
Early Intervention in Psychosis: a primary care overview 
 
 “All of my life i have lived with people with mental illness two brothers and my 
father suffered from schizophrenia. I grew up with no understanding of there 
illness and as a family we all suffered. When my son started to hear voices and 
hallucinate I thought that like my father and brothers his life was over and he 
would never be a active part of society. Then we were introduced to the early 
intervention team and all of our lives changed for the better.  .  
 
E is a very much active member of society and has passed his GCSE,s and 
now has a GVNQ in horticulture. He was horticulture student of the year and is 
now at college continuing his studies. I feel that a chain was broken in our 
family that had gone on for many years, and without early intervention we 
would still be living under that black cloud.”            Jill Hewett 2009 
 

In this paper we shall examine the rationale for early intervention in psychosis, the service 

changes and policies responsible for shaping modern approaches, and some of the implications 

for primary care.    
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Introduction 
Most general practitioners (GPs) can recall dealing with a young person with an emerging 

psychosis: their distress, the family’s bewilderment and the shared concern about what may lie 

ahead.  Like most mental disorders, functional psychoses such as schizophrenia and bipolar 

affective disorder usually appear when people are young (80% of first episode psychoses occur 

between 16 and 30 years of age), at a critical time in their intellectual and social development and 

emerging personal autonomy. A GP might expect to see one or two such people with a first 

episode of psychosis each year, frequently being consulted at some point on the illness pathwayi 

and acting as the most common final referring agent. GP involvement is also associated with 

reduced use of the Mental Health Act.ii    Primary care has thus a potentially pivotal role in 

influencing the course and outcome of first episode psychosis.    

 

However this is not just about prompt recognition of early psychosis by GPs.  The nature of the 

specialist response is crucial. In England from the late 1990s the NSF Mental Health (1999) 



introduced a radical service reform to address the unacceptably long delays and traumatic entries 

into specialist care, and the benefits of earlier detection and treatment for young people 

experiencing their first episode of psychosis and their families.   Previously the failure of services 

to regard young people merely at high risk of psychosis as core business resulted in GPs 

referrals being returned with little advice about appropriate treatment options, de-motivating 

referrers from seeking help or advice for similar patients.   The development of new Early 

Intervention in psychosis (EIP) services heralded a new way of working across the interface to 

provide better services for people with acute psychosis (both first episode and relapse), 

supported by a strengthening evidence base (see updated Schizophrenia Guidance: CG82 NICE 

2009).  To be effective this requires a ‘whole system’ approach from primary and specialist care 

and wider community involvement to make a real difference.  Helpfully primary care and EIP 

services share a number of philosophical and clinical concerns. Both have a low threshold for 

referral, work with diagnostic uncertainty and are used to seeing and trying to help distressed 

families. These shared issues provide fertile ground for primary care and EI services to work 

closely together with a common objective of ensuring that a young person and his or her family 

access appropriate quality services in a timely fashion. Moreover Early Intervention in psychosis 

follows trends seen in other areas of healthcare. Conditions such as Diabetes and Coronary 

Artery Disease provide useful models where health professionals and the public’s perspective 

have shifted significantly towards health promotion, early intervention, and collaborative 

management.   

 

 

Late Intervention in Psychosis: Kraepelin’s legacy 
A paradigm shift was required to depose the pessimistic Kraepelinian (Kraepelin,1896) view 

which had dominated a whole century of treating schizophrenia as a “Dementia Praecox” and 

was epitomised by the large ‘water tower’ psychiatric hospitals built in the nineteenth century. 

‘Schizophrenia is like managing

the British empire: the orderly

management of decline ’ Anonymous

Typical GP training about psychosis

• Rare

• Kraepelin’s Dementia Care Model

 
The 1950s saw the advent of the anti-psychotic medicines era, the cost inflation of mental 

hospitalsiii and new ways of thinking about health care, encouraging an increasing move away 



from hospital-based institutional care towards community care.iv  However an insufficient 

infrastructure of community-based specialist teams meant these patients often relied, by default, 

on primary care and social care until they reached a crisis point. The effect on primary care was 

to feel both unsupported in providing care for people with psychosis in the community and unable 

to access specialist services whose referral thresholds prioritised only the most severely ill. 

