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Introduction 

 

This policy provides an overview of the care offered by Oxfordshire Early Intervention Service 

(OEIS). It is intended for health care staff, service users, their families and carers. Engaging 

with mental health services for the first time can be a confusing experience. There are often 

different professionals to meet and different treatments available. This policy provides details 

about the care provided by OEIS. 

 

 

Contact Details 

Address: John Sharich House, Horspath Driftway, Headington, Oxford, Ox3 7JH 

 

Main Tel No (9am-5pm): 01865 902 724 

Out of hours main switchboard:  01865 901 000 

Administrative:    oeis@oxfordhealth.nhs.uk 

Assessment  function:  eisassessments@oxfordhealth.nhs.uk 

Physical Health assessment booking: EIS-physicalhealth@oxfordhealth.nhs.uk 

 

 

 

 



Service Overview 

 

OEIS Mission Statement 

Working together, with hope and compassion, to support people with First Episode Psychosis promoting 

health, well-being and maintaining recovery.  

 

Our principles of care 

We aspire to provide care that upholds the Early Intervention principles: 

• Instilling hope 

• Being compassionate  

• Supporting recovery 

 

We also aim to uphold the values and principles of our Trust: 

Values 

• Caring 

• Safe 

• Excellent 

 

Principles 

• Quality – Deliver the best possible care and outcomes 

• People - Be a great place to work 

• Sustainability – Make the best use of our resources and protect the environment 

• Research and education - Become a leader in healthcare research and education 

 

Who do we provide care for? 

OEIS provides care for people aged 14-65 years with a First Episode of Psychosis (FEP).  

 

What is psychosis? 

Psychosis is when a person believes or experiences things that are not based in reality. It tends to be different 

for everyone who experiences it. For some people, psychosis involves having thoughts about being followed 

or threatened, for others it involves hearing voices, while others might have difficulty thinking. When 

experiencing these problems, people often struggle with their functioning in relationships, their job or 

education. Psychosis is not a diagnosis, rather it is a description of the experience of the person. OEIS tries to 

establish what might be the underlying cause of the psychosis, sometimes this is depression, anxiety or other 

more common mental health problems, other times it might be Bipolar or Schizophrenia. 

 

What is the evidence-based treatment? 

OEIS provides the nationally recommended treatment options for FEP (see diagram below). Each of these 

treatment options has a well-established evidence-base. This means that research has demonstrated real 

benefits to those with psychosis for every treatment we offer. Evidence also suggests that outcomes are better 

for FEP when treatment from an Early Intervention team is started earlier on.  

 

 



The Service 

Referrals can be made by GPs, other healthcare workers, social workers, schools, police, families, or the 

person themselves. It is a national standard for early intervention services to assess and make a decision 

within a two-week time frame from the date of referral about whether to start treatment, conduct further 

assessment, or signpost to other services.   

Referrals are reviewed by staff in the assessment function who then triage the referral and either arrange 

an assessment or liaise about alternative plans. If FEP is diagnosed, an individual will move from the 

assessment function to the treatment function in the team. They will be taken on by OEIS, allocated a Care 

co-ordinator and offered a range of treatments over a maximum period of 3 years. 

Following assessment and acceptance into OEIS, the allocated Care co-ordinator will make contact with 

the service user within 1-2 weeks. During the first month, the Care co-ordinator will develop a care plan 

with the service user. This provides details about what care the service user will receive from the OEIS 

team. 

OEIS use a variety of ways to contact and review service users, families and carers including the following: 

1. Clinics – These are based at:  

• Warneford Hospital 

• Abingdon Community Hospital 

• Didcot Community Hospital 

• Feinnes Centre in Bicester 

• Elms Centre in Banbury 

• Wallingford Community Hospital 

• Witney mental health centre 

2. Home visits  

3. Microsoft Teams – for virtual reviews using video 

4. Phone calls and texts (SMS) 

5. Emails 



Staff Overview 

 

Care co-ordinators  

Staff who can be Care co-ordinators in the team include Occupational Therapists, Social Workers and 

Community Psychiatric Nurses. It is the Care co-ordinator that service users get to know the best. This is 

because they meet the service user more frequently and provide the ‘thread of continuity’ through the care 

pathway. They are the link between the different treatments and health care professionals through the Care 

Plan for the service user. There is a minimum requirement of monthly contact with the Care co-ordinator. 

 

Doctors  

Doctors are the clinical leads in the team. They have a variety of roles including making diagnoses and 

prescribing medications. They are involved with both assessment and treatment functions in the team. They 

also help to manage mental health crises and arrange admissions when necessary.  

Service users should have a medical appointment within 1 month of either acceptance to the team or discharge 

from the ward and otherwise at least annually for a CPA review meeting. Medical appointments should also be 

sought if service users have a significant risk of admission. 

While there are different doctors in the team, we try to arrange it so that service users see the same doctor each 
time to promote continuity of care, although this is not always possible. The diagram below shows the process 
for arranging a medical review. 

 

 

 



Therapists 

Psychological therapists are trained to support people to understand and deal with many different kinds of 

problem. These include anxiety, depression, unusual and distressing thoughts and experiences, low self-

esteem, relationship problems, difficulties managing emotions, alcohol and drug use, sleep problems, and 

traumatic events. Therapists help people to move forward with their lives in whatever ways are most 

important to them.  

Therapists see people for individual therapy, family therapy, and sometimes in therapy groups or 

workshops. Our therapists are psychologists or other mental health professionals with specialist training in 

evidence-based talking therapies, such as Cognitive Behavioural Therapy (CBT). Therapists are different 

from psychiatrists as they do not prescribe medication or manage crises.  

 

Assessment clinicians 

Assessment clinicians manage referrals into the team. This involves receiving, processing and triaging 

referrals as well as arranging and performing assessments. A lot of this work involves communicating with 

other teams, GPs and service users and their families to gather information and organise assessments.  

 

Individual Placement and (employment) Support (IPS) workers 

An IPS Worker has 2 roles. Firstly, to help unemployed people seek paid employment or help employed 

people seek alternative paid employment. Secondly, to provide ‘retention’ support to people who are 

struggling with their current employment. This might be in terms of accessing adjustments, returning to work 

or support with difficult work conditions and relationships.  

 

Support workers and Peer Support Workers 

The team has both Support Workers and Peer Support Workers who assist service users with practical 

activities and work with care co-ordinators to ensure that the service user has an individual care plan. 

