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	1. Purpose

	1.1 The key principles, values and aims  
· To provide a service to Individuals and their families where the Individual may be experiencing a first episode of psychosis whilst also embracing diagnostic uncertainty. There should be an emphasis on managing At Risk Mental States (ARMS) and psychotic symptoms/experiences rather than diagnosis

· To allow early identification and preventive interventions to mitigate against poor longer term social, psychological and mental health outcomes for people

· Reduce the length of time young people remain undiagnosed and not receiving appropriate interventions and treatment

· To provide sustained and intensive evidence based interventions, particularly in the early phase of a person’s psychosis.

· To support an individual’s continued personal and social development.

· To provide support for families affected by psychosis. (Families’ in the wider context includes individuals important to the individual service user)

· To work with the expectation that people can recover from psychosis, attaining ordinary lives and stay well.  

· To work within a bio-psycho-social approach that is delivered intensively and sensitively during the three years following a first episode of psychosis and for intervention and treatment to be provided in the least restrictive and stigmatising environments, that emphases choice and promotes recovery  

· To detect psychosis quickly, intervene early and emphasise the need for social as well as symptomatic recovery.

· A service, which is young person and family orientated and culture, age and gender sensitive.

· An approach with an emphasis upon developing meaningful and sustained engagement based on an assertive outreach principle – in which failure to engage should not automatically lead to case closure

· Increase stability in the lives of people, facilitate development and provide opportunity for personal fulfillment
· Emphasis on normal social roles and people’s development needs, particularly in education and achieving employment

· Provide a user centered service i.e. seamless service available that effectively integrates child, adolescent and adult mental health services and works in partnership with primary care, education, social services, youth and other services

· Build on best practice, national guidelines and emerging research in the area of Early Intervention
· Including and involving services users and their families views in the development and delivery of the service
· Improve professional and lay awareness of the need and benefits of early assessment and intervention of an At Risk Mental State (ARMS) and psychosis, to help reduce the ignorance, fear and stigma associated with psychosis
· Ensure that care is transferred thoughtfully and effectively at the end of an individuals involvement with Early Intervention Services
1.2 Evidence base

Following the widespread development of EIP services in England, the evidence for the effectiveness of services has mounted. This evidence includes outcome and cost effectiveness data.
1.2.1 A consumer led reform:

EIP was a service response to a demand for greater social justice for these young people with psychosis and their families.  The Early Psychosis Declaration (EPD), 2005), led a call to replace a ‘one size fits all’ service-led approach by a person-centred service, sensitive to age and phase of illness.  Indeed the declaration arguably anticipated the current personalisation agenda. 
“Personalisation, including a strategic shift towards early intervention and prevention, should be the cornerstone of public services”  (Putting People First, DH, 2007)

The current evidence base:  we now know that when even good quality “standard” mental health services are compared with EI services, the latter report shorter DUP, lower use of legal detention, reduced hospital admissions (Yung AR, et al, 2003), lower relapse rates, ( Craig T K J, et al, 2004) better recovery, (Garety PA, et al, 2006), better service engagement and client /carer satisfaction and lower suicide rates. ( Power P, 2004). 
Furthermore, the economic impact of EIP services modelled over 1 and 3 year periods (McCrone et al, 2007),reveal the potential for significant savings when compared to standard care 

“Early intervention services for psychosis have also demonstrated their effectiveness in helping to reduce costs and demands on mental health services in the medium to long-term, and should be extended to provide care for people as soon as their illness emerges.” 

    ‘Paying the Price’ (Kings Fund 2008) 
Early Intervention in Psychosis as an approach, originated in Australia. The UK service model, referenced in the Mental health policy implementation guide (PIG) 2001, was extensively based on the North Birmingham experience and the advice of the IRIS (Initiative to Reduce the Impact of Schizophrenia) group (www.iris-initiative.org.uk) through publication of the IRIS guidelines, 2000.

Underpinning this model were two central principles: 

1.) That the time between the emergence of symptoms and effective treatment should be as short as possible

2.)  And that interventions to promote recovery and maximise social functioning and resilience should be provided assertively in the first three years following the onset of psychosis.   

Research had already demonstrated a link between the duration of untreated psychosis and outcome (Johnstone et al, 1986), and the ‘Critical Period’ hypothesis (Birchwood et al, 1997), based on longitudinal outcome studies, argued for targeting a high-resource intervention at the early phase of illness in order to optimise an individuals chances of making a good recovery and to reduce overall long-term disability.  

The hypothesis states that functioning at 3-5 yrs following an initial episode of psychosis strongly predicts functioning at 20 yrs; therefore, interventions aimed at achieving optimal functioning within this timescale will be most effective in terms of sustained recovery, user and carer satisfaction and costs.

The rationale for Early Intervention is that recovery rates are better if psychotic symptoms are treated earlier rather than later, and that appropriate interventions early in the course of the illness can reduce psychosocial impact and secondary disability. 

1.2.2 Improving access and engagement:

For those who experience multiple discrimination:  

Poor access to basic primary care health services as well as specialist mental health services and adverse pathways to care are a particular issue for some groups of young people e.g. young offenders, young people from Black and Minority Ethnic communities, ‘Traveller’ families, the homeless or those seeking refugee or asylum status.   

In terms of offending: 

10% of young males on remand have a psychosis. Ethnic minority groups are at increased risk for all psychotic illnesses but African-Caribbean and Black African appear to be at especially high risk (Aesop study) (Fearon P, et al, 2006)

EI services are in a critical position to actively seek out young people in these vulnerable groups and to reduce the longer term consequences of social exclusion and health disadvantage that these groups may go on to experience.

