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Introduction
Schizophrenia is a severe mental illness that affects almost 300,000 people in the UK; about 1 in
every 100 people during their lifetime will suffer an episode of schizophrenia. Evidence shows that
people with a diagnosis of schizophrenia have poor physical health, suffer from increased rates of
cardiovascular disease and type 2 diabetes and, as a consequence, suffer from premature
mortality. The economic cost of schizophrenia is considerable; treating a patient with schizophrenia
through their life is about six times the cost of treating a patient with heart disease.
The Healthcare Quality Improvement Partnership commissioned the Second National Audit of
Schizophrenia (NAS2) as part of the National Clinical Audit Programme. The Royal College of
Psychiatrists' in partnership with other organisations carried out the audit. The aim of the audit
was to assess the care for people affected by schizophrenia living in the community in England and
Wales and to examine how well guidelines produced by the National Institute for Health and Care
Excellence (NICE) are being followed. The first national audit took place in 2012.
This summary report is based on the NA2 national and local reports (200 pages combined).
Methodology - How the data was collected
64 Mental Health trusts took part in the audit. Data collection took place from August to November
2013. Each Trust was asked to submit data on a random sample of 100 adults under their care,
with diagnoses of either schizophrenia or schizoaffective disorder, who had been under the care of
mental health teams in the community for at least 12 months. Trust clinicians and audit
departments collected retrospective information from their case records, supplemented where
appropriate with information from primary care services. Trusts distributed the service user survey
forms to service users who, in turn, distributed a carer survey form to the individual they
considered to be their closest carer.
National Sample Size
 5,608 records from which data was extracted
 3,379 service user surveys
 1,119 carer surveys
 64 organisational questionnaires (one from each participating organisation)
BCPFT Sample Size
All Trusts were asked to return 100 returns for the audit of practice. Trusts were also asked to send
out 200 service user and carer surveys to get 50 returns (expected return rate of 25%).The number
of returns received for BCPFT are listed below: 97 audit forms
 76 service user surveys (53 was the average for the audit)
 12 carer surveys (17 was the average for the audit)
 1 organisational questionnaire
It transpired that three patients had actually transferred to long-term inpatient care and were no
longer under our community care teams and had to be removed from the audit.
Rethink Mental Illness recommended that carers receive their survey via their service user. The
uptake for the work put in was disappointing and we can increase the uptake next time using our
own local carers’ team. This information has been fed back to the Royal College to suggest
allowing for local options next time where the uptake was disappointing in past.
Audit Standards
The 16 standards agreed for this audit were based on the NICE guideline for schizophrenia (NICE
CG82 2009). (The more recent guideline [NICE CG178 2014] was published after the end of data
collection for this audit.)
The 2014 audit set out to look at the same areas as the 2012 audit, as well as adding some new
questions, and examine the experiences of people with schizophrenia in more depth.
2nd National Audit of Schizophrenia 2014
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The 2014 audit cannot be compared directly to the 2012 audit because some of the
questions were changed.
The broad aspects of care included in the standards are as below:a) Service users’ experience of care, treatment and outcomes
b) Carers’ satisfaction with the support and information they had received.
c) Information and decision making about medication
d) Practice in the prescribing of antipsychotic medications
e) Availability and use of psychological therapies
f) The extent of monitoring and intervention for physical health problems
g) Care planning and crisis planning
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Audit Results
~

Summary of Results against the 16 Standards ~
TNS
%

BCPFT
%

Service users report that their experience of care over the last twelve months has been positive

88%

88%

Benchmark
Nationally
Locally
38th out of 64
2nd out of 7

Service users report positive outcomes from the care they have received over the past 12 months

86%

89%

19th out of 64

2nd out of 7

% services users who were looking for work who reported that they were or were not getting help to find one

49%

50%

36th out of 64

3rd out of 7

% services users who were looking for other activities who reported that they were or were not getting help with this

61%

42%

56th out of 64

4th out of 7

Carers report satisfaction with the support and information they have been provided with to assist them in their role as a carer
over the past 12 months

80%

87%

14th out of 64

1st out of 7

Monitoring of five cardiometabolic health risk factors (excluding family history) across Trusts in the past 12 months

33%

33%

24th out of 64

3rd out of 7

Monitoring of smoking across Trusts in the last 12 months

89%

74%

61st out of 64

7th out of 7

Monitoring of BMI across Trusts in the past 12 months

52%

52%

29th out of 64

4th out of 7

Monitoring of blood glucose control (fasting plasma glucose or HbA1c) across Trusts at least once in the past 12 months

57%

43%

51st out of 64

5th out of 7

Monitoring of blood lipids across Trusts at least once in the past 12 months

57%

43%

46th out of 64

4th out of 7

Monitoring of blood pressure across Trusts at least once in the past 12 months

62%

53%

45th out of 64

5th out of 7

Monitoring of alcohol intake across Trusts in the past 12 months

70%

52%

58th out of 64

7th out of 7

Monitoring of substance misuse across Trusts in the past 12 months

90%

72%

62nd out of 64

7th out of 7

5.

Percentage of service users across Trusts with BMI greater than or equal to 25kg/m2 who were offered advice about diet and
exercise

71%

68%

39th out of 64

7th out of 7

6.

Were you given written or online information about your medication?

48%

50%

24th out of 64

4th out of 7

7.

Were your views taken into account when deciding which medication to prescribe?

71%

64%

52nd out of 64

4th out of 7

8.

% service users across Trusts prescribed one, two or three antipsychotics (excluding clozapine) and whether a rationale was
documented for those on two or more antipsychotics - Frequency of polypharmacy (cases not on clozapine)

11%

14%
48th out of 64

4th out of 7

Rationale documented if polypharmacy (non-clozapine)

71%

57%

7%

3%
11th out of 64

2nd out of 7

No.

1.

2.
3.
4a

4b

Standard

% service users across Trusts prescribed clozapine alone or clozapine with one or two other antipsychotic medications and
whether a rationale was documented for those on more than one antipsychotic - Frequency of polypharmacy (cases on
clozapine)

73%

Rationale documented if polypharmacy (clozapine)
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0%

Internal
Rating

~

No.

Summary of Results against the 16 Standards ~

Standard

TNS
%

BCPFT
%

8.

% service users across Trusts prescribed either one, two or three antipsychotic medications or no medication

10%

15%

9.

% service users across Trusts whose total daily dose of antipsychotic medication exceeds the BNF recommended maximum
– Frequency of Frequency of high dose (>100% BNF)
Rationale documented high dose

10%

11%

37%

9%

57%

Benchmark
Nationally
Locally
47th out of 64
4th out of 7
40th out of 64

4th out of 7

48%

19th out of 64

1st out of 7

28%

17%

47th out of 64

5th out of 7

37%
14%
19%
15%

35th out of 64

3rd out of 7

35th out of 64

4th out of 7

32nd out of 64

6th out of 7

Proportion of services users reporting they had received family intervention

39%
19%
19%
12%

19th out of 64

3rd out of 7

Does the service user have a current care plan?

95%

79%

62nd out of 64

7th out of 7

75%

86%

9th out of 64

2nd out of 7

Proportion of service users reporting they know how to get help from mental health services in a crisis

74%

69%

51st out of 64

4th out of 7

Do you have an advance directive?

31%

38%

16th out of 64

2nd out of 7

Internal
Rating

10. Numbers were too small in the individual groups to derive meaningful bar charts comparing the 64 Trusts with each other
11. No individual trust data was provided for this standard due to small denominators
Number of antipsychotic medications patients were prescribed before they were prescribed clozapine

12. % service users, not in remission, showing proportion not given a trial of at least one second generation antipsychotic
13.

medication prior to clozapine
Numbers were too small in the individual groups to derive meaningful bar charts comparing the 64 Trusts with each other
Has cognitive behavioural therapy ever been offered to the service user?