Support workers may accompany service users to appointments, help with accessing shopping, accessing 

benefits and housing. They may help service users assist with gradual exposure to anxiety-provoking 

situations where appropriate. A Peer Support Worker has the added benefit of their own personal lived 

experience of mental illness. 

Peer Support Workers carry out many of the same tasks as the team’s support workers, however their lived 
experience of mental health problems is at the forefront of their work.  Peer Support Workers undergo 
specific training which helps them to use their lived experience as an intervention. They help show what 
being in recovery looks like, engaging with service users in a mutual way and work to empower service 
users in their own recovery.  

 

Carer Support Worker 

The Carer support worker can be accessed through the Care co-ordinator. They provide support and 
information for carers and relatives of those experiencing psychosis. This can include meeting to talk about 

people’s experiences of caring, providing signposting to other services, providing information about carer 
benefits they might be entitled to. They also run carer support groups. 

 

Administrative staff  

Administrative staff support the team with all administrative tasks such as typing letters, answering phones 
as well as relaying messages. They support the team by booking appointments and assisting with  
Carenotes (the electronic records). The administrative team also assist with resources and equipment and 
manage the office. 



 

Physical Health and Wellbeing worker  

The physical health of service users is of the highest importance because service users with 

psychosis can have an increased risk of physical health problems. This increased risk is associated 

with the condition itself and with the medical treatments used. We provide 6 monthly physical health 

reviews which include blood tests, blood pressure measurement, weighing, and a general review of 

physical and sexual health. The physical health and wellbeing workers ensure we are up to date 

with these physical health reviews and they support Care co-ordinators to complete the reviews. 

They also offer various activities to improve the physical health of service users including cooking 

groups, walking groups, and climbing groups. Care co-ordinators can make a referral to these 

different groups. 

 

Research assistants 

There are many research studies available for service users to participate in. This can often mean 

trialling a new type of talking therapy or medication or more simply answering a survey. Research 

assistants communicate with service users about these trials, provide information about the studies 

and perform screening questionnaires to ensure eligibility for the studies. They will often contact the 

health care professionals involved in the service user’s care to check whether it is suitable for the 

service user to be contacted about a study. 

 

Students 

Education is a priority in our team. We host medical, nursing, occupational therapist, and social 

work students in our team. It is commonplace for students to shadow staff during assessments and 

follow up appointments. Consent is taken to ensure the service user is comfortable with a student 

being present. It is entirely reasonable for people to request not to have students present as we 

know that personal information is often discussed in appointments and service users might find it 

difficult talking in front of new people. 

 

Managers  

Managers are experienced clinicians who oversee the day to day running of the team. They offer 

regular line management and clinical supervision to the staff and support the team offering senior 

cover for each day working closely with the duty worker. The management team recruit and support 

staff with identifying appropriate training and development opportunities. The managers oversee 

clinical governance and deal with complaints and serious incidents. They are involved with 

completing audits for the team and working on meeting standards set for Early Intervention 

Services such as the access and waiting time standards. The managers also ensure that there are 

processes and systems in place to ensure that interventions are delivered appropriately. 



Assessment Function 

Who can refer?  

Assessment clinicians can receive referrals from any person or organisation, whether that be a family member, 

GP, social worker or the police. Referrals should be made via email to eisassessments@oxfordhealth.nhs.uk or 

by phone on 01865 902 724. Referrals should contain details about the person and the problems they are 

experiencing. Referrals should also ideally outline reasons why the presentation might be psychosis and about 

any risks. If the referral is from another area (a transfer) we need the following documentation:  

1. The initial EIS assessment 

2. An up to date care plan and risk assessment (within the past 3 months) 

3. All medical correspondence with EIS 

4. A psychology report – if they have had CBT 

5. Details of which EIS NICE interventions they have received 

Which GP practice they have registered with locally 
Referrals that require same day response are managed by the relevant adult mental health team (AMHT) due to 

their increased capacity for managing crises. 

 

Referrals Criteria 

We ask for referrals where the treating team have a concern that the person might have a psychotic disorder or is 

experiencing psychotic symptoms. Where there is sufficient indication that the person is presenting with a first 

episode psychosis (FEP), assessment clinicians accept the referral, gather more information and then if 

appropriate, arrange an assessment. These assessments can take place in a health care facility or at the service 

user’s home, or wherever else is convenient for the person. The assessment is then fed back and discussed at 

the twice-weekly assessment function meetings. 

For acceptance onto EIS caseload, the person must have been experiencing psychotic symptoms of sufficient 

severity and frequency for at least 7 days (they can still be referred before 7 days are complete). The duration of 

untreated psychosis (DUP) must be less than 3 years.  

 

 

See referral process on page 11. 

mailto:eisassessments@oxfprdhealth.nhs.uk


1.  Record referral 

All new referrals are recorded in the ‘Referrals Spreadsheet’ – including ones that do not seem appropriate.   

Status on spreadsheet should be “Not Yet Assessed” – which will highlight it red.  

2.  Gathering Information/Triage 

If the referral needs more information then assessment staff will arrange a triage call to the referrer, service user 

and/or their family. If already under CAMHS, assessment with the CAMHS clinician is preferable. If urgent from 

CAMHS point of view we can assess jointly but otherwise do not wait for CAMHS for joint assessment as this would 

cause delay. All young people up to 18 year old are to be discussed at the Assessment Function meeting before 

offering an assessment. 

Initial phone call:    

• Explain the role of the team. 

• Assess Risk (put in place risk management if needed) 

• Engagement (encourage them to attend the assessment) 

• Symptoms (do they meet the criteria for FEP? Consider CAARMS if unclear.)   

• Functioning assessment 

• Discuss best location to assess.   

• Try to make sure a family member is involved if possible. 

Update Carenotes and Spreadsheet with this information  

Clinicians to email EISAssessments inbox with any new referrals. If the service user needs to be seen in next 48 

hours, highlight this in email for Assessment Function Meeting and discuss with manager/doctor. If Assessment 

Function Clinicians are not on shift, the duty worker will check the EISAssessments inbox for referrals.  

3.   Assessment Function Meeting 

• A decision is made at these meetings alongside who should be part of the assessment.  

• Update Spreadsheet and Carenotes about Assessment Function decisions during the meeting. 

• Open appropriate referrals on Care Notes as suspected FEP or ask admin  

If the referral does not meet criteria then Assessment Function clinician or duty worker will feedback this information 

to the referrer.  

