
	[image: image6.png]GMMMG

Greater Manchester
Recdicines Management Groun

(INHS]|





[image: image2]
Shared Care Protocol  
[image: image3.png]GMYMG
INHS|




                                                            

	Shared Care Guideline for:
First generation (Typical) antipsychotic depots in adults
Reference Number 
Version: 1.2
Replaces: 1.1
Issue date: 18/01/2018
Author(s)/Originator(s): (please state author name and department)

To be read in conjunction with the following documents:

Current Summary of Product characteristics (http://www.medicines.org.uk)

BNF

GMMMG Interface Prescribing Subgroup

Based on the shared care guidelines from Manchester Mental Health and Social Care Trust.
Date approved by Interface Prescribing Group: 

14/04/2016
Date approved by Greater Manchester Medicines Management Group:

19/05/2016
Date approved by Commissioners:  
Review Date: 
dd/mm/yyyy
19/05/2018
Please complete all sections

	1. Name of Drug, Brand Name, Form and Strength
	a) Flupentixol decanoate (Depixol®, Depixol conc.® and Depixol Low Volume®, generic also available) 20mg/ml, 100mg/ml and 200mg/ml

b) Fluphenazine decanoate (Modecate®, Modecate Concentrate®) 25mg/ml and 100mg/ml 
c) Haloperidol decanoate (Haldol Decanoate®) 50mg/ml and 100mg/ml
d) Zuclopenthixol decanoate (Clopixol® and Clopixol Conc®) 200mg/ml and 500mg/ml
(N.B. Zuclopenthixol acetate is not a long term depot and should not be prescribed in primary care)

	2. Licensed Indications 
	Maintenance of schizophrenia and other psychoses.  

	3. Criteria for shared care


	Prescribing responsibility will only be transferred when

· Treatment is for a specified indication.

· Treatment has been initiated and established by the secondary care specialist.

· The patient’s initial reaction to and progress on the drug is satisfactory.

· The GP has agreed in writing in each individual case that shared care is appropriate  depending on local commissioning arrangements in each CCG which may vary.
· The patient’s general physical, mental and social circumstances are such that he/she would benefit from shared care arrangements

	4. Patients excluded from shared care
	· Unstable disease state

· Patient does not consent to shared care

· Patient does not meet criteria for shared care
· Prescribing outside stated indications in this SCP.

· Patients where drug is being used to treat BPSD in dementia

· Children and adolescents <18 years old
· Patients with a history of neuroleptic malignant syndrome

	5. Therapeutic use &  background
	First Generation (Typical) antipsychotic depot medication is part of a range of treatment and long-term care available for adults with schizophrenic illness & other psychoses.

Depot injections are used for maintenance therapy, especially when compliance with oral treatment is unreliable. Evidence points that relapse rates in patients prescribed depots decrease in comparison to oral antipsychotics in the long term.

The management should be initiated by secondary mental health services.

Advice should be available should the GP require this once the patient is stepped down to primary care. For some people this may mean continuing out-patient clinics or being under CPA follow up. 
The patient should continue to be under the care of secondary care mental health services with respect to the Care Programme Approach or a Care Plan.
Only patients initiated in secondary care and deemed to be on a stable maintenance dose of depot should be managed under this policy.

	6. Contraindications (please note this does not replace the SPC or BNF and should be read in conjunction with it).
	Caution is advised in patients with hepatic impairment, renal impairment,

cardiovascular disease or arrhythmias (e.g. QT prolongation), Parkinsons disease, epilepsy, prostatic hypertrophy, severe respiratory disease, hypothyroidism, hyperthyroidism, myasthenia gravis or susceptibility to angle-closure glaucoma.

Antipsychotics may be contraindicated in comatose states, CNS depression

and phaeochromocytoma. 
Hypersensitivity to the active substance or to any of the excipients.

Nut allergy – rarely the (nut) oil vehicle used to suspend the drug can lead to systemic reactions (anaphylaxis). Before administration the patient must be assessed and known allergies detailed.