14. Proportion of services users reporting they had received CBT
Has family intervention (where patient is in contact with the family) ever been offered to the service user?

15. Proportion of service users reporting they have a care plan
16.

‘TNS’ denotes the findings for the total national sample, i.e. the whole population included in the audit
Local Benchmarking is measured against 6 other local mental health providers listed below with their NAS2code
10 Birmingham and Solihull Mental Health NHS Foundation Trust
11 Dudley and Walsall Mental Health Partnership NHS Trust
24 Worcestershire Mental Health Partnership NHS Trust
29 Coventry and Warwickshire Partnership NHS Trust
45 South Staffordshire and Shropshire Healthcare NHS Foundation Trust
70 North Staffordshire Combined Healthcare NHS Trust
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= top ten of trusts with a score well above TNS
= top twenty of trusts with a score above TNS
= bottom half of trusts with a score on or below TNS
= bottom quarter of trusts with a score well below TNS

Experiences of people with Schizophrenia
Standard 1 – Service users report that their experience of care over the last twelve months
has been positive
Proportion of service users reporting that they were satisfied with the care they received over the last 12 months
(very satisfied and fairly satisfied combined)

BCPFT (Code 61)

TNS
88%

BCPFT
88%

Benchmark
38th out of 64

Locally
2nd out of 7

Rating

The service user reference group were asked what they thought was an acceptable standard for
this question. They decided that in order for a Trust to be performing well, at least 90% of people
should be ‘very satisfied’ or ‘fairly satisfied’ with their care. Just 44% trusts met this standard.
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Standard 2 – Service users report positive outcomes from the care they have received over
the last twelve months
Proportion of service users reporting that services had helped them to achieve good mental health in the last year
(a lot and a little combined)

BCPFT (Code 61)

TNS
86%

BCPFT
89%

Benchmark
19th out of 64

Locally
2nd out of 7

Rating

90% level represents the threshold that each Trust is expected to achieve for ‘helped a lot’ plus
‘helped a little’ combined to meet standard 2. This threshold was discussed and agreed by the
service user reference group.
The proportion of services users who were looking for work who reported that they were or were not getting help
to find one

BCPFT (Code 61)

TNS
49%

BCPFT
50%

2nd National Audit of Schizophrenia 2014
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Nationally, most service users stated that they did not have a job and the majority of these stated
that they were not looking for work. This may well represent some of the consequences of longterm illness and the loss of motivation that often accompanies schizophrenia. However, an
important group are the 355 (11% of the total national sample) who do not have a job but are not
getting help to find one.

The proportion of services users who were looking for other activities who reported that they were or were
not getting help with this

BCPFT (Code 61)

TNS
61%

BCPFT
42%

Benchmark
56th out of 64

Locally
4th out of 7

Rating

Nationally, it is of some concern that 43% service users reported themselves to be in the category
of not being involved in daytime activities but being happy with that. The table above represents
the proportions of service users in each Trust who were not involved in other activities, but
appeared to want such, grouped by those who stated that they were or were not receiving help to
become involved.
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Experiences of Carers
Standard 3 – Carers report satisfaction with the support and information they have been
provided with to assist them in their role as a carer over the past 12 months

Proportion of carers reporting satisfaction with the support and information they have been provided within the
past 12 months (somewhat satisfied and very satisfied combined)

BCPFT (Code 61)

TNS
80%

BCPFT
87%

Benchmark
14th out of 64

Locally
1st out of 7

Rating

In the carer survey form, carers were asked 17 questions across three main domains relating to
their satisfaction with the support they receive to help them in their role as a carer: information and
advice; involvement in treatment and care planning; and support from staff. Following the service
user reference group it was decided that the same criterion for meeting standards 1 and 2 should
be applied to standard 3 - a threshold of 90% of responses should be ‘very satisfied’ plus
‘somewhat satisfied’ combined.
It will be of no surprise that the Trust performed well in this category given the unique contribution
of Linda Price, Carers’ Team Manager. The low return, for the reasons described earlier in the
report undermines this rating somewhat but equally it is not unreasonable to conclude that a higher
return would have yielded similar results.
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Physical Health

Standard 4 – Monitoring of physical health risk factors
Standard 4a: The following physical health indicators have been monitored within the past 12 months:
i. History of cardiovascular disease, diabetes, hypertension or dyslipidaemia in members of the service
user’s family
ii. Use of tobacco
iii. Body mass index (BMI), or waist circumference
iv. Blood glucose control (blood glucose and/or HbA1c)
v. Blood lipids (total cholesterol and HDL)
vi. Blood pressure
Monitoring of five cardiometabolic health risk factors (excluding family history) across Trusts in the past 12 months

BCPFT (Code 61)

TNS
33%

BCPFT
33%

Benchmark
24th out of 64

Locally
3rd out of 7

Rating

The above provides an overall view of how comprehensive an assessment of the main cardiometabolic risk
factors service users received. The audit did not attempt to determine whether this assessment was made
in primary or secondary care, simply that results of these assessments could be found in the Trust case
records.
Screening for family history of cardiometabolic risk
No data was provided from the audit on how well the trust performed in this area in relation to other trusts
but nationally it ranged between 25%-19%. Asking about family history of cardiovascular disease, diabetes
and lipid problems is important in determining well recognised familial risk factors for cardiometabolic
disease. Nationally, most often the audit form returned stated that this was not recorded either one way or
the other in case records, or the relevant question in the audit of practice tool was simply not answered.
This represents a significant area of poor practice given that people with schizophrenia suffer from
premature mortality primarily due to cardiovascular disorders.
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Monitoring of smoking
Monitoring of smoking across Trusts in the last 12 months

BCPFT (Code 61)

TNS
89%

BCPFT
74%

Benchmark
61st out of 64

Locally
7th of 7

Rating

Locally
4th out of 7

Rating

Monitoring of BMI
Monitoring of BMI across Trusts in the past 12 months

BCPFT (Code 61)

TNS
52%

BCPFT
52%

Benchmark
29th out of 64

BCPFT’s and other trust’s monitoring of BMI contrasts markedly with the greater percentage of service
users who report in the service user survey below that their weight was measured. This suggests either a
substantial failure to record information on BMI in the case records or much closer monitoring in primary
care.
2nd National Audit of Schizophrenia 2014
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Has your weight been checked by a nurse or doctor in the last 12 months?

BCPFT (Code 61)

TNS
84%

BCPFT
82%

Benchmark
41st out of 64

Locally
4th out of 7

Rating

Monitoring of blood glucose control and lipids
Monitoring of blood glucose control (fasting plasma glucose or HbA1c) across Trusts at least once in the past 12
months

BCPFT (Code 61)

TNS
57%

BCPFT
43%

Benchmark
51st out of 64

Locally
5th out of 7

Rating

For many years the ‘gold standard’ for assessment of whether someone had developed diabetes, or might
be in a pre-diabetic state, was a fasting plasma (blood) glucose level (FPG), supported where necessary by a
glucose tolerance test. Recently a World Health Organisation Expert Consultation (WHO, 2011) and a NICE
Public Health guideline (NICE PH38, 2012) advised that the use of glycated haemoglobin (HbA1c) was an
2nd National Audit of Schizophrenia 2014
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adequate alternative to a plasma glucose sample. Hence, in this audit, Trusts were asked to provide either a
fasting plasma/blood glucose result and/or a HbA1c result to allow us to assess whether a service user had
an assessment of blood glucose control. Hence, in all Figures and Tables referring to ‘glucose control’ this
refers to both plasma/blood glucose levels and HbA1c levels. However, if both were supplied, only one of
these is counted in the analysis with respect to any individual service user.)
Monitoring of blood lipids across Trusts at least once in the past 12 months

BCPFT (Code 61)

TNS
57%

BCPFT
43%

Benchmark
46th out of 64

Locally
4th out of 7

Rating

Locally
2nd out of 7

Rating

Have you had blood tests carried out in the last 12 months?

