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Executive Summary

Earlyintervention in psychosis (E) service support people who are experiang the symptoms of
psychosis for the first tim&he Health SNIBA OS 9 E S Catiatiah @irScal rogramf@for EIP
was prioritised within the HSE National Clinical Pangne br Mental Health and a new mael of

care (MoQ was launched in 201Fhe® services were developed as a hew way of organising our
menta health serviceshased m a recovery model afare, which is built on a culturef hope and
expectation that theservie usercanrecove from theirmental health challenges and build a
fulfilling life of their choosingelP focuses on the early detection and treatment of symmgtof
psychosis during the initial years of thendition The primaryaims of the EIP programnveere to
standardise qualityvidence based price, improve access and cost effectiveness by clinically led
multidisciplinary teams in collaboratiomith senice users and their families within a nationall
consistent approach toare. The recommendd model for EIRservicedeliveryis the standalone

model in urban areapbpulation>H nnXnnn LISNER2Yyao 2N I WKdzo | yR
towns (population <200,000 persons)n the hub and spoke moddtIP serviceare loated within

the hub under he clinicalleadership of a@nsultant psychiaist and supported by EIP roles such as a
keyworker, behavioural family therapi@FTRand a cognitig behaviouratherapist with a focus on
psychosigCBTp)The spokes comprise éhexisting community mentdlealth teans (CMHTsand

their multidisciplinay specialismsvhich feed into and support the hufhe pillarinterventions of

EP have equal weighhg andincludemedication, psychosis specific psychological interventions,
psytosis specific family supptoaind intewventions, physical health screening and intervento
individual placement support (IR¥Scan belocatedin the hubor spokesbut must havean EIP
dedicated caseload thas notshared with CMHT

a L

Threeareas of IrelandGork South LeeSigo andMeath) began offering WK dzo IM6®ona L2 { S Q

demonstrationbasis.In 2019, a research team from Trinity College Duplirere commissioned ¢
conduct a pocess evaluation of the EIP prognamto determine the experience of sthin their
attempts to imgement and operate this newloC, identify the barriers and facilitative famts and
characterse the experiences cfervice userand their famlies attending these servicehsreport
summaises thisgprocessevaluation whichincluded Study Oe - a doamentary analyss to
understand the treatment context before and afteramsattempted toimplementEIP in the
demonstration sites Study Twa quantitative data collection to asseg®plementation praesses
and Study Three gualitative data ctlectionto analyse the mechanisms of impact.

Key findings fronstudy Oneanalysesridicated that EIP dempostrationteamschanged the
assessient (e.g.,standardisecassessment relevant to EdPbaseline, six24 and 36 months; plus
review every six montg) and treatment interventionge.g., keyworker, CBTBH, IPSgompared
with treatment as usualThe demonstration site i€ork South Lesgtarted quickly. Wheras,Sligo
and Meath teams, in particat, hadslower starts. Primary barrisito implementatia relatedto the
interdependency of staffing and fundin@rganograms highlight theftering staffing mixes in the
hub and spokes across thieree demonstratiorsites at the start of the process evation (Phase 1)
and towards the enaf the evaluation(Phase 2)The EIP demonsttén initiative was a new
innovation whichwas forced to embed itself into an existing health service with its own systems and
strudures insitu. The denonstration sites inherited existingg@blemsfrom within the HSEsuch as,
those relating to recruitment processes (e.g., delays in staff appawiants and start dates). Teams
also faced blocks to implementation in terms of derogatdfunds (e.g., EIPednonstration sites
were funded under aw initiatives and funds we not released on timeso as to satify other
operational obligations in localreas these barriers were further explored in Study Twddne of
the three sites weremimune to these problers, and as a result implementation wast corsistent



across theliree demongration sites. Cork South éewasmoreresilientto these challengegue to
strong clinical leadership and statfmmitmentto the EIRMMoC Sligo had @lowerstart but were
eventually able tamplementthe EIRMoC Meathwasnot in a position ¢ offer theEIP servicas
outlined inthe MoCdue tochallengeswith staff recuitment, specifically IRSThis has implications
for the viability ofdemonstrationteams o deliver the B° programme, which in turns threatens
fidelity to the primary compoentsof the progranme (e.qg.,rapid assessment andtarvention,
keyworking, proision of complexpsychosociahterventions likeCBp, BFT, IP3) alsoprevented
standardsation of EIRcross all areas.

Study Twdindingsdemonstrated tle availabilityof and engagment with psychaocialinterventions
for psychais and other support serviced\total2 ¥ M dpH & SNIIA OS sdmeSiNEIed A Y T 2 NI
in this datalase Cok South Le@= 141 Sligon= 51 note: Meath quantitative data canride
included in this reportlue to a ecision by the local research ethimammittee). Specificallythe
demonstration teans were able to provide rapigssessmendf service useramong aproportion of
sewice users to facilitate early interventi@gf7%in Cork South Le&4% in Stjohad assesments
conducted within 3 workingalys) The majority of service users engaged with initighajmtments in
the servicg(72%in Cork South ée; 55%in Sligd. In terms of engagemenkeyworkers achieved an
average ofive contacts with servicasers per mnth; majority of service users weengaged with
CBTH78% inCork South Le&6% in Sliggengagement with BFTag wellreceived yvith an
aveaageof 60%of thoseoffered BFT engaged in that aspect of the serya® among those who
were engged withlPS,49% were able to secure employntefihere was a positivetrongdose
relationshp between keyworker contais and psychosocial interventions offekeSpecifically, e
odds of achieving at least monthly engagemeittvCBTp (5.76 (2.4B3.64),p<0.001))and BFT
(5.52 (1.6318.69, p<0.00§)inaeased by fivdold with each dditional nonthly keyworker contact.
For IPS, each additional monthly keywarkontact was asgiated with a thredfold increase in the
odds ofachieving monthly attendanoeith IPS 3.73 (1.648.48), p<0.002)These sibng positive
effects were obsermd in spite of challeges with staffing capacity anuaternity leaveby staffthat
occurred during the study periodlhe reach of theemaonstration team in Sligwas as aritipated
(14.7 observed caes;15.7 projectedcases) whereag;ork South Leenrolledsignificantlymore
senice users thamrojected (49.00bserved case®6.3projectedcases. It is encouraging that both
demorstration sites were able to achieve high levefl€nrolmert and suggestshat teams
established a strong reach into communities to promote uptakseo¥ices amongst people
experiencindirst episode of pytosis(FEP)However, this does require careful moniteg and
resourcing sdhat caseloadsfor exampe, remainwithin the idenified parameters of the MoC (e.g.,
each keyworkemwasto have no more than3 cases at any one tin@though this was exceeded in
Cok andSligo during the@rocessevaluatior).

Study Thee qualitative anayses demonstratethat overdl, the EIP programe was strongy
supported byboth service providers and sace usersThe availability of the keyworker in particular,
as an ongimg contact tomonitor and coordinate care was commonly nefaced as daclitator of
engagemenby servie users. CBTp wasgised for malng significant improvements in specific
symptoms and thelevelopment ofservice useraping skills. Service useand family membrsalso
reported that BFT was effective fonproving interpersonal dationshpsand increaing family

Y S Y o6 S NE Q ndizyoR@ywEosistand psychosis treatment. IPS was highly regarded by many
servie users, although some participants were only refhthis at later stages in their treatment
progressionAlthough saffing and furding challeges delayedhe implementationand availability of
specific service components at seldeimonstratian sites, engagement and support for these
services was enceoagingonce implementation occurrednd staffwere highly motivatedd provide
the EIP serviceas designed in the Mo®rimary facilitators induded enthisiasm for the concept

and philosophy oEIP from staff and positive treatment experiences from seruserslt is also



noteworthy that the process evaluationccurredbefore and duingthe COVD-19 pandemicThe
three demonstation teamsadapted to thige.g., remote engagement) amwntinued toprovide
care b service users

To promote he sustanability and ex@nsion of EIBervices, it is recommended thBiSE
organgational processes relad to funding allocatioand staffing beadically changetb support
the availability othe EIP service. Ipfementing an electronic data capture sgm to neasure EIP
servce implementatbon and engagement would also support the moning andevaluationof this
MoCin the future.