	7. Prescribing in pregnancy and lactation
	Pregnancy and breast-feeding: avoid. Discuss with consultant psychiatrist

should this occur.

	8. Dosage regimen  for continuing care

	Route of administration
	Deep intra-muscular injection

	
	Preparations available:
Typical Antipsychotic depots include:
e) Flupentixol decanoate (Depixol®, Depixol conc.® and Depixol Low Volume®, generic also available) 20mg/ml, 100mg/ml and 200mg/ml

f) Fluphenazine decanoate (Modecate®, Modecate Concentrate®) 25mg/ml and 100mg/ml 
g) Haloperidol decanoate (Haldol Decanoate®) 50mg/ml and 100mg/ml
h) Zuclopenthixol decanoate (Clopixol® and Clopixol Conc®) 200mg/ml and 500mg/ml
First Generation Depots are long acting. Any adverse effects that result from injections are likely to be long lived. 

Guide of doses & frequencies of the depot is in the table below (Additionally, refer to latest BNF and manufacturer’s information). 
Drug

Brand name

Dose range

(mg /week)

Dosing

interval

(weeks)

Max dose
Licensed Injection site

Flupentixol decanoate
Depixol

12.5-400mg
2-4

400mg weekly
Gluteal, Lateral thigh
Fluphenazine decanoate
Modecate

6.25-100mg
2-5

100mg every 2 weeks
Gluteal
Haloperidol decanoate
Haldol

12.5-300mg
4

300mg monthly or higher in some patients
Gluteal
Zuclopenthixol
decanoate
Clopixol

100-500mg

(max 600mg)
1-4

600mg weekly
Gluteal, Lateral thigh
All depots can be safely administered at their licensed dosing intervals. There is no evidence to suggest that shortening the dose interval improves efficacy. Moreover, injections are painful, so less frequent administration is desirable. 

The “observation‟, that some patients deteriorate in the days before the next depot is due, is probably incorrect or misleading. For some hours (or even days for some preparations) plasma levels of antipsychotics continue to fall albeit slowly, after the next injection. Thus patients are more at risk of deterioration immediately after a depot injection, and not before it. 

In trials, relapse seems only to occur 3-6 months (or longer) after withdrawing depot therapy; which is roughly the time required to clear steady state drug levels from the body.
When transferring from oral to depot therapy, dose by mouth should be reduced gradually.

	
	Please prescribe:  

Dosing will vary considerably between individual patient and preparation. Please prescribe as per secondary care communication.  
If patient misses a dose the dose may be administered as soon as possible after the missed dose. If more than one dose is missed then contact the mental health specialist for advice. Subsequent doses should be administered at the original dose and frequency from the date actually administered.

	
	Is titration required 
	Yes by secondary care
	

	
	Adjunctive treatment regime:

Procyclidine or alternative anticholinergic medication may be prescribed if the person is suffering from extra pyramidal side effects. This must be reviewed and reduced if side effects abate after 3 months. Seek specialist advice if needed.   

	
	Conditions requiring dose reduction:

To be agreed as part of shared care with the consultant psychiatrist. Doses may be reduced if adverse effects occur, but should only be increased after careful assessment over at least one month – preferably longer.

Elderly patients may also require a lower dose.   

	
	Usual response time :

Attainment of peak plasma levels, therapeutic effect and steady state plasma level are all delayed with depot medication.     

	
	Duration of treatment:

Determined by secondary care. Treatment should be continued as per care plan.  


	
	Treatment to be terminated by:  
Either GP in conjunction with the specialist or consultant in mental health services.       

	
	NB. All dose adjustments will be the responsibility of the specialist care unless directions have been specified in the letter from prescriber to the GP.

	9.Drug Interactions 
For a comprehensive list consult the BNF or Summary of Product Characteristics


	The following drugs must not be prescribed without consultation with the specialist:
· Enhanced response to alcohol, effects of barbiturates and other CNS depressants.

· Enhanced anticholinergic effects with anticholinergic drugs.