BCPFT (Code 61)

TNS
88%

BCPFT
93%

Benchmark
16th out of 64

The difference between the audit of practice tool and the service user survey may again be partly an issue
of case note recording and/or that it may have been measured in primary care rather than by a hospital
clinician.
2nd National Audit of Schizophrenia 2014

Page 14 of 54

BCPFT Summary Report

Monitoring of blood pressure
Monitoring of blood pressure across Trusts at least once in the past 12 months

BCPFT (Code 61)

The data is taken from Q36 of the audit of practice tool (appendix 1)

TNS
62%

BCPFT
53%

Benchmark
45th out of 64

Locally
5th out of 7

Rating

Has your blood pressure been checked by a nurse or doctor in the last 12 months?

BCPFT (Code 61)

TNS
78%

BCPFT
72%

2nd National Audit of Schizophrenia 2014
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Standard 4b: The following physical health indicators have been monitored within the past 12 months:vii. Use of alcohol
viii. Substance misuse
Abuse of alcohol and various other illicit substances may exacerbate symptoms of schizophrenia,
and sometimes increase risk of suicide in service users with schizophrenia. Alcohol, in particular,
and other drugs of abuse may cause additional physical health problems.
Monitoring of alcohol intake across Trusts in the past 12 months

BCPFT (Code 61)

The data is taken from Q32 of the audit of practice tool (appendix 1)

TNS
70%

BCPFT
52%

Benchmark
58th out of 64

Locally
7th out of 7

Rating

Monitoring of substance misuse across Trusts in the past 12 months

BCPFT (Code 61)

The data is taken from Q33 of the audit of practice tool (appendix 1)

TNS
90%

BCPFT
72%

2nd National Audit of Schizophrenia 2014

Benchmark
62nd out of 64

Locally
7th out of 7

Page 16 of 54

Rating

BCPFT Summary Report

Standard 5 – Intervention offered for identified physical health risks
Standard 5a: When monitoring within the past 12 months has indicated a need for intervention, the
following have been offered to the service user or the treating clinician has made a referral for the
service user to receive:i. Help with smoking cessation
ii. Advice about diet and exercise, aimed at helping the person to maintain a healthy weight
iii. Treatment for diabetes
iv. Treatment for dyslipidaemia
v. Treatment for hypertension

Service users’ reporting of smoking and help offered

BCPFT (Code 61)

The data is taken from Q21 of the service user survey

TNS
8%

BCPFT
14%

Benchmark
11th out of 64

Locally
1st of 7

Rating

Similar comparisons across Trusts for interventions in relation to smoking are not provided as they do not
lend themselves to this type of analysis. However, the table below offers a comparison with the total
national sample.
Indicator
TNS
BCPFT
Rating
Intervention for smoking

59%

56%

The data is taken from Q.40 of the audit of practice tool

2nd National Audit of Schizophrenia 2014

Page 17 of 54

BCPFT Summary Report

Percentage of service users across Trusts with BMI greater than or equal to 25kg/m2 who were offered advice
about diet and exercise

BCPFT (Code 61)

The data is taken from Q34 and Q35 of the audit of practice tool (appendix 1)

TNS
71%

BCPFT
68%

Benchmark
39th out of 64

Locally
7th out of 7

Rating

Similar comparisons across Trusts for other interventions in relation to glucose, lipid, blood pressure
results, are not shown as they do not lend themselves to this type of analysis. However, the table below
offers a comparison with the total national sample.
Indicator
Intervention for abnormal glucose control
Intervention for elevated blood pressure

TNS

BCPFT

36%
40%

33%
25%

Standard 5b: When monitoring within the past 12 months has indicated a need for intervention, the
following have been offered to the service user or the treating clinician has made a referral for the
service user to receive:
vi. Help with reducing alcohol consumption.
vii. Help with reducing substance misuse
Numbers for individual groups are too small in relation to alcohol and substance misuse to derive
meaningful bar charts comparing the 64 Trusts with each other. The individual Trust reports provide each
Trust with their own figures in comparison to the national figures for this standard - see table below.
Indicator

TNS

BCPFT

Intervention for alcohol misuse
Intervention for substance misuse

74%
73%

86%
29%

2nd National Audit of Schizophrenia 2014
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Medication
There is evidence in other areas of medicine that shared decision making can improve adherence to
treatment (Hamann et al., 2003). While less is known about the impact of shared decision making in mental
health (Duncan et al.,2010), people with severe mental illness want to be involved in treatment decisions
(Adams et al., 2007), and this approach is recommended in NICE guidelines on schizophrenia (NICE CG82,
2009). Standards 6 and 7 relate to interactions between service users and medical staff.
Standard 6 – Provision of information about medication
The service user has been provided with evidence-based, written information (or an appropriate
alternative), in an accessible format, about the antipsychotic drug that they are currently prescribed
Were you given written or online information about your medication?

BCPFT (Code 61)

The data is taken from Q17 of the service user survey

TNS
48%

BCPFT
50%

Benchmark
24th out of 64

Locally
4th out of 7

Rating

Standard 7 - Involvement in prescribing decision
Were your views taken into account when deciding which medication to prescribe?

BCPFT (Code 61)

2nd National Audit of Schizophrenia 2014
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The data is taken from Q16 of the service user survey

TNS
71%

BCPFT
64%

Benchmark
52nd out of 64

Locally
4th out of 7

Rating

Prescribing
The prescribing of antipsychotic medication is a key part of the management of someone with a diagnosis
of schizophrenia. It is an important focus of the NICE guideline (NICE CG82, 2009). Standards 8 to 13 for this
audit mirror the main NICE recommendations relating to the use of antipsychotic medications.
All service users included in this audit have had their diagnosis for at least 12 months and have been in
contact with the reporting Trust for at least 12 months. Thus, there should have been adequate time for
clinicians to recognise whether there has or has not been an adequate response to the current treatment
regime and adequate time to take appropriate action if there is evidence of poor clinical response.
Standard 8: The service user is currently only prescribed a single antipsychotic drug
(unless they are in a short period of overlap while changing medication or because
clozapine is co-prescribed with a second antipsychotic) and a rationale for this has been
documented
NICE guideline advises that, in the majority of situations, only one antipsychotic medication at a time
should be prescribed (monotherapy). There is no evidence for greater effectiveness, and the risk of adverse
effects increases, with polypharmacy, i.e. the prescription of more than one antipsychotic drug at the same
time.
Percentage of service users across Trusts prescribed one, two or three antipsychotics (excluding clozapine) and
whether a rationale was documented for those on two or more antipsychotics

BCPFT (Code 61)

The data is taken from Q11 and 13 of the audit of practice tool (appendix one)

TNS

BCPFT

Benchmark

Locally

Rating

Frequency of polypharmacy (cases not
11%
14%
non-clozapine)
48th out of 64
4th out of 7
Rationale documented if polypharmacy
71%
57%
(clozapine)*
* The percentage of cases with a documented rationale (for polypharmacy and high-dose prescribing) is a percentage
of those cases receiving polypharmacy or high-dose prescribing respectively, not a percentage of all cases.
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For service users currently prescribed clozapine, whose symptoms are still not in remission, the addition of
a second antipsychotic medication to try to augment the effect of clozapine is a recognised strategy and is
supported in the NICE guideline. However, this must be accompanied by discussion with the patient, and
recording in the case notes, of a rationale for such polypharmacy.
Percentage of service users across Trusts prescribed clozapine alone or clozapine with one or two other
antipsychotic medications and whether a rationale was documented for those on more than one antipsychotic

BCPFT (Code 61)

The data is taken from Q11 and 13 of the audit of practice tool (appendix one)

Indicators
Frequency of polypharmacy (cases on
clozapine)
Rationale documented if
polypharmacy (clozapine)*

TNS

BCPFT

7%

3%

73%

0%

Benchmark

Locally

11th out of 64

2nd out of 7

Rating

* The percentage of cases with a documented rationale (for polypharmacy and high-dose prescribing) is a percentage
of those cases receiving polypharmacy or high-dose prescribing respectively, not a percentage of all cases.

