
1 

 

 

 
 

 
 

Physical Health Policy 
 

Procedure for the Assessment, Examination and Physical 
Wellbeing Support of Service Users 

 
 
 
 
 

The review date for this policy has been extended by the Chair of the 
Physical Health Committee on the 1st March 2019 and will now be in need 

of review from 1st June 2019 
 
 
 
 
Version:              5.6 
 
Executive Lead:  Executive Director - Quality & Medical Leadership 
Lead Author:       Co-Chair of Physical Health Committee  
 
Approved Date:  2nd February 2016 
Approved By:     Physical Health Committee 
 
Ratified Date:     22nd February 2016 
Ratified By:        Policy Panel     
 
Issue Date:         05th October 2020                                       
Review Date:      1st June 2019 – ‘The Extraordinary IGC meeting on the 6th April 2020 
approved the extension of this policy to 30.09.2020’ 
 
 

 

Target Audience:  
This Policy must be understood by:- 
* All staff working in Direct Care Services 

  



2 

 

Preface 
 

P1 - Version Control History:   
Below notes the current and previous Version details -  

 

Version  Date of Issue Author Status Comment 

V4.1 1st May 2015 Associate 
Medical Director 

Superseded Updated for Care Act 
2014 - Addendum 

V5 January 2016 Co-chair of 
Physical Health 
Committee  

Superseded General update 
including Care Act 

V5.1 10th November 
2016 

Co - chair of 
Physical Health 
Committee 

Superseded Amendments to 
appendices 

V5.2 10th November 
2016 

Co - chair of 
Physical Health 
Committee 

Superseded Minor ammednments 

V5.3 1ST March 2019 Co - chair of 
Physical Health 
Committee 

Superseded The review date for 
this policy has been 
extended by the 
Chair of the Physical 
Health Committee on 
the 1st March 2019 
and will now be in 
need of review from 
1st June 2019 

V5.4 11th March 2019 Co - chair of 
Physical Health 
Committee 

Superseded Amendments made 
to appendix 9  

V5.5 20 April 2020 Nurse Consultant 
for Physical 
Health 

Superseded  Appendix 12 Physical 
Health Check Form 
(COVID19) 

V5.6 05th October 
2020  

Nurse Consultant 
for Physical 
Health 

Current  COVID-19 Updates 
and appendix 
amendments  

 
P2 - Relevant Standards:  
a) CQC Fundamental Standards 
b) NICE Guidance 
c) Equality Standards: Equality Analysis is part of the Policy Development Process. 

This must follow the guidance and be documented on the EA Form.  
e)  Equality and RESPECT: The Trust operates a policy of fairness and RESPECT in 

relation to the treatment and care of service users and carers; and support for staff. 
f) Care Act 2014: The Trust will promote and consider the individual wellbeing of 

Service Users and Carers in relation to their treatment and care. 
 

P3 - The 2012 Policy Management System and the Policy Format:  

 Policy Template is the essential format for most Policies. It contains all that staff need 
to know to carry out their duties in the area covered by the Policy.  

 Operational Policies Template provides the format to describe our services, how they 
work and who can access them                                           

 Care Pathways Template is at the moment in draft and only for the use of the 
Pathways Team as they are adapting the design on a working basis.  
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Symbols used in Full Policies: 

RULE = internally agreed, that this is a rule & must be done the way 
described   

STANDARD = a national standard which we must comply with, so must be followed 
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1. Assessment of Physical Health Needs Flow Chart  
 

 
 
 
 

 
 

PART 1 - Preliminary Issues: 

Provide information in an accessible format so that service users can make informed choices 
about their health and treatment 

 

Consider the need for baseline 
investigations and examination and 
decide in consultation with service 
users and carers whether any 
required tests are more 
appropriately carried out in primary 
or secondary care 

 

Medical Staff complete Inpatient Physical 
Examination Form on EPR within 24 hours 
of admission  

 

Nursing Staff complete 
Dysphagia and Nutrition Screening Tool and 
NEWS Assessment within 72 hours of 
admission 

 

INPATIENTS COMMUNITY (including ADTU 

and Outpatients) 

Nursing staff monitor and document weight 
and blood pressure at least weekly 

 

Medical staff review long term significant 
medical conditions regularly, as clinically 
appropriate. Medication review and impact 
on physical health  

 

Medical and Nursing staff liaise to act on 
abnormal initial findings in consultation with 
service user, carer and GP, if appropriate 

 

Practitioners responsible for the service users care plan (e.g. care co-ordinator, named nurse, 
psychiatrist) will review their physical health needs at least annually as part of CPA/Care 
Review process, including liaison with primary care and carers, where relevant, and signposting 
to healthy lifestyle resources. Ensure service users are registered with a GP and dentist and 
there are arrangements for annual physical examination where relevant. 