· Increased risk of ventricular arrhythmias when depot antipsychotics co-administered with other drugs known to significantly increase the QT interval. Co-administration should be avoided. Relevant classes include:

· class Ia and III antiarrhythmics (e.g. quinidine, amiodarone, sotalol)

· some antipsychotics (e.g. haloperidol)

· some macrolides (e.g. erythromycin)

· some antihistamines

· some quinolone antibiotics (e.g. moxifloxacin)

· Tricyclic antidepressants, citalopram and escitalopram
· Lithium

· Drugs known to cause electrolyte disturbances such as thiazide diuretics (hypokalaemia) and drugs known to increase the plasma concentration of the antipsychotic should also be used with caution as they may increase the risk of QT prolongation and malignant arrythmias.

· Impair the anti-parkinsonian effect of L-dopa, effect of anti-convulsants, metabolism of tricyclic antidepressants and the control of diabetes.

· Increase the effect of anticoagulants and antidepressants

· Drugs known to cause electrolyte disturbances such as thiazide diuretics (hypokalaemia) and drugs known to increase the plasma concentration of the antipsychotic should also be used with caution as they may increase the risk of QT prolongation and malignant arrythmias.

· Concomitant use of drugs such as metoclopramide, or antiparkinson drugs may increase the risk of extrapyramidal effects such as tardive dyskinesia



	10. Adverse drug reactions 
For a comprehensive list (including rare and very rare adverse effects), or if significance of possible adverse event uncertain, consult Summary of Product Characteristics or BNF
	Specialist to detail below the action to be taken upon occurrence of a particular adverse event as appropriate. Most serious toxicity is seen with long-term use and may therefore present first to GPs. 



	
	Adverse event
System –  symptom/sign


	Action to be taken Include whether drug should be stopped prior to contacting secondary care specialist
	By whom

	
	Extra Pyramidal Symptoms (EPS) such as parkinsonism, acute dystonic reaction, akathisia
	Provide symptomatic treatment and discuss with secondary care specialist.
	GP or specialist.

	
	Sexual dysfunction
	Provide symptomatic treatment.

If symptoms persistent, discuss with secondary care specialist to review medication.
	GP or specialist.

	
	Tardive dyskinesia
	If signs or symptoms of tardive dyskinesia appear, the medication should be reviewed by the psychiatrist to decide on best management i.e. reduction in the dose, or cessation of or alternative antipsychotic
	Specialist

	
	Autonomic effects, such as blurring of vision, increased intra-ocular pressure, dry mouth and eyes, constipation and urinary retention.
	Treat symptomatically and consult psychiatrist if problematic
	GP and / or specialist

	
	Seizures
	The medication should be reviewed by the psychiatrist
	Specialist

	
	Increased prolactin levels, asymptomatic
	<2000mu/l – exclude organic cause, discuss with patient that happy to continue on same antipsychotic, and re-check after 6 months.

>2000mu/l - discuss with MH specialist and/or Endocrinologist and consider endocrine referral to rule out organic causes.
	GP or Specialist

	
	Increased prolactin levels,
That cause symptoms such as gynaecomastia, galactorrhoea, sexual dysfunction, amenorrhoea and oligoamenorrhea. Prolaction levels do not correlate with presence of symptoms or severity.
	Discuss with MH specialist and/or Endocrinologist and consider endocrine referral.
	GP or Specialist

	
	Sedation
	Treat symptomatically and consult psychiatrist if problematic
	GP

	
	Weight gain
	Treat symptomatically and consult psychiatrist if problematic
	GP

	
	Pain and swelling at injection site
	Alternate sites of injection. Review volume prescribed. Ensure correct injection technique. Ask for review of depot
	GP / specialist if not resolving

	
	Tachycardia, arrhythmias, hypotension, QT-prolongation
	Discuss with secondary care specialist 

Depending on the actual event and severity stop treatment prior to discussing with secondary care specialist.
	GP

	
	Temperature dysregulation

(Neuroleptic Malignant Syndrome = fluctuating BP, flu-like symptoms, raised temp, muscle stiffness, sweating)
	Stop treatment and discuss with secondary care specialist.

