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SERVICE SPECIFICATION
	Service
	Early Intervention in Psychosis (EIP) 

	Commissioner Lead
	Vanessa Manning

	Provider Lead
	Simon Long

	Period
	3 years – service to be reviewed in contract at commissioner’s discretion


DRAFT

	1. Purpose

	1.1 Aims  

· To support young people aged 14 to 35, who are or maybe experiencing a first episode of psychosis. 
· To detect as early as possible a persons psychosis. 
· To provide sustained and intensive interventions in the early phase of a persons psychosis.

· To support a persons continued personal/social development.

· To provide support for familes affected by psychosis.

· To work with the expectation that people can recover from psychosis, attaining ordinary lives and stay well.  
· To work within a highly specialist bio-psycho-social approach that is delivered intensively during the three years following a first episode of psychosis.  
· To reduce the chronic disabilities traditionally associated with psychotic illnesses which are the result of treatment delay and inadequate help in the early phase of the illness and not the natural history of the disease.  
· To detect psychosis quickly, intervene early and emphasise the need for social as well as symptomatic recovery.

1.2 Evidence base

The evidence base for Early Intervention in first-episode Psychosis (EIP) originated in Australia The UK service model (MH PIG) 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).  
Underpinning this model were two central principles: That the time between the emergence of symptoms and effective treatment should be as short as possible 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.  In December 2002, NICE published their clinical guideline on schizophrenia (NICE, 2002), 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 a typical antipsychotic medication for first episodes, Cognitive Behavioural Therapy, family interventions, Assertive Community Treatment and home/non-hospital treatment models for the acute phase. Following the widespread implementation of EIP in England the evidence for the effectiveness of services has mounted.
NICE. (2002). Schizophrenia: Core interventions in the treatment and management of schizophrenia in primary and secondary care.  London: Department of Health. (CG1 12/02)

NICE (2003) Guidance Bipolar disorder: The management of bipolar disorder in adults, children and adolescents in primary and secondary care. London: Department of Health. (CG 38 3/10/06)

NIMHE (2003). Counting Community Teams: Issues in Fidelity and Flexibility. London: NIMHE.

1.3  General overview

Early Intervention in Psychosis (EIP) teams specialise in working with young people aged between 14 and 35 who are experiencing a first episode of psychosis. They provide a range of services, including anti-psychotic medications, psychological therapies and social interventions, tailored to their individual needs with a view to facilitating recovery.

It is recognised that there will be a number of people using the service who have co-morbid substance misuse.

1.4 Objectives

The Service Provider shall ensure that they:

· Create services which better understand and respond to the needs of the whole person

· Make access to care, support and health services as easy as possible for the people who need them

· Ensure that decisions about the level and nature of services provided are made in a manner that is fair and easy for the patient/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
· Minimise the incentives for any party involved in providing care, support and health services to act in a way which is contrary to service user’s best interests because of disputes about organisational responsibilities
· Facilitate 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

1.5    Expected outcomes and performance measures

Fidelity to service specification and 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.
High levels of service engagement.
The number of young people with possible psychosis being supported in ‘watchful waiting’. 

Improved 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 acute psychiatric hospital.

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

Improved family relationships.
All identified carers to be offered an assessment of need.

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

A reduction in the number of suicides in people with psychosis aged under 35.

High levels of satisfaction from service users and carers



	2 Scope

	2.1 Service description
2.1.1  Overview
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 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.

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 people using it have positive social inclusion outcomes, and will work to a recovery model of mental health.

The service should be integrated with universal primary care, specialist and community based services to prevent hand offs and discontinuities.

2.1.2 Early Detection

The service will develop and work within an early detection strategy based around national and international good practice. Early detection will be carried out with partner organisations who are working with people aged between 14 and 35. This will include: schools, colleges, employers, training providers and primary care practitioners. 

The service will work with a range of agencies to increase the knowledge and understanding of psychosis, and how referrals can be made to the service.
After initial screening, Early Detection assessments will be made and an initial formulation reached within one month of the referral being received.

2.1.3 Assessment

Assessments will be undertaken of a person’s presenting conditions and needs, including risk factors.  All accepted referrals will be assessed and cared for under the care programme approach
If a person is not presenting with psychosis, they will be discharged, and the person or agency that made the referral will be contacted and advised of the outcome. The person will be referred or sign posted to other services as appropriate.