Society was, in effect, allowing people to drift quietly into community ghettos of disability in which 

the Kraepelinian mindset maintained a stronghold. It was to take a number of untoward incidents 

involving people with severe mental illness, for example the killing of Jonathan Zito by 

Christopher Clunis to focus a growing public concern about safety and put mental health policy in 

the spotlight.  This public concern ultimately became translated into the modern era of policy 

reform contained in the National Service Framework for Adult Mental Health (1999). 

 

In the 1990s, user and carer organisations such as the National Schizophrenia Fellowship (now 

Rethink) and the Initiative to Reduce the Impact of Schizophrenia (IRIS) had been raising 

awareness of poor services, particularly for young people, and acting both as pressure groups 

and think tanks for redesigning services.   These groups highlighted how services available, were 

particularly inappropriate for young people with a first episode of psychosis, who might wait 1 – 2 

years from the onset of psychotic symptoms before commencing any treatmentv.  Such delays 

often resulted in crisis and coercive entry into inpatient care:  on average 40% were legally 

detained, more than any other group of service users, and over 50% for young black menvi.  

Nor was this just about late access to specialist services: the quality of treatment and care 

traditionally provided was often poor.vii Pharmacological approaches sometimes used outmoded 

regimens for this age and phase of illness, whilst often neglecting psychosocial treatments and 

family therapy. Treatment issues dominated at the expense of practical help and education about 

psychosis to promote personal adaptation, functional recovery, relapse prevention and meeting 

carer needs. Little wonder the majority of these patients became lost to follow-up within six 

months and that the majority (55 per cent) relapsed within five yearsviii.   Perhaps most 

importantly these young people and their families ended up losing hope and a belief in the 

possibility of recovery.  

 

Under 18s  it is worth particularly highlighting the frequently poor service response for these 

young people. 

 “She went from a children’s service that didn’t do psychosis to an 

adult service that didn’t do young people”     Mother’s view 1999 

20% of adults with psychosis will have had their first episode of psychosis before the age of 19.  

Indeed for 5% this will occur before the age of 15.  Moreover psychosis emerging in this young 

age group carries a poorer outlook for persistent illness and cumulative disability over a lifetimeix.  



And yet despite a potentially poorer long term outcome, the very group most likely to need expert 

and appropriate care potentially for the rest of their lives are often denied it by virtue of their age 

and the current structures of CAMHS and Adult specialist services over this key time of transition.   

 

Health and social inequalities the consequences of developing a psychosis can be seen in 

terms of future social exclusion and health disadvantage. These do not operate separately but 

create spirals of decline and a loss of autonomy that can quickly become entrenched and difficult 

to address:   

a).  Health inequalities:  the Disability Rights Commission provided evidence of system 

failures for addressing the physical needs of people with severe mental illnessx. People with 

schizophrenia and bipolar disorder die up to 25 years earlier than the general populationxi.   

Notably more premature deaths are due to treatable cardiovascular, pulmonary and 

infectious diseases (66%) than from suicide and injury (33%)xii.   People with psychosis 

(compared with those without) were less likely to be offered blood pressure, cholesterol, urine 

or weight checks, or to receive advice on smoking cessation, alcohol, exercise or diet from 

primary care.xiii     

b)  Social inequalities: these young people are on a path to lower socio-economic status.  

The seeds of this downward drift are sewn in the early phase, compounded for some by pre-

existing social adversity.    At first contact in a first episode psychosis 40-50% are 

unemployed but within a year this figure has risen to 75-95%xiv.  
 
Impact on care givers The World Health Organisation estimated that the burden to family and 

community from psychosis is only exceeded by dementia and quadriplegiaxv. A UK survey by 

Rethink (2003) foundxvi: 

 95% of carers are members of service users’ families  

 29% provide support and care in excess of 50 hrs per week  

 41% of carers have significant or moderately reduced mental and physical health. 