4. Booking Assessments 

• Names of service users for assessment will identified at the Assessment Function Meeting and Assessment 

Function Clinicians will book the assessment with support from duty and Admin Team as appropriate.  

• Referrer and service user to be contacted with details of the assessment.  

• Clinician to liaise with service user about assessment appointment, email or text could be used. If a letter this 

could be sent out by Admin team. 

• Information to be sent to assessors including service user’s name and send information from the assessment 

spreadsheet. 

• Once assessment is booked create a Diary appointments in Events tab as assessment on Carenotes.  



Assessment function meetings are held twice weekly at the EIS team base. All assessment clinicians attend 

this, alongside a consultant, manager, senior psychologist, junior doctors and administrative staff. Decisions 

are made about allocation at these meetings. To determine whether a service user meets the criteria for FEP 

we are informed by two clinical scales (the CAARMS and the SOFAS) as well as clinical impression. We also 

have the following criteria: 

• First-episode psychosis (FEP) - current 

• Symptoms present for less than 3 years (unless sub-clinical for a longer period or there has been a 

change in presentation e.g. voices present for many years but have changed in content or impact.)    

• Age 14-65, (CAMHS serving as Responsible Clinicians 14-15 years of age).  

• Exclude if prior secondary mental health service involvement (excluding transfers from other EIP  

services). 

• Exclude if over 35 years and the psychosis is seen in the context of a previously existing non-psychotic 

condition 

• Exclude if previously treated with anti-psychotics (for psychosis)  

• Exclude organic psychosis (UTI, intoxication, etc) 

• Exclude drug-induced psychosis 

 

When we take 

We aim to assess and allocate to a care co-ordinator, (which is counted as commencing NICE-concordant 

treatment) within 2 weeks when possible.  

Where a service user is on the ward EIS will aim to allocate within 48 hours where there is sufficient 

information that the person meets the team criteria. Where this is not the case, the relevant AMHT will be 

asked to allocate and EIS will support the AMHT in establishing whether EIS is the appropriate team. 

If uncertainty about diagnosis remains after the assessment, service users will be placed on an  

extended assessment. In this pathway, they will be allocated an assessment clinician as a care co-ordinator, 

monitored more frequently by the team over a maximum period of 6 months. If it the diagnosis  

becomes clear, the appropriate action is taken to either accept onto the full caseload or to discharge to the 

appropriate service.  

 

Responsibility for those referred 

We are not an emergency service, in that we are unable to respond within the same day (this remains the  

responsibility of the AMHT).  We do however meet the Trust target of responding to urgent referrals where a 

response is required within 7 days.  

The service user will only enter the OEIS case load when they have been assessed, there is a decision by 

team that they meet criteria, and they have been allocated to a care co-ordinator – at this point the relevant 

consultant becomes the Responsible Clinician. Prior to this point, the case remains with the referrer or with the 

AMHT if secondary mental health input is required during this assessment period. The handover between 

AMHT and OEIS needs to be done in a timely and planned manner which takes account of the targets but also 

ensures that risk management and good clinical practice are at the  

centre of the process.  Medical responsibility will follow handover of care.  If there are significant risks and high 

level of need due to acute mental illness then it may be necessary to delay full transfer of care to OEIS in 

some cases, depending on what is in the service user's best interests. 

 



Patient Pathway – Early Intervention Service and Adult Mental Health 

Teams –  Oxford Health NHS FT. 



At Risk Mental State 

Those who meet criteria for the At Risk Mental State (ARMS) at the point of assessment will be 

signposted to appropriate community services. They will also be offered an assessment at 3 months. At 

the 3 month assessment there are 3 outcomes: 1)  they have transitioned to psychosis and will be 

accepted by the team 2) they remain meeting ARMS criteria and will be offered a further assessment at 6 

months or 3) they no longer meet ARMS criteria and are discharged. At the 6 month assessment there 

are only 2 outcomes: 1) they have transitioned to psychosis and will be accepted by the team 2) they do 

not meet criteria for first episode psychosis and are discharged. 

 

 Appealing Decisions Regarding Unaccepted Referrals 

Team decisions on referrals deemed inappropriate or not meeting the criteria will be communicated to the 

referrer. The reasons for non-acceptance will be stated with advice or ’signposted’ to other services that 

may be appropriate. 

Any appeals against the decisions made should be communicated to either the Consultant Psychiatrist or 

Team Manager. Every attempt will be made to resolve any differences of opinion in line with the OEIS 

Operational Policy and best interests of the service user. Failure to come to a mutual agreement may 

require the intervention of the Service manager and our head of Service/Clinical Director. 

 

 



Interventions 

Care Coordination 

All service users are allocated a Care co-ordinator and given a care plan, this is called the 

Care Programme Approach (CPA). It involves assessing service user’s needs, developing a 

care plan and ensuring this plan is met. CPA involves overseeing and co-ordinating the 

individual care plan of each service user. Care Plans are individually tailored to the service 

user and it is a core expectation that the EIS CPA Process will be followed. It involves 

working with the wider team as well as other teams and organisations, such as social care, 

schools, workplaces, embassies, midwives, probation etc.  

If service users are on a ward, it is expected that care co-ordinators continue to see those 

service users in order to engage with them and help with discharge planning and the overall 

care plan. 

 

 
To find how to input information on Care Notes please follow the following link:  
http://intranet.oxfordhealth.nhs.uk/it/clinical/carenotes/ 

http://intranet.oxfordhealth.nhs.uk/it/clinical/carenotes/


CPA Flow Chart For EIS Care co-ordinators 

Care Plan 

file:///C:/Users/jazmin.lyel/OneDrive - Oxford Health NHS Foundation Trust/Documents/Jaz/Performing well meeting/Policy document/care plan PROMPT.docx




CPA Outcome Requirements 

These are different scales (QPR and Dialog, HoNOS) that we use to monitor service users; how they are 

progressing in their recovery and what ongoing difficulties they might have.  

New Service user Allocation – Admin to book 6-month CPA with medic and baseline physical health check 

• 1 month CC to do CPA (QPR and Dialog, HoNOS, CAF) 

 

• 6 / 12 / 18 / 24 month CPA + medic  (physical health check, QPR and Dialog, HoNOS, update CAF 

including interventions offered) 

 

• 2.5 and 3 years CPA + medic  (Discharge Planning/Transfer – review of interventions offered) 

(physical health check, QPR and Dialog, HoNOS, update CAF including interventions offered) 

 

CPA Paperwork Checklist 

Below is a table of the different forms that care co-ordinators have to fill in as part of the CPA process  

 

 

Medication  

OEIS doctors use a variety of medications to treat psychosis and any co-existing mental health problems. 