Policy Practiceand ResearcRecommendations

1. The EIP demonstration teams developed a strong reach into communitiesdbthe
demand for FEP assessment and treatmaind was stronglgupported by service users@n
families Determiningthe location of further EIP teams should be underpinne@$tymated
local incidene of psychosis, which incorporatesamge of demograph indicatorssuch as
age, ethnicity, population density, and depttieea. Commissioning of séices shold follow
this exercise.

2. The positivadoserelationship between the numbeaf keyworker contacts and engagement
with psychosoial interventions(e.g.,CBTp, BFT adB$ highlights the impdance of
keyworking positionsBoth the Departmentof Health andthe HSEhouldagree and
establish a gradeodeto identify the skill mix and s load capacity of these positions

3. A workforce planning exercise sHdibe undetaken to plan EIP capacity and skill mix
required to ensure currerand future celivery needsThisis partcularly necessarfor
keyworker roles, and roles requiring specialised trairsuch as Bl and CBTgRonsultant
psychiatristaandclinical leadswithin EIP teams should haywrotecied time for EIRelated
activities.

4. EIP serdgesshould bevigilant to maintain fidelitya providing the full range of
psychologial, psychosociapharmacological and other interventions shown to be effexti
includingsupport for family members. Monitoring of fidelignd standardiation o care
should be condicted through audit and evaluation. Establishing standandgfotected
time and manageableaseload will be critial to maximse the benefits of theEIP service
generally andhe individal services

5. Clinical teams should ensure that youymepple also enefit from thisstandardised approach
to the early iéntification and treatment of psychosis. To this end, robust local arrangements
and pasitive relatonships ae required between CAMHS services and EIP services (as well as
ancillary servicelike youthsettings, peer support andddction services) so that young

peoplecan benefit from these specialist services.



10.

11.

12.

13.

Clinical Leads, the National Cliniogd for Psghosis andProgramme Manager should work
together toprotect the principles andethos of theEIPMoC which underpins the visiohat
people who experience psychosis can and do recover. From this all else stems.
TheNational Officerelating to he ClinicalProgranme for EIRvhich supportdeams and
sites on the gound should be fundedo a comparale standad asother clinical
programmege.g.,a fulltime programme manger). ThisOffice alscshould have access to
dedicatal expertise indata anaytics ITand HR processes.

At national, regional and local levels th#Rand finance funtons in theHSE must work
more colldoratively with clinical teamdlhis inaides an agreedonsistent and robust
process for recruitment of staff for neservicessuch as . Amechanisnto achive this
would be to include a HR function within commutiealth organisations thathave the
authority to commence people ipostsimprove the efficiency of recrtment.

As this EIP innovation is acdng withinthe exstingpublic healthservice(Health Service
Executive; HSEthe key enablers to facilitat®iccess of he EIRIemonstrationsites and any
further roll out of same includes the interexchange betwéeman resources (HRjnance
and daa capture.Efficientfunding IT andHRprocessesshouldbe established pre
implementation so transformative secessuch & EIP do nahift operational
responsibiliies to clinical staff.

There should benulti-annualbudgetplans for major changeprojects such as EIP, dhhave
costedbudges which areingfenced and protected faipproved innovative serviceshis is
critical sothat other operationd serviceneeds do not interfere with sategic priorities such
as EIP

Inclusion of a research component within EIP sgempor@ant for service planningnd
improvement of both quality of care and the assessirof early ntervention strateies.
These could include an examination of quality of life improvements, the eftdd8FT for
family dynamicsgo-design ofservices with seviceusersand family menbers,longer term
assessment of employment outcomes guitysical andmortality monitoring.An improved

procesdo capture thevoice of the familys neededn researchrelating to EIP.

The cedesign and development ofdata capure infrastructure allowing for the electronic
recording and sharingf serviceuser information within EIP @éams and acroSSMHTS is
essential. Training of clinical and administratiteffsdo ensue data literacy, confidence and
capability isihked to tis.

More broadly the HSE should look toveéop consisteng of ethical and di&a governance

processes in relation to research and evaluatiGherent research and audit processes will

10



expedite the research and evaluation of tieeservices so #it they @n be adapted and

tailored to otherlocations
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Background
Early Intervention in Psychosis

Psg/chosis describes a state of mind in which delusidallucinations and/or disordered thinking are
experienced while in a fully conso®state(1). The international incidence of psychotic diders is

32 per D0,000personyears(2). There is a general lack of informatiooncerning incidence of
psychosis in Irelandith no national database or incidencegister, makingervice planning

difficult. Aregional study reported an incidence 8f.6 cases per 100,000 of the population per year
(3), and aregional prospective study comparing urban South Dubiih vural North East Ireland
reported an incidence in urban males of 25.4 per 100,fopulation per year (standard error (SE):
3.2) and 13.1 (SE: 2.2) in rural maledemales, the urban rate was 12.3 (SE: 2.1) compared to 9.2
(SE: 1.9) in rural areaBsychosis incidence is higher in deprived irgigr neighbourhoods, males
outnumber femaes by a ratio of 2: 1, and ethnic minorities are at excess risk of all psychotic
disorders (4). A completedout currently unpublished report using census data frivatand from

2016 places theredicted incidence rate of 22.2 per 100,000 people per year for people agéd 18
years old (95%Crl: 2034.0)for first episode psychos(s).

Psychotic disorders are a sourcesaffering for service users and their families. They can result in a
high degree of diability and an increased risk of premature death of up to 25 y@r$here is a

10% lifetime rik of suicide, commonly within the first five years of onset and the risk is highest at
the time of first relaps€7). In addition, 88% of service users will experience unemployment in the

courseof their condition, increasing their risk of social exclug@n

Firstepisode psychosis (FEP) refers to the first episodehidgehreniaaffective psychoses,

substanceinduced psychosis or organic psychosis, often béging® I LISNAR2y Qa- €t 4GS &S
twenties. FEP service users can experience lotayslén accessing treatmen(8), have high rates of
hospitalisation(10), often poor engagement in treatmei(t1), high levels of psychiatric comorbidity

(12), and persistent gmptoms(13).

The degree to which a service user receives treatment and suppibrinvtine first two to five years
of symptom onset is vital in determining lotgrm outcomeg14). It is relatively welkestablished
that the first two tothree years aftempsychosis symptoms preseate critical to infllencing patient
trajectory since psychosocial factossichasfamily and peerelationshipsemployment and
education ae at criticaldevelopmentaktages (15). On average, theresiat least a sirnonth delay

before a persorseeks help frontheir general practitionerGB after their first episodeof psychosis
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(16), but the duration of untreated psychosis (DUP) is nownin Ireland. Longer DUP is associated
with poorer symptom recovery, more severargytoms, poor social functioning and reductions in
global improvemerg (17). However recent evidence frona systematc reviewand metaanalyses
foundthat the rate of remission amonadults withFERs 58% which challengethe

charaderisation of psychosias a progressilgdeterioratingillness(18).