The data in the two figures above have been combined to give the figure below which shows the overall
level of polypharmacy across Trusts
Percentage of service users across Trusts prescribed either one, two or three antipsychotic medications or no
medication

BCPFT (Code 61)
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The data is taken from Q11 of the audit of practice tool (appendix one)

TNS
10%

BCPFT
15%

Benchmark
47th out of 64

Locally
4th out of 7

Rating

Standard 9 – The current total daily dose of antipsychotic drug does not exceed the upper
limit of the dose range recommended by the BNF. If it does, the rationale for this has been
documented
The range of doses at which any individual antipsychotic drug may be effective varies widely between
individuals. This sometimes relates to individual sensitivity to a particular drug and sometimes to
differences in plasma drug concentrations achieved. However, the British National Formulary (BNF) gives
clear guidance on the maximum doses that should not be exceeded and evidence strongly suggests that for
the majority of service users there is no advantage to exceeding these doses.
Where a patient is receiving more than one antipsychotic drug it is convention to calculate the percentage
of ‘BNF maximum’ at which each drug is being prescribed and then add these percentages to obtain an
overall ‘percentage of maximum’ for that patient and allow a determination of whether they are receiving
above the recommended upper limits, i.e. above 100% BNF maximum.
There are occasional situations where a service user with treatment unresponsive illness may be given a
trial of a higher than 100% BNF maximum for a period of time. In such situations it is expected that the
prescribing clinician will clearly document the reasons for this in the case notes and will have discussed this
with the service user.
Percentage of service users across Trusts whose total daily dose of antipsychotic medication exceeds the BNF
recommended maximum

BCPFT (Code 61)

The data is taken from Q11 and 12 of the audit of practice tool

Indicators
Frequency of Frequency of high dose (>100% BNF)
Rationale documented high dose*

TNS
10%
37%

BCPFT
11%
9%

Benchmark

Locally

40th out of 64

4th out of 7

Rating

* The percentage of cases with a documented rationale (for polypharmacy and high-dose prescribing) is a percentage
of those cases receiving polypharmacy or high-dose prescribing respectively, not a percentage of all cases.
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The next set of standards to be considered, standards 10, 11, 12 and 13, relate to issues concerning service
users who have not demonstrated a good response to treatment, i.e. are not in remission. The grouping of
individual audit records into those service users in remission or not in remission was done using the
information supplied for question 9 in the audit of practice tool, which distinguished four categories of
‘current mental health’:
• full remission
• partial remission with minimal symptoms
} regarded as in remission
•
•

partial remission with substantial symptoms
not in remission

} regarded as not in remission

Standard 10 – If there was no or inadequate response to the first antipsychotic drug
prescribed after a minimum of four weeks at optimum dose:
i Medication adherence was investigated and documented
ii The potential impact of alcohol or substance misuse on response were investigated and documented
Those who are in remission and not on clozapine are not considered further here as they have a reasonable
response to standard, non-clozapine antipsychotic medications.
Those not in remission and not on clozapine are then further categorised according to whether they were
currently being prescribed their first antipsychotic medication or not. The first issue to be considered is
whether or not those service users not in remission had the issues of adherence to medication and misuse
of alcohol or other substances considered in relation to their poor response to treatment. These factors are
often important in poor response to treatment. There are three main groups of cases for whom this is
relevant:1. Those not in remission and still on their first antipsychotic medication
2. Those not in remission who have had more than one antipsychotic but are not on clozapine
3. Those on clozapine who are not in remission
Standard 10 applies specifically to those not in remission and still on their first antipsychotic medication.
However, while not explicitly part of standard 10, it is also important to record whether service users in the
other two categories have been assessed regarding treatment adherence and alcohol and substance abuse.
Numbers are too small in the individual groups to derive meaningful bar charts comparing the 64 Trusts
with each other. The individual Trust reports provide each Trust with their own figures in comparison to the
national figures for this standard as shown in the table below.
Indicator

TNS

BCPFT

Frequency in cases not on clozapine
Frequency in cases on clozapine

67%
73%

67%
67%

Standard 11 – If there was no or inadequate response to the first antipsychotic drug within 8
weeks, part of which was at optimum dose, the first antipsychotic drug was stopped and a
second antipsychotic drug was given
If a service user does not have a reasonable clinical response to a particular antipsychotic medication after
eight weeks the evidence is that that particular medication is unlikely to be effective for that person and
that it should be changed to an alternative. This is particularly so in the early stages of illness but also
relevant for later stages. Standard 11 relates to this issue.
Standard 11 relates specifically to those service users not in remission but still on their first antipsychotic
medication. Though not explicitly part of standard 11, it is also important to record whether service users in
not in remission but on at least their second anti-psychotic (and not on clozapine), are remaining on this
subsequent medication for longer than 8 weeks without adequate clinical response.
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No individual trust data was provided for this standard due to small denominators. However, a significant
proportion of service users who are not responding to their medication, and are not currently on clozapine,
are remaining on medication that appears to be ineffective for periods exceeding six months (13.4% of the
total audit sample). This is one of the most clinically significant findings in this audit in relation to
prescribing practice. It is worth reiterating here that all service users in the audit have been in contact with
the Trust for at least 12 months giving adequate time to institute treatment changes.
Standard 12 – If there was no or inadequate response to two antipsychotic drugs, one of
which should be a second generation antipsychotic at optimum dose, clozapine was offered
Standard 12 relates to the pathway followed for those service users who have not responded to standard
antipsychotic medications and who then require to be considered for treatment with clozapine. The NICE
guideline (NICE CG82, 2009) recommends that clozapine should be considered following two unsuccessful
trials of other antipsychotic medications.
The first table below shows how many previous antipsychotics were received by those service users
currently receiving clozapine. The second table below then shows the percentages of service users on
clozapine who are not in remission who have not had a trial of a second generation antipsychotic before
commencing clozapine
Number of antipsychotic medications patients were prescribed before they were prescribed clozapine

BCPFT (Code 61)

The data is taken from Q11 and Q16 of audit of practice tool (appendix one)

TNS
57%

BCPFT
48%

Benchmark
19th out of 64

Locally
1st out of 7

Rating

The NICE guideline advises that service users should have a trial of at least one second generation
antipsychotic medication before commencing clozapine. It is of note that the pathway for those who are
receiving clozapine and are not in remission has not included a second generation medication, but that this
has only occurred in 14 Trusts (Figure 24).
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Percentage of service users, not in remission, showing proportion not given a trial of at least one second
generation antipsychotic medication prior to clozapine

BCPFT (Code 61)

The data is taken from Q9, Q11 and Q26 of audit of practice tool (appendix one)