Find an excellent resource for understanding about different medications; their benefits, side effects, their 

evidence-base and how to choose between here.  

 

How to access medical reviews 

You can speak to your care co-ordinator who can arrange a review with a doctor to discuss medication 

options. 

 

Cognitive Behavioural Therapy for psychosis (CBTp) 

CBTp involves trying to help people with their difficulties, by discussing their experiences and how they 

think and feel about them, and how they react to their difficulties. A therapist will work with a person and 

together they might think about new ways of understanding or coping with difficulties or changes they 

would like to make in their life. 

As well as talking and practising new strategies during sessions, therapy can involve trying things out in-

between meetings. Therapy is not a ‘quick fix’; it can be hard work and it may take some time to notice 

changes.  It is a collaborative therapy and needs a person’s active participation in order to be helpful. 

Therapy sessions take place weekly-fortnightly for up to 26 sessions over 6-9 months. The evidence 

demonstrating it is an effective treatment is here: NICE Guidelines for psychosis and schizophrenia in 

adults (CG178) and children and young people (CG155)).  

Service User 

Name 

CPA RISK 

Ax 

CARE PLAN CPA RE-

VIEW 

HONOS 

(CPA) 

EIP Common  

Ax 

QPR Dialog 

Frequency 6 6 6 6 6 6 6 6 

https://www.rcpsych.ac.uk/mental-health/treatments-and-wellbeing
https://www.nice.org.uk/guidance/cg178
https://www.nice.org.uk/guidance/cg178
https://www.nice.org.uk/guidance/cg155


How to access CBTp 

For new service users in the team, psychological therapy is usually offered at their 6-month CPA meeting 

(although it can be offered sooner or later, and all service users go on a virtual waiting list as soon as they 

are accepted by the team). The service user should receive a leaflet about psychological therapy. 

Referrals can be made at other times via individual discussions, during team meetings, and clinical 

supervision groups with the psychology team.  

Care co-ordinators can refer a service user to the psychology team via email. There is no formal referral 

form. The care co-ordinator will need to include in the email the service user’s name, NHS number, and a 

brief reason for referral that includes the main problem(s) they are finding difficult.  

If a service user accepts the offer of psychology therapy, a psychologist will perform an assessment over 1

-2 sessions. The psychologist will then write a letter to the service user with a summary and 

recommendations. The service user will be placed on a waiting list for psychological therapy and they will 

be contacted when they reach the top of the list. They may be prioritised for treatment for several reasons, 

such as if they are pregnant or a carer of a child under 1 year old, a veteran, or if they started therapy in 

our service or another Early Intervention for Psychosis Service which had to end before it was due to 

finish.  

A service user may be offered a psychological workshop whilst they are on the waiting list, if one is 

available. The psychology team can also support care co-ordinators or support workers to do some low-

intensity, manualised CBT with the service user before, alongside, and after seeing a psychological 

therapist. 

If a service user declines the offer of psychological therapy, they can be re-referred at a later date if they 

change their mind. 

 

Behavioural Family Therapy 

BFT is a practical skills-based intervention offered to service users and their families or caregivers. It is 

mostly provided by Care co-ordinators, trained to deliver this intervention, but also other staff groups 

including psychologists and support workers.   It aims to provide information about mental health issues 

and treatment as well as promote positive communication, problem solving skills and stress management 

within the family. Therapy may also involve work on recognising early signs of relapse and developing a 

relapse plan as a family. The needs of all family members are addressed, and individuals are encouraged 

to identify and work towards their own goals. This is an individualised approach, which means it is based 

on an assessment of the family’s needs.  

BFT sessions are facilitated by one or two family workers, who have completed specific training in 

delivering the therapy. This could be the service user’s care co-ordinator or another mental health 

professional within the team. The therapy is usually delivered over 10-12 sessions for up to six months.   

 

How to access BFT 

For new service users in the team, care co-ordinators should introduce the option of BFT at 

the initial 1-month CPA meeting (this offer should be recorded on the initial assessment CAF form). 

Thereafter, care co-ordinators can offer BFT any time it feels appropriate or if the service user or their 

family seems particularly receptive. A leaflet can be offered which provides information about what BFT 

involves.  

If the service user or their family express interest in BFT, care co-ordinators may decide to offer this 

themselves, if appropriate and they have completed the necessary training.  If this is not possible, care co-

ordinators should send a referral to the Consultant Clinical Psychologist and Assistant Psychologist. 

Families will then be placed on a waiting list to be allocated to another family worker(s). Waiting times will 

depend on the service user’s date of referral to the service and our prioritisation criteria. 



Personality Disorder Pathway 

If there is a question over the presence of a personality disorder at any point during a service user’s care with 

EIS, the first step is assessment. This can be done by a psychiatrist and/or supported by formal assessment with 

the International Personality Disorder Examination (IPDE). If a personality disorder is confirmed alongside 

psychosis this will be considered in care planning and dedicated supervision is available for care co-ordinators. If 

psychological therapy takes place the type of therapy offered will take this diagnosis into account.  

If personality disorder is agreed to be the primary origin of a person’s symptoms (rather than a primary psychotic 

disorder) it may be agreed that referral to a personality disorder specialist service is the most appropriate route 

for care. Every service user that receives a psychology assessment receives preliminary screening for 

Emotionally Unstable Personality Disorder to highlight any need for further investigation. 

 

Assessment:  

Initial EIS and CAARMS assessment: if unsure or complex, consult MDT, including medical opinion, ASAP. 

Three possible outcomes involving EUPD:  

Psychosis appears from the initial assessment to be secondary to EUPD presentation.  

1. Action: If consensus is that the psychotic symptoms are not impacting on functioning (score <4 on 
PANSS), and EIS approach would not be helpful for the person, do not accept the referral onto caseload.  

2. Client is taken on with FEP, and further assessment and formulation indicates EUPD rather than FEP.  

3. Action: Refer to AMHT or GP, plus complex needs if agreed with client, and discharge from EIS. Support 
CC prior to client discharge.  