In an emergency send patient to A&E.
	GP

	
	The patient should be advised to report any of the following signs or symptoms to their GP without delay:           



	
	Acute dystonia, convulsions, high body temperature, collapse

	
	Other important co morbidities (e.g. Chickenpox exposure). Include advice on management and prevention and who will be responsible for this in each case:

	
	Nil

	
	Any adverse reaction to a black triangle drug or serious reaction to an established drug should be reported to the MHRA via the “Yellow Card” scheme

	
	

	11.Baseline investigations
	List of investigations / monitoring  undertaken by secondary care
Urea and electrolytes

Full blood count

Blood lipids

Body weight and height

ECG

Pulse & Blood pressure

Prolactin

Liver function tests

HbA1c or fasting glucose

Waist circumference

Personal family history of diabetes & CVD risk

Lifestyle review (to include smoking, diet, physical activity, drugs & alcohol)

Perform tests where clinically indicated e.g. U&Es in high risk patients with hypertension, diabetes etc. LFTs in those with a history of alcohol misuse or significantly elevated BMI and ECG if indicated i.e patient on drugs that could prolong QT interval such as tricyclic antidepressants, quinine, methadone etc or if the patient has a family history of CVD. All inpatients will have an ECG .FBC if patients have had a history of neutropenia or are on other medication e.g. cytotoxics, certain antibiotics etc. which may add to the risk.

Local commissioning arrangements may vary and in some cases primary care will asked to undertake the baseline investigations. This will be confirmed with the individual GP as necessary.

	12. Ongoing monitoring requirements to be undertaken by GP 
(Local commissioning arrangements may vary between CCGs)

	Is monitoring required? 
	Yes 

According to NICE CG178 and 185

 ‘The secondary care team should maintain responsibility for monitoring the patient’s physical health and the effects of antipsychotic medication for at least the first 12 months or until the patient’s condition has stabilised, whichever is longer. Thereafter, this responsibility may be transferred to primary care under a shared care agreement.’

Currently no standardised commissioning agreements are in place for such a service and in the absence of this previously agreed existing arrangements apply. Also Local commissioning arrangements may vary between CCGs.

	
	Monitoring
	Frequency
	Results
	Action
	By whom

	
	Urea and electrolytes incl renal function
	Yearly*
	Outside Normal range
	Possible medication/dose change
	GP/Secondary care specialist

	
	Full blood count
	Yearly*
	Outside Normal range
	Possible medication/dose change
	GP/Secondary care specialist

	
	Blood lipids
	At 3 months, then yearly
	Outside Normal range
	Offer lifestyle advice. Possible medication/ dose change, or prescribing of lipid lowering drug
	GP/Secondary care specialist

	
	Weight, waist circumference & BMI
	Weekly for 6 weeks, then at 12 weeks, then at 1 year, then yearly by GP
	Outside Normal range
	Offer lifestyle advice.

Possible dose/medication change
	GP/secondary care specialist



	
	HbA1c or fasting glucose


	At 3 months, then yearly


	Outside Normal range
	Offer lifestyle advice.  Refer to specialist.
	GP/ secondary care specialist



	
	ECG
	If clinically indicated
	Outside Normal range
	Refer to specialist
	GP/secondary care

	
	Blood Pressure and pulse
	At 3 months, then at 1 year then yearly
	Outside Normal range
	Slow titration
	GP/Secondary care specialist

	
	Prolactin


	At 6 months, then yearly
	Outside Normal range
	Switch drugs if symptomatic
	GP/Secondary care specialist

	
	Liver function tests
	Yearly*


	Outside Normal range
	Discontinue drug if LFTs indicate hepatitis or functional liver damage
	GP/Secondary care specialist



	
	Personal family history of diabetes & CVD risk
	Yearly
	
	Possible dose/medication change. Refer to specialist.
	GP/Secondary care specialist

	
	Lifestyle review (to include smoking, diet, physical activity, drugs & alcohol)
	Yearly
	
	Offer lifestyle advice
	GP/Secondary care specialist

	
	Injection site
	At every injection
	Check if any problem e.g. lumps, rash
	Check rotating sites. Change to smallest volume by using concentrates. Use alternative sites as per SPC or ask for advice.
	CPN/Practice nurse

