
Over 90% of patients with schizophrenia are prescribed medi-
cation.1 Consequently, medication management is a central and
essential element of the work of mental health professionals,
including nurses. Medication management includes discussing
treatment choices, providing information about medication,
monitoring the positive, negative and subjective effects of drugs,
administering pills and giving injections. However, for many,
one of the main aims of medication management is to ensure
patients stick to treatment.2,3 Long-acting injections (LAIs) are
also perceived as an adherence intervention for patients who are
‘non-compliant’ with the oral medication they have been
prescribed.4,5 At first glance enhancing medication adherence is
a worthy objective; patients who fail to take their medication are
likely to relapse more rapidly and are more likely to be admitted
involuntarily compared with those who do adhere to their treat-
ment.6 However, many patient groups – and indeed professional
groups – have argued that mental health practice needs to shift
its focus away from illness management and towards recovery.7,8

The concept of ‘recovery’ stresses the importance of working
towards goals that are defined by the patient and not by the
clinician.9 To achieve this, mental health professionals need to
work in a patient-centred way to enable the patients to make
choices that will help them to achieve their personal goals (for
example, living independently, going back to college or finding a
job). Medication management is therefore about a process of shared
decision-making in which two experts (clinician and patient) share
information and agree jointly the best treatment plan to enable
patients to achieve their personal goals. Long-acting injections
(LAIs) are one of the choices that patients and clinicians should
consider to enable effective management of symptoms and
promote recovery. Ultimately the choice about whether to stick to
this plan is the patient’s. However, this does not mean that
clinicians are passive; for example, if an appointment for an LAI is
missed then it is important to follow up and explore with (but

not blame) the patient the reasons why this was the case. Although
the evidence base remains equivocal, many authors argue that
unless we work with patients to make shared collaborative choices,
clinical outcomes for patients will not improve.2,10,11

Choice v. coercion

What is the relevance of choice to LAIs? Choice is a fundamental
value in many, particularly Western, societies and we preciously
guard this right to self-determination. As health workers we must
respect patients’ choices even if we disagree with them. In mental
health practice we do force treatment on patients because we judge
they lack capacity, or present a risk, either to themselves or others
or their own health. Perhaps as a consequence we more readily
condone the coercion of patients into taking medication when
they express a choice that we disagree with, often a reluctance
to take medication. As clinicians we struggle on a daily basis with
patients who do not want treatment because they do not perceive
that medication helps or because they do not conceptualise their
experiences within a medical illness framework.12 Long-acting
injections have often been used to enforce adherence in patients
who do not or will not take medication; they can be a mechanism
allowing clinicians to take control. For example, Shi et al found
that patients receiving LAIs had a history of more frequent
relapses, were more disorganised and used illicit drugs.13 Yet it
might be argued that there are potential benefits of LAIs over oral
formulations in promoting recovery. So, is the job of mental
health professionals (and of nurses, perhaps, in particular) to
enable and respect individual patient choice, or to try to ‘enforce’
adherence?

When asked, many patients complain that they are not
involved in treatment choices, often perceiving that choices are
made for them by doctors or nurses.14 In a national patient survey
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in England in 2007 only 43% of patients stated that they had had a
say in decisions about the medication they take. In some
mental health services only half of patients were told the purpose
of new medication before it was started, and fewer than 40%
reported that they had been told about potential side-effects.1

Ensuring that patients are involved in treatment choices has
become an important quality indicator by which mental
health services in England are judged. Involving patients in
treatment decisions is no longer a ‘nice to do’, it has become a
‘must do’.1

Choice is not a one-off event at the start of treatment. Patients
make choices each time they take a pill or accept an injection. As
mental health professionals we are at risk of being in denial about
the complex and sophisticated ways in which patients express
choice by self-managing medication in combination with a range
of other ‘coping’ techniques to enable them to achieve their
personal goals.3 For example, patients will often intentionally
miss doses to manage side-effects such as sedation or sexual
dysfunction, fail to attend the out-patient clinic for an
injection,15,16 or use illegal drugs such as cannabis to alleviate
dysphoria.17 Although the evidence is far from compelling, many
clinicians may choose LAIs to give them a sense of control over a
patient’s behaviour. It may be argued that LAIs are against choice
because they take away the patients’ ability to control their
medication.

