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Executive Summary 
Early intervention in psychosis (EIP) services support people who are experiencing the symptoms of 

psychosis for the first time. The Health SŜǊǾƛŎŜ 9ȄŜŎǳǘƛǾŜΩǎ όI{9ύ bational Clinical Programme for EIP 

was prioritised within the HSE National Clinical Programme for Mental Health and a new model of 

care (MoC) was launched in 2019. These services were developed as a new way of organising our 

mental health services, based on a recovery model of care, which is built on a culture of hope and 

expectation that the service user can recover from their mental health challenges and build a 

fulfilling life of their choosing. EIP focuses on the early detection and treatment of symptoms of 

psychosis during the initial years of the condition. The primary aims of the EIP programme were to 

standardise quality evidence based practice, improve access and cost effectiveness by clinically led 

multidisciplinary teams in collaboration with service users and their families within a nationally 

consistent approach to care. The recommended model for EIP service delivery is the standalone 

model in urban areas (population >нллΣллл ǇŜǊǎƻƴǎύ ƻǊ ŀ ΨƘǳō ŀƴŘ ǎǇƻƪŜΩ ƳƻŘŜƭ ŦƻǊ ǊǳǊŀƭ ŀǊŜŀǎ ƻǊ 

towns (population <200,000 persons). In the hub and spoke model, EIP services are located within 

the hub under the clinical leadership of a consultant psychiatrist and supported by EIP roles such as a 

keyworker, behavioural family therapist (BFT) and a cognitive behavioural therapist with a focus on 

psychosis (CBTp). The spokes comprise the existing community mental health teams (CMHTs) and 

their multidisciplinary specialisms which feed into and support the hub. The pillar interventions of 

EIP have equal weighting and include medication, psychosis specific psychological interventions, 

psychosis specific family support and interventions, physical health screening and intervention and 

individual placement support (IPS). IPS can be located in the hub or spokes but must have an EIP 

dedicated caseload that is not shared with CMHT. 

Three areas of Ireland (Cork South Lee, Sligo and Meath) began offering ŀ ΨƘǳō ŀƴŘ ǎǇƻƪŜΩ MoC on a 

demonstration basis. In 2019, a research team from Trinity College Dublin, were commissioned to 

conduct a process evaluation of the EIP programme to determine the experience of staff in their 

attempts to implement and operate this new MoC, identify the barriers and facilitative factors and 

characterise the experiences of service users and their families attending these services. This report 

summarises this process evaluation, which included; Study One - a documentary analyses to 

understand the treatment context before and after teams attempted to implement EIP in the 

demonstration sites;  Study Two - quantitative data collection to assess implementation processes; 

and Study Three - qualitative data collection to analyse the mechanisms of impact.  

Key findings from Study One analyses indicated that EIP demonstration teams changed the 

assessment (e.g., standardised assessment relevant to EIP at baseline, six, 24 and 36 months; plus 

review every six months) and treatment interventions (e.g., keyworker, CBTp, BFT, IPS) compared 

with treatment as usual. The demonstration site in Cork South Lee started quickly. Whereas, Sligo 

and Meath teams, in particular, had slower starts. Primary barriers to implementation related to the 

interdependency of staffing and funding. Organograms highlight the differing staffing mixes in the 

hub and spokes across the three demonstration sites at the start of the process evaluation (Phase 1) 

and towards the end of the evaluation (Phase 2). The EIP demonstration initiative was a new 

innovation which was forced to embed itself into an existing health service with its own systems and 

structures in-situ. The demonstration sites inherited existing problems from within the HSE, such as, 

those relating to recruitment processes (e.g., delays in staff appointments and start dates). Teams 

also faced blocks to implementation in terms of derogation of funds (e.g., EIP demonstration sites 

were funded under new initiatives and funds were not released on time so as to satisfy other 

operational obligations in local areas; these barriers were further explored in Study Two). None of 

the three sites were immune to these problems, and as a result implementation was not consistent 
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across the three demonstration sites. Cork South Lee was more resilient to these challenges due to 

strong clinical leadership and staff commitment to the EIP MoC. Sligo had a slower start but were 

eventually able to implement the EIP MoC. Meath was not in a position to offer the EIP service as 

outlined in the MoC due to challenges with staff recruitment, specifically IPS.  This has implications 

for the viability of demonstration teams to deliver the EIP programme, which in turns threatens 

fidelity to the primary components of the programme (e.g., rapid assessment and intervention, 

keyworking, provision of complex psychosocial interventions like CBTp, BFT, IPS). It also prevented 

standardisation of EIP across all areas.  

Study Two findings demonstrated the availability of and engagement with psychosocial interventions 

for psychosis and other support services. A total ƻŦ мфн ǎŜǊǾƛŎŜ ǳǎŜǊǎΩ ƛƴŦƻǊƳŀǘƛƻƴ Ƙŀs been included 

in this database (Cork South Lee n= 141, Sligo n= 51; note: Meath quantitative data cannot be 

included in this report due to a decision by the local research ethics committee). Specifically, the 

demonstration teams were able to provide rapid assessment of service users among a proportion of 

service users to facilitate early intervention (57% in Cork South Lee; 34% in Sligo had assessments 

conducted within 3 working days). The majority of service users engaged with initial appointments in 

the service (72% in Cork South Lee; 55% in Sligo). In terms of engagement, keyworkers achieved an 

average of five contacts with service users per month; majority of service users were engaged with 

CBTp (78% in Cork South Lee; 56% in Sligo), engagement with BFT was well-received (with an 

average of 60% of those offered BFT engaged in that aspect of the service) and among those who 

were engaged with IPS, 49% were able to secure employment. There was a positive strong dose 

relationship between keyworker contacts and psychosocial interventions offered. Specifically, the 

odds of achieving at least monthly engagement with CBTp (5.76 (2.43-13.64), p<0.001)), and BFT 

(5.52 (1.63-18.69, p<0.006)) increased by five-fold with each additional monthly keyworker contact. 

For IPS, each additional monthly keyworker contact was associated with a three-fold increase in the 

odds of achieving monthly attendance with IPS (3.73 (1.64-8.48), p<0.002). These strong positive 

effects were observed in spite of challenges with staffing capacity and maternity leave by staff that 

occurred during the study period. The reach of the demonstration team in Sligo was as anticipated 

(14.7 observed cases; 15.7 projected cases) whereas, Cork South Lee enrolled significantly more 

service users than projected (49.0 observed cases; 26.3 projected cases). It is encouraging that both 

demonstration sites were able to achieve high levels of enrolment and suggests that teams 

established a strong reach into communities to promote uptake of services amongst people 

experiencing first episode of psychosis (FEP). However, this does require careful monitoring and 

resourcing so that caseloads, for example, remain within the identified parameters of the MoC (e.g., 

each keyworker was to have no more than 15 cases at any one time although this was exceeded in 

Cork and Sligo during the process evaluation).  

Study Three qualitative analyses demonstrated that overall, the EIP programme was strongly 
supported by both service providers and service users. The availability of the keyworker in particular, 
as an ongoing contact to monitor and coordinate care was commonly referenced as a facilitator of 
engagement by service users. CBTp was praised for making significant improvements in specific 
symptoms and the development of service user coping skills. Service users and family members also 
reported that BFT was effective for improving interpersonal relationships and increasing family 
ƳŜƳōŜǊǎΩ ǳƴŘŜǊǎǘŀnding of psychosis and psychosis treatment. IPS was highly regarded by many 
service users, although some participants were only ready for this at later stages in their treatment 
progression. Although staffing and funding challenges delayed the implementation and availability of 
specific service components at select demonstration sites, engagement and support for these 
services was encouraging once implementation occurred and staff were highly motivated to provide 
the EIP services as designed in the MoC.  Primary facilitators included enthusiasm for the concept 
and philosophy of EIP from staff and positive treatment experiences from service users. It is also 
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noteworthy that the process evaluation occurred before and during the COVID-19 pandemic. The 
three demonstration teams adapted to this (e.g., remote engagement) and continued to provide 
care to service users.  
 
