
Of the 16 patients advised to self-refer to LCW, 5 did so- a
completed referral rate of 31.3%.
Conclusion. The completed referral rate of 31.3% is difficult to
interpret given there are no standards in this area. On one
hand, the self-referral process as it currently exists is functioning;
on the other, some two-thirds of patients are not making the most
of a service deemed to be of benefit to their recovery.

To improve completed referral rates, efforts should be made to
better ‘sell’ LCW to the patient. Potential ways of doing this would
be through closer working with LCW- for example, LCW could
join the clinical meetings more regularly to discuss new services
they offer and feedback any patients A&L has referred. There
should also be emphasis on making the self-referral process as
straightforward as possible.

A secondary finding was the notable monthly variation in
advised referral rates. It is important to ensure the A&L team
are consistently identifying the right patients for LCW, and
again, closer liaison with LCW would help achieve this.

Clozapine & constipation: an audit of bowel habit
monitoring and laxative prescribing in inpatients on
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Aims. To establish how often bowel habits are monitored in inpa-
tients on clozapine

To determine how many of these patients are prescribed laxa-
tives and whether these are utilised
Background. It’s estimated that 30-60% of patients will suffer from
constipation whilst on clozapine; this can lead to ileus, intestinal
obstruction and bowel ischaemia, all of which can be fatal.
Constipation is much more common than clozapine-induced
blood dyscrasias, and has a higher mortality rate. Despite this,
there is no strict universal framework for bowel habit monitoring
equivalent to the compulsory FBC monitoring. Local trust guidance
indicates that bowel habits should be monitored regularly, at least at
any point of blood sampling. However, monitoring processes across
the trust were noted to be variable, as were laxative prescribing
practices.
Method. The data sample of current inpatients on clozapine
across the trust was identified from pharmacy records. The
patient’s Rio notes from the preceding 3 months were searched
for predetermined terms relating to bowel habits and constipa-
tion, and the notes were then analysed for assessment of bowel
habit. The number of FBCs collected during this 3 month period
was then used to produce comparison with the audit standard.
The data on laxative prescribing were collected from current
medication lists on EPMA.
Result. A data sample of 31 current inpatients was identified. The
audit found that only 54.8% (17) of patients had their bowel
habits monitored at least with every FBC taken. There was signifi-
cant variability between different wards, with the best performing
ward having 100% adherence to the audit standard, and the worst
performing having 0%. In terms of laxative prescribing, it was
found that 87.1% (27) of patients had at least 1 regular or 1
PRN laxative prescribed. Regular laxatives were prescribed for
61.2% (19) of patients, whereas only PRN laxatives were pre-
scribed in 25.8% (8) of patients. Of those prescribed only PRN
laxatives, only 50% (4) ever utilised this medication.

Conclusion. Bowel habits are not consistently monitored across
the trust in inpatients on clozapine, leaving room for potentially
life-threatening side effects to be missed. Additionally, regular
laxative prescribing is not standard throughout the trust,
which could further add to the potential for significant
constipation-related morbidity to occur. A standard method of
monitoring bowel habits throughout the trust, as well as a trust
laxative prescribing policy, could be a way of remedying this
issue and preventing harmful outcomes for our patients on
clozapine.
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Aims. Diabetes is more prevalent in people with mental illness than
in the general population. Those with both mental illness and dia-
betes are more likely to have poor glycaemic control. Clients with
mental illness and diabetes are less likely to receive the 9 NICE
recommended annual diabetic care processes than the general
population. In 2017, the Joint British Diabetes Societies for
Inpatient Care (JBDS-IP) and the Royal College of Psychiatrists
released guidance recommending that inpatient psychiatric admis-
sions should be used as an opportunity to complete diabetic care
processes, and a named staff member should be responsible for this.