4. Client is taken on with FEP, and further assessment and formulation indicates comorbid 
EUPD or comorbidity is clear from first assessment.  

5. Action: Aim to resolve psychosis first. Support CC with ongoing presentation of EUPD. EUPD traits may be 
a potential risk factor for relapse.  

• Psychology initial assessment: If suspected EUPD (score of 7 or more on the MSI-BPD), conduct clinical 
interview for diagnosis (IPDE EUPD module, ICD-10 version; or full IPDE if helpful for formulation and 
therapy).   

• Psychologist discusses with psychiatrist to establish formal diagnosis of EUPD.  

• Psychologist or psychiatrist feeds back to the client.   

  

Established EUPD diagnosis:  

Team approach (provisional, subject to consultation):  

EIS psychologists provide monthly PD consult and skills supervision, where CCs can discuss their cases and 
learn and practice skills. Ideally, EIS psychologists in turn receive supervision from Complex Needs (to be 
negotiated).  Each client with EUPD has at least one alternate CC known to them who can provide a consistent 
response when the primary CC is unavailable.  
Use CAMS intervention for suicidality (ideally implemented by CC with support from clinicians trained in CAMS).  

• Psychological therapy:  
Continue on waiting list for psychological therapy (CBTp, schema therapy, CAT, [DBT, MBT]). Discuss with 
supervisor to decide on most appropriate therapeutic intervention. Usual prioritization criteria apply.  

  

No formal EUPD diagnosis:   

• CC can attend monthly consult for support managing EUPD traits  
• CAMS intervention for high suicidality.  
• Waiting list for CBTp.  



Decision tree for use where EUPD is present or suspected at first assessment,  
or at psychological  assessment (v3-EG, 10/Jan/18) 

YES 

YES 

NO 

NO 



Individual Placement and Support  

IPS stands for individual placement and support and is a supported employment model that focuses 

on a ‘place then train method’. This means people can receive relevant training for a role when they 

are in that role, instead of older employment models that focus on ‘train then place’. IPS is part of 

the NICE Guidance for first episode psychosis and one of the recommendation interventions for 

EIS.  

 

IPS has a large evidence base showing that it is more effective than other supported employment 

models and people who have received IPS report higher earnings, higher self-esteem, higher levels 

of self-worth, more promotions and a decrease in risk of hospitalisation. Work can be very beneficial 

for people’s mental health as it provides financial stability, a sense of purpose and a social network.  

There are 8 principles that underlie IPS and these are as follows:  

• Zero exclusion criteria- the service is open to everyone who is motivated to or willing to look 

for work, despite diagnosis and social circumstances.  

• Employment Workers work alongside the Mental Health Team (to ensure joined up care)  

• Job searching begins within 4 weeks of IPS starting (place then train) 

• Individualised job search – IPS is very person centred and is led by the individual and their 

desires/needs as opposed to job market availability  

• The aim is competitive employment, not voluntary work or education (although IPS within EIS 

is  

currently being adapted to do this)  

• The support is time unlimited – when someone gets work, we carry on offering support to 

them and their employer for up to a year. If someone loses a role, we start again.  

• Employment Specialists develop relationships with local employers to access the hidden 

labour  

market 

• Benefits counselling is included.  

 

How can you access IPS?  

Any service user can access IPS, Care co-ordinators should include it in their initial discussions 

when  

offering interventions. Please also discuss employment regularly at CPA’s. Service users should be 

referred to the Employment Specialist by email or in the IPS slot in the clinical team meeting. Care 

co-ordinators need to ensure that the service user is aware of the referral and the CAF and risk  

assessment form needs to be updated to reflect that IPS has been offered (Vocational  

Rehabilitation). The service user will be placed on the waiting list. In this time, they will be able to 

access resources and workshops, including peer support groups. Once support begins, a service 

user will meet fortnightly with an IPS Worker and create a plan of action which will form part of their 

Care Plan.  

Please invite the Employment Specialist to CPA’s and ensure they are aware of discharges so they 

can plan their own dischargers or handovers to third party agencies or other Employment  

Specialists placed in other teams.  



Physical health reviews  

Physical health reviews are offered at the start of care to get a baseline level of health 
parameters and following this on a 6-monthly basis. The reviews entail developing 
personalised healthy lifestyle interventions as well as indicated pharmacological 
interventions in line with the Lester tool recommendations. Such interventions may include 
advice on healthy eating, physical activity and access to smoking cessation services in 
collaboration with primary care. These plans should be documented in the service user’s 
care plan. 

 
Staff members arrange for service users to access screening, monitoring and treatment for 
physical health problems through primary/secondary care services as necessary. 

  

Copies of the physical healthcare monitoring results are sent to the care co-ordinator, GP, 
psychiatrist, and service user. 

 

Should the service user agree, the following information will be obtained during the review: 

• A personal/family history (at baseline and annual review); 

• Lifestyle review (at every review); 

• Weight (at every review) and height (baseline and every 6 months for young people); 

• Waist circumference (at baseline and annual review for adults; at baseline and 6-
monthly for young people); 

• Blood pressure (at every review); 

• Fasting plasma glucose/HbA1c (glycated haemoglobin) (at every review); 

• Lipid profile (at every review) 

 

Based on a person’s results the following pathway shows what steps will be taken to manage their 
physical health.  





Carer Support 

 

CARER SUPPORT OPERATIONAL PROCEDURE  

 

Family and friends can have a very important role in helping people to recover from mental illness, and they 

should be acknowledged, valued, and supported. Carer support is a NICE recommended intervention for 

those with a first episode psychosis. 

The Oxfordshire Rethink Carers Support Service is a team of Senior Mental Health Recovery Workers who 

work closely with Oxford Health NHS Foundation Trust to offer emotional and practical support to carers. The 

term ‘carer’ in this context refers to anyone providing any means of support to someone struggling with their 

mental health, be it emotional and/or practical support. A Carers Support Worker from this service is seconded 

to EIS to offer support to carers of service users within EIS.  

 A range of support is available to carers including:  

• One-to-one emotional or practical support at a time and place convenient to the carer.  

• Information about mental health and support to navigate through the mental health system 

• Signposting to other services and organisations as needed e.g. benefits and debt support.  

• Support with carers assessments 

• The opportunity for the carer to think about their own wellbeing and how this can be sustained whilst 

carrying out caring responsibilities. The carer can be supported to complete an individual carer’s 

support plan which identifies their needs, preferences, and goals and how they might achieve them with 

the agreed support. 