1.2.3 A need for greater focus on youth mental health: 

The Dunedin longitudinal cohort (Kim-Cohen J, et al  (2003) reveals that most young adults with a psychiatric disorder had diagnosable problems much earlier in life:

Of those with mental health problems at age 26 years, 50% had first met the criteria for disorder by age 15 years; by the late teens, that figure approached 75%. The emergence of disability from the more severe end of the spectrum of mental disorders is at its peak in adolescence and young adulthood as the Victoria Burden of Disease Study shows (Vos T, Begg S.,2000) 
However historically the care pathways of these young people have been poor, reflecting difficulties in negotiating traditional interfaces between primary and specialist care, as well as inter-specialist interfaces e.g. between Children/Adolescents’ and Adult Mental Health Services.   Whilst the evidence base is strongest for early intervention in psychosis, a research focus now includes other major mental disorders that have their onset in adolescence (McGorry 2007). 

There are major implications for how we think about mental disorders and the transition from adolescence to adulthood at such a critical time in young peoples’ intellectual and social development and emerging personal autonomy, with their whole life in front of them

1.2.4 Acute inpatient care:

One only needs visit an acute adult mental health ward to realise what a traumatic experience and inappropriate place this can be for treatment naïve young people and their families.  

1.) Young people with their first episode of psychosis are more likely to experience a coercive entry to inpatient care than any other group of service users. 

2.) 40% with first episode of psychosis are sectioned under the current act.  

Legal detention rate is even higher at over 50% for young black men (Morgan, C., et al, 2005) 

Such a coercive early service experience can breed treatment reluctance and high service disengagement.  

Concerns about acute care provision are even more important for the under 18s who experience a psychosis (Mental Health Amendment Act, DH, 2008)

1.) 20% of adults with psychosis commence aged 19 or less and for 5%, aged 15 or less 

2.) Psychosis emerging in this young age group carries a poorer outlook for persistent illness and cumulative disability over a lifetime (Hollis C, 2003) 

Despite a potentially poorer long term outcome, the very group most likely to need expert and appropriate care potentially for the rest of their lives are often denied it by virtue of their age and the current structure of services over this key time of transition.  

1.2.5 Health and social inequalities:

The consequences of developing a psychosis can be seen in terms of social exclusion and health disadvantage. These do not operate separately but create spirals of decline and a loss of autonomy that can quickly become entrenched and difficult to address:  

a).  Health inequalities:  the Disability Rights Commission provided evidence of system failures for addressing the physical needs of people with severe mental illness. (Shiers D, et al, 2009) 

i.) People with schizophrenia and bipolar disorder die up to 25 years earlier than the general population. 

ii.) More premature deaths are due to treatable cardiovascular, pulmonary and infectious diseases (66%) than from suicide and injury (33%). 
Applying an early intervention model to these adverse physical pathways offers a realistic new approach to this issue, given that we can identify a group of young people with psychosis at high risk for future premature death due to physical disorders.  

b) Social inequalities: these young people are on a path to lower socio-economic status.  The seeds of this downward drift are sewn in the early phase, compounded for some by pre-existing social adversity. 
i.) At first contact in a first episode psychosis 40-50% are unemployed but within a year this figure has risen to 75-95% 

Health promotion is an essential strategic component of early intervention.  Assisting the public to better understand how psychosis emerges and how to seek effective help in a community-based setting has been shown to successfully reduce the DUP.  The recent CAMHS Review (2008) recommendations also highlighted the importance of health promotion and anti-stigma campaigns. (Larsen TK, et al, 2000)
In December 2002, NICE published their clinical guideline on schizophrenia (NICE, 2002), now updated (NICE, 2009) detailing core interventions in its treatment and management, with appraisal of the underpinning evidence.  The guideline found good evidence for the component treatments within EIP, i.e. the use of low dose atypical antipsychotic medication for first episodes, Cognitive Behavioural Therapy, family interventions, Assertive Community Treatment and home/non-hospital treatment models for the acute phase. 
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1.3 General overview

The Early Intervention Team is a specialist mental health service offering intensive evidence-based interventions to individuals who are: -

· Experiencing for the first time symptoms of psychosis   
· Where there is a suspicion they may be developing psychosis, not just where there is a certainty
· Who are considered to be at risk of developing psychosis in the future
Diagnostic uncertainty characterises the early phase of a psychosis and thorough clinical assessment is crucial and a key function of an Early Intervention Service, therefore people do not have to have a diagnosis of psychosis to be referred to the team.  

Individuals who have previously been in receipt of mental health services or who have previously experienced BLIPS (brief, limited or intermittent psychotic symptoms lasting for less than one week and spontaneously resolving) may also be referred for assessment.   However, typically people referred to the Early Intervention Service are likely to be presenting for the first time to mental health services, will not have yet received any antipsychotic treatment or will have been treated for less than one year.

The Service Provider shall ensure that they:

· Create services which better understood by, and respond to the holistic needs of the Individual and family members

· Improve pathways into access to care, support and health services for the people who need them.

· Ensure that discussions and decisions about the offer of the level and nature of services provided are made in a manner that is fair and easy for the Individual service user to understand. 

· Promote wider involvement of voluntary and community organisations, patients/service users, professionals and other staff in the development and evaluation of services.

· Facilitate and maintain the development of a skilled and highly motivated health and social care workforce.

· Make the most effective use of funding available in responding to service users’ needs within financial envelope.

· Improve existing performance as measured by national performance targets for all parties.

1.4 Expected outcomes and performance measures:

· Fidelity to the agreed service specification and to the EI evidence base

· A reduction in the duration of untreated psychosis to a median of three months and a maximum of six months.

· A reduction in the average number of times a person with possible psychosis seeks help from 5 times to 3 times.