 

Stress / vulnerability: a new way of conceptualising psychosis 
A number of landmark outcome studies from the early 1980s xvii xviii showed that even the most 

severely affected could achieve partial or even complete recovery, particularly if supported by 

comprehensive psychosocial rehabilitation.  A growing evidence base demonstrated the impact of 

environmental factors such as family behaviour,xix social networks, psychosocial treatments, 

socio-cultural factorsxx and life events on the origins and outcomes of psychosis. These led to the 

conceptualisation of schizophrenia and affective psychoses as being two ends of a single 

continuum, each influenced by different aspects of stress and vulnerability.   In this model, 

psychoses in people with an ‘endogenous’ vulnerability manifest at a younger age, tend to be 



more insidious and are associated with poorer outcomes (the schizophrenias). Vulnerability may 

be conferred by:  

• a family history (first-degree relatives have a ten-fold increased risk) 

• cannabis use under the age of 15, which creates a causal link for certain genotypes 

• pre-morbid factors such obstetric complications, structural brain changes, cognitive 

dysfunction in the form of delayed milestones, reading and motor impairment 

• being male. 

 

Psychoses linked to ‘exogenous’ stressors tend to start when people are a little older, are 

‘affective’ in nature and have a better prognosis. Stressors may include: 

• adverse life events 

• drug misuse 

• urbanisation 

• social deprivation. 

The ‘stress/vulnerability model’ has opened up a whole range of new treatment options including 

psycho-education for patients and families, and social interventions to support access to 

education, employment and housing and which underpinned the move towards Early Intervention 

in psychosis.  The pessimistic Kraepelinian mindset was rejected in favour of an approach based 

on therapeutic optimism emphasising that people develop psychosis when young, and require 

phase-specific interventions tailored to their legitimate needs and aspirations as young people.   

 

 

Late intervention: does it have to be like this?  

 “Services just seemed to passively wait until he was really ill ….the 
service oozed pessimism, lack of investment and lack of imagination”                        
                     A carer’s view of service provision (1998) 
  

It is estimated that up to 17% of those who develop schizophrenia never actually receive 

treatment or mental health servicesxxi.  For those who do manage to access treatment during their 

emerging illness, the delay during the prodromal period before the psychosis is typically 2-3 years 

in schizophrenia, and shorter in bipolar disorderxxii and the delay during the untreated phase of 

psychosis is typically 1-2 yearsxxiii. There is compelling evidence that this excessive delay is a 

significant contributor to poor response to treatment, recovery and long-term outcome (Marshall 

et al, 2004). Moreover long-term follow up studies demonstrate that outcomes at two years 

strongly predict outcomes 15 years later.xxiv  Birchwood argued that these observations support 

the concept that the early phase of psychosis constitutes a ‘critical period’ for treating this illness, 

with major implications for secondary prevention of impairments and disabilities and provide a 

further rationale for intervening intensively and early.xxv   



Once in services, the quality of treatment and care provided had considerable short-comingsxxvi: 

Many were hospitalised initially, in crisis, commonly with traumatic police involvement and use of 

the mental health act, lengthy hospital stays and coercive inpatient practicesxxvii. Levels of 

psychosocial treatment provision were unacceptably low. Clients and carers too frequently 

complained how little practical help and education about psychosis was offered. Clinician 

attention tended to focus on treatment issues while personal adaptation, functional recovery, 

relapse prevention and carer needs could be neglected. Not surprisingly, drop out rates were 

depressingly high with the majority lost to follow-up within 6 months and more than half relapsed 

by 18 monthsxxviii. Relapse was most likely between the end of the first and the third year of 

follow-upxxix causing further disruption to educational, vocational, family and social functioning 

and increased risk of secondary depression, anxiety and substance misusexxx. With each relapse, 

the speed and quality of remission was progressively impaired, the risk of further relapse and 

persisting symptoms increasedxxxi and service costs increasedxxxii. By 5 years, the majority (55%) 

of patients would fail to achieve remission from their episodes of psychosisxxix and most of the 

suicides would have occurredxxxiii.  See Fig 1. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

Figure 1. 
Pathway for young people with a first episode of psychosis 

(statistics drawn from Wiersma et al, 1998xxxi) 
 

 

 

 

 

 

 

 

 

 15 are free from 
further episodes 

15 relapse within 
the1st year  

30 have first relapse 
within 1 – 2yrs 
 

10 have first relapse 
within 2 – 5yrs 
 5 have first relapse 

within 5 – 9 yrs 
 

10 fail to achieve remission 
and continue a persisting 
course 

100 people with 1st psychosis 

 

In terms of relapse – at ten years: (Eaton et al, 1998)   
 15% will have had no relapse 
 66% will have had one relapse 
 45% will have two or more relapses.  
 