If there is a reasonable likelihood that the person is experiencing psychosis, the person will be provided with extended assessment and interventions as part of the ‘watch and wait’ function of the service (see 2.1.4)

If a person appears to be presenting with psychosis they will be passed to the team for ongoing interventions (see 2.1.5).
2.1.4 ‘Watch and wait’

Clients with minimal evidence of psychosis will be provided with an At Risk Mental State (CAARMS) assessment.  A monitoring/ support plan will be agreed with in conjunction with the referrer and/or general practitioner, and if appropriate employer, teacher or family member. Specialist resources will be very limited for such clients; however, the principle aim is to prevent very early cases having to considerably worsen before they can access EI support and treatment.  
The ‘watch and wait’ period will be formally reviewed after six months. 

Where it is unclear that a person referred to the service is presenting with psychosis (diagnostic uncertainty), but there is likelihood of psychosis the service will provide care initially be for a period of extended assessment and intervention, lasting not less than 6 months, during which a full, enhanced level CPA package will be provided (see 2.1.5). This intervention, known both as ‘active watch and wait’ and ‘extended assessment’ will not normally last more than 12 months.  Clients with psychosis will be passed to the appropriate team for ongoing interventions (see 2.1.5).  Clients found not to be suffering from psychosis will be discharged, and the person or agency that made the referral will be contacted and advised of the outcome. The person will be referred or sign posted to other services as appropriate.
2.1.5 Intervention
During the intervention phase a holistic assessment of a person’s needs and risk factors will be carried out and kept up to date.

During the intervention phase a holistic assessment of any identified carers needs will be carried out and kept up to date.

Aspects of the service to be provided include:
Intensive one to one support/key working

Care programme approach

One-to-one therapy

Therapeutic groups/personal development groups

Solution focused therapy

Psycho-educational approaches

Cognitive behaviour therapy

Facilitated self-help & guided self help

Social inclusion support and access

Fast track to inpatient/crisis services

Mental health promotion and educational material/events

Psychological and psychiatric assessments

Support, education and advice to carers

Sign posting to appropriate/alternative services

Specialist medical interventions for this client group continuing to be provided by BDCT medical staff.

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

2.1.6 Other work

The service will carry out: 

· Training and advice to other professionals (statutory and non-statutory)
· Data collection and research

· Involvement and inclusion of its service users and their carers within the development and evaluation of the service.

2.2    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 patients or potential patients on 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.

2.3 Whole system relationships and interdependencies

General practice

Health trainers

Bradford District Care Trust CAMHS and adult services
Bradford District Council Children’s services

Bradford District Council Adult Services

Voluntary and community sector

Job centre plus and other employment services

Education Bradford

Education and training providers

Substance misuse services

2.4 Relevant networks and screening programmes

Healthy Minds – Bradford’s CAMHS strategy group

Regional EIP Group

Mental Health Modernisation Partnership
(More to follow)

2.5 Sub-contractors




	3 Service Delivery

	
This is covered in 2.1 above
3.1     Care pathways

Care pathways will be developed led by the PCT as commissioner in partnership with service providers.  This service specification recognises that there is on going work in developing a range of care pathways within Bradford and Airedale 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.

See EIP Appendix 1.


	4 Referral, Access and Acceptance Criteria

	4.1 Geographic coverage/boundaries

The service is for people who are registered with a general practitioner within the Bradford and Airedale teaching PCT area. For people who are not registered with a GP, the service will be open to people to whom Bradford and Airedale tPCT is recognised as having commissioned responsibility.
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. There will be co-location of staff within secondary mental health services provided by Bradford District Care Trust.
4.3 Day/Hours of operation

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

Employers

Criminal justice agencies

Individuals and families

Referrals will be received at a single publicised point. They will be screened to assess urgency, and passed to a member of the service to carry out an assessment. 

4.5 Exclusion criteria

Students at University of Bradford, Bradford College or other further or higher education establishments who are not solely registered with a Bradford and Airedale GP will be referred on appropriately if required.
The service is not usually for people aged under 14 years old

The service is not usually for People aged over 35 years old at time of referral to the service.

4.6 Response time and detail and prioritisation

Referral to assessment a maximum of two weeks. 
Assessment to ‘watch and wait’ two weeks. 
Assessment to support and treatment two weeks. 
Assessments should contain a risk assessment and needs assessment. People with a high risk score relating to suicide, harm to self or harm to others should under most circumstances be prioritised.



	5 Discharge Criteria and Planning

	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.