	
	Side effect rating scale

e.g GASS or LUNSRS
	3 monthly in 1st year then annually thereafter
	If mild continue to monitor
	If severe consider referral back to specialist
	GP/Specialist/
Practice Nurse

	
	* Perform tests where clinically indicated e.g. U&Es in high risk patients with hypertension, diabetes etc. LFTs in those with a history of alcohol misuse or significantly elevated BMI and ECG if indicated i.e patient on drugs that could prolong QT interval such as tricyclic antidepressants, quinine, methadone etc or if the patient has a family history of CVD. All inpatients will have an ECG .FBC if patients have had a history of neutropenia or are on other medication e.g. cytotoxics, certain antibiotics etc. which may add to the risk.


	13. Pharmaceutical aspects 

	No special considerations required.

	14. Responsibilities of initiating specialist
(Local commissioning arrangements may vary between CCGs)
	· Perform mental health assessment.

· Discuss with the patient and carer(s) the benefits and side-effects of the treatment and mutually agree an acceptable treatment regimen.

· Ensure accurate list of current meds from GP and physical health summary before prescribing to ensure no drug interactions, contra-indications.

· Initiate treatment and prescribe until dose is stable

· Undertake baseline monitoring.  

· Dose adjustments.

· Monitor patient’s initial reaction to and progress on the drug. 

· Perform the recommended baseline tests and continue to monitor the patient’s physical health and the effects of antipsychotic medication for at least 12 months or until the patient’s condition has stabilised, whichever is longer. This may vary between CCGs depending on local commissioning arrangements and agreed pathways for step-down.

· Ensure that the patient has an adequate supply of medication until GP supply can be arranged. 

· Patients will be considered suitable for transfer to GP prescribing ONLY when they meet the criteria listed in section 3 above. 
· The consultant team will write formally to the GP to request shared care using the GMMMG agreed process. Failure to supply all the required information will result in the refusal of the request until all information has been supplied

· Patients will only be transferred to the GP once the GP has agreed. 

· Continue to monitor and supervise the patient according to this protocol, while the patient remains on this drug, and agree to review the patient promptly if contacted by the GP

· Provide GP with diagnosis, relevant clinical information and baseline results, treatment to date and treatment plan, duration of treatment before consultant review.  

· Provide GP with details of outpatient consultations, ideally within 14 days of seeing the patient or inform GP if the patient does not attend appointment.

· Provide GP with advice on when to stop this drug.

· Act upon communication from the GP in a timely manner.

· Provide patient with relevant drug information to enable Informed consent to therapy.

· Provide patient/carer with relevant drug information to enable understanding of potential side effects and appropriate action.

· Provide patient/care with relevant drug information to enable understanding of the role of monitoring.

· Be available to provide patient specific advice and support to GPs as necessary.

· Notify GP when patient is admitted as an inpatient.

· Send a copy of the Care Programme Approach (CPA) Plan to GP including the medication treatment plan.



	15. Responsibilities of the GP

(Local commissioning arrangements may vary between CCGs)

	· Continue treatment as directed by the specialist.

· Act upon communication from the specialist in a timely manner.

· Ensure no problematic drug interactions with concomitant medicines.

· Ensure that arrangements are in place for the administration of the injection.

· To monitor and prescribe in collaboration with the specialist according to this protocol.
· To ensure that the monitoring and dosage record is kept up to date (if applicable).

· Symptoms or results are appropriately actioned, recorded and communicated to secondary care when necessary. 
· Refer back to the consultant psychiatrist/specialist service if the patient’s condition deteriorates.

· Liaise with community psychiatric nurse (CPN) or practice nurse administering the injection regarding the follow up of patients in the event of non-attendance.

· GPs should reply to request for shared care to either accept or decline within 14 days. A form is available on the GMMMG website to facilitate this, if you so wish.

· If the GP does not feel it is appropriate to take on the prescribing then the prescribing responsibilities will remain with the specialist. The GP should indicate the reason for declining.

