
Conclusion: GP trainees and foundation doctors are better able to
engage with the Balint group when barriers to attendance are actively
addressed. However, not all resident doctors feel comfortable with
the Balint group format, and hence it may not reduce the risk of
burnout for these individuals; in such cases, attendance should not be
mandated.
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Aims: Our aim was to review if procyclidine is being prescribed as
per BNF guidelines at DGS CMHT. As per BNF guidelines,
procyclidine is recommended to be initiated at 2.5mg of procyclidine
three times per day increasing by 2.5 mg daily until symptoms are
relieved. The effective maintenance dose is usually 10–30 mg
procyclidine per day. After a period of 3–4 months of therapy,
procyclidine should be withdrawn and the patient should be
observed to see whether the neuroleptic-induced extrapyramidal
symptoms recur.
Methods:A retrospective clinical audit was conducted on 36 patients
receiving long-acting injectable antipsychotics at the Dartford,
Gravesham, and Swanley Community Mental Health Team (DGS
CMHT) between September 15, 2023, and January 7, 2024. Data was
collected on patient demographics, diagnosis, antipsychotic medi-
cation, procyclidine use, Glasgow Antipsychotic Side-effect Scale
(GASS) scores, and procyclidine review.
Results: The majority of patients were male (27 out of 36 [75%]) and
in the 55–64 age range (16 out of 36 [44%]). The primary diagnoses
were schizophrenia (25 out of 36 [69%]) and bipolar disorder (9 out
of 36 [25%]). 14 out of 36 patients (39%) were currently taking
regular procyclidine, with doses ranging from 5 mg once daily to 10
mg three times daily, while 6 were taking procyclidine as PRN.
Regular procyclidine reviews were undertaken in 13 patients
(92.9%), with review intervals ranging from monthly to 6-monthly.
The common outcomes of reviews included dose adjustments, side
effect monitoring, and discontinued use due to adverse effects or lack
of efficacy. Out of those on regular procyclidine, 9 patients (64%)
showed an improvement in their GASS scores. Among those on
regular procyclidine, the starting dose was not available for 6 patients
because the starting time pre-dates electronic records. From those
included in our electronic records, the data indicates that the starting
dose of procyclidine varied, with some patients being started on 5mg
as per need and later changed to regular, while others being started
on 5 mg once a day, but none was started as per the trust
recommended dosage of 2.5 mg three times a day. While there is no
specific mention of a plan to review within 3–4 months for response
to start of, or change in dosage of procyclidine, the data suggests,
however, that regular reviews were being conducted to monitor the
effectiveness and side effects of procyclidine. However, 4 patients,
when they were first started on procyclidine, were asked to be
reviewed by the GP.
Conclusion: The clinical audit demonstrates that procyclidine was
being used to manage extrapyramidal side effects in patients
receiving long-acting injectable antipsychotics at the DGS CMHT.
The starting doses and review intervals for procyclidine varied, but
regular monitoring of GASS scores and patient outcomes was

occurring. The data suggests that procyclidine was generally effective
in improving GASS scores andmanaging extrapyramidal symptoms,
with 64% of patients showing improvement. It was worth noting that
none of the patients in the record were started on the recommended
starting dose of 2.5 mg TDS. Increasing awareness of trust protocol
regarding prescribing of procyclidine is recommended to ensure
evidence-based practice. This was presented in the local audit
conference with team of doctors and pharmacists and changes
implemented.
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Aims: To reduce medication errors on West Ward, a busy adult
mental health ward, by addressing multiple domains of medication
safety identified in a baseline audit. The project aimed to improve
prescribing practices, medication administration, and related
processes through targeted interventions and continuous
monitoring.
Methods: A baseline audit of medication practices on West Ward
revealed significant errors across various domains, including
temperature recording, medication stock management, MHRA
actions and alerts, record keeping, incomplete processes, prescribing
technicalities, clinical issues, administration errors, controlled drug
management, emergency drug and equipment availability, medicine
ordering, and medicine information.

A quality improvement (QI) project was implemented over six
months, incorporating three Plan-Do-Study-Act (PDSA) cycles.
Interventions included:

Training: Targeted training for doctors and nurses on best
practices in medication safety, focusing on identified error hotspots.

Documentation Improvement: Introduction of standardised
templates and improved documentation processes to enhance clarity
and completeness.

Induction Changes: Revision of the induction process for new
staff to emphasise medication safety protocols and ward-specific
procedures.

Controlled Drug Review: A comprehensive review and strength-
ening of controlled drug management procedures, including
prescribing, storage, and administration.

MHRA Record Keeping Review: Implementation of a robust
system for recording and acting upon MHRA alerts and drug safety
information.

Data was collected throughout the project using regular audits of
medication practices, mirroring the baseline audit. Error rates were
tracked across all targeted domains for each PDSA cycle to assess the
impact of the interventions. Sustained improvement was evaluated
through follow-up audits after the project’s completion.
Results: The QI project demonstrated a significant reduction in
medication errors on West Ward. Overall, a 51% reduction in the
total number of medication errors was achieved over the six-month
period. Each PDSA cycle contributed to this improvement, with
error rates progressively decreasing. Specific areas showing marked
improvement included prescribing technicalities, administration
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