 

Act on abnormal initial findings in 
consultation with service user, carer 
and involve the GP or other 
qualified practitioner as clinically 
indicated.  

 

Baseline physical investigations to be 
completed within 1 week of admission 

At initial assessment of all service users, practitioners must obtain baseline information of the 
service user’s physical health, ideally as part of the referral information, including: 

 Current physical health problems 

 Significant past medical history 

 Significant family history of medical problems 

 All medications and allergies 
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2. Introduction 
 
There is evidence that people with mental illness are at increased risk of medical disorders, 
and their life expectancy may be reduced by up to 20 years compared with the general 
population. People with severe mental illness, especially those with schizophrenia, have 
increased rates of impaired glucose tolerance, abdominal obesity and other cardiovascular 
risk factors. Many antipsychotic medications, particularly the atypical antipsychotics, are 
associated with significant metabolic health risks. These risk factors may be compounded 
by increased rates of smoking, lifestyle factors and poor motivation for self-care or change. 
There is also evidence that people with serious mental illness, including those with learning 
disabilities, often experience a poor quality of care and screening for physical illness.  
 
3.  Summary 
 
Good physical health underpins the overall well-being of our service users. HPFT supports 
a holistic approach to care delivery, which includes the identification and appropriate 
management of physical health needs in collaboration with our primary care colleagues and 
carers. This Policy provides guidance to all staff about their responsibilities for assessing 
and meeting the physical health needs of people being treated by the service.  Its content 
applies to all service users receiving a service from HPFT.  
 
4. Purpose  
The policy sets out the required standard of physical health monitoring, sharing and 
recording of information about physical health for HPFT employees. It provides guidance 
about physical health care interventions that are provided within the Trust and those 
requiring advice or intervention from other services. It documents the responsibility of HPFT 
to provide training and equipment for staff to enable them to provide a high standard of 
physical health care and will ensure consistency of practice across the Trust. The policy 
also describes the process by which responsibility for carrying out routine checks and 
physical monitoring is determined between primary and secondary care, and how results 
are communicated between services. 

 
5. Definitions  

STANDARD 
 

Service User a person who receives a service from HPFT either in a community 
settings or as an inpatient 

Practitioner HPFT employee who provides direct clinical care to service users 

EPR / PARIS Electronic Patient Record 

Carer Someone who is providing help and support, unpaid, to a family 
member, friend or neighbour who would otherwise not be able to 
manage without this support. 

 
6. Duties and Responsibilities   

RULE 
 
6.1 HPFT staff must implement the requirements of this document in their practice. 

Practitioners should be aware of the specific risks associated with treatments they 
use regularly and have a broader appreciation of the risk of co-morbidity in people 
with mental health problems. Individual health and social care professionals must 
ensure that they have sufficient skills and competencies to provide the physical 
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health care required by their role and should keep their skills and knowledge of 
physical healthcare and wellbeing up to date by ensuring awareness of current 
evidence based guidance and attending relevant courses relevant to their job.  They 
must be aware of the limits of their competence and refer on or seek advice if 
required. Those with supervision responsibilities must ensure the staff they clinically 
supervise are trained, competent and are implementing the Policy. They should 
identify their professional development needs through supervision and document 
these in supervision records and appraisal.  

 
6.2 The Trust Board has an obligation to ensure the effective care and treatment of users 

of the service, and to provide appropriate training to their staff as well as provide a 
suitable infrastructure to establish and continue support for these activities, including 
Service Level Agreements. 
 

6.3 The Executive Director of Quality and Medical Leadership is the designated lead for 
physical healthcare and is directly accountable to the Trust Board. 
 

6.4 The Physical Health Committee is responsible for: 

 ensuring that HPFT has a policy for the physical health assessment and ongoing 
physical care of service users 

 recommending procedures for monitoring the implementation of policy relating to 
the physical health of service users 

 ensuring the Trust policy is based on current national guidelines 

 ensuring that clinical staff are aware of national guidance for good practice and 
the content of the Physical Health Policy 

 ensuring that appropriate training is available for HPFT staff in order for them to 
fulfil their clinical roles. 

 ensuring that physical health monitoring equipment resources are adequate, in 
conjunction with the Medical Devices Group. 

 reporting 12 monthly to the Quality and Risk Committee  
 
6.5 The Drugs and Therapeutics Committee (DTC) is responsible for making 

recommendations regarding physical monitoring requirements for specific 
medications. The DTC is the Trust link with the Herts Medicines Management 
Committee and negotiates prescribing agreements with primary care. 
 