• Advocacy or support at meetings with professionals. 

• Monthly peer carer support groups.  

• Caring and Coping education courses.  

• Information about funding for respite breaks and time out activities including education, leisure, and 

complimentary therapies. 

• Social events. 

How to access carer support 

• Care co-ordinators to identify carer(s) involved in the wellbeing and support of the service user 

• Care co-ordinators are encouraged to send the Carers Pack to any identified carer(s). This can be sent 

at the service user’s referral/assessment stage, or at any point during their support with the team. The 

Carer’s pack consists of: 

• The Carers letter (link to appendix), which provides key information about EIS and outlines the carers 

support available. This letter also provides the opportunity for carers to self-refer to the Rethink Carers 

Support Service or the EIS Carers Support Worker directly. The carer or care co-ordinator can call 

01865 904499 or email oxfordshirecarers@rethink.org   

• The Handbook for Family, Friends and Carers, provided by Oxford Health 

• The Rethink Mental Illness Carers Service Leaflet (link to appendix) 

• Care co-ordinators should note on the CAF form on Carenotes that they have offered ‘Carer-Focused 

Education and Support Programme’. 

• If carers express interest in engaging with carers support (and do not wish to self-refer), care co-

ordinators are advised to notify the EIS Carers Support Worker by email. They are also advised to 

inform them whether the carer consents to be contacted by email, as having an email address allows 

the Support Worker to provide an introduction to the service and for the carer to select from a variety of 

times for an initial call. Alternatively, the EIS Carers Support Worker will contact the carer by telephone 

at the first available opportunity. The Care co-ordinator should ensure that the carer’s contact details 

are up to date on the contact section of Carenotes.  

• The EIS Carers Support Worker will contact the carer for an initial telephone call during which they will 

go through the referral form, discussed confidentiality procedures and arrange subsequent 

appointments (which will usually be offered fortnightly to begin with).  

file:///C:/Users/jazmin.lyel/OneDrive - Oxford Health NHS Foundation Trust/Documents/Jaz/Performing well meeting/Policy document/Operational Procedure Carers Support.docx
mailto:oxfordshirecarers@rethink.org
https://www.oxfordhealth.nhs.uk/wp-content/uploads/2015/03/Family-Friends-and-Carers-Handbook.pdf


If a service user is due to be discharged and a carer has recently been identified: 

Care co-ordinators are advised to direct the carer to the main Rethink Carers Support Service (telephone 

number: 01865 904499, or email oxfordshirecarers@rethink.org), rather than to the EIS Carers Support 

Worker. One of the Rethink Support Workers will then be in contact with the carer to complete the referral and 

make the first appointment.  

If the EIS Carers Support Worker has reached capacity for carer referrals, the following steps will be put in 

place: 

• The EIS Carers Support Worker will make the initial call to the carer and discuss whether they consent 

to being referred to another worker within the Carers Support Service. They will then update the Care co

-ordinator. 

• In the events that other staff within the Carers Support Service do not have capacity to take on further 
referrals, the carer will be placed on a waiting list. The Care co-ordinator will be kept up to date with the 
carer’s position on the list and will be notified when the EIS Carers Support Worker has availability to 
commence this support. 

 

Autistic Spectrum Disorder  

We offer an assessment service for Autistic Spectrum Disorder (ASD) using the ADOS and ADI/R 

questionnaires. Service users or their families can request this, or staff can suggest this if they think ASD might 

be present. Following assessment, if a diagnosis is made, then information and guidance can be provided 

about ASD. 

 

Research Studies 

The team is involved in various research projects to understand the causes of mental health related problems 

and to evaluate new treatments. There is an ‘opt-out’ policy from research in our Trust. You can inform your 

care co-ordinator if you would prefer not to be contacted about research , however, if researchers do contact 

you, you can at that point also refuse to engage in any proposed study. 

The research assistants in our team may also contact you to ask if you would like to take part in projects that 

interest you. You will usually be reimbursed for your time for research assessments, and there are other 

advantages such as prompt access to new treatments and trying out new technologies. The research assistant 

will check if a specific research project might be suitable for you, based on different aspects of your health, for 

example, symptoms you have experienced, current treatments. If a particular project is appropriate for you, the 

researcher will contact you and discuss the project in more detail. You are then free to agree to take part or 

not, without giving a reason. Whether or not you decide to take part in our research studies, your routine care 

will not be affected in any way. You can also change your mind at any time. 

 

Recovery working  

Care co-ordinators will identify jointly with the individual any unmet needs, and will signpost to third sector 

services in Oxfordshire, as needed, to help with benefits, housing and/or debt support. The care co-ordinator 

will also follow-up the individual referrals and liaise with the services as needed. 

mailto:oxfordshirecarers@rethink.org


Care Act 2014 

Under the section 75 agreement, EIS are responsible for carrying out duties under the Care Act 2014 

on behalf of Oxfordshire County Council. This is for all adults of working age (18-64) that are currently 

open on CPA.  

Should social care needs be identified or suspected, a referral can then be made for an assessment 
to one of the EIS Section 75 social workers. A decision will be made regarding the need to carry out 
an assessment and if any support package is required.  

Service users with care packages in place before allocation in EIS will also come under the Section 
75 agreement and require regular reviewing by EIS social workers under the ‘best fit’ criteria detailed 
in the relevant Oxfordshire County Council policy. 

 

Section 117 Aftercare 

Individuals are entitled for free aftercare if they have been in hospital under section of the Mental 
Health Act and were: 

• detained in hospital for treatment under section 3 

• transferred from prison to hospital under sections 47 or 48 

• ordered to go to hospital by a court under sections 37 or 45A.  

Service users who are entitled to S117 aftercare services will usually have an assessment carried out 

before discharge from an inservice user psychiatric ward. This may result in service being provided 
via a social care funded package. EIS social workers can carry out an assessment on discharge to 
the community if required following the same referral process for Care Act 2014 assessments. 

This support will need to be reviewed regularly by the EIS social workers to ensure the service re-
main valid in meeting the needs of the service user. Before discharge from EIS, consideration needs 
to be given to any service being provided by S117 as these do not automatically end on discharge. 

Discussions should therefore take place at a discharge CPA regarding the need for these services to 
continue. 