Early Intervention: a more effective way to respond to psychosis 
‘The experience of the Retreat has already proved the great importance of 
placing the insane under proper care in an early stage of the disorder   
…experience has this year abundantly convinced us, of the advantage to be 
derived from an early attention to persons afflicted with disorders of the mind 
…and that of the six cases of ‘recent instance’, four had recovered and been 
discharged within three months and the other two were clearly recovering.’  

                                           Dr. Samuel Tuke, Retreat in York, 1813 
 

Early Intervention in psychosis services were developed in the belief that effective and sustained 

intervention over this critical period would maximise the potential for recovery, protect against 

relapse, and improve the individual’s long term trajectory and outcome.  In England EI services 

focus on the youth age group (14 – 35) providing assertive outreach, psychosocial recovery and 

relapse prevention programs via designated EI clinicians with low case loads (typically 12-15 per 

WTE)xxxiv. Standard mental health services are usually the first point of contact and assessment 

for new referrals to EI services.  

Case study: Northumberland Early Interventions Team, Northumberland Care Trust 
Northumberland Early Interventions Team (NEIT) focuses on improving engagement of 
service users with FEP. NEIT particularly works with families and service users to promote hope 
and prevent social exclusion, by encouraging service users to reintegrate with their social and 
occupational networks. Research suggests that by reducing DUP people will have less traumatic 
entry into services, and an admission at presentation can be avoided. This encouraged NEIT to 
develop two practical local measures: 
1. Care coordinators from the NEIT offer education to GPs on the importance of early detection and    
referral of possible cases of psychosis to the service 
2. Enhanced Family Work (Family Interventions) have been developed that work proactively with 
families to acknowledge and help them deal with their own needs, and to help them be more 
effective in their caring role. 
 
The following vignette displays how care pathways were used to decide who to target and what 
information to give them. This illustrates what can be achieved if people are referred earlier and the 
service is prepared and able to work with families as co-therapists. 
 

Following an educational session a GP approached a care coordinator to ask for 
advice. A mother had asked this GP to see her son, who was behaving oddly but refusing to 
consult the GP. The care coordinator’s subsequent attempts to see the young man were met 
with refusal.  However through the EI service policy of encouraging family work, an 
alternative approach could be offered. The use of legal detention was discussed, but the 
family felt this should be a last resort. Thus having defined some clear boundaries around 
risk, it was agreed that the young man be offered a formulation-based psychosocial 
intervention approach, conducted by the mother and supervised by the care coordinator. 
Improvement slowly followed and over many months he was able to re-engage with some old 
friends, eventually returning to work. 

 

The need for dedicated EI services depends on how well standard services respond to early 

psychosis. There is no doubt that standard services can provide high quality care and treatment. 



However when compared with good quality standard mental health services, EI services report 

shorter duration of untreated psychosis (DUP)xxxv lower use of legal detentionxxviii, reduced 

hospital admissionsxxvii, lower relapse rates, better service engagement and client/carer 

satisfaction, lower suicide ratesxxxvi.   They have also demonstrated cost effectiveness despite the 

extra staffing costs of an EI service over standard services (Table 1.) delivering about £5k saving 

per year, or £14k for the typical 3 year treatment package per client. 