To promote the sustainability and expansion of EIP services, it is recommended that HSE 
organisational processes related to funding allocation and staffing be radically changed to support 
the availability of the EIP service. Implementing an electronic data capture system to measure EIP 
service implementation and engagement would also support the monitoring and evaluation of this 
MoC in the future.   

Policy, Practice and Research Recommendations  
 

1. The EIP demonstration teams developed a strong reach into communities to meet the 

demand for FEP assessment and treatment and was strongly supported by service users and 

families. Determining the location of further EIP teams should be underpinned by estimated 

local incidence of psychosis, which incorporates a range of demographic indicators such as 

age, ethnicity, population density, and deprivation. Commissioning of services should follow 

this exercise.  

2. The positive dose relationship between the number of keyworker contacts and engagement 

with psychosocial interventions (e.g., CBTp, BFT and IPS) highlights the importance of 

keyworking positions.  Both the Department of Health and the HSE should agree and 

establish a grade code to identify the skill mix and case load capacity of these positions. 

3. A workforce planning exercise should be undertaken to plan EIP capacity and skill mix 

required to ensure current and future delivery needs. This is particularly necessary for 

keyworker roles, and roles requiring specialised training such as BFT and CBTp. Consultant 

psychiatrists and clinical leads within EIP teams should have protected time for EIP related 

activities.  

4. EIP services should be vigilant to maintain fidelity to providing the full range of 

psychological, psychosocial, pharmacological and other interventions shown to be effective 

including support for family members. Monitoring of fidelity and standardisation of care 

should be conducted through audit and evaluation. Establishing standards for protected 

time and manageable caseloads will be critical to maximise the benefits of the EIP service 

generally and the individual services. 

5. Clinical teams should ensure that young people also benefit from this standardised approach 

to the early identification and treatment of psychosis. To this end, robust local arrangements 

and positive relationships are required between CAMHS services and EIP services (as well as 

ancillary services like youth settings, peer support and addiction services) so that young 

people can benefit from these specialist services.  
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6. Clinical Leads, the National Clinical Lead for Psychosis and Programme Manager should work 

together to protect the principles and ethos of the EIP MoC which underpins the vision that 

people who experience psychosis can and do recover. From this all else stems.  

7. The National Office relating to the Clinical Programme for EIP which supports teams and 

sites on the ground should be funded to a comparable standard as other clinical 

programmes (e.g., a full time programme manager). This Office also should have access to 

dedicated expertise in data analytics, IT and HR processes.  

8. At national, regional and local levels the HR and finance functions in the HSE must work 

more collaboratively with clinical teams. This includes an agreed consistent and robust 

process for recruitment of staff for new services, such as EIP. A mechanism to achieve this 

would be to include a HR function within community health organisations that have the 

authority to commence people in posts improve the efficiency of recruitment.  

9. As this EIP innovation is occurring within the existing public health service (Health Service 

Executive; HSE), the key enablers to facilitate success of the EIP demonstration sites and any 

further roll out of same includes the interexchange between human resources (HR), finance 

and data capture. Efficient funding, IT and HR processes should be established pre-

implementation so transformative services such as EIP do not shift operational 

responsibilities to clinical staff.  

10. There should be multi-annual budget plans for major change projects, such as EIP, that have 

costed budgets which are ringfenced and protected for approved innovative services. This is 

crit ical so that other operational service needs do not interfere with strategic priorities such 

as EIP.  

11. Inclusion of a research component within EIP sites is important for service planning and 

improvement of both quality of care and the assessment of early intervention strategies. 

These could include an examination of quality of life improvements, the effects of BFT for 

family dynamics, co-design of services with service users and family members, longer term 

assessment of employment outcomes and physical and mortality monitoring. An improved 

process to capture the voice of the family is needed in research relating to EIP.  

 

12. The co-design and development of a data capture infrastructure allowing for the electronic 

recording and sharing of service user information within EIP teams and across CMHTs is 

essential. Training of clinical and administrative staff to ensure data literacy, confidence and 

capability is linked to this.  

13. More broadly the HSE should look to develop consistency of ethical and data governance 

processes in relation to research and evaluation. Coherent research and audit processes will 
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expedite the research and evaluation of these services so that they can be adapted and 

tailored to other locations.   
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Background 

Early Intervention in Psychosis 

Psychosis describes a state of mind in which delusions, hallucinations and/or disordered thinking are 

experienced while in a fully conscious state (1). The international incidence of psychotic disorders is 

32 per 100,000 person-years (2). There is a general lack of information concerning incidence of 

psychosis in Ireland with no national database or incidence register, making service planning 

difficult. A regional study reported an incidence of 31.6 cases per 100,000 of the population per year 

(3), and a regional prospective study comparing urban South Dublin with rural North East Ireland 

reported an incidence in urban males of 25.4 per 100,000 population per year (standard error (SE): 

3.2) and 13.1 (SE: 2.2) in rural males. In females, the urban rate was 12.3 (SE: 2.1) compared to 9.2 

(SE: 1.9) in rural areas. Psychosis incidence is higher in deprived inner-city neighbourhoods, males 

outnumber females by a ratio of 2: 1, and ethnic minorities are at excess risk of all psychotic 

disorders (4). A completed but currently unpublished report using census data from Ireland from 

2016 places the predicted incidence rate of 22.2 per 100,000 people per year for people aged 18-64 

years old (95%CrI: 20.6-24.0) for first episode psychosis (5). 

Psychotic disorders are a source of suffering for service users and their families. They can result in a 

high degree of disability and an increased risk of premature death of up to 25 years (6). There is a 

10% lifetime risk of suicide, commonly within the first five years of onset and the risk is highest at 

the time of first relapse (7). In addition, 88% of service users will experience unemployment in the 

course of their condition, increasing their risk of social exclusion (8). 

First-episode psychosis (FEP) refers to the first episode of schizophrenia, affective psychoses, 

substance-induced psychosis or organic psychosis, often beginning iƴ ŀ ǇŜǊǎƻƴΩǎ ƭŀǘŜ ǘŜŜƴǎ ǘƻ ƳƛŘ-

twenties. FEP service users can experience long delays in accessing treatments (9), have high rates of 

hospitalisation (10), often poor engagement in treatment (11), high levels of psychiatric comorbidity 

(12), and persistent symptoms (13).  

The degree to which a service user receives treatment and support within the first two to five years 

of symptom onset is vital in determining long-term outcomes (14). It is relatively well established 

that the first two to three years after psychosis symptoms present are critical to influencing patient 

trajectory since psychosocial factors such as family and peer relationships, employment and 

education are at critical developmental stages (15). On average, there is at least a six-month delay 

before a person seeks help from their general practitioner (GP) after their first episode of psychosis 
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(16), but the duration of untreated psychosis (DUP) is unknown in Ireland. Longer DUP is associated 

with poorer symptom recovery, more severe symptoms, poor social functioning and reductions in 

global improvements (17). However, recent evidence from a systematic review and meta-analyses 

found that the rate of remission among adults with FEP is 58%, which challenges the 

characterisation of psychosis as a progressively deteriorating illness (18).   

 

Development of Early Intervention in Psychosis service provision in Ireland 

Early Intervention Psychosis (EIP) services were implemented in the UK in 2001 and are common in 

parts of Canada, Australia and other European countries. There is no national, standardised, 

comprehensive EIP service in Ireland, despite an estimated total cost of psychosis disorder care of 

ϵп61 million per year to the State (19).  