Development oEarlylntervention in Psychosservice provision in Ireland

Early htervention Psychosi€(B services were implemented in the UK in 2001 and are comimon
parts of Canada, Australia and other European countfieere $ no national standardised
comprehensie EIP service in Irelandespite an estimated total cost psydosisdisorder care of

€ 61 million per year to the Statd.9).

IrelandQ @ F A NEe{iDEFHCT was Sstalfigh€dl in 2005 in south county M2@liand asecond
service was established in the Cavan/Monaghesa, naned COPH21). In the Wicklow regioran
EIP service called PROTECT was established iadddasfunded bya time-limited grart. It
delivered a service until 2014. Both COPE and PEDh&ve since disbandékhe Department of

I St GKQa yI (A 2yl AVisioisigh Chabgewliddd EIB servitdfovisioR >
recommending comprehensiyeommurity-based,recovery focusedserviceuser centred services
(22)but resourceprovisian waslimited. A recent updagd policy Sharing the Visiorestates the
importance of EP in the treatment of FEP service users,imfunding commitments were made

(23)

A lack otommittedfunding and resources have impeded the full implementationlBf€ervices in

Ireland.While private provision of caris avdable, aperson experiencin§EP in Ireland most

commonly receives treatment througtither generic child and adolescent mental health services

(CAMHSJ0 to 17 years), aduthental health serices (AMHS(18 to 65 years) or old age (over 65)
community-basedmental health serviceswi KAy G KS | Sl t 6K { SNBAOS 9ESOdzi
national public health service. Individual care plans kegworkingare neither universal nor
standardisedandthe delivery of evidencased interventions differ beveen sevices (24). Some

serviceshave developed EIP components, buttie absence of national guidelinasdallocated

funding, the identificdion, assessmentand available treatment for FEP patients varies widely.

2 X0 KAY Gliki&l Dedigh @nd Innovatiteam (formally knowna®/ f Ay A Ol f { GNJ G§S38
Programmes Divis 2) gr&our National Clinical Programm@dJCPJn mental health which
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comprise mitiativesthat will bring significant positive developmeritsthe Irish health service. Their
overarchingaim is tochange how care is delivered using evidebased appoaches to health

system reformThere are fourMental Health Clinical Bgrammes includng Wd¢sessment and

management of patients presenting &mnergency departments following séffl NY Q> W9l G A y 3
RAA2NRSNI aSNIAOSaQ W! 5dnin PayghosBFelSBENMCHEr EIPiyaR W9 | NI &
joint initiative between tle HSE and thCdlege of Psychiatrists in Ireland.

A Model of Care (Mo®)as developednd published in June 20124). TheEP MoC is albeprint

for the development of standardised EIP servicdsdiand through the standardisation of evidence
basedpractice the improvement of acceds services and costffectiveness by clinically led, multi
disciplinary tams in collaboratin with servce users and their familiesThe MoC aims toptimise
care br all service users experiencing FieRmprove detection rates and reduce delays in accessing
treatment, lower risks of progression to more enduring states ofghgesis, improe rates of
remission reduce rates of hospitalisation, impra&asatisfaction with the service and reduphysical
complicationsThe MoC also incorporateahe recovery philsophyfrom the National Framavork for
Recovery iMental HealthServies 2018202(0(25), which encownages mental health services to
embrace a recovery model and build tbelture of their servicerientated towards hope and
expectation that the service usean recove from their mental healttchdlenges and build a
fulfilling life. Thismodel also represds a shift frommedicalsed approaclksto mental health that
are largelydeficit-based, to a more stragth basel philosophygroundedin capacity buildingand

empowement.

The MoGstates thatfollowing full implementaibn of the mode] every person aged4lto 65 years in
Ireland who develops FEP will be offereéaplist @2ssment and treatment at the earliest
opportunity which is standardised, high quality, acdalss costeffective and susinable
throughout the pdNE 2 y Qa  NiBdO2 MagINZD22 ad$nplementationplan (26)was publibed
to supportthe updatedmental healthpolicyand many othe EIP M@principles ae reflected in the
domains of thigefreshedapproachto mental health serviceaze (e.g., early interventio,

coordination of care,aial inclusion).

The Hub and Spolservice deliverynodel

Many of the EIP services implementadther jurisdictiorsA Yy O2 N1LJ22 NI ¢S | Wadl yRIFf 2
are standalone specialist servioghichincorporate all of the EIPomponents and case

managenent within one sevice.A considerald degree of evidence supports the standalone model,
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but there islessavailable evidence on the effectiveness of other types of service m@igls WK dzo
I YR & LJ2 {génerallyigvBh@d central specialist EIP team within a hukith EIP services

delivered at spokes within generic adultdachild mental health senas.

DA @Sy L NXBdtdnis Rifely dipdesédduid oftenural with areas of very low population
density, a hub and gike modelwas deemed to be most appropriate for delivering EIP services. A
standalone model would in efé¢ require patients to regatly travel long distance® urban

centres.As a result,ie MoC recommends a standalone specialist for large urban avéhs

population greater than200,00Q while for rural areas the hub and spoke model is recommended for

populationsless thar200,0@.

The hub and spoke modieutlined in theMoCenvisions aore set of EIP services provided by a hub
team who provide sugrvision and provision of complex FEP assessments, interventiriRisk
Mental State ARMS, and earlydetection of EIPThe hub tamQble is also tgrovide leadership
through the championingf EIP services, communication with ad@MHT)and childand
adolezentmental health (CAMHSErvicesand education of EIP principles to AMHT and CAMHS
teams. @her functions include goveancesuch as data colleicin and analysigjuality assurancefo
all aspects of EIP service provisith review and evalation of EP progress anthe development

of links to Area Advisory Groups, Area Management Teams and@®ffice The MoGstatesthat
hub team membershighould comprise ofa dinicalLead(a Consultant Psychiatristan EIP ce
ordinator, EIP keyworkera GradelV Clerical Officep Community Health Organisation (CHO)
Health Educatoran ARMS cliniciarg service user and carer nonee,a Cognitive Behaviar Therapy
for Psychosis (BTp lead,Ps/chology Lead,a social worler, family intervention(e.g, Behavioual
Family TherapyBF)) lead, an Occupational Therapy leadndividual Placementrad Suppat (IPS)
lead and a physidéhealth and lifestyle lad. Peer spport is not expkitly included in the MoC

although is available in some EIP services.

Coreservices to be provided at EIP spokes imitommunity mental health team@&CMHT¥include

the initial assessment of individuals referred withspectel FEP or ARS The MoC states that El
keyworkers will complete full aessments to confirm diagnosis of FEP or ARMS and liaise with the
CMHTconsultant psychiatrist for review and care planniliga FERliagnosis is made, the EIP
keyworker engages the sace userand their family and carerforup to three years of EIP s&ce
provision. The provision of evidenbased psychosocial interventions, psychoeducataysical
healthcare and medid¢an managmentoccurs within thehub orspokeand can be marged bya

core member d the hub teamor spoke eammember. Management of service users with complex

needs occurs in collabation with the hub team dtiicians as well as any additional specialis
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services like rehabilitation, addiction services, &iscltarge planing beginsat an gpropriate time,
as indicated by the serviceuseer Of A YA OF f LINRPINBaaod