TNS
28%

BCPFT
17%

Benchmark
47th out of 64

Locally
5th out of 7

Rating

The most common, potentially inappropriate reason for not commencing clozapine was ‘poor compliance
expected’. While poor compliance can clearly be a problem in trying to establish someone on clozapine it
can also be the case that if clozapine improves the individual’s mental state this may then result in
improved adherence with treatment. Clinicians must give careful consideration to the clinical situation of
service users where compliance may be a problem. The data provided to the audit suggest it is being used
too commonly as a reason to justify not commencing a trial of clozapine.
Abuse of alcohol and/or other substances is another clinical reason given for not commencing clozapine.
While the numbers were small, again consideration needs to be given as to whether clozapine may help to
reduce these problems and whether a trial of treatment should be attempted. The other reasons provided
under ‘none of the above’ were quite heterogeneous and could not be re-coded into any meaningful
categories.
Standard 13 – If there was no or inadequate response to treatment despite an adequate trial
of clozapine for a trial period of clozapine, a second antipsychotic was given in addition to
clozapine for a trial period of at least 8 weeks at optimum dose
Not all treatment unresponsive service users will have a good response to clozapine. There is no clear
guideline regarding how best to manage this situation. One approach, suggested in the NICE guideline
(NICE CG82, 2009), is to consider adding a second antipsychotic drug in an attempt to augment the effect of
clozapine (ideally this should only be considered following a period of psychological therapy). Standard 13
relates to this.
The most commonly prescribed antipsychotic medications in augmentation strategies are aripiprazole and
amisulpride. Aripiprazole is often prescribed together with clozapine as a strategy to reduce clozapine
induced weight gain but is also considered by some clinicians for augmentation of treatment response. For
those service users receiving additional antipsychotics other than aripiprazole the aim is almost invariably
augmentation of treatment response.
Numbers are too small to derive a meaningful chart comparing the 64 Trusts with each other. Individual
Trust reports provide each Trust with their own figures in comparison to the national figures for this
standard – see table below
2nd National Audit of Schizophrenia 2014
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Indicator

TNS

BCPFT

Frequency of use of augmentation strategy in
service users on clozapine

28%

12%

Psychological Therapies

The place of psychological therapies in the management of people with a diagnosis of schizophrenia has
become much more established over the last ten years. The NICE Guideline (NICE CG82, 2009) recommends
that such therapies should be available in NHS Trusts for those with schizophrenia and should be used in
combination with pharmacotherapy. In particular it says to:- Offer cognitive behavioural therapy (CBT) to all people with schizophrenia.
- Offer family intervention to families of people with schizophrenia living with or in close contact with
the service user. (Note: sometimes family intervention is referred to by certain staff as family therapy.
Strictly speaking, family therapy is a specific type of family intervention, but not everyone uses these
terms in a precise way.)
It is important to note that when referring to these therapies, and in particular CBT, the data collected for
NAS relate to all forms of CBT and family interventions as recognised by staff in Trusts (see questions 42
and 43 in the audit of practice tool). This is in line with the recommendations made by NICE (2009; 2014).
Thus, the standards of service provision reflected in NAS may not fully match what is envisaged by the
Improving Access to Psychological Therapies (IAPT) programme.
Standard 14a – CBT has been offered to all service users
Has cognitive behavioural therapy ever been offered to the service user?

BCPFT (Code 61)

The data is taken from Q42 and Q44 of audit of practice tool (appendix one)

TNS
39%

BCPFT
37%

2nd National Audit of Schizophrenia 2014

Benchmark
35th out of 64

Locally
3rd out of 7
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Proportion of services users reporting they had received CBT

BCPFT (Code 61)

The data is taken from Q24 of the service user survey

TNS
19%

BCPFT
14%

Benchmark
35th out of 64

Locally
4th out of 7

Rating

Standard 14b – Family intervention has been offered to all service users who are in close
contact with their families
Has family intervention (where patient is in contact with the family) ever been offered to the service user?

BCPFT (Code 61)

The data is taken from Q43 and Q44 of audit of practice tool (appendix one)

TNS
19%

BCPFT
19%

2nd National Audit of Schizophrenia 2014

Benchmark
32nd out of 64

Locally
6th out of 7
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Proportion of services users reporting they had received family intervention

BCPFT (Code 61)

The data is taken from Q25 of the service user survey

TNS
12%

BCPFT
15%

Benchmark
19th out of 64

Locally
3rd out of 7

Rating

Care Planning

Standard 15: Each service user has a current care plan
Current NICE guidelines (NICE CG136, 2011) emphasise the importance of all people who are treated by
secondary care mental health services having a jointly developed care plan, which includes information
about the person’s current needs and what has been put in place to help meet these needs. We collected
information about care plans from the audit of practice tool and asked services users if they had a care
plan. In an attempt to find out if people who had a care plan were using it, we asked respondents who had
a care plan whether they knew where it was.
Does the service user have a current care plan?

BCPFT (Code 61)
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The data is taken from Q45 of audit of practice tool (appendix one)

TNS
95%

BCPFT
79%

Benchmark
62nd out of 64

Locally
7th out of 7

Rating

Proportion of service users reporting they have a care plan

BCPFT (Code 61)

The data is taken from Q12 of the service user survey

TNS
75%

BCPFT
86%

Benchmark
9th out of 64

Locally
2nd out of 7

Rating

Crisis Planning
NICE guidelines recommend that people in contact with mental health services are offered a crisis plan
which includes information about how they can contact services if they need them urgently.
Standard 16 – Each service user knows how to contact services in a crisis
Proportion of service users reporting they know how to get help from mental health services in a crisis

BCPFT (Code 61)
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The data is taken from Q12 of the service user survey

TNS
74%

BCPFT
69%

Benchmark
51st out of 64

Locally
4th out of 7

Rating

Advance Directives (this is not part of a specific standard but has relevance to standards 15
and 16)
Advance directives allow people who have mental capacity to provide information about treatment they
would want to receive in the event that they lose capacity at a later time. Mental Health Act legislation
requires people who provide mental health services to follow information provided in an advance directive.
Do you have an advance directive?

BCPFT (Code 61)

The data above is taken from Q13 of the service user survey

TNS
31%

BCPFT
38%

2nd National Audit of Schizophrenia 2014

Benchmark
16th out of 64

Locally
2nd out of 7
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Audit Findings
The table below is split into two. The left hand side details the national issues and the right hand
column , the specific issues that Black Country Partnership had with the audit.
Nationally

Black Country Partnership

Information systems and procedures
An important general issue, evident from
problems in data collection and from aspects of
the analyses conducted, is the frequently poor
quality of information and information systems
within Trusts. It is clear that this has affected the
ability of staff to collect much of the data
requested by the NAS audit team and must
have an impact on the ability of staff to deliver
care.

Information systems and procedures
Information Departments at Sandwell and
Wolverhampton were not able to provide a list of
community patients from OASIS or Care
Records that met the audit criteria. Community
teams were therefore approached direct to
provide this information.

For some items requested there was no
information available from almost 50% of the
case records. For example, where service users
were asked if they had been weighed by a
nurse or doctor, 84% said they had been, yet
the Trusts could only report BMI for 52%. For
measurement of blood pressure, 90% of service
users said it had been done but Trusts could
only report results for 61%.

When the audit tool (based on information
provided by the community teams) was sent to
consultants for completion, in some cases they
disagreed with the diagnosis of schizophrenia
provided by the community team and the
patients had to be removed from the audit and
new ones selected, in others the patient was
found to be under a different consultant.
Patients living in the community considered to
have stable psychosis and meeting the audit
criteria were excluded from selection as they
are not under the care of community teams.
This group of patients are seen periodically in
outpatients by consultants but information is not
available.

Monitoring and intervention for physical
health problems

Monitoring and intervention for physical
health problems

This is clearly poor for all risk factors assessed
in the audit. Only 9% of service users have
evidence of assessment, during the previous 12
months, of all six of the important risk factors for
cardiovascular disease and diabetes: family
history of diabetes and cardiovascular disease,
smoking, elevated BMI, blood glucose control,
blood lipids and blood pressure. Six percent
have not had monitoring of any of these in the
previous 12 months.

Following consultation, the audit tool was split
into two parts between consultants and care coordinators, with the consultants asked to
complete the prescribing part and the care coordinators asked to complete the physical health
monitoring and therapies parts. Despite the
consultation, it proved contentious for many
care co-ordinators to provide information on
physical health monitoring in co-operation or in
conjunction with GPs. BCPFT has over 100
individual GP practices across Sandwell and
Wolverhampton to liaise with.

