
referring to a specialist diagnostic team was about 6 months.
However, after a screening questionnaire had taken place, the
time to referral was only around one month. We propose that
screening is considered at an earlier opportunity; ideally during
(or prior to) the first appointment with the CMHT in order to
reduce the time before a referral to a specialist diagnostic team
is made. This would enable treatment in a care pathway which
incorporates the diagnosis of ASD at an earlier stage.
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Aims. Psychosis is a major mental illness with first onset in young
adults. The prognosis is poor in around half of the people
affected, and difficult to predict. The few tools available to predict
prognosis have major weaknesses which limit their use in clinical
practice. We aimed to develop and validate a risk prediction
model of symptom non-remission in first-episode psychosis.
Method. Our development cohort consisted of 1027 patients with
first-episode psychosis recruited between 2005 to 2010 from 14
early intervention services across the National Health Service in
England. Our validation cohort consisted of 399 patients with
first-episode psychosis recruited between 2006 to 2009 from a
further 11 English early intervention services. The one-year
non-remission rate was 52% and 54% in the development and
validation cohorts, respectively. Multivariable logistic regression
was used to develop a risk prediction model for non-remission,
which was externally validated.
Result. The prediction model showed good discrimination
(C-statistic of 0.74 (0.72, 0.76) andadequate calibrationwith intercept
alpha of 0.13 (0.03, 0.23) and slope beta of 0.99 (0.87, 1.12). Our
model improved the net-benefit by 16% at a risk threshold of 50%,
equivalent to 16 more detected non-remitted first-episode psychosis
individuals per 100 without incorrectly classifying remitted cases.
Conclusion. Once prospectively validated, our first episode
psychosis prediction model could help identify patients at
increased risk of non-remission at initial clinical contact.
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Aims. Psychiatric hospitals are well equipped to manage patients
with complex psychiatric needs, however due to their community
setting when a rare medical emergency occurs it is not unusual for
a small delay whilst staff search for equipment on the ward or
even go to other wards for equipment. The aim of this audit is
to ensure that our psychiatric wards in Carseview Centre are
well equipped to respond to patients becoming medically unwell
and put our nurses and doctors in a position to safely stabilise the
patient until furthur help arrives.
Method. We collected data from 3 inpatient adult wards, 1 inten-
sive psychiatric care unit and 1 learning disability unit and com-
pared their resuscitation trolley equipment with local NHS
Tayside Emergency Equipment Protocol in January 2020.
Following data collection we fed back to the wards about our
results and discussions were held between doctors, charge nurses,
pharmacists and resuscitation officers to determine whether miss-
ing equipment were neccesary in the community setting and to
see if there were updates that required for our local protocol to
better reflect current practices as it had not been reviewed since
2012. Following multiple meetings we amended our local protocol
to better reflect what was . A list of recommendations was also
made to improve patient safety.

We then collected data again in January 2021
Result. Folloing our first data collection we found that the resus-
citation trolleys tended to not have ligature packs and masks were
generally not by the oxygen cylinders. Hypoglycaemic dextro-
tablets were also not readily available. The Learning disability
units also did not have an emergency resuscitation trolley.

Following our discussions and amendment of the protocol this
was finalised in November 2020 and was dissemindated towards the
wards and we waited 2 months for the changes to take effects and
recollected our data. There continued to be equipment that was
incomplete/missing on each individual ward, but none that were
consistent throughout the whole hospital site. All the recommenda-
tions that were made for the 1st data collection had been done.
Conclusion. Overall we felt that the emergency trolleys were bet-
ter equipped in line with the updated protocol compared to the
previous audit cycle. The overall pattern of missing equipment
was inconsistent and the recommendation was for staff to copm-
lete checks to address missing/incomplete items when found. Our
local protocol also recommends that all ward should stock ‘add-
itional items’ (nebuliser masks and non-rebreather masks),
which majority had however were difficult to locate, which
could delay patient care.

We will continue to repeat data collection cycles and feedback
to our wards to ensure patient safety is not compromised.
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Aims. Complex traumas are traumatic experiences that involve
multiple interpersonal threats during childhood or adolescence,

S36 Rapid-Fire Poster Presentations

https://doi.org/10.1192/bjo.2021.148 Published online by Cambridge University Press

https://doi.org/10.1192/bjo.2021.148