6.6 The Clinical Directors and Heads of Nurses have a duty to ensure the 
implementation of procedural documents and compliance throughout their Strategic 
Business Units. Professional Leads have a duty to ensure appropriate training and 
equipment is provided to staff. Resource implications should be highlighted and 
taken to the Clinical Directors and the Deputy Director of Nursing and Quality and if 
necessary to the Executive Committee.   
 

6.7 Medical Leads/Professional Leads including Team Leaders and Modern Matrons 
must ensure that members of their teams are competent for their role, including being 
trained and understanding their responsibilities for implementing the contents of this 
document. The supervision and appraisal process for staff must be used by 
managers to discuss concerns about competence or performance and identify 
training needs and these must be documented. They must report deficiencies in 
physical healthcare provision in their service when appropriate using Datix.  They 
must also ensure that the required equipment is available (see Appendix 8) and 
maintained appropriately by liaising with the Medical Devices Lead and Procurement 
Department as required.  
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7. Initial Physical Assessment 
 
During the covid-19 pandemic please refer to  

 Appendix 12 Physical Health Check 

 Appendix 13 Community Physical Health Assessment in COVID19 for Adult 
Community Mental Health Services 

 Appendix 14 Guidance for Physical Assessments of inpatients - Covid19 V1.7 

RULE 
7.1 An assessment of physical health needs should form part of every initial face to face 
assessment carried out by HPFT. This should include the service user’s current and 
previous significant health problems, family history, especially a family history of diabetes, 
obesity and cardiovascular disease in first degree relatives.  Lifestyle information should be 
collected, including smoking habits, use of alcohol and illicit drugs, dietary and exercise 
habits. See appendix 1 for guidance about what should be included in the initial 
assessment. 
 
7.2 The need for a baseline physical examination and investigations must be considered 
as part of every new assessment. These are likely to be required for people who are 
seriously mentally ill or are to be started on certain medications and those taken on for 
treatment by CATT/ADTU. Please refer to Appendix 1 for guidance about what basic 
physical examinations and investigations are recommended. If appropriate, a decision is 
made in consultation with the service user about whether these are more appropriately 
undertaken in primary or secondary care. The decision must be documented and 
communicated to the service user and GP. Appendix 3 contains specific guidance about the 
requirements for assessing people with eating disorders. Inpatients always require a full 
baseline physical examination and investigations by HPFT (see section 10).  
 
7.3  The findings of any physical health checks should be documented on the EPR and 
any test results clearly labelled and scanned onto the EPR. The findings and results of the 
physical health assessment should also be communicated to the GP and included in all 
correspondence with them, including discharge letters. Any abnormal findings should be 
acted upon, in consultation with the GP or specialist if appropriate. Responsibility for any 
on-going physical health monitoring requirements should be clearly communicated to the 
GP. 
 
7.4 Responsibility for interpreting the results and acting on abnormal findings normally 
lies with the practitioner who initiated the test, however psychiatrists should seek the results 
of tests undertaken in primary care when they consider these to be important. Practitioners 
who do not feel competent to interpret test results must seek advice from an appropriately 
qualified clinician. Abnormal results identified must be reported to the practitioner 
responsible for the service user’s care who will decide on a course of action which they may 
initiate themselves or refer to a more suitably qualified person within or external to the Trust. 
 

7.5 Any service user who declines to be examined or interviewed about their physical 
health, or refuses to attend their GP for a physical review, should have the risks explained 
to them and the discussion documented in their EPR. Regular reviews of the service user’s 
decision and their capacity should be undertaken and recorded and every encouragement 
should be offered to persuade them to receive this. If a capacity assessment indicates that 
the service user lacks capacity to make decisions about their physical health, a best interest 

PART 2 - What needs to be done and who by: 
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decision should be made and documented. Consideration for carers to be involved should 
be made at all stages.  

7.6 An Advocacy service is available on request to support Service Users. The service 
offers specialised Independent Mental Health Advocacy, Independent Mental Capacity 
Advocacy as well as general advocacy support including: 

 Supporting Service Users with care assessment, meetings or safeguarding enquiries 
 Helping Service Users understand the care and support processes and options 

available to them 
 Making sure Service Users are able to give views and wishes about their care and 

support needs 
 Working with Service Users to make their own decisions 
 Supporting and representing Service Users when appropriate, to challenge decisions 

made if it is felt that their views have not been taken into account. 

It is particularly important to consider referring to the Advocacy Service where there are any 
communication, involvement or capacity issues which may prevent the Service User from 
participating in decisions about their care. 
 