We aimed to review local compliance with this JBDS-IP guid-
ance, increase knowledge and improve local care for clients living
with both mental illness and diabetes.
Method. We reviewed the notes of all current inpatients to gen-
eral, forensic or learning disability wards at our centre and iden-
tified all patients with a known diagnosis of Diabetes. We
identified which of the 9 care processes had been completed (or
had the most recent result documented, or had a plan made for
completion) during this admission. We identified if a named
staff member was responsible for completing processes on each
ward, and whether the care processes were documented in the
patients’ notes.
Result. We identified 18 current diabetic inpatients at our centre
(14% of inpatients). We found that none of these patients had a
diabetic care processes review documented and none of these
patients had had a foot check and urinary albumin performed
during admission, or had the last community result identified
and documented. We found that less than 15% of patients had
a documented plan concerning the completion of retinal screen-
ing. One ward had a named staff member responsible for review-
ing their diabetic patients’ screening. However, 6/9 care processes
had been completed in the significant majority of patients
(>75%).
Conclusion. Our centre is not compliant with the guideline
audited. We have implemented a plan to increase awareness of
care processes through posters, teaching (at junior and consultant
level), creating documentation templates and ensuring wards
nominate a staff member to review care processes. We have orga-
nised a re-audit. Organising foot examination, renal function test-
ing and retinal screening during admission for clients who may
have complicated social situations and may not be aware of (or
be non adherent with) the long term management of their dia-
betes has the potential to significantly reduce morbidity in this
client subgroup.
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Aims. Autism Spectrum Disorder (ASD) is a common neurode-
velopmental disorder associated with difficulties in social commu-
nication and language development, preoccupations, a need for
routine, sensory sensitivities and emotional dysregulation.
People with autism who have violently offended may be pre-
scribed psychotropic medications to treat comorbidities, or off-
license to manage aggressive or challenging behaviours.
However, the evidence base for their use remains scarce.
Method. This was a retrospective audit at Broadmoor Hospital, a
high security psychiatric hospital in the United Kingdom, into the
safe and appropriate prescribing of psychotropic medicines in
those with an ASD compared to guidance from the National
Institute for Health and Care Excellence (CG142): “Autism spec-
trum disorder in adults: diagnosis and management”. This first
cycle was undertaken during May and June 2020 and included all
patients with a confirmed or equivocal diagnosis of ASD in the pre-
ceding five years.
Result. A total of 22 participants were included in this study. Of
these, 17 participants had a confirmed diagnosis of ASD and five
participants had a suspected diagnosis of ASD, but without for-
mal confirmation with neurocognitive testing. A total of 13
(76.5%) participants with confirmed ASD were prescribed anti-
psychotic medication, nine of whom had an established comorbid
mental disorder with psychotic symptoms. Of the remaining four,
three had a diagnosis of a personality disorder. Three participants
in this study had a confirmed diagnosis of ASD without any add-
itional comorbid mental health diagnoses. No patients were pre-
scribed psychotropic medicines for the core symptoms of ASD.
The specific documentation of off-license use of antipsychotic
medicines in those without a diagnosis of a psychotic disorder
was poor. This was not recorded in any such participant in the
preceding 12 months.
Conclusion. This audit highlighted that dual diagnoses of ASD
alongside non-affective psychosis and personality disorder are over-
represented in this high security setting. The NICE clinical guide-
lines CG142 guidelines state that “antipsychotic medications should
only be used for behaviour that challenges if …. the risk to the per-
son or others is very severe”. By definition, all patients admitted to
high security are deemed to be a grave and imminent risk to the
public. Psychotropic medicines may therefore be clinically indicated
at a much earlier stage than in community patients, instigated
alongside appropriate psychosocial interventions and treatment of
comorbid conditions. It may be that catered guidelines need to be
formulated to support the safe and appropriate prescribing of psy-
chotropic medicine in forensic settings.
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Aims. Diabetes mellitus confers a twofold excess risk of cardio-
vascular disease - the leading cause of premature mortality in
those with severe mental illness. Inpatients in forensic settings
often have more severe, enduring and treatment-resistance
forms of mental illness, sometimes necessitating combinations
of prescribed antipsychotics. This audit aimed to assess adherence
to National Institute for Health and Care Excellence (NICE)
guidelines NG28 titled “type 2 diabetes in adults: management”
and summarise the metabolic parameters of those with diabetes
mellitus at Broadmoor hospital.
Method. This was a retrospective audit in a high secure forensic
psychiatry hospital in the United Kingdom, into the management
of patients with diabetes mellitus compared to guidance from
NICE (NG28).
Result. We report data from over 30 inpatients (out of approxi-
mately 200) at a high secure forensic psychiatry hospital with a
diagnosis of type 2 diabetes mellitus across two audit cycles.
This audit identified improved adherence to national guidance
regarding six monthly monitoring of HbA1c but with less than
50% of such patients having an HbA1c at or below the recom-
mended target. This is in addition to high rates of other metabolic
disorders such as obesity, dyslipidaemia and hypertension and a
mean QRISK3 score that was markedly higher than a healthy per-
son with the same age, sex, and ethnicity. There was a prevalence
of background diabetic retinopathy of 8%, diabetic nephropathy
of 5.4%, no recorded cases of diabetic neuropathy and a macro-
vascular disease prevalence of 5.4%. There were no new diagnoses
of microvascular or macrovascular disease between audit cycles.
One of the key changes between audit cycles was the recruitment
of a dietician to the hospital. By the time of undertaking the
second audit cycle, 23 patients had documented evidence of hav-
ing been offered a referral to the dietician.
Conclusion. This audit highlighted the marked cardiovascular
risk in patients with type 2 diabetes mellitus at a high secure
forensic psychiatry hospital. This includes suboptimal control of
blood pressure, lipid profiles and HbA1c that increases the risk
of premature mortality in these patients with severe mental ill-
ness. Wider, cultural changes in practice need to be implemented
to improve the metabolic health of patients in the long-term
inpatient setting of Broadmoor Hospital. This includes prescribers
avoiding the most diabetogenic antipsychotics where possible,
increasing the provision of sugar-free options at the on-site
shop, examining the proportion of carbohydrate-rich foodstuffs
in the shop and understanding the characteristics of its heaviest
purchasers, and continued coordination between primary care
and ward teams to support patients in making sustained changes
to improve their metabolic health.

An audit into the management of COVID-19 in a high
security psychiatric hospital
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Aims. Comprehensive and timely data collection during a pan-
demic is crucial in developing guidelines and policy as well as
evaluating their effectiveness. In turn, this will improve planning
for future incidents. While this is being undertaken at a national
level by Public Health England, more specific information as it
relates to psychiatric care is important in understanding the
neuropsychiatric, psychological and social effects of the pan-
demic. The management of patients with COVID-19 presents a
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