Safeguarding 

Under the S75 agreement with Oxfordshire County Council (OCC), EIS are responsible for adult safe-
guarding to all service users open to the team over 18 that are on a CPA. The usual criteria under the 
Care Act 2014 apply which are: The service user having care and support needs. experiencing (or 
being at risk of) abuse or neglect. being unable to protect themselves because of those needs. 

Care co-ordinators should have discussions with S75 social workers and the safeguarding lead when 
they are concerned an individual may be at risk or experiencing abuse or neglect. This discussion will 

help identify if the threshold for safeguarding has been met and consider what next steps should be 
taken.  

Safeguarding processes should follow the 'Making Safeguarding Personal' guidelines. Throughout 
the process service user should be involved as much as possible and included in strategy meetings. 
The focus of the episode should be achieving the services users’ desired outcomes. When there are 
concerns the service user may lack capacity to engage in the safeguarding process efforts should be 
made to maximise capacity and decision making. 

https://www.adass.org.uk/AdassMedia/stories/making%20safeguarding%20personal.pdf


Enhanced Support Functions 

 

Duty Function:  

Duty is a process within the team that facilitates timely responses to urgent health and social care 

needs. This service is provided by care co-ordinators from the team who have the expertise to provide 

a responsive and safe outcome. Duty cover is usually in the form of telephone support. Where possible, 

care will be transferred to the treating clinicians e.g. care co-ordinator involved. However, where the 

care co-ordinator is not available, the duty clinician takes responsibility for the care. This can involve 

meeting the person at a health care facility or their home to provide an assessment of their needs and 

provision of appropriate support. Duty clinicians also help facilitate admissions or assessments when 

needed. 

 

Step-up: 
Step-up input is provided by South Oxon and North Oxon Adult Mental Health Team (AMHT) during EIS 

out-of-hours working time including weekends. People can initiate contact with this service during these 

times if they need additional support at times of distress. Care co-ordinators and staff from the EIS 

assessment function can also make referrals to this service should they have any concerns about 

people’s safety for additional support in evenings or weekends. In these cases, reviews can be booked 

to support those in crisis or needing additional support. 

 

Crisis Resolution and Home treatment Team (CRHTT): 
In Oxford City there is an enhanced level of support available for service users if they become acutely 

unwell and admission is being considered, or post-discharge to provide more intensive support to allow 

for earlier discharge. CRHTT can provide input 24/7 and offer support with medication administration 

and risk management with intensive input including more than daily reviews. The referrals to this 

service are jointly agreed during ward rounds. There are plans to extend this support to the South Oxon 

and North Oxon AMHTs.  

 

Day Hospital: 
The Day Hospital provides a safe environment for facilitating recovery where closer observation is 

needed than can be provided in the community. For example, following discharges from psychiatric 

hospital, during mental health crises or for Clozapine initiation. Referrals to this service are considered 

jointly with service users. The Day Hospital provides a structured programme of psycho-educational 

and art/activity groups which focus on enhancing coping strategies.  

 

Admissions to hospital: 
In situations, when individuals’ mental health deteriorates and they are no longer able to keep 

themselves or others safe, hospital admissions are considered. This will be reviewed jointly with the 

individual, their friends/family if appropriate, their care co-ordinator and their psychiatrist. These can 

either be voluntary or under the Mental Health Act. 



Discharge Planning 

 

 

Discharge after the maximum 3 years in the team 

Care co-ordinators will begin to discuss discharge arrangements with service users after 2.5 years in the 

team. This will involve discussing what further community support options are required. The aim is to re-

fer to primary care in order to best promote independence. However, where health care needs have been 

identified by the EIS team as requiring ongoing secondary health care input, a referral will be made to 

generic mental health services. This is required when certain medications are prescribed e.g. depot med-

ications or Clozapine. 

Following discharge from EIS to primary care within 3 years of acceptance to EIS, should there be a re-

lapse or other deterioration, the GP, the service user, carer, friend or family can re-refer directly back to 

EIS. 

Following discharge from EIS to primary care after 3 years of acceptance to EIS, if a relapse or other de-

terioration occurs, the GP should be contacted and if secondary care is required, they will make a referral 

to generic mental health services. 

Please see discharge flow chart below. 

 

Discharge Planning from wards 

During admissions, care is delivered by a separate ward team. Care co-ordinators will attend ward 

rounds to support discharge from the ward. Care Coordinators will work with the ward staff to ensure 

there are appropriate accommodation options, benefits and a community care plan for the service user. 

Once discharge occurs, care will either be taken on by OEIS or if there are more intensive post-discharge 

care needs the person is cared for by the Home Treatment Team for a period of up to 6 weeks of asser-

tive input then transfer to OEIS.  

 

Managing non-attendance or lack of engagement: 

If service users do not attend their appointments or do not engage with the team, we will try to under-

stand what the reasons are for this and offer what support the person will accept. Our minimum engage-

ment pattern is monthly contacts with the Care Coordinator. If the person is not willing to engage with this 

level of support, then the Care Coordinator will discuss other care options including discharge to primary 

care.  

 

 



EIS Discharge Flowchart 



Staff Related Processes 

 

Duty Worker 

Care-co-ordinators are required to cover duty 2 to 3 times a month. This can involve the following: 

• Responding to urgent call or clinical requests that are not able to be met by the regular members of 

the team at that time.  

• To assist colleagues in clinical work where appropriately needed. 

• To make the 10:00 am and/or 15:30 daily flow meeting between community mental health teams 

and inservice user services to determine inservice user bed availability and where the acute 

community need is.  

• Letting the team know who the duty worker is for the day at the start of the day and completing the 

safety check at the end of the day. 

 

Supervision  

All clinicians in the team will have managerial and clinical supervision every 4-6 weeks. Supervision 

involves the supervisor and supervisee reviewing caseload, discussing staff development, 

monitoring performance and training. Supervision should be recorded on the online training record 

portal. 

 Further supervision is also on offer in the team in the following areas  

• Peer Reflective practice group 

• CBT supervision for trained practitioners 

• Clinical supervision groups for care co-ordinators delivering manualised psychological interventions 

• Behavioural Family Therapy (BFT) supervision 

 

Whereabouts and Safety Checks 

When staff start their day it is their responsibility to access the Whereabouts and safety check excel 

spreadsheet in Teams and record where they are going to be during the day. If they have no visits or are 

on training they can mark themselves as safe (for the daily safety check). 

The first member of staff to record on the spreadsheet should date it as today’s date and clear the 

information from the previous day. 