EIPHub and Spokdemonstrationsites

While seveal existing mental healtiservices have eleents of EIP services, prior to the
establishment of the EIPQ¥, none wre fully funded o staffedto provideEIP servicespecifically
Adult mental health sites wbhwere interested in potentially becoming @monstration site,
submitted business casés the NCAn November 2017see Appendii for Letter from he Nationa
Clinial AdvisoiGroup Led for Mental Health inviting Mental Health Services to become
demonstration sites for the Hub and Spoke modglis important to note thasubmission ofttese
business cases occurradadvance of the publication diie finalIMoC in dne 2019.Theresoucing
available was based on the draft MoC that was in situ tiesh was not based on the final published
MoC.Assuch, the staffingof the demonstration siesis not based on the finglublished version of
the MoC.The call forthe demonstration siteslid not includemedical staffingr clinical leadunding
andmedical timewas notfunded.This isa deficit in the resourcing of the teams andeds to be

remedied in the futureEIP services

InJanuary2018, thee demonsration dtes wereselected fromanopen application procedsy the
NCPo test the hub and spoke model in practjedéth limited additional resource for each site
selected Recruitment of stdf beganin Cork South LeBouth Lee, Meath Mental Health See$ and
Sigo/Leitrim Mental Health &vices Initially, Mayo Mental Health Services were selected ahead of
Sligo/Leitrim, lowever, Mayo withdrew their interddn being a demonstration site Beptember
2018.Eachdemonstrationsite includes botha hub arml spoke It is worth noting that thefirst
demonstration site (RISEork South Leavas launched in May 2019, one monttadvance of the

publicationof the MoCin June 2019.

The office of he HSENationalClinical Praoggmme(NCPfor EIP

Thenationaloffice for the EIP ClinicalrBgramme includestwo funded postswhichincludesa
programme managef0.33WTE) and Natioral Clinical Lead (@ WTE)Comparable clinical

programmes have a fufime programme manager, the clinical lead time is the sé®eWTE )t
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two days a weeKWithin the area ofmental healththe newestdinicalProgramme'Bual Diagnhos{3

has a full timgprogramme managefior that programme.

With regard tospecialist acess to data/IT support this is the exception rather than the riihe
dinical Programme foBelfHarm has access ta data analystwo days per week funded via
National Office for Suidée Prevention. This was sought and funding provided vieEN@28ausef
the needfor data analysedt is our understanding that n@inicalProgrammehas access to

dedicaated human resources expertise.

Processevaluationstudy

The HSE commissioned easchers in the Discipline of Public Health arichBry Care at Trinty
College Dublin to conductmocess evaluatiostudyto evalude the implementation of theEIPMoC
in the hub and spoke delivery mod@l process evaluatioprovides a framework to exaine

whether progranme structures and activitiechave beerimplemented as intended?28).

Theestablishment of the three demonstration sitespresents a complex intervéon in an
establishechealthcare settingAprocess evalugon of sich complex interventions providestal
information on how the iterventions work, the conditions whiitshape implementation of the
intervention and future outcomes. This information igtical to decision makers and service
providerswho may sekto later embedthe interventionnationally withinusual care settings his
process evaluatioadoptsas a famework the UK Medical Research Cou@d@uide tocomplex

interventions(28). Figure 1 displays a djeam showing the key functior$ a piocess evaluation

Context

Contextual factors that shape theories of how the intervention works

Contextual factors that affect (and may be affected by) implementation, intervention mechanisms and outcomes
Causal mechanisms present within the context which act to sustain the status quo, or potentiate effects

Implementation l

Implementation process (How
delivery is achieved; training,
resources etc)

What is delivered
Fidelity
Dose
Adaptations

Description of intervention
and its causal assumptions

Reach
| _41

Mechanisms of impact
Participant responses to and
interactions with the
intervention
Mediators
Unexpected pathways and
consequences

Outcomes

Figurel. Medical Research Council(27) diagram displaying the key functions of a process evaluation

and relationshig between each functio
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Sudy aims andobjectives

The overall objective of the procesgaludion studywasto determine tre experience of staff in
their attempts to implement and operate this new MoC, identify the barriers and facilitative factors
andcharacteise the experiaces of service users and their families attending these sensess

Appendix 2 for the process evahtion Gantt chart.
Therewerethree objectives:

1. Study OneUnderstanding contextWe aimedto describe the context in whidte MoC is
delivered andexplore the contextual factors that may influence the deliveryhef
intervention. This informationvidedS A RSy OS I 2 F 6 &2 K$ PWENIFeSiga A 0 A £ A

the model in the demonstration sites and will enalifedings to ke translated to other sis.

Method To achieve thiswg YA G A § SR | W5 iictrérfoyréd Hrélmert a5l f @ 3 A 4 Q
usualkervicedo what is implenented at each of the demonstration sites. This cobect
information on a range dhactors to allow comarison between old andew ways of
working and the level of implementation between sitéBo hdp visualise the organisation
of each demonstration siteve developed organograms in collaboration with local stedf

show the orgarsational structure andctivities in the EIP seice

2. Study TwobJnderstanding implementation process®¢e aimedto document how the MoC
was impemented and the externto which it was implemented as intended over time and at
each demonstration site. This includlan assessemnt of the degree to whils elementswere
delivered(fidelity, dose, adaptations, and regamdallowed us to identify whether

implementation successes tailures may affect EIP delivery and potential future outcomes.

Method: To further understand implenregation processes, wasessdthe degree to which
essential components of the service watelivered. We did this by collectig routine
servicelevel ard serviceuser data to assess the trends in referral, assessment rates and

engagemenbf service userat each site.

3. Study Tiree:Mechanisms of impadl/e aimedto describe how people parijgatedin and
responded to the MoC oluding service users, falymembers, HSE clinical staff and HSE
managementThis will provide a d&ription of intentional andinintentional differencesn

delivery, and the contextual factors that mediate the relasbip.
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Method: To investigate the nghanisms of impact, we cduacted qualitative interviews with
HSE clinical staff, HSE managemseiyices usersandfamily membes, to assess how

stakehdders participated in and responded to the MoC

Research ethics

The poject ethics application wasubmitted to the Royal Clelge of Physicians of Ireland on®21
May 2018 and approved on 18une D18 (referenceRCPI RECSAH. An amendment was
subnitted on 12" February 201% ensure approval of staff changesdathe project timeline. A
further amendment was submitted on(' April 2020 to allow for the completion of remote

interviews due to COVHDI. Approval was grantedro22* May 2020.

In relaion to the quantitative data foBudy Two, and & part of the ehics aproval process for this
projed, the Trinity College Duin ResearchiEhics Committee (RECjequested that eéData Protection
Impact Assessment (DPIA) be santtte Trinity Data Protdion Officer(DPO) After doing so, the
Trinity DPOadvised thatwve wereto seek confirmation from thelata controller (HSE) théhe

& LINR(Rus\CRIis low risk, andherefore does not require explicit consent of individuals (er
amendment to the ldalth ResearchRegulation® ®¢ 2 S O 2 y (DPQaisSeR cofirfaionl { 9
and were requested to comgle a HSE Privacy Impaas&ssmentAs there is no centralised
Resarch Ethics Committee within the HSE, local approval washsdagn relevantREC$or each of
the three sites. Studywog & RS SY SR W frefoge nalkaiifing indiviguRliseddhSent
from both Sligo (Reearch Ethics Committee at Sligo Univegrslospital, February 2021) asbrk
South Leesites ClinicalResearch Ethics Commig®f theCork South Le€eaching Hospitals, June
2021).