 

Table 1.  Potential Savings from Expanding EI services in 
England over next 20 years 

Paying the Price The cost of mental health care in England to 2026 

McCrone P, Dhanasiri S, Patel A, Knapp M, Lawton-Smith S  Kings Fund 2008 

National Coverage by EI teams 

Assumes 50% coverage in 2008

100% coverage

90% coverage

80% coverage

70% coverage

60% coverage
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Similar pattern with Bipolar Disorder  
 

 

 

The research and policy development are now well established and in England based on the 

service returns in the annual assessment of local delivery plan returns (LDPR) for March 2007 

there is 80% coverage EI services and on track for full coverage by 2010.   What these figures do 

not provide is the effectiveness of services at a local level.  Table 2 shows how a good non-

research based service is providing in terms of quality of outcomes.  The columns from left to 

right allow comparison as the service developed from nothing to fully formed and experienced. 

 

£5000 saved 
per case/year 
with EI teams 
 
5,500 new 
cases of 
Schizophrenia/
year  
 
Fearon et al, 2006    



Clinical Outcomes
Worcestershire EIS Outcome Data (Smith,2006;Smith,2009)

99% (70% well 
engaged)

100% (79% well 
engaged)

50%% engaged @ 12m

17% (56% using 

MHA)

28% (9.5% using 

MHA)

50% (in 2 years)Readmission

10%27%50%% admitted on MHA

17.5%41%80%% admitted with FEP 

(entry point to EI )

Worcs EIS 2008  

n=106

TBC

Worcs EIS 2006  n=78

5-6m

National audit data 

12-18m

Duration of untreated 

psychosis (DUP)

7%

0%

21%

0%

48%

10% (in first 5y)

Suicide attempted 

completed

56% 55% 8-18%Employment( including 

education and training)

84% (not 

available)

91% (71%)49%(56%)Family involved 

(satisfied)

Table 2.

 
 

Thus in summary EI services have conclusively demonstrated they can provide the powerful triad 

of improved clinical effectiveness, client and care satisfaction and cost-effectiveness. 

 

The role of primary care in acute psychosis 

In considering the role and responsibilities of primary care, we want to focus on the typical 

situation of an acute mental health crisis in someone with an emerging first episode of psychosis 

(but similar issues hold for an acute relapse). In this section we consider some of the findings 

from a number of primary care audits carried out in the West Midlands around 1998-2001 and 

which were influential in shaping the EI psychosis policy of the NSF. 

 

Up to about 10 years ago in England the usual response to this sort of situation could perhaps be 

summed up best as ‘late intervention’:  For many of these young people, the care pathways they 

experienced reflected difficulties in negotiating the traditional interface between primary and 

specialist care, as well as interfaces within specialist services such as that between 

children/adolescents and adult mental health services.   



Treatment delays 12 -

18m

Crisis response:
- 80% hospital admission

- 45% police involved 

- 50% mental health act                             

- Hugely traumatic

Families’ concerns 

ignored

50% lost to follow- up 

at 12m

GPs = key pathway 

players ~65% on ave

North Staffs Pathways to Care prospective audit   

n = 45 (Macmillan, Ryles , Shiers & Lee 1998/9)

50% < 24; youngest aged 13

41%  employed or full - time education

75% live with parent(s ) or spouse

Choices for young people and 

families10 years ago

Table 3.

 

A synthesis of some case histories from these West Midlands audits can illustrate a typical sort of 

care pathway and some of the presenting features:    

 
Paul came from a supportive family, had a happy childhood and was academically bright. 
Aged 16 he began to lose interest in school, becoming troubled and defiant. His GP 
referred him to psychology. The records describe treatment for anxiety with over-valued 
ideas. He stopped after three attendances. 

 
A key message here is that psychosis rarely presents ‘out of the blue’. Paul’s problems and 

experience of services is typical of what may happen in the prodromal phase. This can last 

several months during which there may be varying psychological and social disturbances without 

clear-cut psychotic symptoms.  Warning symptoms of psychological vulnerability include: 

 Irritability 
 Loss,of concentration 
 Depression 
 Anxiety 
 Feelings of unease 
 Constant tiredness 
 Suspiciousness 
 Rudeness 
 Social withdrawal from family and friends. 