IrelandΩǎ ŦƛǊǎǘ 9Lt ǎŜǊǾƛŎe, DETECT was established in 2005 in south county Dublin (20), and a second 

service was established in the Cavan/Monaghan area, named COPE (21). In the Wicklow region, an 

EIP service called PROTECT was established in 2011 and was funded by a time-limited grant. It 

delivered a service until 2014. Both COPE and PROTECT have since disbanded. The Department of 

IŜŀƭǘƘΩǎ ƴŀǘƛƻƴŀƭ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇƻƭƛŎȅΣ A Vision for Change, outlined EIP service provision, 

recommending comprehensive, community-based, recovery focused, service-user centred services 

(22) but resource provision was limited. A recent updated policy Sharing the Vision restates the 

importance of EIP in the treatment of FEP service users, but no funding commitments were made 

(23).  

A lack of committed funding and resources have impeded the full implementation of EIP services in 

Ireland. While private provision of care is available, a person experiencing FEP in Ireland most 

commonly receives treatment through either generic child and adolescent mental health services 

(CAMHS) (0 to 17 years), adult mental health services (AMHS) (18 to 65 years) or old age (over 65) 

community-based mental health services wiǘƘƛƴ ǘƘŜ IŜŀƭǘƘ {ŜǊǾƛŎŜ 9ȄŜŎǳǘƛǾŜ όI{9ύΣ LǊŜƭŀƴŘΩǎ 

national public health service. Individual care plans and key working are neither universal nor 

standardised, and the delivery of evidence-based interventions differ between services (24). Some 

services have developed EIP components, but in the absence of national guidelines and allocated 

funding, the identification, assessment and available treatment for FEP patients varies widely. 

²ƛǘƘƛƴ ǘƘŜ I{9Ωǎ Clinical Design and Innovation team (formally known as Ψ/ƭƛƴƛŎŀƭ {ǘǊŀǘŜƎȅ ŀƴŘ 

Programmes DivisƛƻƴΩ) are four National Clinical Programmes (NCP) in mental health, which 
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comprise initiatives that will bring significant positive developments in the Irish health service. Their 

overarching aim is to change how care is delivered using evidence-based approaches to health 

system reform. There are four Mental Health Clinical Programmes, including Ψ!ssessment and 

management of patients presenting to emergency departments following self-ƘŀǊƳΩΣ Ψ9ŀǘƛƴƎ 

ŘƛǎƻǊŘŜǊ ǎŜǊǾƛŎŜǎΩΣ Ψ!5I5 ƛƴ ŀŘǳƭǘǎΩΣ ŀƴŘ Ψ9ŀǊƭȅ LƴǘŜǊǾŜƴǘƛon in PsychosisΩ. The HSEΩǎ NCP for EIP is a 

joint initiative between the HSE and the College of Psychiatrists in Ireland.  

A Model of Care (MoC) was developed and published in June 2019 (24). The EIP MoC is a blueprint 

for the development of standardised EIP services in Ireland through the standardisation of evidence-

based practice, the improvement of access to services and cost-effectiveness by clinically led, multi-

disciplinary teams in collaboration with service users and their families. The MoC aims to optimise 

care for all service users experiencing FEP, to improve detection rates and reduce delays in accessing 

treatment, lower risks of progression to more enduring states of psychosis, improve rates of 

remission, reduce rates of hospitalisation, improve satisfaction with the service and reduce physical 

complications. The MoC also incorporates the recovery philosophy from the National Framework for 

Recovery in Mental Health Services 2018-2020(25), which encourages mental health services to 

embrace a recovery model and build the culture of their services orientated towards hope and 

expectation that the service user can recover from their mental health challenges and build a 

fulfilling life. This model also represents a shift from medicalised approaches to mental health that 

are largely deficit-based, to a more strength based philosophy grounded in capacity building and 

empowerment.   

The MoC states that following full implementation of the model, every person aged 14 to 65 years in 

Ireland who develops FEP will be offered specialist assessment and treatment at the earliest 

opportunity which is standardised, high quality, accessible, cost-effective and sustainable 

throughout the peǊǎƻƴΩǎ ǊŜŎƻǾŜǊȅ ǇŜriod. In March 2022, an implementation plan (26) was published 

to support the updated mental health policy and many of the EIP MoC principles are reflected in the 

domains of this refreshed approach to mental health service care (e.g., early intervention, 

coordination of care, social inclusion).  

 

The Hub and Spoke service delivery model 

Many of the EIP services implemented in other jurisdictions ƛƴŎƻǊǇƻǊŀǘŜ ŀ ΨǎǘŀƴŘŀƭƻƴŜΩ ƳƻŘŜƭΦ ¢ƘŜǎŜ 

are standalone specialist services which incorporate all of the EIP components and case-

management within one service. A considerable degree of evidence supports the standalone model, 
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but there is less available evidence on the effectiveness of other types of service models (27). ! ΨƘǳō 

ŀƴŘ ǎǇƻƪŜΩ ƳƻŘŜƭ generally involves a central specialist EIP team within a hub, with EIP services 

delivered at spokes within generic adult and child mental health services.  

DƛǾŜƴ LǊŜƭŀƴŘΩǎ ǇƻǇǳƭation is widely dispersed and often rural with areas of very low population 

density, a hub and spoke model was deemed to be most appropriate for delivering EIP services. A 

standalone model would in effect require patients to regularly travel long distances to urban 

centres. As a result, the MoC recommends a standalone specialist for large urban areas with a 

population greater than 200,000, while for rural areas the hub and spoke model is recommended for 

populations less than 200,000.  

The hub and spoke model outlined in the MoC envisions a core set of EIP services provided by a hub 

team who provide supervision and provision of complex FEP assessments, interventions, At Risk 

Mental State (ARMS), and early detection of EIP. The hub teamΩǎ role is also to provide leadership 

through the championing of EIP services, communication with adult (AMHT) and child and 

adolescent mental health (CAMHS) services, and education of EIP principles to AMHT and CAMHS 

teams. Other functions include governance such as data collection and analysis, quality assurance of 

all aspects of EIP service provision, the review and evaluation of EIP progress and the development 

of links to Area Advisory Groups, Area Management Teams and the NCP Office. The MoC states that 

hub team membership should comprise of a Clinical Lead (a Consultant Psychiatrist), an EIP co-

ordinator, EIP keyworkers, a Grade IV Clerical Officer, a Community Health Organisation (CHO) 

Health Educator, an ARMS clinician, a service user and carer nominee, a Cognitive Behaviour Therapy 

for Psychosis (CBTp) lead, Psychology Lead, a social worker,  family intervention (e.g., Behavioural 

Family Therapy (BFT)) lead, an Occupational Therapy lead, an Individual Placement and Support (IPS) 

lead, and a physical health and lifestyle lead. Peer support is not explicitly included in the MoC 

although is available in some EIP services.  

Core services to be provided at EIP spokes within community mental health teams (CMHTs) include 

the initial assessment of individuals referred with suspected FEP or ARMS. The MoC states that EIP 

keyworkers will complete full assessments to confirm diagnosis of FEP or ARMS and liaise with the 

CMHT consultant psychiatrist for review and care planning. If a FEP diagnosis is made, the EIP 

keyworker engages the service user and their family and carers for up to three years of EIP service 

provision. The provision of evidence-based psychosocial interventions, psychoeducation, physical 

healthcare and medication management occurs within the hub or spoke and can be managed by a 

core member of the hub team or spoke team member. Management of service users with complex 

needs occurs in collaboration with the hub team clinicians as well as any additional specialist 
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services like rehabilitation, addiction services, etc. Discharge planning begins at an appropriate time, 

as indicated by the service userΩǎ ŎƭƛƴƛŎŀƭ ǇǊƻƎǊŜǎǎΦ   

 

EIP Hub and Spoke demonstration sites 

While several existing mental health services have elements of EIP services, prior to the 

establishment of the EIP NCP, none were fully funded or staffed to provide EIP services specifically. 