	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
	Quality and  Performance Indicator(s)
	Threshold
	Method of measurement
	Consequence of breach

	HCAI Control
	· Staff attend Infection Control Training (ICT) at induction

· Clinical staff attend annual ICT training updates

· Non-clinical staff attend training updates every two years
	95%
	Quarterly exception report, by business unit
	1st breach – report to quality subgroup with explanation

2nd consecutive breach – report to quality subgroup with remedial action plan & move to monthly reporting

	Service User Experience


	· Develop an improvement plan based on the results of the 08/09 Patient Satisfaction questionnaire and submit regular updates on the improvement plan to the group

· Quarterly patient satisfaction 09/10 audits to be completed.  The services will include:

· District Nursing

· Speech and Language Therapy

· Health Visiting

· DTC’s

· Develop an improvement plan based on the results of the 09/10 audit and submit regular updates on the improvement plan to the group

· Develop a plan to implement local PROMs in appropriate services.  
	Model developed by 30/06/09

No threshold

Model developed by 30/06/10

Model developed by 31/12/09
	Report submitted 31/12/09

Quarterly report  

Report submitted 31/12/10

Quarterly report commencing 31/06/10
	1st breach – report to activity subgroup with explanation

2nd consecutive breach – report to activity subgroup with remedial action plan & move to monthly reporting


	Improving Service Users’ and Carers’ Experience
	· 
	
	
	

	Unplanned Admissions
	No indicator this year
	
	
	


	Reducing Inequalities


	· Services routinely collect ethnicity data
	100%
	Quarterly exception report, by business unit
	1st breach – report to quality subgroup with explanation

2nd consecutive breach – report to quality subgroup with remedial action plan & move to monthly reporting

	Reducing Barriers
	
	
	
	

	Improving Productivity
	No indicator this year
	
	
	

	Access
	· National (and/or local where appropriate) wait time targets are met where in place
	95%
	Quarterly exception report, by service
	1st breach – report to activity subgroup with explanation

2nd consecutive breach – report to activity subgroup with remedial action plan & move to monthly reporting

	Personalised Care Planning
	No indicator this year
	
	
	

	Outcomes
	A reduction in the duration of untreated psychosis to a median of three months and a maximum of six months
	TBC
	Quarterly
	No consequence

	
	A reduction in the average number of times a person with possible psychosis seeks help from 5 times to 3 times
	TBC
	Quarterly
	No consequence

	Additional measures for block contracts

	Staff Turnover Rates
	Turnover rate less than
	7%
	Quarterly exception report by business unit

Quarterly exception report by service where service provision is at risk
	1st breach – report to activity subgroup with explanation

2nd consecutive breach – report to activity subgroup with remedial action plan 

	Sickness Levels
	Sickness absence rate less than 
	4.5%
	Monthly exception report by business unit

Monthly exception report by service where service provision is at risk
	1st breach – report to activity subgroup with explanation

2nd consecutive breach – report to activity subgroup with remedial action plan 

	Agency and Bank Spend
	Spend as percentage of total wage bill less than 
	1.6%
	Quarterly exception report by business unit

Quarterly exception report by service where service provision is at risk
	1st breach – report to activity subgroup with explanation

2nd consecutive breach – report to activity subgroup with remedial action plan

	Contacts per FTE
	No indicator this year
	
	
	


	8. Activity

	Activity performance indicator
	Threshold
	Method of measurement
	Consequence of breach

	Complaints handling 
	· 100% of complaints acknowledged within 2 days

· 100% of complaints replied to within 25 days or online with national amendments to complaints criteria April 09
	Quarterly report: -

· Number of complaints received

· % acknowledged within 2 days

· % responded to within 25 working days
	1st breach – report to performance subgroup with explanation

2nd consecutive breach – report to performance subgroup with remedial action plan

	Staff satisfaction
	Score of at least 3.65 out of 5
	Annual staff survey scores (NB scores can not be disaggregated to Provider-only staff however this is a PCT-wide target)
	Report to performance subgroup with remedial action plan

	Cases of psychosis taken on 
	TBC
	Quarterly report
	Report to performance subgroup with remedial action plan if target not reached by 31st March 2010

	Total number receiving services
	TBC
	Quarterly report
	Report to performance subgroup with remedial action plan if target not reached by 31st March 2010

	Activity Plan

Not applicable this year


	9. Continual Service Improvement Plan

	Not applicable this year




	10. Prices and Costs

	Price

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

	Block Arrangement/Cost and Volume Arrangement/National Tariff/Non-Tariff Price________*
	
	£
	
	£

	2009 Quality Payment
	
	
	
	

	Total
	
	£
	
	£


*Delete as appropriate.
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