There can be a number of barriers to adequate
monitoring: (i) restricted availability of staff time,
appropriate facilities and equipment; (ii) lack of
formal systems to review physical health data
and interventions required on at least an annual
basis; and (iii) lack of formal arrangements
regarding collaboration between primary and
secondary care in relation to physical health.
Trust Boards should take responsibility for
monitoring their own arrangements.

2nd National Audit of Schizophrenia 2014

A major recommendation from the first audit in
2011 was for the Department of Health to issue
national guidance to clarify the process but this
never happened. NHS England rushed out a
Physical Health CQUIN in July 2014 but for
inpatients while NAS2 focuses on people living
in the community.
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Nationally

Black Country Partnership

Monitoring and intervention for physical
health problems cont’d/…

Monitoring and intervention for physical
health problems cont’d/…

The need for proper, agreed arrangements
between secondary care services and primary
care was addressed in the recent NICE
guideline (NICE CG178, 2014).This clearly
outlines what the position should be, unless
other local agreements are in place.

Care co-ordinators and consultants had two
months to complete their audit forms and in that
time the consultants audits were received. Care
co-ordinators’ audits were given an additional 7
weeks to complete due to the difficulties around
physical health data. However, in one team, due
to significant staff absences there were no
It places the responsibility on secondary care for responses received for 18 of them by the final
the first 12 months or until the service user’s
deadline. This affected our final results and we
condition is stable, and then expects primary
may be actually performing better than our
care services to take over monitoring of physical results show.
health. This needs to be taken up by
commissioners and agreed between Trusts and An additional factor may be that in contrast to
primary care services.
the acute sector, national mental health audits
on this scale do not occur very often.
Consultants by contrast do have POMHS audits
which are conducted along similar lines and are
more familiar with this type of audit format.

Prescribing practice

Prescribing practice

Significant deficiencies remain in prescribing
practice. A trial of clozapine is recommended for
service users who have had a poor response to
trials of two other antipsychotic medications.
Yet, 57% of service users currently receiving
clozapine had been prescribed three or more
antipsychotic medications prior to commencing
clozapine. This means that their progress, to a
medication more likely to be effective for them,
was slower than it should have been.

Some members of clinical teams appeared to
find the questions ambiguous and many had to
be returned for clarification. This generated
considerable extra work for medical secretaries
who had to pull notes for a second time.

The issue of slow progression from a
medication that is not proving effective is further
exemplified by the fact that 93% of service
users who were on their very first antipsychotic
medication, and who were not in remission, had
been on this first medication for at least six
months. (If a medication is not effective it is not
recommended that it is continued for more than
8 weeks.)

Subsequent ‘data cleansing’ by the Royal
College identified quite a lot of prescribing
anomalies or potential errors e.g. the dose
indicated appeared to be particularly high. It is
not clear if all forms were routinely checked by
consultants prior to being released for inputting.

The evidence is that polypharmacy and use of
doses greater than 100% of BNF recommended
dosing are not routinely likely to improve clinical
outcome and both are likely to increase adverse
effects experienced by the service user.
Accepted practice is that only a single
antipsychotic medication should be prescribed
(monotherapy)

2nd National Audit of Schizophrenia 2014
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Nationally

Black Country Partnership

Prescribing practice cont’d/…
Such prescribing can be permissible for certain
clinical situations but then a rationale must be
recorded in the case records. For high dose
prescribing a rationale was recorded in 37% of
instances.

Psychological therapies

Psychological therapies

The percentage of service users offered either
CBT or a family intervention remains low and
the proportion taking up such therapies is even
lower (19% and 8% respectively). While there
are different views on what constitutes cognitive
therapy for psychosis (and we have taken a
broad view here) it remains the case that such
therapies are not reaching most service users.

This section of the audit tool was completed by
community care co-ordinators and as indicated
earlier there were no responses/audits received
for 18 of them by the final deadline. In addition,
two out of four community teams in Sandwell
had psychologists on maternity leave.

Resolving this issue will require commissioners
and Trusts to consider the funding implications
of training and appointing more staff with the
appropriate skills. However, this is probably the
largest deficit that exists in the treatment
services provided by Trusts.

This affected our final results and we may be
performing better than our actual results show.
Behavioral Family Therapy (BFT)
(sometimes called Family Intervention
Therapy)
Selected staff in community teams in Sandwell
prior to TCS received BFT training but not clear
how this has progressd since then

Service User Experience

Service User Experience

While service users’ views might be stated as
moderately satisfied overall, in terms of both
experience of care and effect on their outcomes,
only 57% actually described themselves as
‘very satisfied’ with their experience of care and
only 61% reported that services have helped
them ‘a lot’. It is also clear that there are other
areas where services can improve, such as in
relation to employment.

Psychosis Network carried out a similar
exercise whereby 18 service users under the
care of two different community based teams
took part in an evaluation of how local clinical
practice compared to NICE guidelines for
Schizophrenia. The findings while allowing for
some variations are broadly in line with NAS2.
Service users do not always understand some
of the terms used like ‘family therapy’ and
‘cognitive family therapy’

Carers’ satisfaction

Carers’ Satisfaction

Only 9% of Trusts met the 90% threshold for
carers feeling either ‘very’ or ‘somewhat’
satisfied with the information and support they
were receiving. Individually, 20% of carers
responding were ‘dissatisfied’ on this measure.
The fact that only 9% of Trusts met the
threshold is disappointing. In particular, carers
said they were dissatisfied with information
about the service user’s prognosis, about their
involvement in decisions made about care, and
ease of access for support for themselves.
These are aspects of care in which most Trusts
need to improve.

We registered 88% just below the threshold.
Rethink Mental Illness recommended that
carers receive their survey via their service
user. The uptake for the work put in was
disappointing and the threshold may well have
been achieved with a better response.

2nd National Audit of Schizophrenia 2014

We can increase the uptake next time using our
own local carers’ team. This information has
been fed back to the Royal College to suggest
allowing for local options next time where the
uptake was disappointing in past.
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Conclusions
Nationally

Black Country Partnership

Overall, the findings were largely unchanged
between NAS1 and NAS2. There are none of
the broad areas of care, below, in which Trusts
may be regarded as providing an excellent level
of service. The major areas of concern are:• Poor monitoring of, and intervention for, risk
factors for diabetes and cardiovascular
disease.
• Service users whose illness is poorly
responsive to standard antipsychotic
medications are waiting too long to be
commenced on clozapine
• Significant gaps in the availability of
cognitive behavioural therapy and family
interventions
• Inadequate provision of information and
support for carers
• Inadequacies in information systems

Overall, the Trust’s results are disappointing
and mirror the findings nationally . However,
progress has already been made to address
these major areas of concern:







2nd National Audit of Schizophrenia 2014

Physical Health Matron appointed, Physical
Health Strategy Group established, physical
health lead nurses within Complex care in
Wolverhampton and currently lloking to do
the same with in Sandwell community teams
Trust participates in national prescribing
audits to improve prescribing practices
Re-establishment of Psychological and
Social Therapies Group to co-ordinate and
monitoring staff training programmes for
cognitive behavioural therapy and family
interventions
Excellent service provided by Carers’ Team
in Sandwell looking to extend this to Wolves
New Business Intelligence Unit established
to improve inadequacies in current
information systems
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Recommendations and ‘Draft ‘Action Plan
NAS 2 Recommendation
1. Trust should put in place
robust governance processes
which provide clear
accountability for the
implementation of NICE
guidelines

2. Trusts should have a named
member of the Trust Board
who:a) Ensures regular audit of, and
compliance with, quality
standards on the monitoring and
treatment of cardiovascular and
metabolic disease in people with
schizophrenia through boardlevel performance indicators

What has been achieved so
far?

What more needs to be
done?