However,in relation to the Meath siteve attempted to liaise with theHSE North East Area Research
Ethics Committeand thelocalDPO When we did not receive a response, subhmitted the HSE
Privay Impact Assessment along with our ethics application to theNtBth East Area Research
Ethis Comnttee (11thNovember, 2021)TheREGneeting was delayed due to a lack of quorum
and on9th March, 2022 we were informed th&udy Twowas not approved. fle committee
suggested that a teleconference be arranged wmiambers of he committee such as theegona
General Manager Consumer Affairs & Deputy Data Prote@ifinerto discuss the feedback and
resubmnission. We made multiplattempts to contact theDPQOand arrange a meeting but did not
receive aresponse before the néxieadine for receipt of re\dedapplications (14thApril, 2022). As

a result, the studyStudy Twq did notreceivelocalethical appovalin relation tothe Meath
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site. The consequence of this is that wannotinclude quatitative data for the Meath

demonstiation site as a part ahis process evaluation.

Research Advisory Group

As a part of good research practice a Research Agvismup (RAGyasestablshed. Initially, the
RAG was due to be established and to meetpnil 2020. However, due to@VID19this was
delayed andhe first meeting took place in October 202Dhe Tems of Reference and membership
of the RAG are includead Appendix3.

Meetings

The research teawerein routine and frequent contact with bbtthe funders of the projectiad
the QinicalLeads/teams wthin the three demonstration sitesA point of contat was also
established within each demonstration sttefacilitate easy commmication between the research

team and the demonstration sites.

Staffchanges

A process evahtion sudy began in Decemb&019 by researchers in the Discipline of Public Hteal

and Primary Care, Trinity College Dubline reseechwas led by Pra#ssorCatherine Darker

Professor Joe Barry was also involved in theigteofthis research until heetired in October 2019.
DrNicoah Q/ 2y y St f 0 S-fiteyn thlissSiNdy 818" Becdideér 209 as the Research

Fellow but dueCOVIBL9 she waseconad to another sty (working0.2 FTE fronMay to

December 2020Dr Nicol  h Q/ 2 y y S f materity leaNdio§ May R8S Rand has since
AS0dNBR | y20KSNJ LRaAGAZY® 5NI DFAf b Aithebrttey NBLX I
project as eéResearchAssistar until January 19 2022. Dr Hudson Reddon begaorking on the

project on Augst 6", 2021 adrofessoiCaherh Y S 5 matdrrigyNeBv@ coveuntil April 20,

2022 DrKatherineBrown was origindly the HSE Natinal dinicalLead for Edy Interventionin

t a8 0OK2aA&d +FyR 5NJ YLl NBlghJan@hy230y 2 NJ 1221 2OSNI (KA
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Sudy One Documenary Analysiand Organograms
Documentaryanalysis

A DocumentAnalysis templatevasdevelopged in January2020 anddistributed toeach EIP

demonstration sitedeam.

This document colleed information on essental componentof EIPWeatment as ugali.e.

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

demonstrationsites and ElRservices &er the decision to fund three demonstration sites in 2018

and the publcation d the MoCin 2019. This documentaucht to collate informaton on whateach

of the EIP demonstratioteama i@gardedasessential componentsf EIP sevice provision. The

information ught was informed by existing EIP fidelity scailesuding the FEP Seices Fidelit

scale(29), the Danish FERdelity scalg(30), the Early Assssment and Support Alliance Fidelity scale
(31), and the EPREI Model Integrity Tdd32).

Informationsought

Domaininformationwassoughton the period both prior to and afteMoCpublicationat a rational

level as wellas withih the demorstration sitesin Meath,Cork South Leand SligoTable 1 displays

the domain information sougtdcross seven domasn

Table 1 Documentary Analysislomainsand subdomainsof treatment asusualand MoC
demonstration siteEIP servicéactors

Information Examples of information sought
Domain One | The service model What are believed to be the keservice elements delinezl?
Physical locatioq Where within communities are ElIRites based®@o-location with other
. description services? Are waiting rooms available?
Domain Two

Physical location
selection criteria

Were sites chosen based on epidelogical calculations? there an
urban/rural divide? Are poliaypakers involved in locain ofservices?

Domain Three

Organisaibn ¢ Team
management

2 K2 Aa GKS GSIY £SFRSNK 2KI{
managerial hierarchy? What is theleoof the psychiatrist?

Aa i

Organisatiory, Structure

What is therole and number of manageradmiristrators nursing,
psychiatricmedical and herapy staff?

Organisatiorg MDT
structure

How many meetings occur each week? Who chairs meetings? Who is
respasible for followup? Wha is the MDT size? Client: stadtio?

Organisatiorg MDT
staffing

Number of pofessionals providingase managemetnin nursing, physio,
addiction, supported employment, family education, social and communit
living skills anda&se management

Organis#éon ¢ links with
other services

Referral/discharge links with @S, médicine, dd age psych, acute séces,
crisisresponse lines, A&E, primary care, inpatient and other EIP services

Organisatiory, training

Training providedn EIP Philosophy, keyword, prescribing, CBTp, BFT,
physcal health, IPS and other intemtiors

Organsation¢ Staffing hous and workload for mental health generally and EIP specifica
workload/hours expected contact time with EIP services useesk
Domain Four | Delivery - DUP Mean duration ofuntreated psychosis
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Deliveryg
intake/admissbn

Is thee a limit on numbers afew servicaisers? What are the services
acceptance criteria?

Deliveryg referral,
contact, assessment
times

Acceptable tire lapse before contact thi referred individuals? Acceptable
time between referral and asssmen? Involvenent of patient and fanty in
assessmants? Comprehensive clinical assessment? Rate of referral uptak

Deliveryg therapies
offered

Frequency, delerers, intensity and madfications of clinical, psychosocial
needs, risk, substance abueed stucturedtherapy assessments.

Deliveryg other MDT
inputs

Proportion of service users assigned a psychiatrist, keyworker

Delivery¢ mode

How are sessiongiven e.g facgo-face/telephone? Can service users conta
teams out of hours or by emalil

Delvery¢ discharge
criteria

When and how are sevice users discharged? What proportion are dischari
per month? What is the average lengthstay?

Domain Fie

Service user descriptio

Service user average age, gender profile, proportion requiontpul®ry
admissions

Domain Six

Finane

How are serices funded? How frequently do budgets change?

Domain Seven

Quality control

How isadherence assessed? Who dsdiervice? How frequegttioes it
200dzNJ ' YR 6KIF G A& GKS FdzZRAG2NBRQ |

Each team agexd thestructure of the documentary analses documenand the domain names

included within.Both thephase 1 (pre20194reatment asusua) documentary analyseand plase 2

(demonstration siteMoC documentary analyseajerereceived from all three siteResults were

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

treat FEPLIn addition,there were some EIP interveatis being delivered in fet sites across the

country.If this wasthe casein the demongation sites we asked tearato conside inputting

information ontreatment as usuaEIP services up to five years ago, to ensure sidifiat confuse

the new MoC way of working with the al. It should also be noted that the BMRCnot only

included speific €rvicesput also the standardation of servces and specific human resource and

finance processes.

DomainOnec¢ the service model
In treatment as usual HP services users wereated througha combination ofjeneric CMHTS,

home-based treatmehteams primary careservices generahospital, psghiatric hospital and

private psychiatry.

The demonstration sitewere configured into &ub and spoke model witsewice users having

access to speciait staffspecific to EIRe.g., keyworker, CBTp, BF)IR iswithin this model of

care that seryie uses were assessed and treated by teams.
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Domain Twao Physical locations

In terms of physical space, treaént as usual teams wetecated in various community bases.
CMHTs cover geographic populatiomsasectaised basis. The location of theseseestended to
be based upon historical aVaility of space within existing sites (e.g., a primary care egatr
community hospital)Often the space available for the teams was very limited, with sonsitots

requiring advance booking.