Adult mental health sites which were interested in potentially becoming a demonstration site, 

submitted business cases to the NCP in November 2017 (see Appendix 1 for Letter from the National 

Clinical Advisor Group Lead for Mental Health inviting Mental Health Services to become 

demonstration sites for the Hub and Spoke model). It is important to note that submission of these 

business cases occurred in advance of the publication of the final MoC in June 2019. The resourcing 

available was based on the draft MoC that was in situ then and was not based on the final published 

MoC. As such, the staffing of the demonstration sites is not based on the final published version of 

the MoC. The call for the demonstration sites did not include medical staffing or clinical lead funding 

and medical time was not funded. This is a deficit in the resourcing of the teams and needs to be 

remedied in the future EIP services. 

In January 2018, three demonstration sites were selected from an open application process by the 

NCP to test the hub and spoke model in practice, with limited additional resources for each site 

selected. Recruitment of staff began in Cork South Lee South Lee, Meath Mental Health Services and 

Sligo/Leitrim Mental Health Services. Initially, Mayo Mental Health Services were selected ahead of 

Sligo/Leitrim, however, Mayo withdrew their interest in being a demonstration site in September 

2018. Each demonstration site includes both a hub and spoke.  It is worth noting that the first 

demonstration site (RISE Cork South Lee) was launched in May 2019, one month in advance of the 

publication of the MoC in June 2019.  

 

The office of the HSE National Clinical Programme (NCP) for EIP  
 

The national office for the EIP Clinical Programme includes two funded posts, which includes a 

programme manager (0.33 WTE) and a National Clinical Lead (0.4 WTE). Comparable clinical 

programmes have a full time programme manager, the clinical lead time is the same (0.4 WTE) at 
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two days a week. Within the area of mental health the newest Clinical Programme ΨDual DiagnosisΩ 

has a full time programme manager for that programme.  

With regard to specialist access to data/IT support this is the exception rather than the rule. The 

Clinical Programme for Self-Harm has access to a data analyst two days per week funded via 

National Office for Suicide Prevention. This was sought and funding provided via NOSP because of 

the need for data analyses. It is our understanding that no Clinical Programme has access to 

dedicated human resources expertise.  

  
 

Process evaluation study 

The HSE commissioned researchers in the Discipline of Public Health and Primary Care at Trinity 

College Dublin to conduct a process evaluation study to evaluate the implementation of the EIP MoC 

in the hub and spoke delivery model. A process evaluation provides a framework to examine 

whether programme structures and activities have been implemented as intended (28).   

The establishment of the three demonstration sites represents a complex intervention in an 

established healthcare setting. A process evaluation of such complex interventions provides vital 

information on how the interventions work, the conditions which shape implementation of the 

intervention and future outcomes. This information is critical to decision makers and service 

providers who may seek to later embed the intervention nationally within usual care settings. This 

process evaluation adopts as a framework, the UK Medical Research CouncilΩǎ guide to complex 

interventions (28). Figure 1 displays a diagram showing the key functions of a process evaluation.  

 

Figure 1. Medical Research Council(27) diagram displaying the key functions of a process evaluation 
and relationships between each function 
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Study aims and objectives 

The overall objective of the process evaluation study was to determine the experience of staff in 

their attempts to implement and operate this new MoC, identify the barriers and facilitative factors 

and characterise the experiences of service users and their families attending these services. See 

Appendix 2 for the process evaluation Gantt chart.  

There were three objectives: 

1. Study One: Understanding context. We aimed to describe the context in which the MoC is 

delivered and explore the contextual factors that may influence the delivery of the 

intervention. This information provided ŜǾƛŘŜƴŎŜ ƻŦ ǘƘŜ ΨǊŜŀƭ ǿƻǊƭŘΩ ŦŜŀǎƛōƛƭƛǘȅ of delivering 

the model in the demonstration sites and will enable findings to be translated to other sites.  

Method To achieve this we ƛƴƛǘƛŀǘŜŘ ŀ Ψ5ƻŎǳƳŜƴǘŀǊȅ !ƴŀƭȅǎƛǎΩ which compared Ψtreatment as 

usualΩ services to what is implemented at each of the demonstration sites. This collected 

information on a range of factors to allow comparison between old and new ways of 

working, and the level of implementation between sites. To help visualise the organisation 

of each demonstration site, we developed organograms in collaboration with local staff that 

show the organisational structure and activities in the EIP service. 

2. Study Two: Understanding implementation processes. We aimed to document how the MoC 

was implemented and the extent to which it was implemented as intended over time and at 

each demonstration site. This included an assessment of the degree to which elements were 

delivered (fidelity, dose, adaptations, and reach) and allowed us to identify whether 

implementation successes or failures may affect EIP delivery and potential future outcomes. 

Method: To further understand implementation processes, we assessed the degree to which 

essential components of the service were delivered. We did this by collecting routine 

service-level and service-user data to assess the trends in referral, assessment rates and 

engagement of service users at each site. 

3.  Study Three: Mechanisms of impact We aimed to describe how people participated in and 

responded to the MoC including service users, family members, HSE clinical staff and HSE 

management. This will provide a description of intentional and unintentional differences in 

delivery, and the contextual factors that mediate the relationship.  



19 
 

Method: To investigate the mechanisms of impact, we conducted qualitative interviews with 

HSE clinical staff, HSE management, services users, and family members, to assess how 

stakeholders participated in and responded to the MoC.  

 

Research ethics  

The project ethics application was submitted to the Royal College of Physicians of Ireland on 21st 

May 2018 and approved on 18th June 2018 (reference: RCPI RECSAF 79). An amendment was 

submitted on 12th February 2019 to ensure approval of staff changes and the project timeline. A 

further amendment was submitted on 30th April 2020 to allow for the completion of remote 

interviews due to COVID-19. Approval was granted on 21st May 2020. 

In relation to the quantitative data for Study Two, and as part of the ethics approval process for this 

project, the Trinity College Dublin Research Ethics Committee (REC) requested that a Data Protection 

Impact Assessment (DPIA) be sent to the Trinity Data Protection Officer (DPO). After doing so, the 

Trinity DPO advised that we were to seek confirmation from the data controller (HSE) that the 

άǇǊƻƧŜŎǘ (study 2) is low risk, and therefore does not require explicit consent of individuals (as per 

amendment to the Health Research RegulationsύΦέ ²Ŝ ŎƻƴǘŀŎǘŜŘ ǘƘŜ I{9 DPO to seek confirmation 

and were requested to complete a HSE Privacy Impact Assessment. As there is no centralised 

Research Ethics Committee within the HSE, local approval was sought from relevant RECs for each of 

the three sites. Study Two ǿŀǎ ŘŜŜƳŜŘ Ψƭƻǿ ǊƛǎƪΩ ŀƴŘ ǘƘŜrefore not requiring individualised consent 

from both Sligo (Research Ethics Committee at Sligo University Hospital, February 2021) and Cork 

South Lee sites (Clinical Research Ethics Committee of the Cork South Lee Teaching Hospitals, June 

2021).  

However, in relation to the Meath site we attempted to liaise with the HSE North East Area Research 

Ethics Committee and the local DPO. When we did not receive a response, we submitted the HSE 

Privacy Impact Assessment along with our ethics application to the HSE North East Area Research 

Ethics Committee (11th November, 2021). The REC meeting was delayed due to a lack of quorum 

and on 9th March, 2022 we were informed that Study Two was not approved. The committee 

suggested that a teleconference be arranged with members of the committee such as the Regional 

General Manager Consumer Affairs & Deputy Data Protection Officer to discuss the feedback and 

resubmission. We made multiple attempts to contact the DPO and arrange a meeting but did not 

receive a response before the next deadline for receipt of revised applications (14th April, 2022). As 

a result, the study (Study Two) did not receive local ethical approval in relation to the Meath 
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site.  The consequence of this is that we cannot include quantitative data for the Meath 

demonstration site as a part of this process evaluation.  