 
7.7 Any significant physical health and lifestyle issues identified during initial assessment 
should be addressed either by signposting, or directing to the appropriate clinician. Refer to 
the Positive Cardiometabolic Health Resource www.rcpsych.ac.uk/quality/NAS/resources 

for guidance about intervening in metabolic syndrome. If it is not judged to be appropriate to 
address physical health needs at the point of initial assessment (e.g. because the service 
user is too mentally unwell), the unmet need should be documented and addressed at the 
first appropriate opportunity by the responsible practitioner. Practitioners who are not 
confident about their competency should seek advice. 
 
7.8 The responsibility lies with the practitioner who undertakes the assessment to ensure 
that their practice in relation to the physical care of the service user is legal and safe. 
Practitioners who are not confident about their competency should seek advice from their 
manager or another appropriately qualified person. All important decisions about physical 
health and wellbeing should be documented. 
 
8. On-going Reviews of Physical Health Need 

 
STANDARD  

8.1 Review of the service user’s physical health needs must occur regularly and will 
occur at ward rounds, Care Review/CPA meetings, medication reviews and whenever there 
is a change in the service user’s physical wellbeing. 
 
8.2 Care Review/CPA meetings should always include an age appropriate enquiry about 
current physical health needs. For adult and mature service users with long term mental 
health problems this would normally  include a discussion about current alcohol 
consumption and smoking, current and previous illicit drug use, weight (BMI), blood 
pressure, cholesterol, glucose and cardiovascular risk. Decisions about requirements for on-
going physical monitoring (where relevant), health promotion and lifestyle issues should be 
documented. The Care Plan should include agreed actions to address physical health 
needs and the discussion must be recorded, even if no actions are required. 
 
8.3 Because of the risk of drug interactions, a list of all current medication should be 
maintained as accurate in the EPR and in clinical correspondence by regular enquiry about 

http://www.rcpsych.ac.uk/quality/NAS/resources
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medications the service user is taking (both prescribed and purchased). The GP should be 
contacted for accuracy if required. Please refer to the Reconciliation of Medications on 
Admission Policy.  

 
8.4 All people with mental health problems should have access to primary mental 
healthcare services. Psychiatrists and mental health professionals should work together 
with GPs and carers, where appropriate, to ensure that people with mental health problems 
are registered with a GP and a dental practitioner so that they can obtain routine physical 
health care, including vaccinations and routine health screening.  

 
8.5 The psychiatrist must work with the GP to ensure that appropriate monitoring and 
interventions are provided and communicated. The general practitioner will usually lead on 
supervising the provision of physical health care interventions in the community setting. The 
service user and carer should be aware of who is responsible for carrying out routine 
physical examinations and investigations and their nature. This should be documented in 
CPA documentation and outpatient letters. 
 
8.6 For patients presenting with a First Episode of Psychosis, HPFT should remain 
responsible for monitoring the service user’s physical health and the effects of antipsychotic 
medication for at least the first 12 months or until the person’s condition has stabilised, 
whichever is longer. In certain circumstances it may be clinically more appropriate for 
monitoring to be done by the GP. (e.g. if service user recovers quickly and is ready to be 
discharged to primary care) 
 
8.7 Some mental health conditions and medications require regular physical 
examinations and blood tests. It is the responsibility of HPFT to identify the need for these 
tests and ensure that they are carried out. Even if the physical monitoring is carried out in 
primary care it is the responsibility of HPFT medical staff to check the results where relevant 
to their prescribing, and ensure that they are acted on where appropriate. A summary is 
available with all physical health monitoring requirements for service users. This summary 
has been circulated to GPs and is a summary of the information in Appendices 1 and 2 of 
this policy. 

 
8.8 If a service user does not have a GP or will not engage with a GP then HPFT should 
undertake the annual physical health review and any required monitoring until suitable 
engagement with a GP can be arranged. The HPFT care co-ordinator should facilitate their 
registration with a general practice if necessary. 

 
8.9 Service Users with serious mental illness will be encouraged to attend an annual 
health check with their GP or practice nurse and offered support to attend if necessary. 

 
8.10 It is good practice to make contact with the GP to ensure that the annual physical 
health review has been undertaken and to obtain the results. This should be done by the 
psychiatrist or care co-ordinator for all service users on CPA, using administrative staff if 
appropriate. The GP Physical Health Summary Report  (Appendix 4) is available for the 
EMIS and SystmOne EPR systems and should be requested for service users of practices 
using these systems as part of the invitation to participate in CPA . 

