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Q1. What medicines are typically used in first episode psychosis?
Most treatment guidelines now recommend the use of second generation / atypical antipsychotics in first episode psychosis. Benzodiazepines can be added in the short-term for managing anxiety, agitation or insomnia. In FEP with a very evident mood component, some clinicians use a combination of an antipsychotic and a mood stabiliser. However there is often diagnostic uncertainty in the first episode and hence it is better to start with antipsychotics alone and add mood stabilisers or antidepressants once the clinical picture becomes clear.
Q2. Does everyone with a psychosis need medicines?

Yes. If an individual is clearly suffering from a psychotic disorder, antipsychotics are the mainstay of treatment. In rare instances of acute, sudden and florid psychosis following ingestion of illicit drugs where a patient can be safely monitored, a clinician may wait to start antipsychotics. However such psychotic states should be transient, lasting no more than a few hours or at most 2-3 days. In all other cases, antipsychotics are necessary.
Q3. Is it helpful / unhelpful for the GP to commence antipsychotic medicines before a diagnosis has been made by a specialist?

Unless the GP is absolutely certain of the diagnosis, familiar with antipsychotics including side-effects, and able to safely monitor the patient, it is better to get a prompt psychiatric opinion rather than initiate antipsychotics. Some EI services are run as part of clinical trials where previous antipsychotic use may be an exclusion criterion for patient acceptance; hence starting antipsychotics may jeopardise the patient’s involvement in the service. Similarly areas with highly specialised ‘prodromal’ or ‘at risk’ services may also have antipsychotic use as an exclusion criteria. For all these reasons, it is preferable for GPs to seek specialist advice rather than initiate therapy.
Q4. What are the prescribing issues for a GP faced with a distressed young person who (s)he considers may have an emerging psychosis?

The priority in emerging psychosis is to ensure that a psychiatric referral is made and expert help sought as soon as possible. This may be on an urgent or emergency basis if there is significant risk of harm to self, others or self-neglect. For acute agitation or anxiety, a short course of benzodiazepines should be considered. Olanzapine and Risperidone are available in oro-dispersible formulation and can be used as single doses for acute crises. 

Q5. What are the benefits of the newer 2nd generation antipsychotic meds over the 1st generation antipsychotics?

When used in equivalent doses, there is no difference in antipsychotic efficacy between the older (first generation) and newer (or second generation) antipsychotics. Most prescribing guidelines suggest using newer antipsychotics in first-episode psychosis because of fewer side effects, better tolerability and hence better compliance. 
Q6. What are the main side effect concerns of antipsychotics?  
Common side effects of antipsychotics include sedation, and movement disorders such as acute dystonia, akathisia, pseudoparkinsonism and tardive dyskinesia. Newer antipsychotics have a lower propensity to cause movement disorders. Weight gain is another common side-effect of antipsychotics, with drugs such as Olanzapine particularly implicated. Weight gain is also associated with diabetes mellitus, dyslipidemias, metabolic syndrome and cardiovascular  disease. Other side effects include QT prolongation, raised prolactin leading to amenorrhoea and galactorrhea in women and impotence in men. Antipsychotics also lower seizure threshold. Older antipsychotics  have prominent anticholinergic side effects. Neuroleptic malignant syndrome (NMS) is characterised by severe muscle rigidity, elevated temperature and labile blood pressure along with a range of symptoms which include diaphoresis, dysphagia, tremor, incontinence, altered sensorium ranging from confusion to coma, mutism, tachycardia, leucocytosis, or elevated creatine phosphokinase. NMS is frequently misdiagnosed and can be fatal in up to 20% of patients if untreated. Agranulocytosis can also occur with antipsychotics and is considered a significant risk with Clozapine. Blood monitoring of patients on Clozapine is the responsibility of secondary care but GPs should be aware of which of their patients are on Clozapine.
Q6.  What are the implications for medicines management?   What sort of monitoring should be offered? How can the GP help?  
Most patients with psychosis will be under the care of secondary mental health services who should also be monitoring side effects. Patients with long-term and chronic psychosis are at risk of having their physical health needs ignored since responsibility for physical health checks can fall between primary and secondary care. Many mental health trusts now have shared care protocols with primary care and GPs should make themselves aware of local arrangements for monitoring and liaison with mental health services. 
Primary care nurses can be an invaluable source for 6 monthly physical health monitoring of all patients on antipsychotics on a GPs list.

Q7. How long does someone need to stay on antipsychotic medicines?

Following a first episode of psychosis, current clinical practice is to continue antipsychotics for about 12 months at a clinically effective dose. In individuals with sustained and complete recovery, with functioning back to premorbid levels, antipsychotics can be then stopped. However where there have been relapses or there are other risk markers such as illicit drug use. Antipsychotics may be continued for longer.
In established cases with more than one episode, the duration of antipsychotic treatment is based upon a number of clinical variables and the decision is best left to secondary services.

Compliance with antipsychotics is often poor and GPs should be aware of this, especially when repeat prescriptions are being done by GPs. Where non-compliance is suspected, GPs should alert secondary services while encouraging patients to take medication as prescribed.