 

Research Advisory Group 

As a part of good research practice a Research Advisory Group (RAG) was established. Initially, the 

RAG was due to be established and to meet in April 2020. However, due to COVID-19 this was 

delayed and the first meeting took place in October 2020. The Terms of Reference and membership 

of the RAG are included in Appendix 3.  

 

Meetings 

The research team were in routine and frequent contact with both the funders of the project and 

the Clinical Leads/teams within the three demonstration sites. A point of contact was also 

established within each demonstration site to facilitate easy communication between the research 

team and the demonstration sites.  

 

Staff changes 

A process evaluation study began in December 2019 by researchers in the Discipline of Public Health 

and Primary Care, Trinity College Dublin. The research was led by Professor Catherine Darker. 

Professor Joe Barry was also involved in the design of this research until he retired in October 2019. 

Dr Nicola hΩ/ƻƴƴŜƭƭ ōŜƎŀƴ ǿƻǊƪƛƴƎ Ŧǳƭƭ-time on this study on 8th December 2019 as the Research 

Fellow, but due COVID-19 she was seconded to another study (working 0.2 FTE from May to 

December 2020). Dr Nicolŀ hΩ/ƻƴƴŜƭƭ ǎǘŀǊǘŜŘ ƘŜǊ maternity leave on May 28, 2021 and has since 

ǎŜŎǳǊŜŘ ŀƴƻǘƘŜǊ ǇƻǎƛǘƛƻƴΦ 5Ǌ Dŀƛƭ bƛŎƻƭǎƻƴ ǊŜǇƭŀŎŜŘ 5Ǌ bƛŎƻƭŀ hΩ/ƻƴƴŜƭƭ ŀƴŘ ǿƻǊƪŜŘ Ŧǳƭƭ-time on the 

project as a Research Assistant until January 10th 2022. Dr Hudson Reddon began working on the 

project on August 6th, 2021 as Professor CatherƛƴŜ 5ŀǊƪŜǊΩǎ maternity leave cover until April 20, 

2022. Dr Katherine Brown was originally the HSE National Clinical Lead for Early Intervention in 

tǎȅŎƘƻǎƛǎ ŀƴŘ 5Ǌ YŀǊŜƴ hΩ/ƻƴƴƻǊ ǘƻƻƪ ƻǾŜǊ ǘƘƛs role in January 2020.  
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Study One: Documentary Analysis and Organograms 

Documentary analysis 

A Document Analysis template was developed in January 2020 and distributed to each EIP 

demonstration site team.  

This document collected information on essential components of EIP Ψtreatment as usualΩ (i.e. 

treatment that existed pre-MoC) prior to the introduction and implementation of the MoC 

demonstration sites, and EIP services after the decision to fund three demonstration sites in 2018 

and the publication of the MoC in 2019. This document sought to collate information on what each 

of the EIP demonstration teamǎΩ regarded as essential components of EIP service provision. The 

information sought was informed by existing EIP fidelity scales, including the FEP Services Fidelity 

scale (29), the Danish FEP Fidelity scale (30), the Early Assessment and Support Alliance Fidelity scale 

(31), and the EPPIC Model Integrity Tool (32).   

Information sought 

Domain information was sought on the period both prior to and after MoC publication at a national 

level, as well as within the demonstration sites in Meath, Cork South Lee and Sligo. Table 1 displays 

the domain information sought across seven domains.  

Table 1 Documentary Analysis: domains and sub-domains of treatment as usual and MoC 
demonstration site EIP service factors 

 Information Examples of information sought 

Domain One The service model  What are believed to be the key service elements delivered? 

Domain Two 

Physical location ς 
description 

Where within communities are EIP sites based? Co-location with other 
services? Are waiting rooms available? 

Physical location- 
selection criteria 

Were sites chosen based on epidemiological calculations? Is there an 
urban/rural divide? Are policy makers involved in location of services? 

Domain Three 

Organisation ς Team 
management 

²Ƙƻ ƛǎ ǘƘŜ ǘŜŀƳ ƭŜŀŘŜǊΚ ²Ƙŀǘ ƛǎ ǘƘŜ ƭŜŀŘŜǊΩǎ ǊƻƭŜΚ ²Ƙŀǘ ƛǎ ǘƘŜ ǘŜŀƳ 
managerial hierarchy? What is the role of the psychiatrist? 

Organisation ς Structure 
What is the role and number of managers, administrators, nursing, 
psychiatric, medical and therapy staff? 

Organisation ς MDT 
structure 

How many meetings occur each week? Who chairs meetings? Who is 
responsible for follow-up? What is the MDT size? Client: staff ratio? 

Organisation ς MDT 
staffing 

Number of professionals providing case management in nursing, physio, 
addiction, supported employment, family education, social and community 
living skills and case management 

Organisation ς links with 
other services 

Referral/discharge links with CAMHS, medicine, old age psych, acute services, 
crisis response lines, A&E, primary care, inpatient and other EIP services 

Organisation ς training 
Training provided in EIP Philosophy, keyworking, prescribing, CBTp, BFT, 
physical health, IPS and other interventions 

Organisation ς 
workload/hours 

Staffing hours and workload for mental health generally and EIP specifically ς 
expected contact time with EIP services users/week 

Domain Four Delivery - DUP Mean duration of untreated psychosis 
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Delivery ς 
intake/admission 

Is there a limit on numbers of new service users? What are the services 
acceptance criteria? 

Delivery ς referral, 
contact, assessment 
times 

Acceptable time lapse before contact with referred individuals? Acceptable 
time between referral and assessment? Involvement of patient and family in 
assessments? Comprehensive clinical assessment? Rate of referral uptake?  

Delivery ς therapies 
offered 

Frequency, deliverers, intensity and modifications of clinical, psychosocial 
needs, risk, substance abuse and structured therapy assessments.  

Delivery ς other MDT 
inputs 

Proportion of service users assigned a psychiatrist, keyworker 

Delivery ς mode 
How are sessions given e.g face-to-face/telephone? Can service users contact 
teams out of hours or by email? 

Delivery ς discharge 
criteria 

When and how are service users discharged? What proportion are discharged 
per month? What is the average length of stay? 

Domain Five Service user description 
Service user average age, gender profile, proportion requiring compulsory 
admissions 

Domain Six Finance How are services funded? How frequently do budgets change? 

Domain Seven Quality control 
How is adherence assessed? Who audits service? How frequently does it 
ƻŎŎǳǊ ŀƴŘ ǿƘŀǘ ƛǎ ǘƘŜ ŀǳŘƛǘƻǊǎΩ ǊŜƳƛǘΚ 

 

Each team agreed the structure of the documentary analyses document and the domain names 

included within. Both the phase 1 (pre-2019/treatment as usual) documentary analyses and phase 2 

(demonstration site MoC documentary analyses) were received from all three sites. Results were 

collated. It is important to note that there are no agreed upon standards prior to the MoC on how to 

treat FEP. In addition, there were some EIP interventions being delivered in select sites across the 

country. If this was the case in the demonstration sites, we asked teams to consider inputting 

information on treatment as usual EIP services up to five years ago, to ensure staff did not confuse 

the new MoC way of working with the old. It should also be noted that the EIP MoC not only 

included specific services, but also the standardisation of services and specific human resource and 

finance processes.  

 

Domain One ς the service model  
In treatment as usual, FEP services users were treated through a combination of generic CMHTs, 

home-based treatment teams, primary care services, general hospital, psychiatric hospital and 

private psychiatry.  

The demonstration sites were configured into a hub and spoke model with service users having 

access to specialist staff specific to EIP (e.g., keyworker, CBTp, BFT, IPS). It is within this model of 

care that service users were assessed and treated by teams.  
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Domain Two - Physical locations 

In terms of physical space, treatment as usual teams were located in various community bases. 

CMHTs cover geographic populations on a sectorised basis. The location of these services tended to 

be based upon historical availability of space within existing sites (e.g., a primary care centre, a 

community hospital). Often the space available for the teams was very limited, with some locations 

requiring advance booking.  

