressed within specialist modules).

A relapse prevention manual will be produced jointly with the client (and family if appropriate) and shared with care team if client is in agreement

Work with families 

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

Target time for first meeting with family members: within 1 week of accepting the client into the service. 

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

· Continuous assessment of need

· Development of a shared formulation of difficulties for family member

· Emotional support & normalising

· Information about mental health and the mental health system

· Practical support – finances, accommodation etc.

· Links to other support / services

· Crisis intervention

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

· Relapse Prevention

· Stress management

· Help with communication strategies

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

Basic needs and social inclusion

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

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

· Offer detailed assessment of social inclusion needs as part of initial and review assessments.  

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

Specialist intervention modules : referral and support for the modules

Clients may be considered for specialist modules at any point in their care and the care co-ordinator will be responsible for assessing needs for referral.  

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

Table 4.  Relationship between core module and specialist intervention modules

	
	Within core module 


	Specialist intervention module 

	Medication modules 


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

	CBT modules


	Formulation, information

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

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

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

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

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

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

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

	Family interventions

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



	Social inclusion
	Assessment and care planning

Signposting to mainstream resources 

Supervision of STR worker

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

	Peer support

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

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

(Likely to include specialist input/advice) 

	Substance misuse


	Assessment

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

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


Referral to other services

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

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

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

Pathways out of the EIS

Timing of discharge

Usual time for clients to remain with EIS:

· High risk:  assessment group. 

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

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

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

After one year, discharge may be suggested on the basis of clinical judgement.

· Psychosis group.

EIS input is offered for 3 years. 

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

Discharge before the usual time will occur in these situations only

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

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

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

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

· The diagnosis has been discussed with the client

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

· When a client with capacity to take an informed decision not to continue to receive care chooses the option of discharge back to the care of their GP. Where the EI team considers it appropriate, clients may be offered this option.  These clients will still retain the option of resuming contact with the EIS as long as they remain eligible.   Where appropriate, families will be advised of the right of the nearest relative to seek assessment under the Mental Health Act.   Discharge in these circumstances will not necessarily lead to termination of contact with families or other involved agencies. 
· When a client without demonstrated capacity has declined the service (eg by persistent non-engagement), but there are no arguments for proceeding to MHA assessment because there is nothing to suggest ongoing concerns, in exceptional circumstances a decision may be taken to discharge the client from EIS.  Before taking this decision, every possible effort will be made to contact the client, the situation will be discussed with the family, the GP and other mental health professionals who have been involved in the client’s care, there will be a team discussion of the decision and the rationale for it will be clearly documented

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

Discharge after longer than 3 years

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

Discharge arrangements

Clients leaving the EIS may move on to one of a range of options:-

· Primary care

· Ongoing input from a community mental health team or assertive outreach

An EIS psychiatrist will prepare a brief summary of the client’s history. Where appropriate, family members will also be referred on to appropriate services Family members may also be referred to voluntary agencies such as Making Space.  

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

Discharge from psychosis group at three years

Staff likely to be involved in providing a service to the client following discharge from the EIS will be invited to a CPA meeting three to six months before discharge from the EIS is envisaged. 

eis organisation and processes






SERVICE ORGANIZATION

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 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 three team leaders are managed directly by the service manager.  

Local Team staff are managed by the team leaders, with support from deputy team leaders.  Individual professional groups have additional professional and managerial supervision or appraisal arrangements. 

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

All 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.  

Continuing Professional Development (CPD)
All staff will have opportunities for continuing professional development and a personal developmental plan, reflecting individual needs, and organization and service priorities

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 senior EIS manager.

Organisation of local team work

The local teams will meet regularly, including:

· Brief daily meetings to allocate work, update the rest of the team on clients causing concern and identify care co-ordinators for any new clients.

· 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

· For CAMHS clients,  shared care review meetings 6-8 weekly, or more frequently.  

· For clients where teams identify a need for this, complex case reviews, involving specialist input from other teams 

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

· Taking referrals and carrying out screening assessments

· Service delivery over 7 days 

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.

Documentation and correspondence

Standard integrated case records and CPA documentation will be used, moving towards full use of eCPA, and as soon as possible to using the computerized NCRS (National Care Record System) .

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.

INTERFACES WITH OTHER SERVICES

Interface with primary care

Initial communication with GPs:  When a client is first accepted into EIS, the care co-ordinator will contact the GP in writing and if possible by phone to 

· inform the GP 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 in person if the practice 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.  For GPs who want this, a checklist on exclusion of organic causes of psychosis is available on paper and via the EIS website (see Appendix).

Ongoing 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. 

Communication with GPs:  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. 

Interface with crisis and home treatment teams (CRHTs)

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.  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.

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.  

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 inpatient care

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 a 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, specialised 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’.  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 which 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 Trust 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.   Where a team is considering such a referral, then an EIS therapist will be involved in the discussion. Referral will be via the Trust 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 needed, in which case referral will be via the Trust personality disorder network. 

Interface with forensic services 

When clients need referral for forensic or rehabilitation assessment,  information will be provided about what is sought from the assessment (eg. risk assessment, advice on placement, admission to secure unit 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 liase with the secure services prison inreach service.  When a client is in prison with a sentence lasting longer than 12 months or longer than their eligibility for EIS and it is not practicable to provide a service to them, the option of discharging them from EIS may be considered.
LIST OF APPENDICES

Detailed operational arrangements

· Referrals

· Core module

· EIS organization

Specialist modules

· Cognitive behavioural therapy

· Family interventions

· Family and friends group

· Standard medication

· Medication for treatment resistance

· Social inclusion and recovery

· Substance misuse

· Cultural consultation

· Peer support

· Moving on 

Information for primary care

Complex case reviews

Standard letters 

Checklists

GLOSSARY OF ABBREVIATIONS

	AOT
	Assertive Outreach Team

	ASW
	Approved Social Workers

	BLIPS
	Brief Limited Psychotic Symptoms

	CAMHS
	Child and Adult Mental Health Services

	CBT
	Cognitive Behaviour Therapist

	CPA
	Care Programme Approach

	CPD
	Continuing Professional Development

	DH
	Department of Health

	DUP
	Duration of Untreated Psychosis

	DVLA
	Driver and Vehicle Licensing Agency

	EI
	Early Intervention

	EIS
	Early Intervention Service

	FERN
	First Episode Research Network

	GAF
	Global Assessment of Functioning

	GHQ
	General Health Questionnaire

	GPs
	General Practitioners

	MHA
	Mental Health Act

	NHS
	National Health Service

	NSF
	National Service Framework

	PANSS
	Positive and Negative Symptoms Scale

	PCTs
	Primary Care Trusts

	RMO
	Responsible Medical Officer

	SCIPANSS
	Structured Clinical Interview for the Positive and Negative Syndrome Scale

	STR worker
	Support Time and Recovery worker


 GLOSSARY OF DEFINITIONS

To be added






























































































Lancashire Early Intervention Service - Operational Policy


August 2005
Lancashire Early Intervention Service – Operational Policy
Page 18 

August 2007