Following he introduction of the MoC demonstration teamthe EIP hubs/ere based in regional
centres where the needs aregatest and close to otlreagencies and services. The spokese
located further within communit regionsand relateal to existing CMHTS locatis aml structures.
Physicaldcilitieslike office spaceemaired co-located with other services, especially vitegards to
the spokesEIP services were planned based on the existing CMHTs which havealmfiggt

geographicboundariesand albw continuation of clinical governance in the spokes

Domain Threg Organisation

Teamand managemenstructures

Under reatment as usualelively of care was conducted via the team structures within CMHTs
These tems were nultidisciplinary, led by atsultant ychiatrists and individual care plans and
keyworking were not universal or stanaised outside of hospital séittgs.Peopleexperiencing-EP
were not always prioritised. There was no keyworker structlmeéome instances, community
nurses may have praded a function akin to a keyworkéor short periods of time dueotstaffing

issues (e.g., COVID illnessor rededoyment).

INtK S WK dzo EI§ Rodel dfXeaile St&ructure encompassed a core EIP tearthathub with
EIP staff in generic spokésnew team structure was created which embrackd hew tyes of
poststhat were created relatingd rolesoutlined n the MoC (e.g., keyworker, CBTp, BFT and IPS
support).

Meeting practices
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In terms of meeting praates,treatment as usuaCMHTo©ften met on a weekly basis with all MDT
members in attndance. Metingswere mostly chaired by theonsutant psychiatrist Interventions
and followups offereddepended on what was decided by CMHTandthe services avaible at

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

Within the demonstration sitesyweekly EIfHub meetingsoccur, with inputs and cases raised by the
spokesHub meetings were attended by EIP team members. Discussi@ffieofals and complex
cases occurredn Cork South Ledghe weekly RISE meetimgs claired by he Psychological

InterventionsLead.Chairing of reetingsin Meath and Sligo remain with th@nsultantpsychiatrist.

Linkswith other services

In terms of links with dher servicestreatment asusualreferrals were made to CMHTs by GPs or
acue hospitd departments(e.g., emergency departmentlost FEP referals made in crisiwere
followed by a hospital admissiofhese would be triaget determine theirlevel of urgency and
assessments werarranged. Emergency owff-hours referrals weralirected © the local approved
centre or emergency departmenf the acue hospital in the region. MDT members were involved in
discharge planning meietgs in hospitalsService usexwould receivefollow-up throughthe

communityservicesand MDT membera/ereinvolved.

All three demonstration sitesontinued to utilise existing links and referral pathwaysuch as,
CMHTs andiaisonPsychiatrywithin acute hospitalsEIPdemonstrationteams continue to
endeavour to make links with CAMtd&hough they wee not resourcedd work with service users
from CAHMServicesRegular communideon happens withanin-patient unit when aservice user is
admitted. Outreach educatiorlaneetings have taken plaavith locd referral pathways to inform

them abou the EP demonstrationteams, related MC and new services offered.

Training Education and Development

In the context of trainingynder treatment as usual conditiossaff had limited access to EIP

training, with BFT trainindpeingthe only trainingcompleted by staff.

Saff from the demonstration sitehave accessednline traningmodulesdevelopedin Australig33)

relatingto EIP(e.g, sixmoduleswhich includes, biopghosocial anat risk assessment; CBT; crisis
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intervention and risk management; introductiam physical health in EIP; andseamanagement
Clinicians have engaged imividual training specifito their roles. For gample, taining has been
provided b keyworkers ging standardised tools, with guidance and supervidd®il. stafhave
receivedtraining and regular supervisio@BTp clinicians have regular supervisiof€drk South
Leeg training an prescrigion medicaion wasprovided to consultants bthe QinicalLead.Since
2020, quarterly half day training webinars @spects oEIP delivered by inteational experthave
been providedln 2022, Trinity College Dublithe National University d Ireland,Galway andhe
NCPcollaborated to develop a adule whichbuilds compeaence in psychosis CBTp. Aaimily
informed care moduldas beercoproduced vith agencies such &hine, Mental Health Reform, and
Mental Health Bgagement and Recovery tmatn non-consultant hospital doctorsand mental health

clinicians to take a famjilsensitive approach to care.

Caseload

Under treatment as usuaonditions the teams repoed that itwas not pasible to establish the
caseloadhs®ciated with service use as there was not a focus on EIP or FEP, and caseload relating

to these actiyties were not recorded.

In the demonstration sitekeyworkers inCork South Leéold caseload of appraimately 20(the
MoC guideline is 15 servicsers per keyworker)a full timeCBTxlinicianholds approximately
twenty to twenty-five cases and half time BFT therapists also hb@$5 cases. In §jo, keyworkers
hold caseloads of approximdiethree to eight presentlas two nev posts wee recertly filled
(previously ten tdl2; guideline is to have 1&andone CBTlinicianholds approximately 1:20. BFT
lead holds caseload of 4Ib. In Meath, thee arefour key workers in post, with a totaf 42 service
users(rangeof serviceusers peikeyworler is 514), oneCBTglinicanhas10 service users on
caseloa, and oneBFTtherapist hasl1 service useiamiliesin their caseloadIn Sligo for a time
period in 2021, new service users were aceepinto interventions butculd not ke allocateca
keyworker. InCork South Ledhere was a freeze in October 2021 initalk new service users on due
to capacity issues. Two keyworkers were due to be in platéle second keyworker was delayed.
Caseload were frozen on the basts capaciy and riske.g.,unfilled maternity leave). Math have
reported that waiting lists &ve developed for the programme due to delays in the identification,
recruitment and agred start dates of staff in post for the EBam.It should benotedthat the

casdoadsare a dynamd corstruct andwere highly variable during the evaluation atie qualitative

25



data indicated thathis was mainlattributed to recruitment andHR challenges, as well as COYAD

staff re-deployment.

Domain Foug Delivery

Refaral, admision and assessemts

During treatmentas usual a record of times from refatto assessment were not kegdor example,

a GPmay make a referral to a CMHT relating to requesting @aessnent for a person that they

were querying was experiengran episod of psychosisA nonturgent appointment may have taken

between sixtotweleweeld (2 065 &SSys I NBFSNNIf YIMNRSR a &

referrals were not accepted

In the demonstration sites, the &C suggests that initial &ige shouldcommence withinthree

working days ofeceipt or referral from inpatienbr community settings, according to clinical need.
The demonstration site MoC alsaggestshat service usesare sen by consultant psychiagtsin
inpatient units or community settings€.g., hone 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 waspiemented in the deonstration sites acceptane

criteria of new servicesers nto the EIP ppgramme was in line with the MoC guidelines (e.qg.,
service users must present with seven days of psychotic symptoms not better explained by some
other reason to kb accepted). Somaties a period of asessment &s used if symptoms were
unclear.Ove the couse 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 posis wlace,
whichwere at times vaant due toproblems with backfill oderogdion. Selfreferrals were still not
accepted under the new MoChe demonstration sites implementedséandardisedset of
assessments appropriate to this group (e.g., SANS SAMRNSA, MIRE@GZF,GAF, Dialoggt
baseline six months, 24 and 36 mts. Gare plans wee also completed at baseline and updated as
required with a review every six months. Additional measuresséssment were completed when
starting and midway through specific treahents (e.g., Pswts, BriefCope and CORE10 during
CBTp. Thesites diffeled on whether they had the capacity to undertake the physical assessments
themselveqe.g., Meath andCork South Lgeor to refer back to the service users GRy(eSligd. In
CorkSouth Leg a physical healticlinicoccurs within the ®IHT locatns andalso wthin the service
users home tdacilitate assessment3he physical assessments are typically conducted by a clinician

(e.g., consultant psychiast or psychiatric registrgror nursing staff.
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Themapies offered

Treatment as usal saw corsiderable varifion in the modés of service provisioand range of
multidisciplinary inérventions available. The timing of referrals to other discgdiwas often very
late and dependent o the teamand clinicabxpeatise availableThis oftenled to internal disciplne
waiting timesand delays to treatmets. Access to psychological intent@®ns were not consistently
available. For example, there wene staff who were trained in CBTp. Thavere trained BFT
clinicians, however, they did notdve proteted time to deiver this theray consistently. There
were also long waiting times to ag®this aspect of the service. The main consistent intervention
was medication. The point of review sérvice users tended tocaur on a three month basis ian

out-patient setting.