Following the introduction of the MoC demonstration teams, the EIP hubs were based in regional 

centres where the needs are greatest and close to other agencies and services. The spokes were 

located further within community regions and related to existing CMHTS locations and structures. 

Physical facilities like office space remained co-located with other services, especially with regards to 

the spokes. EIP services were planned based on the existing CMHTs which have long standing 

geographic boundaries and allow continuation of clinical governance in the spokes.  

 

Domain Three ς Organisation  

Team and management structures 

Under treatment as usual delivery of care was conducted via the team structures within CMHTs.  

These teams were multidisciplinary, led by consultant psychiatrists and individual care plans and 

keyworking were not universal or standardised outside of hospital settings. People experiencing FEP 

were not always prioritised. There was no keyworker structure. In some instances, community 

nurses may have provided a function akin to a keyworker for short periods of time due to staffing 

issues (e.g., COVID-19 illness or redeployment).  

In tƘŜ ΨƘǳō ŀƴŘ ǎǇƻƪŜΩ EIP model of care, the structure encompassed a core EIP team at the hub with 

EIP staff in generic spokes. A new team structure was created which embraced the new types of 

posts that were created relating to roles outlined in the MoC (e.g., keyworker, CBTp, BFT and IPS 

support).   

 

Meeting practices 
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In terms of meeting practices, treatment as usual CMHTs often met on a weekly basis with all MDT 

members in attendance. Meetings were mostly chaired by the consultant psychiatrist. Interventions 

and follow-ups offered depended on what was decided by the CMHT and the services available at 

each site (e.g., addiction counselling, occupational therapy, peer support).  

Within the demonstration sites, weekly EIP Hub meetings occur, with inputs and cases raised by the 

spokes. Hub meetings were attended by EIP team members. Discussion of referrals and complex 

cases occurred. In Cork South Lee, the weekly RISE meeting was chaired by the Psychological 

Interventions Lead. Chairing of meetings in Meath and Sligo remain with the consultant psychiatrist.  

 

Links with other services 

In terms of links with other services, treatment as usual referrals were made to CMHTs by GPs or 

acute hospital departments (e.g., emergency departments). Most FEP referrals made in crisis were 

followed by a hospital admission. These would be triaged to determine their level of urgency and 

assessments were arranged. Emergency out-of-hours referrals were directed to the local approved 

centre or emergency department of the acute hospital in the region. MDT members were involved in 

discharge planning meetings in hospitals. Service users would receive follow-up through the 

community services, and MDT members were involved.  

All three demonstration sites continued to utilise existing links and referral pathways, such as, 

CMHTs and Liaison Psychiatry within acute hospitals. EIP demonstration teams continued to 

endeavour to make links with CAMHS although they were not resourced to work with service users 

from CAHMS services. Regular communication happens with an in-patient unit when a service user is 

admitted. Outreach educational meetings have taken place with local referral pathways to inform 

them about the EIP demonstration teams, related MoC and new services offered.  

 

Training, Education and Development  

In the context of training, under treatment as usual conditions staff had limited access to EIP 

training, with BFT training being the only training completed by staff.  

Staff from the demonstration sites have accessed online training modules developed in Australia(33) 

relating to EIP (e.g., six modules which includes, biopsychosocial and at risk assessment; CBT; crisis 
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intervention and risk management; introduction to physical health in EIP; and case management). 

Clinicians have engaged in individual training specific to their roles. For example, training has been 

provided to keyworkers using standardised tools, with guidance and supervision. BFT staff have 

received training and regular supervision. CBTp clinicians have regular supervision. In Cork South 

Lee, training on prescription medication was provided to consultants by the Clinical Lead. Since 

2020, quarterly half day training webinars in aspects of EIP delivered by international experts have 

been provided. In 2022, Trinity College Dublin, the National University of Ireland, Galway and the 

NCP collaborated to develop a module which builds competence in psychosis in CBTp. A family 

informed care module has been coproduced with agencies such as Shine, Mental Health Reform, and 

Mental Health Engagement and Recovery to train non-consultant hospital doctors and mental health 

clinicians to take a family sensitive approach to care.  

 

Caseload  

Under treatment as usual conditions the teams reported that it was not possible to establish the 

caseload associated with service users as there was not a focus on EIP or FEP, and caseload relating 

to these activities were not recorded.  

In the demonstration sites, keyworkers in Cork South Lee hold caseloads of approximately 20 (the 

MoC guideline is 15 service users per keyworker), a full time CBTp clinician holds approximately 

twenty to twenty-five cases and half time BFT therapists also holds 10-15 cases. In Sligo, keyworkers 

hold caseloads of approximately three to eight presently as two new posts were recently filled 

(previously ten to 12; guideline is to have 15) and one CBT clinician holds approximately 15-20. BFT 

lead holds caseload of 10-15. In Meath, there are four key workers in post, with a total of 42 service 

users (range of service users per keyworker is 5-14), one CBTp clinician has 10 service users on 

caseload, and one BFT therapist has 11 service user families in their caseload. In Sligo for a time 

period in 2021, new service users were accepted into interventions but could not be allocated a 

keyworker. In Cork South Lee, there was a freeze in October 2021 in taking new service users on due 

to capacity issues. Two keyworkers were due to be in place but the second keyworker was delayed. 

Caseloads were frozen on the basis of capacity and risk (e.g., unfilled maternity leave). Meath have 

reported that waiting lists have developed for the programme due to delays in the identification, 

recruitment and agreed start dates of staff in post for the EIP team. It should be noted that the 

caseloads are a dynamic construct and were highly variable during the evaluation and the qualitative 
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data indicated that this was mainly attributed to recruitment and HR challenges, as well as COVID-19 

staff re-deployment. 

Domain Four ς Delivery  

Referral, admission and assessments 

During treatment as usual a record of times from referral to assessment were not kept. For example, 

a GP may make a referral to a CMHT relating to requesting an assessment for a person that they 

were querying was experiencing an episode of psychosis. A non-urgent appointment may have taken 

between six to twelve weekǎ ǘƻ ōŜ ǎŜŜƴΣ ŀ ǊŜŦŜǊǊŀƭ ƳŀǊƪŜŘ ŀǎ άǳǊƎŜƴǘέ ǿƻǳƭŘ ōŜ ǎŜŜƴ ǉǳƛŎƪŜǊΦ  Self-

referrals were not accepted. 

In the demonstration sites, the MoC suggests that initial triage should commence within three 

working days of receipt or referral from inpatient or community settings, according to clinical need. 

The demonstration site MoC also suggests that service users are seen by consultant psychiatrists in 

inpatient units or community settings (e.g., home visit) and mixed discipline assessments are 

recommended. Study Two data provide specific information on the percentage of time teams are 

meeting this standard. After the MoC was implemented in the demonstration sites, acceptance 

criteria of new service users into the EIP programme was in line with the MoC guidelines (e.g., 

service users must present with seven days of psychotic symptoms not better explained by some 

other reason to be accepted). Sometimes a period of assessment was used if symptoms were 

unclear. Over the course of the process evaluation, the capacity of teams to accept referrals and 

offer the range of services suggested by EIP differed depending on whether key posts were in place, 

which were at times vacant due to problems with backfill or derogation. Self-referrals were still not 

accepted under the new MoC. The demonstration sites implemented a standardised set of 

assessments appropriate to this group (e.g., SANS, SAPS, MANSA, MIRECC-GAF, GAF, Dialog), at 

baseline, six months, 24 and 36 months. Care plans were also completed at baseline and updated as 

required with a review every six months. Additional measures of assessment were completed when 

starting and mid-way through specific treatments (e.g., Psyrats, Brief Cope and CORE10 during 

CBTp). The sites differed on whether they had the capacity to undertake the physical assessments 

themselves (e.g., Meath and Cork South Lee) or to refer back to the service users GP (e.g., Sligo). In 

Cork South Lee, a physical health clinic occurs within the CMHT locations and also within the service 

users home to facilitate assessments. The physical assessments are typically conducted by a clinician 

(e.g., consultant psychiatrist or psychiatric registrar) or nursing staff.  
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Therapies offered  

Treatment as usual saw considerable variation in the models of service provision and range of 

multidisciplinary interventions available. The timing of referrals to other disciplines was often very 

late and dependent on the team and clinical expertise available. This often led to internal discipline 

waiting times and delays to treatments. Access to psychological interventions were not consistently 

available. For example, there were no staff who were trained in CBTp. There were trained BFT 

clinicians, however, they did not have protected time to deliver this therapy consistently. There 

were also long waiting times to access this aspect of the service. The main consistent intervention 

was medication. The point of review of service users tended to occur on a three month basis in an 

out-patient setting.   