· Enter a READ code (e.g. 8BM5.00) on to the patient record to highlight the existence of shared care for the patient.
· Add patient to Severe Mental Illness (SMI) Register on GP practice system if appropriate.
· Undertake more frequent tests if there is evidence of clinical deterioration, abnormal results, or other risk factors. Contact consultant team for advice on monitoring in these circumstances if required.

· Check all monitoring results prior to issuing a repeat prescription to ensure it is safe to do so. 

· Monitor the patient’s general wellbeing.

· Inform the consultant immediately if a patient has become pregnant or is planning to become pregnant for treatment options to be considered  

· Notify the consultant of any circumstances that may preclude the use of antipsychotics or contraindications to treatment.
· Perform full blood count if unexplained infection or fever or if other medication is added that might increase the risk of neutropenia (e.g. cytotoxics). These drugs rarely cause neutropenia.

· Seek urgent advice from secondary care if:
· Toxicity is suspected (e.g. neuroleptic malignant syndrome – refer immediately to A&E for supportive therapy)
· Non-compliance is suspected

· The GP feels a dose change is required

· There is marked deterioration in the patient’s condition

· The GP feels the patient is not benefiting from the treatment

· The shared care agreement will cease to exist, and prescribing responsibility will return to secondary care, where:

· The clinical situation deteriorates such that the shared care criterion of stability is not achieved. 

· The clinical situation requires a major change in therapy.

· The patient is a risk to self or others

· GP feels it to be in the best stated clinical interest of the patient for prescribing responsibility to transfer back to the Consultant. The Consultant will accept such a transfer within a timeframe appropriate to the clinical circumstances.

There must be discussion between the consultant team and GP on this matter and agreement from the consultant team to take back full prescribing responsibility for the treatment of the patient. The consultant team should be given 14 days’ notice in which to take back prescribing responsibilities from primary care.

· To discontinue medication if lack of efficacy, full relapse or side effects following discussion with specialist
· To ensure the physical health is monitored and information shared with secondary care and the care co-ordinator.
· CPN/practice nurse responsible for:

a) Administering depot 
b) Assessing side effects 
c) Informing GP of any difficulties such as non-adherence, side effects

	16. Responsibilities of the patient
	· To take medication as directed by the prescriber, or to contact the GP if not taking medication

· To attend hospital and GP clinic appointments, 
· To report adverse effects to their Specialist or GP.

	17.Additional Responsibilities

e.g. Failure of patient to attend for monitoring, Intolerance of drugs, Monitoring parameters outside acceptable range, Treatment failure, Communication failure


	List any special considerations


	Action required


	By whom


	Date



	
	Failure of patient to attend for monitoring
	Refer to secondary care or community mental health team for advice
	GP
	

	18. Supporting documentation
	The SCG must be accompanied by a patient information leaflet. (Available from  http://www.medicines.org.uk/emc OR  http://www.mhra.gov.uk/spc-pil/)
Further patient information available through the Choice and Medication website.

http://www.choiceandmedication.org/cms/?lang=en to find your local link.


	19. Patient monitoring booklet
(may not be applicable for all drugs)
	Non-applicable

	20. Contact details
	See Appendix 1


Appendix 1 – Local Contact Details

	Commissioner contact information 


	Name:  [insert text here]

	
	Email:  [insert text here]

	
	Contact number:  [insert text here]

	
	Organisation:  [insert text here]


	Lead author contact information 


	Name:  [insert text here]

	
	Email:  [insert text here]

	
	Contact number:  [insert text here]

	
	Organisation:  [insert text here]


	Secondary care contact information 


	If stopping medication or needing advice please contact: 

	
	Dr  [insert text here]

	
	Contact number:  [insert text here]

	
	Fax:[insert text here]

	
	Hospital:  [insert text here]


Shared Care Agreement Form
Specialist request

*IMPORTANT: ACTION NEEDED
Dear Dr
[insert Doctors name here]
Patient name:
[insert Patients name here]
Date of birth:
[insert date of birth]
NHS Number: [insert NHS Number]
Diagnosis:
[insert diagnosis here]
This patient is suitable for treatment with [insert drug name] for the treatment of
[insert indication]
This drug has been accepted for Shared Care according to the enclosed protocol (as agreed by Trust / CCG / GMMMG). I am therefore requesting your agreement to share the care of this patient. 