· A reduction in the number of people reaching services via an acute pathway (especially A&E and police) 

· The number of young people with possible psychosis being supported in ‘watchful waiting’. 

· Improved and maintained levels of mental health and reduced relapse rates for young people with a first episode psychosis.

· An increase in the number of young people with psychosis who are in education, training, paid or voluntary employment.

· A reduction in the number of young people being admitted to an acute psychiatric hospital (by impact upon the initial care pathway into services, or from relapsing).

· A reduction in the number of young people being detained in hospital under the Mental Health Act.

· Improved and sustained good family and peer relationships.

· All identified carers to be supported as “equitable members of the care team” and for them to be offered an assessment of need, and that need addressed.

· All carers who accept an assessment of need to have their needs assessed within 8 weeks.

· A reduction in the number of attempts, and of suicides in people with psychosis aged under 35.

· High levels of engagement and satisfaction from service users and carers



	2.0 Scope

	2.1 Service description

 Overview – What can service users and families expect.

This service will provide a responsive and accessible service to people aged 14 to 35 experiencing a first episode psychosis. This will be undertaken in collaboration with existing primary and secondary care teams, education providers, employers and employment service providers and other appropriate agencies.  It will deliver PIG-compliant and NICE and other evidence based detection and treatments for people suffering from psychosis delivered in a variety of settings close to people’s homes so far as it is clinically effective and safe to do.

The provider will be responsible for Individual case management and communicating with the service users’ GP when required, including referral to specialist services outside the primary care service, e.g. CMHTs, crisis resolution and home treatment etc, as well as appropriate services to ensure the continued social integration of its service users.

There will be a single well-publicised contact point for the referrals to the service to be made and this point to be available for referrers to check out concerns they may have prior to formal referral.

Access to and signposting onto services should be rapid and timely, and free of unnecessary obstacles and barriers.

The service shall work to ensure that Individuals accessing and utilising it, have positive social inclusion outcomes, and will work to a recovery model of mental health.

The service should be integrated within the local whole system and have robust communication and interrelationships including clear referral and transition pathways  (with universal primary care, specialist and community based services) to prevent hand offs and discontinuities.

2.2 Service User and carer engagement
The Early Intervention Service will ensure that people (including family and carer’s) who receive Mental Health Services are able to contribute to the following: 

• Assessment (what are the needs) 

• Intervention (what is the treatment) 

• Care planning and Regular Review (what happens when, how and by whom) 

If a service user has caring responsibilities these will be explored and appropriate support, contingency and crisis plans put in place for the service user as a Carer and for the person/s they care for.

All service users will be encouraged to work collaboratively and will receive/be offered a copy of their care plan. 

Carer’s (including young carer’s) will be identified at the service user assessment and information provided to them about their right to request an assessment of their own needs. Identified Carer’s requesting an assessment will be referred to Carer Services for the assessment or will be assessed by the most appropriate Early Intervention Team member who has the skill and knowledge to do such assessments.

Due to the age range that the Early Intervention Service provides a service to, sensitivity and appropriateness to a person’s age will need to be considered in how this is co-ordinated and provided to them.

Service users and carers are involved in Service Redesign and the Early Intervention Service are planning to hold ‘Listen & Respond’ meetings so that Service Users/Carers can share their views on Service Delivery

2.3 Assessment

All Referrals will be subject to an ‘Initial Screening Assessment’ to ensure that they potentially meet the criteria for Early Intervention Services. This initial Screening Assessment may consist of collating further information from the referrer and appropriate others, agreeing the level of urgency, making an assessment of risk and determining the action to be taken (including re-directing referrals as appropriate).

All referrals, once accepted, will be allocated on a rota basis (equal share) by the Team Manager.  The allocated qualified worker will carry out the ‘main’ assessment and co-ordinate ‘specialist’ contributions from other team members and other agencies/services as needed.   The assessment process will be undertaken collaboratively with Service Users, and where appropriate involve the referrer, their families/carers (and appropriate others) and will also examine the range of their Health and Social Care issues.

The main purpose of the initial assessment will be to identify the appropriateness/need for an Early Intervention Service.    However, the assessment may also include: physical health assessment as routine and psychiatric history; mental state examination; risk assessment – including suicide risk; social functioning and resource assessment; psychological assessment; occupational assessment; family/support assessment; service user’s aspirations and understanding; contribution from people important to the service user.

This initial assessment will in most cases be completed within 28 calendar days and the appropriate CPA documentation completed. It is recognised that in some cases the assessment process may take longer (e.g. dual diagnosis or organic psychosis).

Where CMHTs are involved with an individual prior to a referral to the Early Intervention Service, this team should continue to be involved and act as the Care Co-ordinator / Lead Professional until;
· The initial assessment has been completed and/or

· A decision reached with regards to the appropriateness of offering ongoing intervention and treatment by the Early Intervention Team and/or

· A Care Co-ordinator / Lead Professional is appointed from the Early Intervention Team.

The Policy Implementation Guide for Early Intervention Services recommends that sufficient time should be allowed to develop a relationship and let symptoms stabilise, and that the team should have the capacity to allow a ‘watch and wait’ brief when diagnosis is uncertain.  Therefore, when it is still unclear, following the initial assessment period as to whether the person is experiencing psychosis or is at risk of developing psychosis (ARMS), the team can accept individuals onto caseload for a period of ‘extended assessment’ (typically between 3-6 months), to allow time to assess the individual over a longer period of time.  

When this ‘extended’ period of assessment is offered a discussion will need to take place between teams, to agree if a full transfer of care should take place, or whether the teams will continue to work in partnership, until a decision regarding whether ongoing intervention from the Early Intervention Service is appropriate to be offered.   (This particularly will need to be discussed and considered where the predominant need is not psychosis but another co-morbid difficulty or long-term condition).    