- System in place to routinely
disseminate new pieces of NICE
guidance to relevant areas
- Established quality and safety
forums at divisional and
executive level to receive
regular reports on the
implementation of NICE
guidance but this is not fully coordinated in the way it could be
- Dr Joe Vella has been appointed
Trust’s clinical lead for audit and
NICE
- Trust ready to purchase Health
Assure software system to
implement a more co-ordinated
approach for NICE guidance

The new software system will
support a robust governance
process to provide clear
accountability for the
implementation of NICE
guidelines, which will feed into
the infrastructure already in place

Medical Director is the named
member of the Trust Board
National Mental Health 2 year
CQUIN commenced in July 2014
which BCPFT took part in.
New Trust-wide Physical Health
Interventions Strategy Group has
been established

This will become the accepted
method for determining and
demonstrating compliance with
NICE guidance

Physical Health Monitoring and
Strategy is required on the way
forward
National CQUIN identified a lack
of infrastructure across the trust
to ensure physical health
monitoring and interventions are
routinely carried out
A need for clear guidance on the
roles of medical and nursing staff
in respect of physical health
monitoring and interventions
More work to be done for
information systems to be able to
capture this data

2nd National Audit of Schizophrenia 2014
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How will this be achieved?
The new system will monitor
and prompt individual
practitioners to indicate and
evidence compliance with NICE
guidance

Lead for
this action
Gill Murphy
Associate
Director of
Governance

Complete
by
August
2015

This in turn will enable a
systematic and consistent
approach to determine the level
of compliance against each
piece of relevant NICE guidance

The development of the National
CQUIN which runs for two years
will be the vehicle to drive this
forward. Thereafter audits will
be include in mental health audit
schedule/programme.

Dr El-Hilu
Clinical
Director
Mental Health

Continuous

NAS 2 Recommendation
2b) Ensures that regular audit
of, and compliance with,
standards for the prescribing of
antipsychotic medications occurs

What has been achieved so
far?

What more needs to be
done?

BCPFT is a member of the Royal
College of Psychiatrists’
Prescribing Observatory for
Mental Health (POMH-UK). These
are national mental health
prescribing audits for which the
trust pays around £5,000p.a. to
participate

These audits are invaluable and
the nearest equivalent to national
audits for mental health. They
need to continue to ensure
prescribing practice continues to
improve.

How will this be achieved?

Lead for
this action

Complete
by

System is in already working
and in place

Dr S Edwards
Medical
Director

Integral part of an ongoing 3
year strategy devised, coordinated and monitored by
Psychological and Social
Therapies Group

Jeanette
McLoughlin
Psychology
Lead

Continuous

Jeanette
McLoughlin
Psychology
Lead

3 year Plan

Completed

The results of these audits are
reported to the Trust’s Medicines
Management Committee where
an action plan is approved for
divisions to address any suboptimal practice and monitored to
completion.
3. Work with CCGs to ensure
services are able to provide
cognitive behavioural therapy
for all those wanting to receive
them

All community staff have received
awareness training. All qualified
staff (except social) in Sandwell
have received fundamental
training and this has started now
in Wolverhampton. All staff
receiving CBT supervision.
8 staff have received advance
training

4. Work with CCGs to ensure
services are able to provide
family intervention therapy for
all those wanting to receive
them

Suspicion that some staff do
offer/provide this but don’t always
call it by this term so service
users don’t recognise it as such
but this needs to be quantified.
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Continuous training programme in
place to include refresher training
and supervision

Scoping exercise to ascertain
current status among all
community teams. This will form
the basis of a plan to provide
family intervention therapy for all
those wanting to receive them
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Results will determine a training
plan for staff to receive the
necessary training to be able to
routinely offer this therapy.
Thereafter, Psychological and
Social Therapies Group will cooridnate and monitor training
programmes

NAS 2 Recommendation
5. Recognise the importance of
regular activities for service
users and support people with
schizophrenia to stay in work, or
access new employment,
education or volunteering
opportunities

6. Develop protocols to support
proper carer involvement and
support

What has been achieved so
far?

What more needs to be
done?

Launch of Sandwell Reovery
College to enable people with
mental health challenges to have
the same opportunities in life as
everyone else. Courses are coproduced with users, carers and
professionals working in
partnership.

To review the current services
that are available to help people
with local commissioners as some
day facilities and services have
been decommissioned in recent
years

Excellent Carers’ Team led by
Linda Price in Sandwell providing
extensive support to local carers

How will this be achieved?

Lead for
this action

Scope what is currently available
and hold detailed discussions
with local commissioners to
devise a plan on what is
required and can be offered to
help people with schizophrenia
to stay in work, or access new
employment, education or
volunteering opportunities

Melvena
Anderson
Mental Health
General
Manager
Planned Care

Review of services to support
carers in Wolverhampton to bring
this in line with the excellent
service provided in Sandwell

Discussions with local
stakeholder organisations in
Wolverhampton to determine
the best way forward

Gill Murphy
Associate
Director of
Governance

New community services model
for Sandwell to include physical
health nurses as well

General Manager to hold
discussions with Physical health
Strategy group to plan the way
forward

Melvena
Anderson
Mental Health
General
Manager
Planned Care

To clarify the core tasks of care
co-ordinators and how actively
they should be involved or if they
just signpost service users to local
employment facilities

Complete
by
March
2016

December
2015

Patient Experience and
Involvement Strategy launched
and a new Patient Exeprience
Group established within the Trust
7. Work to change a culture
which often regards physical
health care and mental health
care as separate. This can often
be related to staff fears about
areas they feel unfamiliar with.
The Lester Resource provides a
focus around which to base local
education programmes
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Physical Health Matron appointed
Physical Health Strategy Group
established
2 Physical Health Nurses working
with in Complex Care who carry
out these checks and also ECGs
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NAS 2 Recommendation
8. Specialist mental health
teams to assume lead
responsibility for the monitoring
of service users' physical health
for the first 12 months or until
the service user’s condition has
stabilised. Thereafter primary
care to assume lead
responsibility, unless there are
particular reasons for this
remaining with secondary care

9. This will require clear
agreements to be reached with
local primary care services. This
requires supporting the rapid
sharing of the results of routine
physical health monitoring
between primary and secondary
care

What has been achieved so
far?
The Trust is part of a 2 year
national CQUIN which specifically
addresses this recommendation.
However, more information is
required to understand exactly
how this will work in practice.
It is unclear how this would work
retrospectively i.e. service users
who have been out of hospital
and under community teams for
many years?

What more needs to be
done?
Awaiting detailed guidance from
NHS England on how the
recommendation from NICE
guidance will work in practice.
There are over 100 individual GP
practices across Sandwell and
Wolverhampton. There is a need
to hold discussions with local
commissioners to ensure they
have fully informed and engaged
primary care services with how
this will work in

How will this be achieved?

Lead for
this action

Detailed discussions with local
commissioners to agree a plan
on the way forward to provide
seamless care when a service
user moves from secondary to
primary care

Gill Murphy
Associate
Director of
Governance

The Trust is moving towards
Electronic Health Records to
facilitate this process

A working group to be established
to consider these issues

Therafter, detailed discussions
with local commissioners to
reach agreement with local
primary care services to support
the rapid sharing of the results
of routine physical health
monitoring between primary and
secondary care

Hywel Morris
Head of
Business
Intelligence

Physical Health Matron appointed
Physical Health Strategy Group
established
2 Physical Health Nurses working
with in Complex Care who carry
out these checks and also ECGs

New community services model
for Sandwell to include physical
health nurses as well

General Manager to hold
discussions with Physical health
Strategy group to plan the way
forward

Melvena
Anderson
Mental Health
General
Manager
Planned Care

Complete
by
July
2015

September
2015

10. Ensure that service users’
physical health is managed
actively, as described in the
Lester Resource. This includes
the following:a) Monitor physical health risk
factors and offer intervention
when necessary
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NAS 2 Recommendation
b) Offer support for healthier
eating and increased physical
activity and, if the service user
smokes, help to stop smoking
c) At the earliest opportunity,
identify those at high risk of
cardiovascular and metabolic
disorders
d) Offer appropriate
interventions to prevent the
development of obesity,
type 2 diabetes and
cardiovascular disease
11. Institute a regular review
process, at least annually, to
ensure service users’ physical
health status and medication are
updated and that interventions
take place - “Don’t just screen,
intervene”
12. Ensure that the care plan is
an active document, which is
regularly reviewed, with a copy
given to the service user

What has been achieved so
far?