 
8.11 HPFT has agreed with the Commissioners to undertake annual physical health 
reviews screening for metabolic syndrome in certain specific groups of community based 
service users who are either having medication regularly administered by HPFT or are 
considered very vulnerable: Clozapine Clinic attendees, Depot Clinic attendees; service 
users receiving Flexible Assertive Community Treatment (FACT). This does not replace the 
need for all service users to be registered with a GP for their physical health needs and 
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service users and their carers should be aware of this. The Annual Physical Health Check 
Clinic Record (Appendix 5) should be used to record the annual physical health examination 
in HPFT which must be sent to the GP. It should be completed and scanned onto EPR 
under the heading ‘Annual Physical Health Assessment’.  The findings should be 
interpreted/acted upon by the treating psychiatrist, and the results scanned or entered onto 
EPR.  A copy of the blood test results and the completed Health Check Clinic proforma 
should be sent to the GP with a covering letter explaining the findings. 

 
8.12 People who have learning disabilities may have communication difficulties or special 
needs which make secondary care a more appropriate setting for their physical examination 
and review, however this should be decided in each case as part of the care plan 
agreement. 

 
8.13 Community service users who have been admitted to an acute hospital or prison will 
have their physical health needs met when resident in those settings, however their physical 
health needs should be re-assessed when they resume community care by HPFT by their 
care coordinator.  
 
9. Health Promotion and Information 

 
STANDARD 
9.1 Service Users should be offered information by their care coordinator about their 
diagnosis (if relevant), medication and treatment in a form that is easy for them and their 
carers to understand. Where appropriate, they should be told about the association between 
severe mental illness and risks to their physical health and the importance of a healthy 
lifestyle. Such information can facilitate the service user’s active participation in monitoring 
for adverse effects. Information about medications is available on the Trust website via the 
Choice and Medication link. There is also a HPFT leaflet available explaining the 
importance of physical health checks and what this may involve. 
 
9.2 If the service user does not have the capacity to make decisions about their 
treatment, a best interest decision will be made, ideally with input from a carer, and or an 
advocate. For the prescriber, the overall principle remains one of maximising psychiatric 
benefits while minimising any risks to physical health posed by medication. 

 
9.3 Service Users should be informed and supported to access appropriate health care 
and health promotion services by their practitioner. A range of resources are available via 
the Health and Wellbeing link on the Trust website. The NHS Choices website contains 
information that helps individuals make decisions about their health and lifestyle. 

 
9.4 Service Users should have access to services that support and encourage good 
physical health, e.g. walking groups, weight management and healthy living groups. Team 
managers should ensure that practitioners are aware of local provision and how to refer. 

 
9.5 A recovery approach should be applied to all aspects of care encouraging service 
users to access primary care services wherever possible and to be actively involved in their 
care. 

 
9.6 All mental health practitioners should have the necessary knowledge and skills to 
offer health promotion advice which encourages service users to make healthy lifestyle 
options. 
 
10. Inpatient Care 

 

http://www.choiceandmedication.org/hertfordshire/pages/printableleaflets/
http://www.hpft.nhs.uk/_uploads/documents/leaflets/physical-health-2013-5-pages-a4-pw.pdf
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STANDARD 
 
10.1 Assessment of Inpatient Admissions 
 
10.1.1  The general principles listed above under Initial Assessment apply to all inpatient 
admissions. 
 
10.1.2  All inpatients should have a comprehensive physical examination by the admitting 
doctor within 24 hours of admission. This must be recorded on the Physical Examination 
form on the EPR (Appendix 6). 

 
10.1.3  The ward/unit nursing staff will ensure that a physical health assessment is 
completed on admission within the first 72 hours. The National Early Warning Score must 
be used for this initial assessment and for continuing the monitoring of a patient’s well-being 

throughout their stay on the ward/unit. http://www.rcplondon.ac.uk/resources/national-

early-warning-score-news. By recording the NEWS on a regular basis, the trends in the 
patient’s clinical responses can be tracked to provide early warning of potential clinical 
deterioration and provide a trigger for escalation of clinical care. Any such concerns 
identified from these clinical observations will be reported to the admitting medical team 
who, in conjunction with the nursing team will formulate a management plan. Please refer to 
the HPFT Resuscitation Policy. 

 
10.1.4  Smoking status should be assessed as soon as possible after admission (ideally 
within 30 minutes) and NRT prescribed as appropriate in accordance with Smoke Free 
Policy. 

 
10.1.5  The Dysphagia Screening Tool must be completed by nursing staff within 72 hours 
of admission all inpatients (see Nutrition and Dysphagia policy). 

 
10.1.6  The nursing staff should follow the Pressure Ulcer and the Falls Policy where 
appropriate. 

 
10.1.7  Staff should follow relevant infection control policies where appropriate. 

 
10.1.8   There may be additional physical health care considerations for trans people. 
Please refer to Supporting Trans People when using HPFT services policy. 
 
10.1.9  If an examination is not possible (e.g. the patient refuses or is too mentally 
disturbed) the reason should be clearly stated in the EPR and relevant observations (e.g. 
nutritional status gait, abnormal movements) documented. 