The patient has been fully counselled on the medication.

Treatment was started on [insert date started]   [insert dose].
If you are in agreement, please undertake monitoring and treatment from [insert date]
NB: date must be at least 1 month from initiation of treatment.

Baseline tests: 
[insert information]
Next review with this department:
[insert date]
You will be sent a written summary within 14 days. The medical staff of the department are available at all times to give you advice. The patient will not be discharged from out-patient follow-up while taking [insert text here]. 

Please use the reply slip overleaf and return it as soon as possible.

Thank you.

Yours 

[insert Specialist name]
Shared Care Agreement Form 

GP Response

Dear Dr [insert Doctors name]
Patient 
[insert Patients name]
NHS Number
[insert NHS Number]


Identifier
[insert patient date of birth/address]
I have received your request for shared care of this patient who has been advised to start [insert text here]
A
I am willing to undertake shared care for this patient as set out in the protocol

B
I wish to discuss this request with you

C
I am unable to undertake shared care of this patient.

	My reasons for not accepting are:

(Please complete this section)

	

	

	

	

	

	

	

	


GP signature





Date 

GP address/practice stamp

	Shared Care Guideline Summary:

FIRST GENERATION (TYPICAL) ANTIPSYCHOTIC DEPOT INJECTIONS
	
[image: image4]


	Drug
	All first generation (typical) antipsychotic depot injections

	Indication
	Treatment of schizophrenia and other psychoses in adult patients.

	Overview
	Depot injections are used for maintenance therapy, especially when compliance with oral treatment is unreliable. Evidence points that relapse rates in patients prescribed depots decrease in comparison to oral antipsychotics in the long term.

The patient should continue to be under the care of secondary care mental health services with respect to the Care Programme Approach or a Care Plan.

	Specialist’s Responsibilities
(Local commissioning arrangements may vary between CCGs)
	Initial investigations: Assessment of the patient and diagnosis. Assess suitability of patient for treatment. Discuss benefits and side-effects of treatment with the patient. Undertake baseline tests e.g. Urea, Electrolytes, Creatinine, FBC, Blood lipids, Weight, waist circumference, BMI, Plasma glucose, ECG, BP, Prolactin, LFTs.

Initial regimen: see BNF or relevant SPC.
Clinical monitoring: Provision of at least annual review appointments with monitoring of mental state, symptom control, physical health and side-effects.

Safety monitoring: Monitoring for response and adverse drug reactions (ADRs) during initiation period. Evaluating ADRs raised by the GP and evaluating any concerns arising from reviews undertaken by GP.

Prescribing details: Specialist initiated and titrated. Transferred to GP once stabilised. To stop the drug or provide GP with advice on when to stop this drug.

Documentation: The consultant team will write formally to the GP to request shared care using the GMMMG agreed process. Patients will only be transferred to the GP once the GP has agreed. Provide GP with diagnosis, relevant clinical information, treatment plan, duration of treatment with 14 days of seeing the patient or inform GP if the patient does not attend appointment.

	GP’s Responsibilities
(Local commissioning arrangements may vary between CCGs)
	Maintenance prescription: Prescribe antipsychotic in accordance with the specialist’s recommendations. Maintenance dosage up to a maximum as recommended in BNF.

Clinical & Safety monitoring: To report to and seek advice from the specialist on any aspect of patient care which is of concern to the GP and may affect treatment. Currently no standardised commissioning agreements are in place for such a service and in the absence of this previously agreed existing arrangements apply

Monitoring

Frequency

Action

Urea

Yearly

Check for dehydration

Electrolytes

Yearly

Correct

Renal function

Yearly

If persistently abnormal refer back to psychiatrist for review of dose

Full blood count

Yearly

Treat and correct.  If persistently abnormal refer back to psychiatrist.