When asked, mental health professionals will almost always
argue that they work in a patient-centred way; the reality is that
they do not always do so, because they do not properly understand
what motivates patients’ choices. This was demonstrated by
Kikkert et al in a study exploring patients’ and professionals’ view
of medication adherence.18 Patients said that it was the perceived
efficacy of medication that primarily influenced their choices
about whether or not to adhere to treatment. Mental health
professionals, conversely, said that it was the side-effects of
medication that had the greatest impact on patients’ medication
adherence. Unless clinicians understand what drives choice in
the people they work with, it is impossible for them to work in
a patient-centred, collaborative way.

Long-acting injections

Mental health professionals usually perceive that a pill taken orally
is the ideal way of administering medication; other methods of
administration are generally reserved for patients who are more
reluctant to adhere to treatment (or where the clinician wants
to feel more in control). Furthermore, attitudinal studies suggest
that most clinicians believe that antipsychotic LAIs are not
acceptable to patients and carers.5 Many clinicians also think of
the associated ‘depot clinic’ as an outdated model for administering
treatment. Again, perhaps, our understanding of patients may be
wrong. Authors have argued that patients’ attitudes towards and
perceptions of LAIs, and indeed of depot clinics, are generally
positive.4,19 It is ironic that mental health providers, certainly in
the UK, have systematically eradicated service provision in the
form of depot clinics, which were valued by their patients. Indeed,
it was believed that depot clinics were out-of-date and potentially
perceived as being stigmatising.20 Perhaps policy-makers,
managers and clinicians need to re-evaluate LAIs (and the
associated services provided) in keeping with the notion of
recovery, as a positive choice that can help prevent relapse and
enable patients to get on with their lives.

To help clinicians and patients make best use of LAIs we need
to consider both technical competencies in administering LAIs
and techniques and tools for discussing and informing choices.

Where and when should LAIs be administered?

Long-acting injections should be administered at a time and in a
place that is preferred by the patient. As they become more widely
used, LAI clinics where patients may talk about their treatment
and take part in social activities may be positively received. Their
own home or a primary care setting are alternatives that patients
may wish to consider. In the UK, LAIs are frequently administered
by practice nurses working in primary care, emphasising the
importance of effective communication between primary and
secondary care services. When administering an injection,
professionals have an important opportunity to discuss other
aspects of the patient’s well-being. This is a population at high risk
of cardiovascular disease owing to a range of factors related to
illness, treatment and lifestyle (for example smoking, poor diet
and lack of exercise). ‘Chipping away’ at lifestyle factors – perhaps
by regularly asking patients whether they have had any thoughts
about stopping smoking – is an important technique in
encouraging behaviour change and promoting well-being in
patients. When patients indicate that they are ready to change,
the nurse can support them to make and maintain this change.

Good practice in administering injections

Long-acting injections are administered by mental health nurses,
by primary care practice nurses and, in some parts of the world,
by psychiatrists and primary care doctors. Those who administer
the injections need to be competent in both the technical aspects
of the procedure as well as the broader medication management
issues. Safe administration of LAIs is vital because once the
medication is administered it is irretrievable.

When learning to administer an injection, practice makes
perfect. Certainly it is vital that mental health nurses at the point
of qualification must be competent in the technical administration
of LAIs; although this may seem obvious, training programmes in
the UK have been lauded for passing nurses as competent to
practise, despite the fact that they have never given an injection.21

Experiential learning is perhaps the most effective way of teaching
nurses to acquire competence in administering LAIs. Nurses who
administer LAIs need:

(a) a knowledge of psychopharmacology and of the anatomy and
physiology of injection-giving;

(b) skill rehearsal in administration using prosthetics;

(c) a period of supervised clinical practice with a skilled mentor.