 
10.1.10 Staff should be aware that symptoms of confusion could be due to serious 
physical illness and seek to rule this out. 

 
10.1.11 Attempts to complete the full physical examination should be repeated on a 
daily basis and documented on the Physical Examination form on the EPR in the EPR. 

 
10.1.12 It is the responsibility of the examining doctor to formulate an initial 
management plan to address immediate problems identified at examination, arrange for the 
recording of any additional investigations or examinations which may be required and to 
alert the treating medical team (responsible consultant). 

 
10.1.13  At the time of admission or as soon as possible thereafter a full physical 
review should be completed to include: 

http://www.rcplondon.ac.uk/resources/national-early-warning-score-news
http://www.rcplondon.ac.uk/resources/national-early-warning-score-news
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 Details of past and present illnesses 

 A comprehensive review of current physical health and symptoms 

 Lifestyle (including smoking, diet, exercise, alcohol and illicit drug usage) 

 Details of health screening (e.g. dental care, cervical screening) 

 Sexual health and contraception 
 

10.1.14  Service Users with epilepsy should have seizure type, frequency, and 
protocol for rescue medication documented as part of a comprehensive epilepsy care plan 
and risk assessment. Please contact the Epilepsy Specialist Nurses at Apsley 1, Brindley 
Way, Hemel Hempstead HP3 NBF (01442 453017) for relevant documentation 
 
10.1.15  Appropriate physical investigations should be completed within the first week 
of admission. The results of the physical investigations should be reviewed and filed in the 
EPR.  Ultimate responsibility for acting on abnormal results lies with the consultant 
responsible for the service user’s inpatient care. This may require liaison with the service 
user’s GP. 

 
10.1.16  The responsible consultant will work in collaboration with the service user, 
ward medical and nursing teams as well as carers, if appropriate, to formulate an action 
plan to address the service user’s physical health needs with them, in consultation with the 
GP if indicated.  
 
10.2 On-going Physical Healthcare of Inpatients 
 

RULE 

10.2.1 Weight and blood pressure should be recorded by nursing staff as clinically needed 
and at least weekly. 
 
10.2.2 Symptoms, progress and treatment of long term physical conditions should be 
reviewed with the service user and documented at least monthly.  

 
10.2.3 Service Users with epilepsy should have seizure type and frequency recorded on 
standardised charts and reviewed regularly (see Appendix 7). Please contact the Epilepsy 
Specialist Nurses at Apsley 1, Brindley Way, Hemel Hempstead HP3 NBF (01442 453017) 
for relevant documentation. Clinicians managing service users with epilepsy must follow the 
NICE Epilepsy Guidance CG 137.  

 
10.2.4 Physical Health Review, examination and investigations should be repeated at least 
annually as part of annual CPA meeting/Care Review. The results must be shared with the 
service user (and carer if appropriate) so that they can be involved in agreeing a course of 
action to address their physical health needs e.g. dietary modification, exercise etc. 

 
10.2.5 Inpatients should have easy access to appropriate written health promotion 
information. 

 
10.2.6  

STANDARD  

Inpatients should have access to exercise, smoking cessation support (including ongoing 
NRT support) and appropriate dietary advice. Physically able inpatients should be 
encouraged to undertake 150 minutes of exercise per week: either 30 minutes of moderate 
exercise 5 times per week or bursts of ten minutes dispersed throughout the day. Walking is 
one of the safest forms of exercise for those who are obese or physically frail. 
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10.2.7  

STANDARD  

All inpatients should be registered with a general practice so that they can have access to 
routine physical health screening and prevention, such as vaccination programmes. It is the 
responsibility of the ward manager to ensure that all long term inpatients are registered with 
a GP and they have access to physiotherapy, chiropody, sexual health, dentistry and an 
optician when required. The need for these interventions should be considered at least 
annually for long term inpatients as part of their CPA/care review. 
 
 
10.3 Environment for Inpatients 

STANDARD 
 
10.3.1 Patients should be provided with appropriate food and drink to meet their nutritional, 

therapeutic and cultural needs. 
 
10.3.2 Patients should have access to fresh air and exercise space. 

 
10.3.3 A smoke free environment is mandatory. 

 
10.3.4 Access to appropriate, clean washing and toilet facilities should be maintained at all 
times. 
  
10.4 Emergency Care for Inpatients 

RULE 

 
Please refer to the HPFT Resuscitation Policy. Wards must have:- 
 

 regularly maintained resuscitation equipment 

 rapid access to emergency medical care (either directly or via emergency services) 

 a first aid kit 

 
11.  Physical Examination Equipment 

RULE 

 
Appropriate physical examination equipment should be available where physical 
examinations are carried out.  In clinic settings, practitioners should not have to leave the 
room to access equipment to measure obesity and blood pressure. Equipment requirements 
are set out in Appendix 8. 
 