Within this discussion it will need to be clearly identified which team/worker will be acting as the care co-ordinator/lead professional for that individual.  As it may be more appropriate for the team, which is providing for the primary difficulty to continue to have overall responsibility.  Any decisions made will need to be recorded and documented clearly within the notes and on the CPA database As well as ensuring the service user, their family/carer, their GP and any other agency involved are fully aware.

2.4 Intervention

During the intervention phase a holistic assessment of an individuals needs and any risk factors will be completed and kept up to date and reviewed as deemed necessary with the individual, family and all associated in the care plan.

 Service interventions which could be provided include: -

Medication Where Appropriate

· Low dose of atypical anti-psychotics

· Side effect monitoring using evidence-based tools.

· Application of NICE guidance in prescribing for schizophrenia (psychosis)

· Application of NICE bipolar prescribing guidance (2006)

· Use of antidepressants, mood stabilizers etc where appropriate

Psychological Therapies

· Provide psychological assessment, formulation and intervention where appropriate

· Use of CBT as appropriate

· Psycho-education

· Information given about local recovery/user groups

Family/Carer/Significant Other Involvement and Support

· Involve in assessment and treatment

· Provision of psycho-education, family interventions and support

Activities of Daily Living

· Assessment of financial circumstances and care plan to address income needs.

· Early reliance on disability allowance to be avoided where possible and focus on working towards valued occupation.

Providing Pathway To Valued Education and Occupation

· Access to specialist assessment of vocational/educational needs.

· Maintaining the person in their chosen setting.

· Assisting a rapid return to education/work when these have broken down.

Addressing Housing and Accommodation Needs

· Accommodation and living situation to be assessed in relation to current mental health and predicted future need

· Help to access suitable accommodation that reflects need and includes family support

· Help to move between differing types of (supported) accommodation as required

Co-Morbidity/Dual Diagnosis

· Assessment and treatment of common co-morbidity including:

· Substance misuse

· Depression/suicidal thoughts

· Post traumatic stress disorder

· Anxiety disorders

· Learning disability

Where there are issues of co-morbidity identified the Early Intervention Service will work in partnership with other specialist services if required in order to maximise the quality and efficacy of interventions provided.

Relapse Prevention Plan

· Individualised early warning signs plan developed and on file

· Relapse prevention plan agreed with service user in consultation with user and their family/carer

· Service user and family know how to call for help in crisis situations

· Service to be available in collaboration with other supporting agencies e.g. the Crisis Resolution and Home Treatment Teams, social care Emergency Duty Teams, Reaching out Service (CAMHS)

· Intensive support in the community provided by the team in collaboration with other services if more intensive care needed

· Avoidance of hospitalization if possible

· Where inpatient care is sought, age appropriate, least restrictive/stigmatized settings to be sought

Under normal circumstances the intervention phase of the service will last for up to three years.

2.5 Other work:

Health promotion activity

 Practitioners will actively encourage and support service users to access Primary Health Care and Health Improvement activities to help reduce physical health care inequalities. This may include providing help to keep appointments etc.

Ongoing assessment/monitoring will aid the identification of physical health problems, which will then be discussed, with the GP. If a service user is not registered with a GP or they will not attend their GP the team may take on some limited responsibility where there is clinical competence, and in collaboration with the GP.

Consultation and liaison
The Early Intervention Team will ensure vital interagency working, particularly with statutory agencies such as Local Authority Services, Health Services, Police, and independent, private and voluntary agencies which provide Mental Health Services or services not specific to mental health but which can help promote social inclusion.

Structured liaison/consultation meetings will be take place where appropriate with Local Authority Services (e.g. Housing, Children’s Services), Health Services (CAMHS, GP, Inpatient Services etc) Police and Service User/Carer groups.

The Early Intervention Team Manager will need to make realistic judgments about how much time can be spent on liaison activities to protect direct service user ‘care’ time.

2.6 Accessibility/Acceptability

The service will be non-stigmatising and non-discriminatory, providing fair and equitable access.

The service will work in a way that it does not discriminate against its individual service users or potential service users on the grounds of gender, race, disability, sexual orientation, age (when aged between 14 and 35 years old), or belief system (unless it is agreed that an aspect of the service is targeted at particular sections of the community) and will ensure that all applicable legislation is adhered to.

To ensure equality of access to the service through close links with all parts of the community.  Referrals will come from primary care, community services and groups, individuals and families. It will be important for the service to work with socially excluded groups, black and ethnic minority communities, employers and job centres to enable those who need help to get referred.

The service is accessible to people who have had difficulties accessing appropriate mental health services, including people from black and minority ethnic communities, people who are deaf, and people with learning disabilities.

The service will offer interventions in a manner which the user of the service finds easy and timely.

2.7 Whole system relationships and interdependencies

Mental health problems are viewed holistically as part of the wider context of an individual’s life and functioning. Each person is an individual with many differing requirements all of which require careful consideration in the shaping and delivery of support systems that promote the mental well being of the individual. The application of a recovery/rehabilitation approach enables individuals to self-care over time, reducing dependency on long-term care packages. Employment of these approaches requires closer working with other Mental Health Services, Primary Care, Social Care partners, Children Services, Education and Third Sector Agencies. 

The Early Intervention Team will have active liaison and where necessary be involved in sharing care/co-working and/or transferring cases to other Mental Health Services and statutory agencies. Each Team/Service will agree a ‘Memorandum of Understanding’ identifying clear referral routes, information requirements (clinical & risk), information sharing, co-working/shared care responsibilities and transfer procedures.

All co-working/shared care/ transfers of care will be planned with Patient Information (clinical and risk) being shared at an early stage in line with the Service/Agency requirements as laid down in their Service Specifications.