As many patients will testify, a confident nurse can administer
an injection in a way that causes little anxiety and is virtually
painless. Competent nurses can also minimise the embarrassment
of having an injection. Wynaden et al22 have described best
practice in the administration of LAIs (see Appendix 1). It is
important to pay particular attention to four key issues: possible
injection sites, needle length, backtracking technique and risks
associated with LAIs.

Injection sites

There are four major sites for administering LAIs (Fig. 1)

(a) Dorsogluteal site: this is also known as the upper outer
quadrant and is perhaps the most popular site (except in the
USA), but it is close to the sciatic nerve and is covered with
abundant adipose tissue in many people. Risperidone LAI is
currently licensed only for administration into the buttocks
(dorsogluteal site) using the 5 cm needle provided in the
pack.23
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(b) Ventrogluteal site: this has few major nerves and blood vessels;
the muscle is well-defined and large. Some authors have
argued that this is the best site for LAI administration
because of notably fewer complications, specifically injuries
to the sciatic nerve.24 Additionally, it can almost be guaranteed
that a standard 3 cm or 4 cm needle will penetrate muscle.21

However, in practice mental health nurses are reluctant to
use this area because of problems in locating the site and a
perceived risk of needlestick injury when injecting between
the ‘V’ of the index and middle fingers.22

(c) Deltoid muscle: this is rarely used, perhaps because of (rather
weak) evidence suggesting that this site causes more discom-
fort.25 Only small volumes (less than 2ml) of medication
are recommended at this site because of small muscle size
and risk of injury to the radial nerve and brachial artery.

(d) Vastus lateralis: this is rarely used in practice, for no clearly
defined reason. The site has potential for the self-administration
of LAIs, which a small number of patients have learnt to do.

Needle length

It is remarkable how infrequently nurses consider whether the
needle they are using is long enough in order that the medication
is injected into the muscle and not into the surrounding subcuta-
neous (fatty) tissue. For example, Chan et al showed using com-
puted tomographic imaging that only a third of injections into
the dorsogluteal site actually entered the muscle, dramatically lim-
iting the efficacy of the antipsychotic and increasing the risk of fat
abscesses or infection.26 Pragmatically, nurses need to use longer
(5 cm) needles, especially in women, who have more gluteal
fat,27 and in those with a body mass index greater than 30.

Backtracking, and needle speed and angle

Despite a somewhat equivocal evidence base, the Z-track techni-
que – using the non-dominant hand to pull the skin and subcu-
taneous tissue 3–4 cm to one side of the injection site – appears
to be the best method for preventing backtracking of medication
from the injection site (Fig. 2).28,29 Many nurses appear to believe
that a slower rate of introducing the needle is less painful for the
patient. This does not appear to be the case: pain occurs if the
needle is inserted either too quickly or too slowly.30 The best
way to describe the correct (least painful) way of introducing
the needle is using a ‘dart-like’ motion.31

Risks when giving LAIs

Long-acting injections have been associated with a number of
complications at the site of the injection, including nodules and
indurations, muscle granulomas, fibrosis, abscess formation and
the accumulation of oil after repeated injections.32 Such problems
have been observed in up to a quarter of patients and are
associated with concentrated preparations, higher doses, larger
volumes, weekly injections and prolonged treatment.33

Nurses administering LAIs also need to be mindful of the need
to protect themselves against blood-borne infection by adhering
to universal precautions. Rates of HIV, for example, are high
among people with schizophrenia,34 yet nurses’ adherence to
aspects of universal precautions for infection control, specifically
glove-wearing, is generally poor.35

Having explored the technical aspects of LAIs we need to
consider the clinical skills and techniques that clinicians can use
to have conversations with patients about starting, switching
and sticking to LAIs. ‘Power questions’, exchanging information,
monitoring the effects of treatment and enabling patients to make
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Fig. 1 Main injection sites for antipsychotic long-acting
injections: (a) dorsogluteal site; (b) ventrogluteal site; (c) deltoid
site; (d) vastus lateralis site.
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choices in advance are medication management skills that
facilitate shared decision-making (see Appendix 1).