 
12. Documentation 

RULE 

 
12.1 Information about physical health should be recorded on the appropriate form on the 
EPR. If an appropriate form is not available on the EPR, the paper format should be 
scanned onto the EPR and clearly labelled. 
 
12.2 Paper records are only used in HPFT services where the clinician undertaking the 
assessment/examination does not have access to the EPR (e.g. when physical care is 
provided by GPs without access to the EPR) in which case, there should be a note on the 
EPR records locator recording the location of any paper notes 
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12.3 Results on paper should be scanned on to the EPR and clearly labelled. 

 
12.4 CPAs/Annual Care Reviews should always include documentation about physical 
health needs and who is responsible for on-going management. 

 
12.5 Discharge summaries, letters to GPs and Standard Care Plans should include a 
section on physical health and wellbeing, including future plans for on-going physical health 
care. What is to be done and by whom for on-going physical healthcare should be clearly 
recorded in these documents. 
 
13.  Training  

RULE 

 
13.1 Non-medically qualified staff whose duties include undertaking physical examination 
and screening of service users should ensure that they have received appropriate training. It 
is the responsibility of the Trust management to ensure that such training is available when 
required. Staff should not practice outside the limits of their confidence, and if in doubt 
should seek advice from an appropriately qualified colleague or the service users GP. 
 
13.2 Employees of HPFT have responsibility to maintain their continuing professional 
development by attending courses relevant to their job and familiarising themselves with 
NICE guidelines and other appropriate documents.  

 
13.3 The Trust Mandatory Training Programme is available on the staff intranet. 
Employees (whether permanent or temporary) are responsible for attending training within 
the stated intervals. Line Managers are responsible for ensuring that staff are trained and 
updated as required, and must keep records of this. For taught courses, contact the 
Learning & Development Team: Learning@hpft.nhs.uk . 

 
13.4 The Medicines Management Annual Programme includes a session on physical 
health checks in relation to medication. 
 

 
 
STANDARD 
 

Training Service Staff Group Provider Frequency 
 

Procedure for obtaining 
medical emergency 
assistance 
 

All services All Staff Line 
Manager on 
induction 

Induction 

Awareness of this policy 
and implementation in the 
clinical area 
 

All services All clinical staff Line 
Manager on 
induction 

Induction 

Awareness of where 
emergency equipment is 
stored, how to access it 
and the staff member’s 
role in an emergency 

All services 
where 
emergency 
equipment is 
stored 

All staff Line 
Manager on 
induction 

Induction 

mailto:Learning@hpft.nhs.uk
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situation 
 

Ligature awareness Inpatient 
wards/units 

All staff Line 
Manager 
PowerPoint 

Induction and 
every three 
years 
 

Basic Life Support 
(BLS) including use of 
AED, choking and 
emergency response to 
anaphylaxis 

Medical staff; 
Community 
teams; 
Supportive 
living or other 
low risk 
inpatient 
units; Day 
care 

Registered 
Nurses; Health 
Care 
Assistants; 
Medical staff; 
Allied Health 
Professionals 
(AHPs) and 
social workers 
as required 
 

The Trust  Induction and 
annual refresher 

Basic Life Support 
(BLS) including use of 
AEDs, choking and 
emergency response to 
anaphylaxis 

Inpatient 
units/wards  

Registered 
Nurses; Health 
Care 
Assistants; 
Medical staff; 
Allied Health 
Professionals 
(AHPs) and 
social workers 
as require 
 

Resuscitation 
Officer   

Induction and 
annual refresher 

Intermediate Life 
Support (ILS) Includes 
BLS training, the use of 
AEDs, airway 
management and 
ventilation, post-arrest 
care, pulse oximetry, 
oxygen therapy and 
choking 
 

Inpatient 
wards/units 

Registered 
Nurses; 
Medical staff 

Resuscitation 
Officer   

Induction and 
annual refresher 

Basic Paediatric Life 
Support and anaphylaxis 

Mother and 
Baby Unit 

Registered 
Nurses 

East and 
North Herts 
Acute 
Hospital 
Trust 

Induction and 
annual refresher 

University of Hertfordshire 
Physical Health Training 
Course 
 

Community 
and Inpatient 

Registered 
Nurses 

Taught 
course one 
day, UoH 
 

 

Medicines Management 
Education and Training 
Programme 
 

All clinical 
staff 
 

Clinical staff In-house 
taught 
Course –half 
day 

Courses are 
listed on the 
Medicines 
Management 
Webpage on 
Trustspace. 