 
Paul left home for a bed-sit. He withdrew from his friends and at intervals appeared 
agitated and depressed. He muttered to himself and began to be suspicious of his father. 
His mother worried increasingly about his failure to use heating, eat adequately or 
generally self-care. She convinced him to return home. 

 
The intensity and nature of Paul’s distress alters as he begins his transition into psychosis. These 

sorts of symptoms are rarely volunteered spontaneously and may need to be actively sought.   



 

Psychosis rarely presents with a neat symptom parcel: it is important to look for evidence of 

poor personal hygiene, delusional or bewildered mood, abstract or vague speech and outbursts 

of anger or irritation. Table 4 summarises the findings from a number of West Midlands audits. 

Prodrome: typically 2 – 6 m 

~ 50% seek help <2 wks of psychotic symptoms

~ 20% have the courage to seek help themselves

~75% relied on family to seek help on their behalf

5 contacts to achieve pathway to care

GPs = 1 st professional contact  ~ 65%

West Midlands Audits 1999 -2002

Presentation to primary care?

7% - clear evidence of psychosis

37% - physical / somatic symptoms

50% report emotional and psychological changes

25% report changes in work and social functioning

A GP (list size 1700) caring for patients with psychosis 

can expect

10 - 15 cases on his/her list at any one time

1-2 possible new cases per year

6 x higher rates in areas of deprivation

Table 4

 
 
 If you suspect the person may be developing a psychosis, ask about changes in: 

 Social functioning, e.g. problems in relationships with friends and family 

 Cognition, e.g. poor concentration and memory 

 Mood, e.g. feeling depressed, anxious or irritable 

 Thought content, e.g. preoccupation with strange thoughts or ideas (ideas of 

reference, delusions of harm, persecution or grandeur, auditory hallucinations) 

 Drug misuse 

 Suicidal ideas. 
 

With some difficulty his mother took Paul to the family GP and assertively requested he 
should see a psychiatrist. But Paul failed to keep an urgent outpatient appointment made 
for the following week.  
 

Paul’s case highlights the importance of GPs being sensitive to and acting on the concerns of the 

family.  In the West Midlands audits, between 59–80 per cent of family members initiated help-

seeking on an individual’s behalf. In the vast majority of cases, this was done through primary 

care.  Furthermore primary care has a pivotal role to play in supporting families if a diagnosis of 

psychosis is made the provision of information, practical assistance and emotional support.  
 



A few days later a GP was summoned urgently because Paul was very agitated, with 
delusions of grandeur. Paul required urgent admission under the Mental Health Act (1983). 

 

Paul’s case, typical of other cases in the audits, demonstrates important issues about access and 

help-seeking. Where there are concerns, it is important to keep an ‘active watching brief”– to 

ensure that a line of communication and offer of care is maintained wherever possible through 

follow-up appointments, home visit or a telephone call.  The complexity of these patient and 

family journeys can be further appreciated when you consider the range of potential pathway 

players in the community, beyond just GPs (Table 5). 

Pathway players (n = 45)
General psychiatris ts  45 Health visitor 3
Family members  37 Work colleagues 3
GP 36 Private landlord 2
Police 22 Church 2
CPN 18 Occupational health 2
A&E 13 Friends 2
SW 11 O T 2
Psychologist 5 General physician 1
Teacher / Tutor 4 Learning diff psychiat 1
Neighbour 4 Forensic psychiatrist 1
Police surgeon 4 Substance misuse 1
Hostel staff 4 Homeless services 1
Probation officer 3 Solicitor 1
Prison staff 3 Ambulance services 1
Resource centre 3 Public Health 1

Table 5.

 
Only one of 45 successful pathway engagements came through a traditional outpatient route, 

highlighting the need for both primary care, community and specialist services to provide more 

flexible and accessible pathways for this young client group. GPs need both a lower threshold for 

seeking help and advice, and a more responsive specialist service – key attributes of an effective  

EI service.  Such services should be accessible in most parts of England, but are less likely to be 

available in other nations in the UK.  However there are a range of measures that could be 

usefully agreed at a local level in areas both with and without access to EI provision. For 

instance: 

 GP concerns could be discussed at an early stage with a nominated local mental 

health team 

 Outpatients could be avoided as a setting for specialist assessment by 

encouraging the use of primary care settings, community youth facilities or the 

patient’s home. 