Use of ‘power questions’

We have already established that patients do not perceive that they
are involved in treatment decisions.14 What can patients and
carers do to help them take control and enable them to consider
whether an LAI is a choice that might suit them? Patients and
carers can take personal responsibility in ensuring that they are
involved in treatment decisions by making use of ‘power
questions’.36 These are essential and focused questions that
patients and carers can ask during a meeting with health
professionals. Having a list of set questions will ensure that the
patient and carer acquire the information that they need to help
them make choices about treatment. Practitioners need to provide
clear, factual information to patients in response to the questions
they are asked. When talking about LAIs, it is important to talk
about the theoretical benefits as well as the lack of compelling
evidence that these are translated into better outcomes for
patients. Some examples are given in Appendix 2, including the
question ‘What are the advantages and disadvantages of long-
acting injections?’, promoting this formulation as a choice that
patients should consider.

Exchanging information

To make treatment choices patients and their carers need informa-
tion. ‘Power questions’ are a way of patients and carers taking
control and accessing the information they need. What
interventions and techniques can nurses use to provide
information to patients and carers about treatment choices?
Rollnick et al have proposed an elegant elicit–provide–elicit model
(see Appendix 3) for exchanging information with patients,
ensuring that they obtain the information they want and need.37

Exchanging information is an important element of effective
medication management packages.2

Monitoring the effects of LAIs

In recent years mental health professsionals have been encouraged
to make use of outcome measures to establish the benefits (and
side-effects) of treatment.38 Tools such as the Positive and

Negative Syndrome Scale (PANSS) that measure symptom severity
are informative for clinicians,39 but often carry little meaning for
patients because they do not focus on the personally relevant
benefits of treatment. Part of a shared decision-making process
might be working with patients to establish what their unique
personally relevant target symptom is. This can be rated and
tracked over time (for example, weekly on a 0–10 scale), allowing
patients to monitor for themselves the effects of taking or not
taking medication, or of using injectable formulations.

Monitoring side-effects requires both objective observation
and subjective reporting. Tools such as the Liverpool University
Neuroleptic Side Effect Rating Scale (LUNSERS) and the Glasgow
Antipsychotic Side-effect Scale are useful for the common adverse
effects of antipsychotic medication.40,41 The Liverpool measure is
a comprehensive 41-item scale: patients are asked to self-report
how frequently they experience side-effects from antipsychotic
medication.42 This scale is widely used in clinical practice and
has considerable clinical utility.43 However, these tools do not
pay enough attention to the broad impact that antipsychotic
medication can have on physical well-being. White et al44 describe
a comprehensive Health Improvement Profile (HIP) for patients
with severe mental illness (available from the author upon
request). This profile enables clinicians to summarise and plan
physical healthcare with patients. Systematic objective monitoring
using the HIP to profile physical well-being is an important part
of medication management.

Making choices in advance

In clinical practice patients and clinicians may choose not to
switch to an LAI because, for example, symptoms are well
controlled and a strong preference for oral medication has been
expressed. So when is the most appropriate time to talk about
LAIs? Many discussions about treatment choices happen when
the patient is in an acutely psychotic state – quite possibly the
worst time for such a conversation as relationships between
patients, carers and clinicians are then often at their most strained.
It is perhaps unfortunate that this is when many clinicians decide
to begin LAI treatment because they believe the medication will
help control chaotic behaviour and is best for the patient. There
is evidence that by helping patients make choices in advance
(sometimes called an advance directive or crisis plan), patient
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Fig. 2 The Z-tracking technique. Using your non-dominant hand to pull the subcutaneous tissue 2–3 cm sideways (a), pierce the skin at
908 with a dart-like motion (b). Aspirate for blood; if there is none, slowly inject the medicine. Once all the medicine has been injected
withdraw the needle and release the skin to break the pathway, locking in the medicine (c).
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outcome may be enhanced.45 Discussions of choice, exploring the
pros and cons of different options including LAIs and formulating
an advanced plan, are best done with patients (and their carers) in
advance, when they are able to reflect on their process of recovery.
There is a wealth of information showing that advance choice con-
versations provide much useful information that will strengthen
clinical care.46 It is unfortunate that this does not happen enough
in practice.