The types of treatments offered under the new MoC within the demonstration sites differed 

considerably from TAU. These therapies were possible largely because of the new posts that were 

created which related to the provision of a keyworker, improved access to psychological 

interventions relating to CBTp, family support interventions through BFT and link with IPS (see 

organograms below for site specific details). Assertive but flexible engagement with regular medical 

reviews were undertaken. Physical health monitoring and related lifestyle advice (e.g., healthy diet 

and exercise) commenced but this requires further resourcing. Little changed in terms of clinical 

leadership, with teams continuing to be led by a consultant psychiatrist providing in-patient and 

outpatient care.  

 

Mode 

Treatment as usual delivery mode for services was face-to-face, with some telephone follow-up. In 

the demonstration sites many of the care and intervention visits such as keyworker contacts, CBT, 

BFT and IPS were conducted outside of traditional clinical settings (e.g., home, park). During the 

COVID-19 pandemic some services were delivered remotely (online, telephone etc.), to maintain 

treatment continuity while being observant of public health and Government advice.  

 

Discharge criteria 

In terms of discharge criteria, treatment as usual service users may be discharged due to lack of 

engagement with treatment options provided and/or non-attendance at scheduled appointments. In 
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some cases, service users would not be discharged and remain as cases within mental health 

services.  

This differs quite considerably within the MoC where a service user has a planned discharge three 

years following start of EIP interventions, and this can even be discussed from the very start of the 

journey through the EIP service. A decision is made with the service user and their family to plan the 

best approach to discharge. The full EIP team is involved with this process and the keyworker is seen 

as a pivotal role coordinate discharging the service user. Where appropriate, discharge can involve 

the transition of care to the CMHT or if the service user has made a good recovery the person may 

be discharged back to primary care with recommendations for long-term prevention of relapse.   

 

Domain Five ς Service User Description 
Under treatment as usual, CMHTs would see service users between ages of 18-64 years of age, with 

the majority being male. Data presented in Study 2 of this report provides an overview of the 

demography of service users attending the EIP MoC demonstration sites.  

 

Domain Six ς Financing 
The finance picture of HSE funding is a complex one. The HSE obtains an annual budget from 

Government each year in October (Budget day). There is then a legal process by which the HSE draft 

a National Service Plan which sets out what the HSE will deliver based on that budget. Each CHO and 

service (e.g., mental health, primary care etc.) agrees what it is going to achieve. If new 

developments are to be funded within the area of mental health services, this is agreed with the 

Assistant National Director for Mental Health. The Ψ±ƛǎƛƻƴ ŦƻǊ /ƘŀƴƎŜΩ policy(22) advocates for the 

type of staffing required for a CMHT, and national pay scales for new staff and non-pay costs are 

included in all budget plans. Nationally, costs relating to an inpatient admission can be estimated but 

other services like EIP are more challenging due not only to the complexity of cases but also the lack 

of routinely collected service and service user data. Data on cost savings in the Irish context indicates 

that cost savings can be made after the introduction of an EIP service which found significant 

reductions in the rates admitted for treatment and significant reductions of untreated psychosis 

arising from the EIP programme. (34). Arguably the focus should switch to funding activities that EIP 

teams are engaged with. These activities would relate globally to the reduction of the amount of 

time between onset of symptoms and the start of treatment (e.g., duration of untreated psychosis) 

and also provision of comprehensive treatment plans that promote recovery and minimise 
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disability(35). This way the funding would not only follow the service user, but teams would be 

incentivised to meet targets outlined within the MoC.  

The funding for EIP was achieved through the concept of the demonstration sites. Year two funding 

came from the National Clinical Programme for EIP based upon need. To date, there is no multi-

annual funding in the HSE generally and EIP has not been allocated funding beyond the 

demonstration sites. The EIP demonstration sites pilot programme are highlighted within the recent 

Ψ{ƘŀǊƛƴƎ ǘƘŜ ±ƛǎƛƻƴΩ ǇƻƭƛŎȅ ŘƻŎǳƳŜƴǘ ŀƴŘ ŦƻƭƭƻǿƛƴƎ ŀ ǇƻǎƛǘƛǾŜ ŜǾŀƭǳŀǘƛƻƴ άŀƴŘ additional sites will 

benŜŦƛǘ ǎŜǊǾƛŎŜ ǳǎŜǊǎ ƛƴ ƻǘƘŜǊ ǊŜƎƛƻƴǎέ (pg., 55)(23). However, with no multi-annual budget, planning 

for moving beyond the three demonstration sites to roll out in other regions of the country is very 

challenging for the NCP to implement. Top down budgetary allocation can also be susceptible to 

political influence which does not facilitate medium to longer term service planning. For example, 

time is required to identify appropriate areas, to liaise with existing teams and area management, to 

identify appropriate staff plus provision of training where necessary, to establish appropriate local 

governance structures and other related activities. This may take between 2-4 years to complete 

such necessary steps which underpin a planned and coordinated roll out EIP teams to other areas of 

the country. This timeframe may coincide with a change in Government and Minister, which could 

result in a different direction of prioritisation within health services.  

 

Domain Seven ς Quality Control  
In treatment as usual, audit and service evaluations were challenging within CMHTs due to the 

chronic lack of investment in hardware and software technologies. The EIP teams are now 

participating in the National Clinical Audit of Psychosis in RCPsych. This benchmarks the Irish teams 

against established teams in England and Wales. Of the demonstration sites, Cork participated in 

2020. All three demonstration sites participated in 2021 and the National report will be published in 

Summer 2022. 

  

Organograms 

Historically, existing staffing levels, resources and the basic provisions of care for service users vary 

considerably across the country within mental health services. Appendix 4 includes a summary of 

the patient demographics from the catchment area each of the three demonstration sites, as well as 

the additional resources requested for the EIP MoC. Benchmark recommendations on staffing and 

reǎƻǳǊŎŜǎ ŦƻǊ /aI¢ ŀǊŜ ƻǳǘƭƛƴŜŘ ƛƴ Ψ! ±ƛǎƛƻƴ ŦƻǊ /ƘŀƴƎŜΩ(22). This is relevant to the EIP hub and 
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spoke model which rely on existing CMHT staff to provide general services for EIP service users. The 

hub and spoke EIP model adds to these existing services for EIP service users to deliver EIP specific 

interventions. The MoC outlines not only the types of specialisms that should be insitu but also the 

numbers of staff (i.e., based upon case load). The MoC proposes that EIP teams are multidisciplinary 

in nature and should have adequate medical staffing (e.g., consultant psychiatrist supported by non-

consultant medical staff under their direct clinical supervision). In the hub and spoke model, medical 

staff may be located at the spokes/CMHTS. Keyworker roles should be in place in each site, the 

requirement of the numbers of keyworkers are based upon case load (e.g., 15 service users). CBTp 

therapy is one of the core EIP interventions and should be available to all service users attending for 

EIP (e.g., estimate of one CBTp therapist for 77 cases). Likewise, behavioural family therapy is also 

seen as a cornerstone of EIP, and each site should have a BFT. The MoC proposes that in hub and 

spoke EIP services, occupational therapy will be located within existing CMHTs but have designated 

time allocated to EIP service users and EIP team meetings. Individual placement support (IPS) 

relating to employability specialists in supporting EIP service users should also feature. In the hub 

and spoke model IPS specialists will be located within general CMHTs but will have designated time 

allocated to EIP service users. The MoC also suggests that physical health monitoring, management 

and lifestyle advice and should be carried out collaboratively between mental health service team 

members, GPs and primary care teams.  