By 5pm all staff should either complete the sign in check or ring the duty worker at the office to complete 

this if they are not able to do this themselves. 

If by 5pm a member of staff is not accounted for the duty worker will raise this with the duty senior who will 

then use the emergency contact details to attempt to establish contact. They will escalate to the duty 

manager for discussion if they are unable to establish the safety of the member of staff and then contact 

the Police to make a welfare check. 

If staff have a late visit ( a visit that goes beyond 5pm) they should not sign off as safe but find a “buddy” 

in the team whom they can ring after the appointment. This “buddy” should know what visit the staff 

member is making and what time to expect a call and who to contact if they don’t hear from the member of 

staff. If the buddy is unable to establish contact and verify safety then they will need to escalate to the duty 

manager and the Police contacted for a welfare check.   

An incident form would need to be completed in these situations. 



 

Dashboard (Carenotes) 
Each Care co-ordinator has a dashboard on Carenotes which will record and track important information for 

each of their service users. This assists staff to ensure that essential assessments and forms are 

completed. 

 

Staff sickness 
At the start of their day if a member of staff needs to take the day as sick leave they are to ring FirstCare on 

033 321 8149 to discuss their absence and also ring the office to speak to a manager to arrange cover for 

their work. A self-certification form should be completed for up to 5 days and following that a fit note would 

be required. 

 

Staff Meetings  

Multi-disciplinary Team Meeting (MDT) 

The MDT is held on Wednesdays at 9.15 - 11.00 on Teams. It is split into North Oxon, South Oxon and City 

meetings and is an opportunity for staff to discuss service users. The categories that are discussed are: 

Patients meeting criteria for ‘RED’ 

Safeguarding 

Day Hospital/HTT 

Inservice users 

Caseload - Amber service users or those with children under 5 for whom we have concerns 

Research 

EYE-2 

IPS/BFT/CBTp/Physical health update 

Urgent AOBs 

 

Business Meetings 

These are monthly meetings for 1 hour on the first Tuesday of the month. The team discuss any current 
issues, visitors can come to share information and Trust updates are shared. 

 

 

 

  



Red Reviews 

Red Meetings will be held on Teams each week on Monday and Friday at 0910-0930 to discuss service 
users categorised by the care co-ordinators / assessment clinicians as ‘RED’, which are defined as 
follows: 

• Service users who have a mod/high likelihood of requiring admission within 2 weeks  

• Service users who are high risk but admission might not be appropriate for any reason 

  

These meetings are aimed at supporting the care co-ordinators / assessment clinicians to manage 
these types of cases. Discussions will be aimed at supporting acute management i.e. the following 48-
72 hours.  

Care co-ordinators / assessment clinicians are expected to attend the meeting on Teams if any of 
service users from their caseload are within the ‘RED’ category.  

NB: It is a care co-ordinators responsibility to identify these service users from their caseload. 

Those required to attend: 

The consultant or advanced trainee. 

The manager or deputy-manager. 

The duty person  

Relevant care co-ordinators / assessment clinicians -- While a service user remains in the ‘RED’ 
category the care co-ordinator/ assessment clinicians should continue to attend each meeting. 

 
 

Professional meetings / complex case discussions 

These are monthly multidisciplinary meetings on the second Tuesday at 2pm for one hour which 
discuss service users who have complex issues and require a longer period of discussion than the MDT 
meeting affords. The staff at these meetings are there do offer advice and guidance and different 
perspectives and views to enable the staff member to develop the care plan with the service user. 

 

Assessing and Managing Clinical Risk 

The underlying aim of clinical risk assessment and management is to promote and enhance the safety 

of service users, their families and carers, clinicians, and the public. 

The service utilises several specialised clinical risk assessment and management tools. The aim is that 
these tools are used to complement and support clinical judgement and as an adjunct to/as part of the 
trust CPA-based risk assessment form. 

 

Collaborative Assessment and Management of Suicidality (CAMS) 

For longer-term management of high suicidality, the Collaborative Assessment and Management of 
Suicidality (CAMS) framework is recommended. This is a therapeutic framework for suicide-specific 
assessment and management of suicidal risk. It is intended to be a highly collaborative process, in 
which the service user is a co-author of their own treatment plan. The tool can be used by clinicians 
who have attended appropriate internal or external training and familiarised themselves with the 
associated book: Managing Suicidal Risk: A Collaborative Approach by David Jobes. Regular 
supervision is recommended and provided internally.  

 



Assessing suicide risk in the context of Coronavirus 

The trust has also produced guidance for staff around assessing and managing suicide risk in the context 

of COVID-19. This guidance recognises that for individuals with pre-existing mental health conditions or 

adverse social circumstances, the additional anxiety, uncertainties and fatigue related to coronavirus may 

exacerbate current difficulties and suicidal thoughts and behaviours.  

 

Oxford Health Risk Management Guidance  

Where service users present as a risk to others, such as if they have a history of violence or aggression or 

are making current threats to harm others, clinicians are advised to follow the Oxford Health risk manage-

ment guidance for AMHT service users. The guidance suggests classifying the risk as low, medium, or 

high and provides specific actions that clinicians should take to manage the risk. 

 

OxMiV (Oxford Mental Illness and Violence Tool)  

The aim is that this tool will complement and support clinical judgement and help the service to proactively 

assess and manage risk of violence to others.   

The expectation is that this tool is performed before the 6 monthly CPA, potentially earlier if any red flags 

are noted around violent risk. This tool can be found under the Risk Tab in Carenotes. 

If the risk of a violent offence within the next year is >5% or the clinician has identified needs related to 

violence risk from the full clinical assessment, then they should ensure they complete the following: 

1. Update the risk assessment to include the OxMiV score under ‘Risk to others’ 

2. Alert the MDT to the risk value (%) and the modifiable risk factors 

3. Discuss with MDT about whether the careplan should reflect changes to management  

4. Meet with the service user to discuss managing the modifiable risk factors – if this includes ongoing 

psychotic symptoms, please arrange a medical review 

5. Assertively engage the service user to engage with appropriate agencies e.g. Turning Point / Social 

Services / IPS worker and if appropriate consider liaising with these agencies regarding progress 

and presentation. 

6. Consider increasing the frequency of reviews to more closely assess clinical presentation and risk 

7. Feedback to the team during MDT any ongoing aggression or violence and if there is no progress 
with addressing modifiable risk factors 

 