Key partners include:

· General Practice

· Health Trainers

· Trust CAMHS and adult services

· Council Children’s services

· District Council Adult Services

· Voluntary and community sector

· Job centre plus and other employment services

· Education 

· Education and training providers

· Substance misuse services

2.8 Relevant networks and screening programmes

· Healthy Minds – CAMHS strategy group

· Regional EIP Group

· Mental Health Modernisation Partnership




	3 Service Delivery

	This is covered in 2 above
3.1 Care pathways

Integrated care pathways will be developed, led by the PCT as commissioner and in partnership with service providers.  This service specification recognises that there is on going work in developing a range of care pathways within local Mental Health Services. As these pathways are developed, the recognised care pathways are likely to change.

The provider will work in partnership with other care providers to ensure that people using services are reach the most clinically effective service point as quickly as possible.



	4 Referral, Access and Acceptance Criteria

	4.1 Geographic coverage/boundaries

For local agreement

4.2 Location(s) of service delivery

`

The service will be provided flexibly in locations which are accessible to people across the community. This will include within service users homes, primary and secondary care settings, (including surgeries, health centres, community mental health teams and wards), community locations and other suitable settings, which can provide a clinically effective and safe environment. 

4.3 Team composition

The team will consist of the following staff groups, WTE and banding will be determined by the population size / demography of the local area and Policy Implementation Guide recommendations;

· Team Manager

· Psychologist

· Community Mental Health Nurse

· Occupational Therapist

· Social Worker

· Support, Time, Recovery Worker

· Team Secretary

· Psychiatrist

· CAMHS input / worker

· Vocational worker

4.4 Team capacity

Each WTE Care Co-ordinator will have a maximum caseload of 15. The Team Manager will have a reduced caseload (up to 6), to ensure the proper discharge of Management/Leadership duties, team activity, Health & Safety and Governance.

The caseload of the Support Time Recovery Workers will vary and will be dictated by the needs of service users, families and the team

The Team will have to ensure service user throughput to ensure capacity to provide access to new cases/referrals.

4.5 Day/Hours of operation

The service will operate between 8.00am and 8.00pm seven days per week. Core hours for the teams will be Monday-Friday 9-5 with flexibility to work outside of these hours as necessary

4.6 Referral route

The service will accept referrals from: 

· General practice

· Other primary care health professionals

· Secondary mental health services

· Education, school nurses, teachers, pastoral  care workers, colleges

· Voluntary and community sector providers

· Social care professionals

· Employment service providers, e.g. Job Centre plus

· Employers

· Criminal justice agencies

· Individuals and families

· Youth services

All Referrals will be subject to an ‘Initial Screening Assessment’ to ensure that they potentially meet the criteria for Early Intervention Services. This initial Screening Assessment may consist of collating further information from the referrer and appropriate others, agreeing the level of urgency, making an assessment of risk and determining the action to be taken (including re-directing referrals as appropriate).

4.8 Response time and detail and prioritisation

Assessing Need – A Framework for Priorities:

Emergency 
Urgent 
Non-Urgent 
Seen within 24 hours -one working day

Seen within 3 working days

Seen within 7/14 working days

Immediate Risk 
High Risk 
Low Risk 
Service users who have: 

• Need for immediate psychiatric intervention related to complex needs 

• Are actively suicidal 

• May require immediate hospital admission for assessment and treatment 

• Are subject to Mental Health Act Assessment 

• Immediate breakdown of support from a significant carer 

Service users who: 

• Need urgent psychiatric intervention related to complex needs 

• Require further assessment of ongoing suicide risk 

• May require hospital admission for assessment and treatment 

• May require further assessment under the Mental Health Act 

• Are at risk of imminent carer breakdown without intervention 

• Risk deterioration if urgent assessment not carried out to revise treatment 

• Hospital discharge follow up

Service users who have: 

• Complex mental health needs, but not requiring immediate intervention 

• Difficulty functioning 

• Fragile carer relationships 

• CPA plan requiring revision 

• Require further diagnosis and assessment following advice from MDT 

• Hospital discharge follow up

All referrals will be allocated on a rota basis, (equal share) by the Team Manager.  The allocated qualified worker will carry out the ‘main’ assessment and co-ordinate ‘specialist’ contributions from other team members and other agencies/services as needed.   The assessment process will be undertaken collaboratively with Service Users, and where appropriate involve the referrer, their family/carers (and appropriate others) and will also examine the range of their Health and Social Care issues.
Assessment as to whether the person will require ongoing involvement from the Early Intervention Services will be completed within 28 calendar days and the appropriate CPA documentation completed (It is recognised that in some cases the assessment process may take longer). 

Where other mental health services such as CMHTs or CAHMS have been involved with an individual prior to a referral to the Early Intervention Service, these services should continue to be involved and continue to act as the Care Co-ordinator/Lead Professional until:

· The initial assessment has been completed and/or

· A decision reached with regards to the appropriateness of offering ongoing intervention and treatment by the Early Intervention Team and/or

· A Care Co-ordinator/Lead Professional is appointed from the Early Intervention Team.

Where it is still unclear following the initial assessment period that the person is experiencing psychosis or is at risk of developing psychosis (has a ARMS) the team may accept individuals onto caseload for a period of ‘extended assessment’, typically between 3-6 months, to allow time to assess the individual over a longer period of time. 
When this ‘extended’ period of assessment is agreed discussion will need to take place between services, particularly where CMHT or CAMHS services are involved, to agree if a full transfer of care takes place, or whether services will continue to work in partnership until a decision is arrived at as to whether ongoing intervention is appropriate to be offered from the Early Intervention Service. 