As a part of the process evaluation, team members at each EIP demonstration site assisted us in the 

development of sets of organograms. An organogram is a chart displaying organisational structures. 

The aim of these organograms was to visually describe how the governance, clinical activities and 

staffing structure operated in the hub and spoke model and to look at similarities and differences in 

each site. This allowed not only the simplification of quite complex information into a visually 

appealing diagram, but it also allowed us to easily identify subtle yet important differences between 

demonstration sites in organisational structure and staff complement.  

Organograms were developed in 2020 early on in the process evaluation and also repeated again in  

2021 to determine any changes over time. The organograms remained relatively unchanged in 2021. 

Qualitative interview data indicated that this was largely attributed to delays in the recruitment 

processes that occurred during the time of process evaluation and also during the COVID-19 

pandemic (see Study Two).  

The figures below (see Figures 2-7) show organograms for Cork South Lee, Sligo and Meath, 

respectively, for 2020 (phase 1) and 2021 (phase 2). Colour shading in green represents a gain in a 

post or activity, while colour shading in red represents a loss regarding a post or activity.  
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Figure 2. Hub and spoke organogram for Cork South Lee, Phase 1 
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Figure 3. Hub and spoke organogram for Cork South Lee, Phase 2 
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The Cork South Lee hub in Phase 1, March 2020, included a consultant psychiatrist (but with no 

protected time for EIP activity), EIP keyworkers (n=4), CBTp clinicians, BFT clinician, IPS person, EIP 

physical health lead and a peer-support person.  It is important to note that two of these roles were 

not funded directly through the EIP demonstration site project, but were secured based on requests 

and the individual action of the Clinical Lead (e.g., EIP physical health lead, and the peer support 

person). EIP hub activities included, inter alia, clinical team meetings, complex assessments and 

interventions, training and supervision, policy and service development, service evaluation and 

liaison and complex case management. In Phase 1, the spoke complement of staff included CMHT 

consultant psychiatrist (spoke clinical lead), other medical staff, nursing, social work, clinical 

psychologists and clerical officers. Activities included, inter alia, triage, initial assessment, care 

planning, case management and management of complex needs.  

Generally speaking, staffing in the spoke within the Cork South Lee demonstration sites remained 

unchanged, and related to this the activities in the hub and spokes remained unchanged between 

the two phases. The hub in Cork South Lee did manage to secure five additional keyworkers, 

although only two of them were in post in 2021 (shaded in green). A clerical officer (shaded in green) 

started in post with responsibilities to EIP between Phases 1 and 2, which represents a gain for Cork 

South Lee.  
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Figure 4. Hub and Spoke organogram for Sligo, Phase 1 
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Figure 5. Hub and spoke organogram for Sligo, Phase 2 
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The Sligo hub in Phase 1, August 2020, included an EIP consultant psychiatrist (but with no protected 

time for EIP activity), EIP keyworkers, BFT therapist, CBTp clinician, clinical psychologist (no 

protected time for EIP activity but attended meetings), EIP physical health lead (not funded), 

occupational therapist manager (no protected time for EIP activity), a pharmacist with a special 

interest in EIP (important to note that while this may be a welcome addition, this type of role is not 

suggested in the MoC), and an EIP clerical officer (had been in post but got seconded due to COVID-

19 to another area).   

Notable spoke team members unique to Sligo included an addictions counsellor and an eating 

disorders practitioner, (although welcome additions to the spoke teams, these specialities are not 

technically noted in the MoC as EIP posts) and occupational therapists, who are standard MDT 

members.  

Generally speaking staff in the hub and spokes in Sligo did not change in Phase 2, November 2021, 

with the exception of two new keyworkers in post. However, the EIP physical health lead/advanced 

nurse practitioner did note that while their role remains (unfunded), they noted that they had no 

time available for EIP related activities as due to other areas of clinical and supervision practice. This 

represent a loss of activity in Sligo between Phases 1 and 2.  
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Figure 7. Hub and spoke organogram for Meath, Phase 2 
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The Meath hub in Phase 1, March 2020, had a lower complement of staff to start with. The Meath 

hub clinical team included two consultant psychiatrists (neither had any protected time for EIP 

activity), and multiple other EIP posts (e.g., BFT, IPS, peer support) did not have anyone in post for 

significant periods of the process evaluation. In Phase 2 in Meath new posts came on stream relating 

to key workers, occupational therapy, BFT, and addiction counselling within the ΨǎǇƻƪŜǎΩ (although 

note addiction counselling is not identified in the MoC as an essential EIP post), a new BFT clinician 

also commenced working in the hub, alongside a new IPS post in the hub. These posts and related 

activities represents significant gains in staffing for Meath between Phases 1 and 2. However, Meath 

did not secure an additional IPS person, nor an EIP physical health lead, nor a peer support person at 

any stage throughout the process evaluation. This limited Meath in these related activities.  

 

Study Two: Collection of routine service-level data 

Database development 

The study design for Study Two was based on collation and analysis of routinely collated data 

provided by the services (referral sources, time to assessment etc). However, this data was not 

routinely collected in the service with no integrated paper or electronic system to provide the 

expected data for this analysis. 

In response to this lack of available site- and service user-level data, the research team began the 

development of a purpose-built EIP database, using Access software. Following several site and 

virtual visits with the Cork South Lee team, an Access database was developed in collaboration with 

them.  

The database was designed to capture two types of information: patient-level information that is 

static (e.g., date of birth, socio-demographics, the date a patient is referred, diagnostic information 

at the point of referral), as well as monthly service-level activities that relate to a servicŜ ǳǎŜǊΩǎ 

engagement with keyworkers and the available structured clinical programmes.  

Following entry of information on all new referrals to ǘƘŜ ǘŜŀƳ όƛƴ ǘƘŜ ΨǎǘŀǘƛŎΩ Řŀǘŀ ŦƛŜƭŘǎύΣ ŎƭƛƴƛŎƛŀƴǎ 

entered information on patients each month. The database allowed keyworkers to enter the total 

monthly number and type of contacts with a patient that month, as well as other information such 

as the number and type of assessments completed, medications, adverse events, hospitalisations 

and referrals made to the structured programmes. There was also a section that allowed clinicians 
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who delivered the structured programmes (peer support, psychological services, BFT and IPS) to 

capture their monthly activity with each patient. Figure 8 displays an image of the Access database. 

Please see Appendix 5 for a template of the information collected within the database.  

 

Figure 8. Image displaying the ACCESS database 

 

 

Database usage 

The database has been through several iterations since its initial development in early 2020. A 

number of training sessions occurred throughout the year, both before staff began to input data and 

then after data entry had begun. The main purpose of these sessions was to answer any questions 

on how the database operated, but also to agree and clarify certain questions within the database, 

to ensure all staff interpret database questions and entered data consistently. In June 2020, the Cork 

South Lee Rise team began entering monthly data followed by Sligo (January 2021) and Meath (May 

2021). A total of 192 service usersΩ information has been included in this database (Cork South Lee 

n= 141, Sligo n= 51). The figures below may not include all 192 participants if data were missing for 

specific variables. Each servicŜ ǳǎŜǊǎΩ ŎƭƛƴƛŎal pathway began to emerge as their contact with each 

keyworker and clinician was captured on a monthly basis. The data collected at the Meath site 


































































































