 Shared primary care/specialist educational meetings, could discuss care 

pathways and cases of mutual concern. 

 



The importance of good-quality physical health care 
 

As highlighted earlier, these young people are entering potentially highly adverse physical health 

pathways that can result in up to 25 years loss of life.   More premature deaths are due to 

physical diseases (66%) rather than suicide or injury cause (33%) – these premature deaths are 

due to the ‘usual suspects’: cardiovascular, pulmonary and infectious diseases.   The differential 

mortality gap has worsened in recent decades particularly from heart disease in younger people: 

Thus those aged 25 to 44 now experience 6.6x higher cardiovascular mortality than an age-

matched general populationxxxvii.   Moreover it is important to appreciate that the impact on 

people with psychosis of physical health issues is more than just morbidity and premature death.  

Diet-related chronic disease and risk factors (particularly obesity) also result in: 

 Increased levels of stigma and discrimination 

 Medication “non-compliance” due to weight gain 

 A variety of negative psychosocial impacts such as lower self-esteem and poorer 

social and interpersonal relationships 

 Increased medical costs 

 Negative effects on psychopathology (e.g. medical problems increase risk of 

suicide, and associations between medical co-morbidity and greater psychotic 

and depressive symptoms have also been reported) 

 Decreased quality of life 

 Negative impacts on rehabilitation & recovery rates 
 

Why do premature ‘physical’ deaths occur?  There are underlying population trends that mean 

people in developed countries generally are experiencing an escalation in cardiovascular risk 

factors such as obesity and smoking.  For those with psychosis antipsychotic medication may 

cause significant weight gain, dyslipidemia and more diabetesxxxviii. Furthermore sedentary 

lifestyle, greater likelihood of obesity and a diet with less fruit and vegetablesxxxix translate into an 

overall doubling of risk for developing type II diabetes mellitusxl.  This is particularly notable in 

some BME communities where the risk is further heightened – for instance compared with the 

general population the incidence of diabetes is five times higher for Pakistanis and Bangladeshi, 

for Indians almost three times higher and for Black Caribbeans between 2 and 4 times higherxli.  

These effects will be further amplified for these BME populations if they also have a psychosis.    

 

Smoking tobacco is of particular concern.   76% of those in their first episode of psychosis are 

smoking tobacco regularly xlii and we know smoking is the largest UK cause of preventable 

illness, responsible for 10 years loss of life on average for the general populationxliii and a large 

proportion of the excess mortality of people with mental health problems.  For instance those with 



schizophrenia have a 10 fold increased death rate from respiratory diseasexliv.   Moreover 

smoking interacts with other risks which link to mental disorder:  e.g. 44% more type 2 diabetes 

for smokers than non-smokers, and 61% more if over 20 cigarettes a dayxlv.  

 

Another major concern is the adverse impact of antipsychotic medicines on cardiovascular risk.   

Although replacement of the older, so-called First Generation Antipsychotics (eg haloperidol) by 

newer Second Generation Antipsychotics has reduced neurological side effects this has not been 

accompanied by reductions in other physical health problems. Metabolic syndrome is two to four 

times higher in people with schizophrenia receiving antipsychotic medicationxlvi than in an 

appropriate reference population and there is substantial evidence implicating some of the 

second-generation antipsychotics, particularly clozapine and olanzapine in causing or worsening 

weight gain, dyslipidemia, and diabetes.xlvii There appear to be specific genetic factors at work 

too. 15 per cent of drug-naïve individuals with first episode psychosis have elevated fasting 

glucose levels, and high levels of insulin and cortisol. These individuals also have three times as 

much intra-abdominal fat as age and Body Mass Index -matched control subjects.xlviii  Clinicians 

should, therefore, avoid arbitrary classification of antipsychotic drugs but should tailor treatment 

to maximise benefits and minimise side-effects, including metabolic abnormalities, in individual 

patients. 