What more needs to be
done?

Draft CPA Policy has been
completed but needs to include
more emphasis on physical health
monitoring and interventions

New community services model
for Sandwell to include physical
health nurses as well

Physical Health Matron appointed
Physical Health Strategy Group
established

2nd National Audit of Schizophrenia 2014

General Manager to hold
discussions with Physical health
Strategy group to plan the way
forward

Generic physical health training
programme for community staff
to allay fears about areas they are
unfamiliar with

Lead for
this action

Complete
by

Melvena
Anderson
Mental Health
General
Manager
Planned Care

September
2015

2 Physical Health Nurses working
with in Complex Care who carry
out these checks and also ECGs
Melvena
Anderson
Mental Health
General
Manager
Planned Care

As above

As above

As above

Service User survey of this audit
and annual National Community
Mental Health Survey offer
positive evidence this takes place

To be extended to Sandwell when
new community model becomes
fully operational in new location

Annual programmes of
community team audits and
findings for both areas reported
to Mental Health Quality and
Safety Group

Leon Mallett,
Audit Nurse
Mental Health

September
2015

Mental Health Quality and Safety
Group to determine further
dissemination across teams and
services

Following presentation of the
report and discussions at the
meeting

Dr El-Hilu
Chair of MH
Quality and
Safety Group

May 2015

Wolves Complex Care undertake
regular audits to further evidence
this
13. Ensure that the report is
disseminated to appropriate
managers, members of their
mental health teams and others
as appropriate, and that action is
taken regarding the
recommendations

How will this be achieved?

Summary report presented to
Mental Health Quality and Safety
Group 29 April 2015. The group
includes wide ranging
membership from mental health
teams and services
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What has been achieved so
far?

What more needs to be
done?

14. Ensure that where mental
health team members require
additional training to meet the
requirements, above, that this is
made available

Physical Health Matron appointed

Generic physical health training
programme for community staff
to allay fears about areas they are
unfamiliar with

15. Ensure that staff in Mental
Health Teams have the
resources, equipment and
facilities to follow the
recommendations that they are
expected to meet

New community services model
designed for Sandwell

NAS 2 Recommendation

Physical Health Strategy Group
established

Consider identifying a trust(s)
who has performed well in the
audit and key representatives go
there to see what they do
differently

How will this be achieved?

Lead for
this action

General Manager to hold
discussions with Physical health
Strategy group to plan the way
forward

Melvena
Anderson
Mental Health
General
Manager
Planned Care

Complete
by
September
2015

Make contact with trust(s)
identified to organise a visit to
view teams and services

Melvena
Anderson
Mental Health
General
Manager
Planned Care

June
2015

System is in place for these
audits.

Dr S Edwards
Medical
Director

Completed

NICE Implementation plan to be
devised to begin a programme
of baseline assessments of
relevant NICE guidance

Gill Murphy
Director of
Governance/
Dr Joe Vella
NICE Clinical
Lead

March
2016

Discuss and agree at Mental
Health Quality and Safety Group
16. Ensure that Psychiatrists
adhere to the prescribing
standards set out in the NICE
guideline

BCPFT is a member of the Royal
College of Psychiatrists’
Prescribing Observatory for
Mental Health (POMH-UK). These
are national mental health
prescribing audits for which the
trust pays around £5,000p.a. to
participate
The results of these audits are
reported to the Trust’s Medicines
Management Committee where
an action plan is approved for
divisions to address any suboptimal practice and monitored to
completion.
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These audits are invaluable and
the nearest equivalent to national
audits for mental health. They
need to continue to ensure
prescribing practice continues to
improve.
More work needs to be done for
clinical teams to assess their level
of compliance with relevant NICE
guidance by undertaking out
baseline assessments to underpin
these audits
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NAS 2 Recommendation
17. In situations where
antipsychotic drugs are
prescribed outside the
recommendations of the BNF
which is only rarely appropriate,
a clear rationale must be
provided to the service user and
documented in the case record
by the prescribing psychiatrist.
This rationale should be
reviewed and updated at least
annually. This will most
commonly be when:a) Use of more than one
antipsychotic drug at the same
time is being considered; or
b) The dose of medication may
exceed BNF dose
recommendations
18. Service users whose
symptoms do not respond well
to adequate trials of two
standard antipsychotic
medications (i.e. are regarded as
‘treatment unresponsive’) should
have a treatment trial of
clozapine, unless
contraindicated.
This should not be delayed by
inappropriately long trials of the
first two antipsychotic
medications

2nd National Audit of Schizophrenia 2014

What has been achieved so
far?
Results from the audit were
disappointing but it is unclear
why?

Results from the audit were
disappointing but it is unclear
why?

What more needs to be
done?
Clinical Director to write to all
consultant colleagues to highlight
this issue and to feedback to the
Quality and Safety Steering Group
any difficulties where achieving
full compliance may prove
problematic

How will this be achieved?

As described in previous column

Clinical Director to request clinical
teams to undertake an annual
audit to measure level of
compliance

As described in previous column

Clinical Director to write to all
consultant colleagues to highlight
this issue and to feedback to the
Quality and Safety Steering Group
any difficulties where achieving
full compliance may prove
problematic

As described in previous column

Lead for
this action

Dr El-Hilu
Clinical
Director
Mental Health

Complete
by

May
2015

March
2016

Dr El-Hilu
Clinical
Director
Mental Health

May
2015

As described in previous column
Clinical Director to request clinical
teams to undertake an annual
audit to measure level of
compliance
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March
2016

NAS 2 Recommendation

19. Pharmacists review
prescribing practices for
antipsychotic medications in
their Trusts and, where
appropriate, develop educational
programmes for members of
Mental Health Teams

20. Pharmacists collaborate with
psychiatrists and service users to
review the written and/or online
information they provide about
medication to service users and
their carers. Check that it is clear
and easy to understand

What has been achieved so
far?
Pharmacy take an active part in
lunchtime post graduate meetings
with medical staff

What more needs to be
done?
Pharmacy to undertake a review
prescribing practices for
antipsychotic medications

How will this be achieved?
Chief Pharmacist will provide a
report to Medicines Management
Committee with
recommendations as necessary

Lead for
this action

Complete
by

Gurj Bhella
Chief
Pharmacist

September
2016

Gurj Bhella
Chief
Pharmacist

June
2016

Medines Management
Committee to approve report
and decide next steps
BCPFT website provides a link to
the ‘Choice and Medication’
website. It is very clear and easy
to use and is supported by the
College of Mental Health
Pharmacy.

Chief Pharmacist to review
current arrangements

Chief Pharmacist will provide a
report to Quality and Safety
Steering Group

Pharmacy team have taken part in
a CQUIN in 2014/15 to determine
whether patients are well
informed about their medication

involving over 100 patients
across a wide range of
inpatient and community
services with favourable
results
Key documents
• Report of the second round of the National Audit of Schizophrenia (NAS2) 2014: Royal College of Psychiatrists
• Report of the second round of the National Audit of Schizophrenia (NAS2) 2014 Trust level data for Black Country Partnership NHS Foundation Trust: Royal
College of Psychiatrists
• NICE CG88 Clinical Guideline Psychosis and Schizophrenia
• NICE QS80 Quality Standard Psychosis and Schizophrenia
• Evaluating service user perspectives of how clinical practice compared to NICE guidelines for Schizophrenia within a mental health NHS Trust: BCPFT
Psychosis Network

2nd National Audit of Schizophrenia 2014
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