4.9 Risk assessment and management
The assessment of risk will balance opportunities for positive risk taking with Service Users necessary to assist them in sustaining a socially inclusive lifestyle, whilst enabling and protecting their own health and safety, that of their family as well as other members of the community.

Processes that may be appropriate to support and aid the management of risk will be considered and implemented where necessary. Such processes may include

· Statutory powers provided under Mental Health Legislation

· Child Protection, Safeguarding Adults and Multi-Agency Public Protection Arrangements (MAPPA) procedures

· Mental Capacity Act

Where an individual in contact with Mental Health Services, is identified as being at risk, the Care Programme Approach will be the process used for developing, sharing, monitoring and reviewing the Risk Management Plan.

4.10 Care planning

All Service users accepted into the Early Intervention Service will be offered to participate in the formulation of a statement of care (Wellbeing/Recovery Plan). This will describe the services that will be provided, how often and by whom.  If any risks have been identified the Wellbeing/Recovery Plan will also include a Risk Management Plan. The Wellbeing/Recovery Plan will be recorded on a form and the service user will be offered a copy.   

The Wellbeing/Recovery Plan will be formally reviewed at six monthly intervals or more regularly dependent on changes in the service users social circumstances or in the event of any signs of deterioration in their mental health.  
Due to the age range that the Early Intervention Service provides a service to, sensitivity and appropriateness to a person’s age will need to be considered in how this statement of care is completed and provided to them.



	5 Discharge Criteria and Planning

	Service users who are not found to be psychotic or inappropriate for the Early Intervention Service following assessment will be referred onto the most appropriate services to meet their needs, and an assessment will be sent to the originating referrer.

While acknowledging that some cases may be considered for earlier discharge from Early Intervention Services (e.g. returning to university, returning to family home elsewhere in the country etc), the majority of Early Intervention cases taken onto caseload will have up to a 3 year model of involvement, particularly for social and developmental interventions for people that have recovered.  Generally speaking, all First Episodes of Psychosis cases will be held on caseload for continued monitoring over a three-year period given the high risk of relapse and the significant risk of suicide in the first few years of a psychotic illness.

Discharge planning in preparation for service users moving on from the team will commence at the 2 ½ year period, to aid transition from the service and to facilitate a smooth and seamless discharge (where possible).   The discharge process will follow the CPA Policy and Guidelines. Service users will be discharged back to Secondary/Primary Care depending on their ‘needs’ at that time. This will ensure capacity for new referrals.   

Prior to discharge the Wellbeing/Recovery Plan will be reviewed and all involved agencies/individuals will be consulted and updated regarding any unmet need and/or risk. The discharge Letter/CPA Form will be comprehensive; indicating current treatment and procedures for re-referral to Early Intervention Service provided it is within a 3-year period of when they were initially assessed by the team.

Transfer of services users to other Adult Mental Health Services (another EIP Service, CMHT, AOT) will follow the CPA Policy and Guidelines. Transfers will include (where possible) an agreed timetable, joint visits and shared information relating to need and risk.

Discharges will be in line with best practice guidance and agreed policy.

On discharge a summary of the service provided will be forwarded to the patients GP, other mental health providers and other relevant agencies with the agreement of the patient (patient consent for sharing information on discharge or at other times, may under limited circumstances not be sought if there is a public interest in sharing this information).

· Service users who have been seen by the service with minimal evidence of psychosis under ‘watch and wait’, which has not developed will normally be discharged after six months.

· Service users who have been seen by the service with a high likelihood of psychosis under which has not developed will normally be discharged between six and twelve months.

· Service users receiving the full EIP service will under normal circumstances be discharged from the service after three years.

The Early Intervention Service is offered for up to three years, which reflects the ‘critical period’.  Depending on need, some people may be discharged before this period; however, with an agreement that if that person requires mental health services again within the 3 year period then they can be re-referred back to the service.  If engagement and stabilisation were problematical early in the course of illness later discharge beyond the 3 years may also be considered.

It is important to note that individuals may be retained longer than three years, for example, CAMHS cases, or where discharge at point of transition may be seen as further undermining stability (e.g. in some university returners’ to see them through their first term), if caseload capacity allows.

The following discharge possibilities could be considered:

· If stable and well discharge to primary care

· If continuing symptoms persist and the service user remains engaged in treatment refer for ongoing care from the Community Mental Health Team

· If unstable and fulfilling criteria for Assertive Outreach refer to the Assertive Outreach Team

· If well, but there are some concerns about the ability of primary care to care for the person, continue support via outpatient contact and consider training/support/consultation for primary care to facilitate their increased confidence and capacity to undertake the care of the person (or shared care).

· If the person moves home/out of area before the three years, continue care until a new package of care has been established in the new area.


	6 Self-Care and Patient and Carer Information

	The provider will provide information on services in widely accessible formats, reflecting the language needs of the local population.




	7 Quality and Performance Standards

	Quality performance indicator
	Threshold
	Method of measurement
	Consequence of breach
	Report due

	Infection control
	
	
	
	

	Service user experience
	
	
	
	

	Improving service users’ and carers’ experience
	
	
	
	

	Unplanned admissions
	
	
	
	

	Reducing inequalities
	
	
	
	

	Reducing barriers
	
	
	
	

	Improving productivity
	
	
	
	

	Access
	
	
	
	

	Care management
	
	
	
	

	Outcomes
	
	
	
	

	Additional measures for block contracts

	Staff turnover rates
	
	
	
	

	Sickness levels
	
	
	
	

	Agency and bank spend
	
	
	
	

	Contacts per FTE
	
	
	
	

	8 Activity

	Activity performance indicator
	Threshold
	Method of measurement
	Consequence of breach
	Report due

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Activity plan

Target

Total Clients 
 
Total New Clients 
 
Monitoring 
 
Teams
 
DUP 
 
9 Outcome summary (Outcome table in 12)

 