Blood lipids

At 3 months then yearly

If abnormal treat

Weight, waist circumference and BMI

At 3 months then yearly

Advise on healthy diet and exercise

Hb1Ac or fasting glucose

At 3 months then yearly

Advise on healthy diet and exercise, treat if necessary

Prolactin

At 6 months then yearly

Refer back to consultant if persistently raised

Liver function  tests

Yearly

Stop drug if hepatitis suspected and refer back to consultant

BP and pulse

At 3 months then yearly

ECG

Yearly if clinically indicated e.g. previous abnormality, known additional risk factor for QT prolongation identified at annual physical check

Refer to specialist.

Personal family history of diabetes & CVD risk

Yearly

Possible dose/medication change. Refer to specialist.

Lifestyle review (to include smoking, diet, physical activity, drugs & alcohol)

Yearly

Offer lifestyle advice

Injection site

Check in any problems e.g. rash, lumps

At every injection

Check in any problems e Check rotating sites. Change to smallest volume by using concentrates. Use alternative sites as per SPC or ask for advice.

Side effect rating scale e.g GASS or LUNSRS
3 monthly in 1st year then annually thereafter

If severe consider referral back to specialist

Duration of treatment: Stop treatment on advice of specialist.

Re-referral criteria: Seek urgent advice from secondary care if:
· Toxicity is suspected 

· Non-compliance is suspected

· The GP feels a dose change is required

· There is marked deterioration in the patient’s condition

· The GP feels the patient is not benefiting from the treatment

· The patient becomes pregnant.

Documentation: GPs should reply to request for shared care to either accept or decline within 14 days. A form is available on the GMMMG website to facilitate this, if you so wish.

	Adverse Events
	Adverse events

Action

Extra Pyramidal Symptoms (EPS) such as parkinsonism, acute dystonic reaction, akathisia

If extra pyramidal side effects noted, anticholinergic drugs (e.g. Procyclidine, Orphenadrine) are generally used to reduce the unpleasant symptoms.

Sexual dysfunction

Provide symptomatic treatment.

If symptoms persistent, discuss with secondary care specialist to review medication.

Tardive dyskinesia

If signs or symptoms of tardive dyskinesia appear, the medication should be reviewed by the psychiatrist to decide on best management i.e. reduction in the dose, or cessation of or alternative antipsychotic

Autonomic effects, such as blurring of vision, increased intra-ocular pressure, dry mouth and eyes, constipation and urinary retention

Treat symptomatically and consult psychiatrist if problematic

Seizures

The medication should be reviewed by the psychiatrist

Increased prolactin levels, asymptomatic
<2000mu/l – exclude organic cause, discuss with patient that happy to continue on same antipsychotic, and re-check after 6 months.

>2000mu/l - discuss with MH specialist and/or Endocrinologist and consider endocrine referral to rule out organic causes.
Increased prolactin levels,
Symptomatic 
Discuss with MH specialist and/or Endocrinologist and consider endocrine referral.
Sedation

Treat symptomatically and consult psychiatrist if problematic

Weight gain

Treat symptomatically and consult psychiatrist if problematic

Pain and swelling at injection site

Alternate sites of injection. Review volume prescribed. Ensure correct injection technique. Ask for review of depot

Tachycardia, arrhythmias, hypotension, QT-elongation

Discuss with secondary care specialist 

Depending on the actual event and severity stop treatment prior to discussing with secondary care specialist.

Temperature dysregulation

(Neuroleptic Malignant Syndrome)

Stop treatment and discuss with secondary care specialist.

In an emergency send patient to A&E.



	Contra-indications

Cautions

Drug Interactions
	Please refer to the BNF and/or SPC for information

	Other Information
	Further patient information available through the Choice and Medication website.

http://www.choiceandmedication.org/cms/?lang=en then via your local mental health trust link.
If patient misses a dose the dose may be administered as soon as possible after the missed dose. If more than one dose is missed then contact the mental health specialist for advice. Subsequent doses should be administered at the original dose and frequency from the date actually administered.

	Contact Details
	Name: [insert text here]
Address: [insert text here]
Telephone: [insert text here]
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