 

Finally, there is some suggestion of discrimination by health professionals; e.g. screening rates 

for aspects of the metabolic syndrome in routine clinical practice in psychiatry and primary care 

appear to be sub-optimalxlix ; people with co-morbid psychosis and diabetes may receive fewer 

routine eye checks and have poorer glycaemic and lipid control.l    There is evidence that health 

prevention and promotion activities in primary care are different for people with and without a 

diagnosis of psychosis. Despite higher general practice consultation rates (13–14 per year for 

people with psychosis compared with approximately 3 per year for the general population), data 

recording for a range of health promotion areas was significantly less likely and cardiovascular 

risk factors, in particular, were less likely to be recorded or acted uponli.    

 

We are therefore left with a situation where people with severe mental disorders require 

particularly good primary care, yet appear, for a variety of reasons, to not always receive it.  

What’s perhaps lacking is a more general recognition that primary care can define a group of 

many thousands of young people in their twenties and thirties, at ages primary care would not 

normally consider for active primary or secondary cardiovascular prevention, who are at high risk 

of dying young.  It’s worth reflecting that if these young people had a diagnosis of diabetes and 

not psychosis, might we follow them up more actively than an annual check to monitor and 

prevent unnecessary morbidity and mortality?  A diagnosis of Psychosis is as much a marker of 



risk as diabetes. It should invoke a similar intensity of concern, investigation and management.  

And like diabetes most morbidity occurs in the larger group at medium risk – there are adverse 

effects on HbA1cs regardless of whether they cross thresholds – similarly for cholesterol, etc.  

The key message is that all the risk parameters – lipids, glycaemic control, BP, adipose – are 

knocked in the wrong direction by psychosis.   

 

 

Future possibilities 

The potential for primary prevention of physical disorders offers a realistic possibility 

for major improvements in the longer term health of these young people.  Early Intervention in 

Psychosis offers a paradigm of care which can go beyond improving psychological health; it can 

also inspire a different mindset for approaching the adverse physical pathways described above.   

Can we aim for a situation where discussions over therapeutic decisions and screening and 

intervention for cardiovascular risk factors are standard, right from the start, for every young 

person with a psychosis?    Primary care, with its strengths of holism and its skills and experience 

of providing preventive care, is well placed to understand and implement such approaches.     

 

Steps towards effective prevention of psychosis: as the markers for those at highest risk 

become more refined, there is hope that very early detection and intervention could reduce the 

progression to psychosis. Several studies are currently testing whether Cognitive Behavioural 

Therapy (CBT) and/or low-dose antipsychotic medication offered to individuals at ultrahigh risk of 

psychosis can reduce the risk of subsequent psychosis as well as ameliorate prodromal 

symptoms. Two such trials have already reported promising results. The PACE study in 

Melbourneliihas shown a reduction in the risk of FEP from 35 per cent to 10 per cent whilst in 

treatment with low-dose atypical anti-psychotics and CBT, but the benefits disappeared when the 

treatment was withdrawn. Morrison et al (2004)liii demonstrated almost the same lowered 

conversion rate to psychosis (i.e. 12 per cent) with CBT alone in a similar group of patients. So 

far, however, these studies have been conducted in relatively small, selected samples of people 

at high risk of psychosis, willing to seek help and in a research setting. It remains to be seen if 

they can be translated into a practical intervention that is widely available to individuals with at-

risk mental states. Nevertheless, for primary care, the implications of these studies are 

considerable. They could, for example, shift the focus towards GP recognition and flagging up of 

those with key ‘alert’ indicators and a different access route to a youth-orientated specialist 

assessment and psychological treatment service. 

 
 



 
 
Final comments 
The real challenge for primary care therefore goes beyond improving individual GP competence 

and knowledge or raising awareness of the new EI service. The concept of early intervention puts 

the onus on primary care and other community services to make themselves accessible, non-

stigmatising and relevant to young people, whether dealing with a mild and self-limiting 

depression or a major psychosis. Young people with emerging psychoses and their families also 

need to feel confident that primary care services will integrate with the new EI services to ensure 

they receive the highly specialised interventions they require both at the onset of the illness and 

in the longer-term in a timely fashion.  
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