Outcome Measure
 
 
Target
Baseline
Duration of untreated psychosis (DUP)
100% < 6 months
Median: < 3 months
 
 
Pathways to care
Effective treatment will be provided after no more than 3 attempts to seek help
 
 
Engagement rates
 
100%
 
 
Use of MHA
The use of involuntary treatments in the first engagement is less than 25%
 
 
Readmission rates
 
Reduction in readmission bed days: 30% from baseline 
 
 
Occupation rates (employment and education)
Two years after diagnosis 90% of affected individuals have employment/education rates similar to their age/gender etc matched peers (adjusted for pre-morbid functioning)
 
Occupation satisfaction
90% of affected individuals will report satisfaction with their employment, educational and social attainments
 
Substance Misuse
 
 
50% reduction in harmful substance misuse from baseline (admission to EI)
 
Suicide rates
 
Suicide rates within the first two years from diagnosis will be less than 1%
 
 
Para suicide rates
 
50% reduction from baseline
 
 
Recovery rates
 
Two years after diagnosis 50% of EI clients are relapse free
50% of (full) EI clients discharged to primary care
 
 
Satisfaction
 
 
90% of clients and carers report high levels of satisfaction with the service and their involvement
 
 

 

 

 

 

 

 



	10 Continual Service Improvement Plan

	


	11 Prices and Costs

	11.1 Price

	Basis of contract
	Unit of measurement
	Price
	Thresholds
	Expected annual contract value

	Block/cost and volume/cost per case/Other………*
	
	£
	
	£

	
	
	
	
	

	Total
	
	£
	
	£

	11.2 Cost of service by commissioner

	Total cost of service
	Co-ordinating PCT total
	Associate PCT total
	Associate PCT total
	Associate PCT total
	Total annual expected cost

	£
	£
	£
	£
	£
	£


*Delete as appropriate.

12.EI Outcomes:
	Activity


	Outputs
	Outcomes
	Suggested Indicators 
	Measurement

	1.) Early detection and assessment:

Mental health promotion

Earlier detection strategies

Working with At Risk Mental States

Detecting psychosis at the earliest possible stage

Comprehensive assessment, involving all professional groups, client, family and friends

Working with diagnostic uncertainty

Working in partnership with CAMHS and Young Adult MH services (YAMHS)

Partnership working with primary care and other key referrers

BME capability

Focus on high risk groups including refugees and asylum seekers

Risk assessment and management

Clinical leadership 

Focus on suicide risk and risk management

Embracing and promoting optimism about recovery

Sensitive to individual needs relating to culture, gender, age etc

Accessible, acceptable and engaging- AO approach


	Reduction in unnecessary delay in reaching services

Pathways to care that ensure people get the treatment and care they need when they need it and that don’t lead to additional trauma

Successful engagement of clients, carers and significant others
Prevention of suicide 

Clients and carers express satisfaction with access, pathways to care and the assessment process

No harm is done to ‘false positives’

	Enhanced psychological well being 

Reduced duration of untreated psychosis (DUP)

Optimal pathways to care

Best possible engagement rates
Reduced suicide rates

Reducing the stigma and discrimination towards mental health 

Customer satisfaction


	Positive shift in attitudes and behaviour towards service users amongst employers and 

Statutory and non-statutory service agencies and Community generally

Service users report increase in well-being 

Service users report reduced isolation 

Service user are integrated in to mainstream services and are independent of MH services

DUP: 100% < 6 months, Median: < 3 months

Effective treatment will be provided after no more than 3 attempts to seek help.  100% < 4 attempts

Engagement rates 100%

Suicide rates within the first two years from diagnosis will be less than 1%

90% of clients and carers report high levels of satisfaction with the service and their involvement


	Mental Health Recovery star 

HCC/YHIP Fidelity monitoring 

Audit

Engagement measures

FERN Research

Pathways to care assessment

SUI monitoring

Satisfaction surveys



	Activity


	Outputs
	 Outcomes
	Suggested Indicators 
	Way of Measuring 

	2.) Acute care:

Wherever possible, acute and crisis care should be provided at home

Care away from home should be provided in suitable, safe, age-appropriate environments, which are not unnecessarily restrictive

The use of the Mental Health Act should be avoided wherever possible


	Pathways to care that ensure people get the treatment and care they need when they need it and that don’t lead to additional trauma

Admissions and readmissions to hospital only when absolutely necessary and for as short a time as possible

Avoidance of the use of MHA wherever possible

Prevention of suicide

Clients and carers express satisfaction with Acute care 


	Minimal use of MHA

Reduced admission and readmission rates

Customer satisfaction


	Admission to EI via an admission pathway <25%

The use of involuntary treatments in the first engagement is less than 25%

Reduction in admission bed days: 30% from baseline 

90% of clients and carers report high levels of satisfaction with the service and their involvement


	FERN Research

Pathways to care assessment

Admissions/readmissions data

Satisfaction surveys



	Activity


	Outputs
	Outcomes
	Suggested Indicators 
	Way of Measuring 

	3.) Pharmacological treatment:

· Best practice prescribing

· Management of symptoms should be in accordance with National Institute of Clinical Excellence guidelines

· Routine monitoring for side effects and prompt action taken to alleviate the unwanted effects of treatment


	Assertive and effective treatment of distressing symptoms/experiences

More people achieving and sustaining recovery from psychosis

Problems with side effects/unwanted effects of treatment are unusual

Clients and carers express satisfaction with medical treatment and choice

	Reduction in symptoms/distressing experiences

Enhanced psychological well-being

Enhanced physical well-being

Customer satisfaction


	100% of prescribing within best practice guidelines

80% of EI clients experience effective treatment response
	Mental health recovery star