The types ofreatments offered unér the new MoGQvithin the demonstraion sitesdiffered
considerably from TAU. These therapies wewegible largely because of the new fothat were
created whch related to the provision o& keyworke, improved acess to psycholdgal
interventions rehting to CBTp, family support intemtions through BFT and link with IPS (see
organograms below fagite specific details). Assertive Higxible engagement wiit regular medical
reviews wereundertaken Physical heti monitoring ar relatedlifestyleadvice (e.g., healthy diet
and exercig) commenced but this requires further resourcing. Little changed in terms of clinical
leadership, vith teams continuing to bked by a consultant psychiast providng inpatient and

outpatient cae.

Mode

Treatment as usualelivery mode for servicesas faceto-face, with some telephone followp. In
the demonstration sitesnany of the cee andintervention visitssuch as keywder contacts, CBT,
BFT andPSwvere onductedoutside of traditional ¢hical setthgs(e.g., home, park)During the
COVIEL9 pandemic some services were delivered remotely (online, telephong &tenaintain

treatment continuity while being observantfgublic health and Governemt advice

Discharge criteria

In terms of discharge criteritreatment as usuatervice users may be discharged due to lack of

engagement with treatment options providexhd/or nonattendane at stieduled appointmentsin
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some casesservice users wodlnot be dscharged and remaias cases with mental health

services

This differs quite considerably within thHdoCwhere a service user has a planned dage three
yearsfollowing start ofEIPinterventions and this can ean be discussed from the we statt of the
journey through the EIP servicgdecision is madwith the service useandtheir family to plan the
bestapproach todischargeThe full EIP teanis involved with this procesand the keyworker is seen
as a piotal rolecoordinatedischaging theservice usetWhere appropriate, discharge camvolve
the transitionof care to the CMHT af the service user has made a good recouwg/person may

be discharged back to primargre with recommendations for lorgerm prevention of réapse.

DomainFiveg Servie User Description
Under treatment as usual, CMHTs woule service users between ages of@8years of age, with

the majority being male. Data presentedSitudy 2of this reprt provides an overview dhe

demography of servicesers atterling the EIMoC demonstration sites.

Domain Six Financing
The finare picture of HSE funding is a complex driee HSEBbtainsan annual budget from

Government each yar in Octobe (Budget day). There is thenlagal process by which the HSEaft

a National Senge Plan which sets out what the HSE will deliver basetiatrbudget. Each CHO and
service €.g.,mental health, primary carestc.) agrees what it is going tchieve. lhew
developments are to be fundedithin the area of mental dalth senices,this is agreed wittthe
Assistant National Director for Mental Hda TheW® A & A 2 Y FpBlibh{22) diVogatss $ofthe
type of staffing requireddr a CMHTand rational pay scales for new staff and npay costsare
included in all budget planslationally,cosisrelating to an inpatient adimsion can be estimated but
other sewices like EIP are more challengihge not onlyto the complexity of ceesbut also thelack
of routinely collectedserviceand service usaiata. Data on cost savings ihe Irish catext indicates
that cost savingsan be madeafter the introduction ofan EIP service which found significant
reductions in the rates admittefbr treatment and significant reductions of untreated psychosis
arisingfrom the EIP programmé34). Arguably the focus shouklvitch tofundingactivitiesthat EIP
teams are engagedith. Theseactivitieswould relate globallyto the reduction of the amount of
time between onset of symptoms and the staftteeatment (e.g.,duration of untreated psyclss)

and also provision afompreheng/e treatment plans that promote recovery and minimise
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disability(35). Thisway the funding wuld not onlyfollow the service useibut teams woulde

incentivised to meet tegets outlined within the MoC

The funding for EIP was achieved throulgh toncept 6the demonstration sites. Year twiunding
came fromthe National Clintal Programme for EIP based upon ne€kaldate, there is nmulti-
annualfunding in the HSE gendisaandEIP has not beeallocatedfunding beyond the
demonstration sitesThe EIP deonstration sites pilot programme arhighlighted within the reent
W{KKVEI GKS +AaA2yQ LRfAO& R2 O0dzvu$ yadlitibngl Biteshdllf f 2 g A y 3
berlSTAG aSNIWAOS dApE, BH23)HygwezeiwiktnhinEarmialPbydget, planning
for moving beyond the three demonsitiion sitesto roll out in other regions of theountry isvery
challengiry for the NCP to implemenflop down budgetary allocation can also be susceptible
political influencewhich does not facilitate medium to longer term service plannifgr example
time is reguiredto identify appropriate areas, to liaisewith existingteams andarea managementp
identify appropriate staffplusprovision oftraining where neessaryto establishappropriate local
governance structureand other refted activities. Thimay take betveen 24 yearsto complete
such necessargtepswhich wnderpin aplanned and coordinatebll out EIP teams to other areas$
the country Thistimeframemay coincide with a change in Government and Minisidrich could

result in a different diredbn of prioritisation within healthservices

Domain Seveq Quality ©ntrol
In treatment as usual, it and service evaluathswere challengingvithin CMHTSs due to the

chronic lack of investment in hardware and softwarehtealogies.The EIP teamsra now
participatingin the NationalClinical Audit of Psychaesin RCPs. This benchmarks the Irish teams
against established teams in England and W&és$he demonstration site<Cork participated in
2020. All three demonstration sites participated 022 and the National repd will be published in
Summer 2022

Organg@rams

Historically, isting staffing levels, resoces and the basic pvisions of care for service users vary
considerably across the country within mental headgrvicesAppendix 4ncludes asummary of

the patientdemographis from the catthmentareaeach of the three demonstration siteas well as

the additionalresources requested for th&IP MoCBenchmark recommendations oraffing and

reda 2 dzZNOSa F2NJ / al ¢ | 2NE /2KEAMTEHSSRdRanitythe @ hukand A 2y F

29



spoke model which rely on exisyrCMHT staff to provide gera services foEIP servie usersThe
hub and spoké&IP model adsito these «isting services for EIP semiusers to deliver EBpecific
interventions.The MoC outlinsnot onlythe types ofpecialismshat should be insit but also the
numbers of saff (i.e., basd upon casdoad). TheMoC proposes tht EIP teams are multidigtinary
in nature and shoulthave adequate medical staffirfg.g., consultant psychiatrisupported bynon-
consultant medical staff under their éict clinical supervision)a the hub and goke modelmedical
staff may be locatd at the spokes/CMHTReyworker roles should be in pta ineachsite, the
requirement of the numbers of keyworkease based upp case load (e.g., 15 service use@B.Tp
therapyis one of the core Blinterventionsand shouldoe availalte to all servie users attending for
EIP(e.g., estimate of one CBTpettapist for 77 caseslikewise, Bhavioural family therapis also
seen a| cornerstone of E|Rnd each site shouldhve a BETThe MoC proposedkat in hub aml
spoke ElIRervicespccupational theapy will be located withi existing CMHTSs but have dgisated
time allocated to EIP service users and EIP team nmg=etirdividud placement support (IPS)
relating to emplowbility specialists in suppting EIP seree usershauld also éature. In the hub
and spoke model IPS gpalists will be located withigeneral CMHTs but will have designated time
allocated to EIRervice uses. The MoC also suggests that physical Heaibnitoring, management
andlifestyle advie andshoul be carred out collabortively between mental he#h service team

members, GPsral primary care teams.

