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Usual markers of suicide risk (male,
isolated, unemployed etc) contribute,
though the educated, insightful young
man painfully aware that his ambitions
are unlikely to be fulfilled should raise
particular concern.11 Substance misuse
can be a major issue, increasing suicide
risk, compounding social decline, and
precipitating relapse. It should be
actively screened for and particularly
suspected in cases of poor treatment
response. 

KEY ROLES OF THE 
PRIMARY CARE TEAM
People with schizophrenia die up to 
20 years prematurely, the most
common cause of death being
cardiovascular disease.12

One of the most fundamental roles of
the primary healthcare team is provision
of physical healthcare. Patients with
schizophrenia frequently have manifold
risk factors for poor physical health,
including smoking, alcohol and drug use,
poor nutrition and hygiene, obesity, 
a sedentary lifestyle and poverty. 
When the weight gain, impaired glucose
tolerance and dyslipidaemia (metabolic
syndrome) associated with
antipsychotic treatment is also taken
into account, cardiovascular mortality 
in this population is roughly doubled.13

Despite this acknowledged excess
morbidity and mortality however, 
it has been reported that schizophrenia
patients are half as likely as asthma
patients to have risk factors such as
blood pressure and cholesterol
recorded.14 They are also less likely to
undergo routine cancer screening,15
though people with schizophrenia who
develop cancer are less likely to survive
than the general population.16

Recognition of unmet physical health
needs has led to much focus on
monitoring risk factors for physical
morbidity, primary and secondary
prevention, and encouragement of the
use of general practice case registers to
ensure these needs are addressed.
While NICE recommends that physical
health monitoring in the first year of
treatment is undertaken by secondary
care, it is generally expected that it
subsequently becomes the responsibility
of primary care. The QOF indicators for
mental health are shown in table 4, p20. 

Of course, screening is only useful if it
leads to interventions. The British
Association for Psychopharmacology
recommends that if significant weight
gain occurs, lifestyle interventions and
consideration of switching antipsychotic
(to one less associated with weight gain)
should be first line.17 Adjunctive

blurred vision, constipation, urinary
retention
•Sexual dysfunction
•Amenorrhoea (raised prolactin)
•Postural hypotension

Routine baseline and generally at least
annual physical checks*
•Weight and waist circumference 
•BP and pulse 
•U&Es, LFTs
•HbA

1c
, lipid profile 

•Prolactin
•General health promotion: smoking
cessation, exercise, good diet
•For patients with a cardiac history or
on high doses/combinations of
psychotropics an ECG is necessary
* Metabolic syndrome is associated with
most antipsychotics, and is a particular
problem with clozapine and olanzapine.
If patients are on these drugs this
monitoring is especially important

Practitioners should be particularly
alert to extrapyramidal side effects (such
as parkinsonism and akathisia), risk of
QTc prolongation (particularly if drugs
with this propensity are combined or
there is a cardiac history) and metabolic
syndrome. Parkinsonism (best detected
by the presence of cogwheel rigidity)
responds to dose reduction, a change to
a second-generation preparation or
addition of an anticholinergic such as
procyclidine; akathisia may be helped by
addition of a benzodiazepine or
propranolol, but its highly unpleasant
nature and strong association with
suicide necessitates discussion with a
psychiatrist.

NICE guidelines place particular
emphasis on psychosocial interventions,
recommending that all patients with
schizophrenia should be offered CBT
(for persistent positive symptoms and to
prevent relapse) and family therapy (to
help families cope more effectively with
the patient’s problems and prevent
relapse) and arts therapy should also be
considered (for negative symptoms;
unfortunately more recent research
suggests little benefit, however). 
While these interventions are certainly
desirable, the reality is that
implementation is hampered by
resource limitations; despite CBT and
family therapy being recommended in
the original NICE guidelines, only half of
eligible patients were offered these
interventions.9   

Tragically, 5% of patients with
schizophrenia die by suicide,10 this is
generally in the first few years following
diagnosis. Hence vigilance for depressive
symptoms is vital. »
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Schizophrenia often runs a chronic course and is 
associated with considerable morbidity and mortality. While
psychotic symptoms are the most obvious manifestations of
the condition, negative symptoms (e.g. apathy and withdrawal)
and cognitive symptoms (especially deficits in executive
function) are often more disabling. It generally presents in
late adolescence or early adulthood. Schizophrenia typically
develops insidiously, potentially over several years. This period
is characterised by subtle symptoms and social decline, and
when concerns are raised it is generally by friends or family.

Recognition of the importance of prompt initiation of  
treatment for schizophrenia has resulted in considerable
focus on early detection. The GP is ideally placed to
respond to family concerns, identify prodromal symptoms,
screen for psychotic symptoms and initiate either a
mental health review or active monitoring in primary care.
NICE recommends immediate referral to a mental health
service if a patient is distressed, exhibits a decline in social
functioning and has: transient or attenuated psychotic
symptoms or other experiences or behaviour suggestive
of possible psychosis or a first-degree relative with
psychosis or schizophrenia.

Diagnosis of schizophrenia is based on symptomatology
and exclusion of other diagnoses. The differential diagnosis
is broad, including drug intoxication and withdrawal,
other psychiatric conditions and medical/neurological
diagnoses. Diagnosis should be confirmed by a psychiatrist,
and centres on clarification of psychopathology and
investigations to exclude other causes.

Antipsychotic medication is the cornerstone of 
treatment. NICE states that antipsychotic medication
should only be initiated in a first presentation of psychosis
(not in an at-risk mental state) by, or following discussion
with, a psychiatrist. The introduction of antipsychotics is
a therapeutic trial, and as such response to treatment
and side effects should be carefully documented. 

Following a first episode of psychosis 20% of patients will  
have no further episodes, 20% will have treatment resistant
psychosis and the rest will have significant recovery but
further episodes. To minimise the chance of relapse
antipsychotics are continued for a minimum of 18 months
and discontinued gradually. A second episode will often
necessitate prolonged and possibly lifelong treatment.
Patients with schizophrenia should also be offered CBT and
family therapy. GPs are able to place a psychotic episode
within the context of what is ‘normal’ for that person.

People with schizophrenia die up to 20 years prematurely, 
the most common cause of death being cardiovascular
disease. They often have manifold risk factors, including
smoking, alcohol and drug use, poor nutrition, obesity and a
sedentary lifestyle. A key role of the primary healthcare team
is provision of physical healthcare and screening. Health
promotion and smoking cessation are also important.