FERN Research

PANSS

Satisfaction surveys

Side effect monitoring



	Activity


	Outputs
	Outcomes
	Suggested Indicators 
	Way of Measuring 

	4.) Care co-ordination:

· Key workers must be allocated rapidly and, where necessary, adopt assertive engagement approaches

· Application of assertive outreach model of service delivery

· Care plans need to be focused on recovery with an emphasis on empowering the client

· Sustained involvement should continue for three years

· Caseloads <15 pro rata


	Best possible engagement rates

Successful engagement of clients, carers and significant others
 Prevention of suicide 

More people achieving and sustaining recovery from psychosis

Clients and carers express satisfaction with Care co-ordination, care plans, CPA and involvement 


	Enhanced well being for service users with first episode psychosis

Improved recovery rates

Customer satisfaction


	80% of (full) EI clients discharged to primary care

90% of clients and carers report high levels of satisfaction with the service and their involvement


	Mental health recovery star

Audit

Satisfaction surveys

Engagement levels



	Activity


	Outputs
	Outcomes
	Suggested Indicators 
	Way of Measuring 

	5.) Psychosocial interventions:

· Young people’s personal and social development needs must be recognised and addressed

· Focus on social recovery interventions

· Psycho-education should be provided to clients, families, carers and significant others

· Families should receive support and training

· Family therapy for those that need it

· Strategies for preventing relapse are required

· Cognitive behavioural therapy (CBT) should be available


	Assertive and effective treatment of distressing symptoms/experiences

More people achieving and sustaining recovery from psychosis

Families adjust quickly and successfully

Clients remain connected to their families and friends and benefit from their support 

Clients and carers express satisfaction with therapeutic interventions 


	Reduction in symptoms/distressing experiences

Enhanced psychological well being of clients

Enhanced psychological well being of families

Increasing positive social contacts/networks for service users

Customer satisfaction


	Two years after diagnosis 50% of EI clients are relapse free

90% of clients and carers report high levels of satisfaction with the service and their involvement

Service user reports positive relationships with family/friends, peers or others in the community

Service user engages in more leisure activities, e.g. attends clubs


	Mental health recovery star

FERN Research

PANSS

Satisfaction surveys

Audit against NICE guidance



	Activity


	 Outputs
	Outcomes
	Suggested Indicators 
	Way of Measuring 

	6.) Education and occupation: 

3 yr service

All clients should undertake vocational assessment.

Clients need to be supported into employment, education or other valued occupations within normal environments.

Partnerships with vocational services and agencies
	More people achieving and sustaining recovery from psychosis

All clients are helped to fulfil their vocational potential

Clients and carers express satisfaction with their educational, employment training or volunteering opportunities, activity and achievements, 


	Service users finding meaningful employment, training or voluntary activity

Improving educational outcomes for service users

Customer satisfaction


	Number for service users finding satisfactory employment, training or voluntary activity 

Increased occupation rates (employment and education)

Number of service users attaining qualifications, e.g. NVQ2 or higher

Two years after diagnosis 90% of affected individuals have employment/education rates similar to their age/gender etc matched peers (adjusted for pre-morbid functioning)

90% of affected individuals will report satisfaction with their employment, educational and social attainments

90% of clients and carers report high levels of satisfaction with the service and their involvement


	Mental health recovery star

Audit

Satisfaction surveys



	Activity


	 Outputs
	Outcomes
	 Suggested Indicators 
	Way of Measuring 

	7.) Basics:

Proper attention must be given to housing, income/finance, physical health and practical support

Avoiding dependency on benefits

Specific physical health risks for this client group to be recognised and addressed

Partnerships with relevant agencies and primary care
	All clients are supported to find adequate, safe and acceptable accommodation in communities that they wish to remain in

Clients have enough money to live on

Access to benefits that risk acting as a disincentive to seeking normal occupation is carefully managed

All clients are supported to find adequate, safe and acceptable accommodation in communities that they wish to remain in

Physical Health needs are given parity as a recovery objective and actively addressed

Clients and carers express satisfaction with their income, housing and physical health 


	Better and more stable accommodation situation for service users

Enhanced physical well-being

Improved Physical Health

Customer satisfaction


	Service users report eating well and take more exercise 

Service users claiming housing benefit without support

Decrease in numbers of service users who are homeless

Take up of direct payments

90% of clients and carers report high levels of satisfaction with the service and their involvement


	Mental health recovery star

Audit

Satisfaction surveys



	Activity


	Outputs
	Outcomes
	Suggested Indicators 
	Way of Measuring 

	8.) Co-morbidity: 

There needs to be specific and ongoing assessment and planning for anxiety disorders, depression, suicidality and alcohol/substance use and misuse

Dual diagnosis strategy

Offending behaviour regarded as a co-morbidity

Skilled workforce

Partnership working with YOT and probation
	Specialist help enabling as many clients as possible to reduce and manage substance use/ misuse

More people achieving and sustaining recovery from psychosis

Best practice treatment of depression and other associated co-morbidities

 Prevention of suicide 

Clients are helped to cease offending with an emphasis on preventing violent crime and anti-social behaviour
 

Clients and carers express satisfaction with help and treatment for co-morbidities 


	Reduced substance misuse

Reduced suicide rates

Reduced offending behaviour

Enhanced psychological well being

Customer satisfaction


	Awareness of problem

Reduction in consumption of drugs or alcohol

Maintenance of abstinence from drugs, alcohol

Reduce dependence on alcohol, drugs or smoking 

50% reduction in harmful substance misuse from baseline (admission to EI)

90% of clients and carers report high levels of satisfaction with the service and their involvement


	Mental health recovery star

Audit

Satisfaction surveys
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