Conclusion

There is an inexorable trend away from coercing patients into
taking medication, even when subject to mental health law, towards
a process of shared decision. In turn this can lead to a mutually
acceptable treatment plan drawing on the experience and expertise
of both the clinician and the patient. Long-acting injections have
had something of an image problem thus far but should be
considered a useful and possibly effective treatment that patients
may consider choosing to help them in their recovery. Indeed,
LAIs may be a positive choice to enable patients to manage their
psychosis and achieve their personal goals. Mental health nurses
require technical competence in administering LAIs safely and
medication management skills in enabling and exploring shared
choices. Power questions, exchanging information, making
advance choices and monitoring the effects of treatment are all
positive strategies that clinicians can use to help patients explore
treatment choices. Patients (and their carers) require information
in order to make choices now and in the future in the light of
personal life goals, values and experience. This work is not easy
and represents a real challenge for mental health practitioners,
patients and their carers.
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Appendix 1

Recommended clinical guideline for technical
administration of long-acting injections21,22,47

1 Consider the environment in which the injection is to be given, particu-

larly considering the dignity and privacy of the patient.

2 Check the drug for prescription and time validity, medication dosage

and method of administration.

3 Check patient’s identity, explain procedure and ensure patient consents

4 Check medicine is licensed for recommended muscle site.

5 Consider the length of needle to ensure that it is long enough to

penetrate the deep muscle tissue.

6 Ensure adherence to universal precautions for infection control, e.g.

always wear gloves.

7 Use a separate needle when drawing up the medication to be injected.

8 Place the patient in the prone position (where possible).

9 Select the injection site; preferably the ventrogluteal, which can be

located by placing the heel of your opposing hand (i.e. left hand for right

hip) on the patient’s greater trochanter (the bump of bone on the

outside of the hip bone). The index finger of the hand is placed on

the patient’s anterior superior iliac spine and the middle finger is

stretched dorsally towards but below the iliac crest (the thick curved

upper border of the pelvic bone). The triangle formed by the index

finger, the third finger and the crest of the ilium is the injection site.

10 Consider (depending on the healthcare setting local policy) cleansing

the site for 30 s with an alcohol wipe, allow the alcohol to dry on the

skin for 30 s.

11 Use the Z-track technique.

12 Insert the needle quickly and smoothly (a dart-like motion) at an angle

of 90 degrees.

13 Aspirate for blood – if present, discard and begin the procedure again.

14 Inject medication no faster than 1 ml per 10 s.

15 Withdraw the needle rapidly – apply pressure to any bleeding point.

16 Do not massage.

17 Dispose of sharps safely and remove and dispose of gloves; do not

recap needle.

Appendix 2

Power questions36

What choice of antipsychotic medication is available to me?

How do antipsychotic medicines work?

How effective is antipsychotic medication?

What symptoms will antipsychotic medication help with?

What are the different ways of taking antipsychotic medication (pills/

syrup/injections)?

What are the advantages and disadvantages of long-acting injections?

What side-effects do different antipsychotic medicines cause?

Are there different side-effects from antipsychotic long-acting injections?

What is the best way to manage the side-effects I might get from anti-

psychotic medication?

How long will I have to take antipsychotic medication?

What will happen if/when I stop antipsychotic medication?

How do I stop taking an antipsychotic long-acting injection?

Can I switch back to pills if I don’t like antipsychotic long-acting injections?

Do I need any special blood tests/health checks while I am taking anti-

psychotic medication?

How often will my antipsychotic medication be reviewed?

Appendix 3

Exchanging information

The elicit–provide–elicit model is a three-step, time-efficient model for

exchanging information with patients to ensure that patients obtain the

information they want and need to make choices.37

1. Adopt a curious and enquiring questioning style to elicit from patients

what they already know and then find out what they want to know

about long-acting injections and their medication choices. Clarify and

describe the issues to be addressed.

2. Provide the patient with clear, accurate, non-judgemental information

about the treatment choices (including formulations). This information

should be individually tailored rather than merely standardised using

information leaflets.

3. Invite the patient to communicate his or her reflections on the

information presented.
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