As a part of the procesaliation, tammembers at each EIP demonstration sitsisted u#n the
development ofsets oforganagrams. An organogranis a chardisplaying orgaisational structures.
Theaim ofthese organogramwasto visuallydescribehow the governanceclinicalactivities and
staffing structure operaté in the hub and spoke modahdto look at similaritiesand dfferences in
each dee. This #iowed not onlythe simplification ofjuite complex information into aisually
appealing diagram, but it also alledrusto easily identifysubtleyet importantdifferences between

demonstrdion sitesin organisationastrucure and staff complenent.

Organograms were elveloped in 2020 early an the process evaluation aradso repeated again in
2021 todetermine any changesver time.The organograms remained relatively unchanged in 2021.
Qualitative interview datandicaed that this was largly attributed to delaysin the recruitment
procesgsthat occurredduring the time ofprocess evaluatioand also during the COVII®

pandemic(see Study Two)

The figures belowsee Figures-Z) shov organograms fo€Cork SouthLee Sligo andveath,
respectively, for 2020(phasel) and 2021(phase 2) Cdour shading in green represtma gain in a

postor activity, while colour shadingn red represents a loss regarding a posactivity.
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TheCork South Lebub inPhase 1March 2020included a consultarpsychiatrist(but with no
protected timefor EIP activity, EIP keyarkers(n=4), CBTlinicians BFTclinician IPS person, EIP
physical healt lead and a peesupport person.lt is important to noe that two of these roles were
not funded directly throughhe EIP @monstration site project, bt were secured based aequests
andthe individwal action of the @hical Leade.g.,EIP physicaldalth lead, and the peer support
person). EIP hub activities included, inter alia, clinical team meetings, comps®ssmentand
interventions, trainingand supervision, policy @nserrce developmentservice evaluatioand
liaison and complex case magarent. In Phase 1,he spoke complement of staff included CMHT
consultant psychiatrist (spoke clinical lead), othexdical $aff, nursing, social worlglinical
psychologists andlerical dficers.Activities included,riter alia, triage, initial asses&nt, care

planning, case managemeand management of complex needs.

Generally speakingtaffing in the spoke witin the Cok South Leelemonstration des remained
unchanged, andelated to this the ativities in thehub andspolkes remained unchanged beter
the two phasesThe hub inrCork South Ledid manage to securfive additionalkeyworkers,
althoughonly two of them wee in post in 2021shaded irgreen). Aclerical officer(shaled in green)
startedin post with responsibilities to EIP betere Phasel and 2 which represents a gain f@ork

South Lee
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TheSlgo hubin Phase 1August 202Q included an EIP consultant psychiatrisit(with no protected
time for ElRactivity), EIP keyworkex BFT theapist, CBTp clinician, cliail psychologist (no

protected timefor EIP activityput attended meetings), EIP physical hitalead (notfunded),
occupationatherapist manager (no protected tinfer EIP activity, a pharmacist with a special
interest in EIRimportant to note that whie this may be a webme adlition, thistype of role is not
suggested in the MoCand anElPclerical offcer (had been in post but got seconded due to COVID

19 to another area)

Notable spoke team members unique to Sligdided an addictions counsefland an eating
disorderspractitioner, (although welcome additiomto the spoke teamghesespecialities are not
technicallynoted in the MoGas EIP postgnd occupational therapistwho are standard MDT

members.

Generallyspeaking staff in the hubna spokes in Sligddinot change inPhase 2 November2021,
with the exceptionof two new keyworkers in postHHowever, the EIP physical health lead/advahce
nurse practitioner did note that while their role remaiqsfunded, they naed that they had no
time availablefor EIP relted activiies as due tather areas of kinical andsupevisionpractice. This

represent a loss of activity in Sligo betwddrases 1 and 2.
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TheMeath hubin Phase 1, March 2020, hadoaver compéement of staffto start with. TheMeath

hub clinical team included two consultant psychisttr (heither had anyprotected time forEIP

activity), and multiple other EIPposts(e.g., BFT, IPS, peer suppalid not have anyone ipostfor
significant periods of he processevaluation.In Phase 2 iMeath new posts came on stream relating
to keyworkers,occupaional therapy, BFTandaddiction counslling within theW & LJ2(4ltiSoagh

note addiction coundéng is not identified in the MoC as an essential Ei)pa new BFElinician
alsocommenced working in the hylalongside a new IPS postthe hub The® posts andelated
activiies represens sgnificant gairs in staffing for Meath between Phasearid 2.However, Meath
did not secure an additional IP8rpon, nor an IP physical health lead, nor a peer support person at

any stage througbut the processvaluation.This limitedMeath in theserelated activities.

StudyTwa Collectionof routine servicdevel data

Database development

The sudy desigrfor Study Twowvas based on collation and analysis of routinely collated data
provided bythe services (referral swoes, time tcas®ssment ety. However this data was not
routinely colected in the service with no integrated paper or elecimsystem to povide the

expected data for this analysis.

In response to this lack aivailablesite- andservice usetevel dda, the researclieam begarthe
develgpment of a purposéuilt EIP databse using Access softwarBollowingseveralsite and
virtual visits with he Cork South Lemam, an Access database was develojpecbllaboration vith

them.

The databasevas desiqied to capture tvo types d information: patientlevel information thatis
static (e.g.date of birth, sociedemographicsthe date apatient is referred diagnostic information
at the point of referral)as well as montlyl senice-level activities that elate toa servi& dza S NI &

engagement ith keyworkersand theavailablestructured clinical programme

Following entry of inforration on all new referralstd KS GSIFY 6Ay GKS WwWaidl GdA0Q
entered informationon patients each monthl he database allowd keyworlers to enterthe total

monthly numberand typeof contacts witha patientthat month, as well as othanformation such

asthe numbe and type ofassessmentsompleted medications, adverse eventsyspialisations

and referrals nade to the structired progammes. Thee was also a section that allad clinicians
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who deliveedthe structured programmes (pesupport, psychological serégis, BFT and IP®
capture their monthly activity with each patit. Fgure 8 displays an imagefdhe Access datzase.

Pleag seeAppendix5 for a template of the infomation collected within the database.

Figure8. Image displaying the ACCESS database

Databasaisage

The database haseen throwgh several iterationsine its initial development inearly 2020 A

number of training sessionscourred throughout the year, both before staff began to input data and
then after data entry had begun. The maimpose of these sessions was to answer angsjons

on how the @tabaseoperated, butalso to agre and claify certain questions within thdatabase,

to ensure all stafinterpret database questions arehtered data consistetly. In June 2020, th€ork
South Lediise team began enteringnonthly dda followed by SliggJanary 2021)and Medh (May
20217). A totalof 192 service usexinformation has beenncluded inthis databasdCork South Lee
n=141, Sligen=51).The figues below may not includall 192 partigbants ifdata were missingfor
specificvariables EachsenicS  dza S NaEp&thw@yf lekayf tb rerge as tleir contact with each

keyworker and cliniciawascapturedon a monthly basisThe data collected at the M#asite
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