Smoking cessation Community clinical staff Online Once and 
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and inpatient  learning 
training & 
Herts 
Smoking 
Cessation 
Service 

updates 

 
 

Course For Renewal 
Period 

Delivery 
Mode 

Contact Information 

Basic Life 
Support 
(Incorporates 
Resuscitation 
Training) 
 
 
 
 
 
Intermediate 
Life Support 
 
 
Physical 
Health Training 
Course 
 
 
 
Medicines 
Management 
Education and 
Training 
Programme 
 

All HPFT Staff  
 
 
 
 
 
 
 
 
 
Inpatient 
Registered 
Nurses 
 
Registered 
Nurses 
 
 
 
 
Clinical staff 
 
Care co-ordinators 
of people on 
clozapine and 
lithium are required 
to access relevant 
training  

Mandatory 
every 3 years 
for community 
staff and 
annually for 
inpatient 
unqualified staff 
 
 
 
Mandatory 
annually 
 
 
As directed by 
Lead Nurses 
 
 
 
 
Annual 
Programme 

Taught 
course – half 
day 
 
 
 
 
 
 
 
Taught 
course – half 
day 
 
Taught 
course one 
day by UoH 
 
 
 
Taught 
Course –half 
day 

For taught courses, 
contact the Learning 
& Development 
Team: 
Learning@hertspartsf
t.nhs.uk  
You can check for 
future dates here, and 
request a specific 
date. 
 
 
 
 
 
 
 
 
 
 
Courses are listed on 
the Medicines 
Management 
Webpage on 
Trustspace. 
 

 
 

14. Embedding a culture of Equality & RESPECT 
 
The Trust promotes fairness and RESPECT in relation to the treatment, care & support of 
service users, carers and staff. 
 
RESPECT means ensuring that the particular needs of ‘protected groups’ are upheld at all 
times and individually assessed on entry to the service. This includes the needs of people 
based on their age, disability, ethnicity, gender, gender reassignment status, relationship 
status, religion or belief, sexual orientation and in some instances, pregnancy and maternity. 
 
Working in this way builds a culture where service users can flourish and be fully involved in 
their care and where staff and carers receive appropriate support.  Where discrimination, 
inappropriate behaviour or some other barrier occurs, the Trust expects the full cooperation 
of staff in addressing and recording these issues through appropriate Trust processes. 
 

mailto:Learning@hertspartsft.nhs.uk
mailto:Learning@hertspartsft.nhs.uk
http://trustspace/DocumentCentre/Documents/Learning%20and%20Development/Learning%20and%20Development/Future%20Class%20Dates.%20March%20-%20July%202011.xls
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RULE: Access to and provision of services must therefore take full account of needs 

relating to all protected groups listed above and care and support for service users, carers 
and staff should be planned that takes into account individual needs.  Where staff need 
further information regarding these groups, they should speak to their manager or a 
member of the Trust Inclusion & Engagement team. 
 
Where service users and carers experience barriers to accessing services, the Trust is 
required to take appropriate remedial action. 
 

Service User, 
carer and/or staff 
access needs  

(including disability) 

The treatment, care, and information service users and carers should 
be given in a way that meets their physical and communication needs.  
For example, people with sensory or learning disabilities and people 
who do not speak or read English will need information in a form that 
they can understand. Staff will ensure that the dignity and comfort of 
disabled service users is prioritised. The HPFT Policy on 
Communicating with Service Users from Diverse Communities 
provides guidance on communication needs and the procedure for 
using the interpreting service.  

Involvement The views of service users and carers is very important in the 
development and delivery of this Policy and feedback will be sought 
using Having Your Say amongst other methods to improve it based on 
service user and carer experience. 

Relationships & 
Sexual Orientation 

Staff should be aware of important relationships in the service user’s 
life and recognise the significance of spouses/civil partners and be 
sensitive to their views and wishes where appropriate.   

Culture & 
Ethnicity  

Staff will be aware at all times of the culture of service users when 
interpreting this Policy and will make adaptations where necessary to 
accommodate their cultural and ethnic needs and preferences.  

Spirituality Where there are specific religious practices that affect compliance with 
investigations or treatment outlined in this Policy, the service user should 
be given the opportunity to discuss and agree adjustments or 
alternatives. 

Age This Policy covers the whole age range of service users and there are 
specific issues that are age related which staff must take account of 
when interpreting its contents. For example, elderly and frail service 
users are much more at risk of nutritional problems and problems with 
skin viability. Capacity and consent issues are very relevant in younger 
and older service users.  

Gender & Gender 
Reassignment  

It is very important that the dignity of service users is respected and 
their gender is taken fully into account when following this Policy. Staff 
must be aware of the needs of transgender people and be sensitive to 
their wishes to be treated as they present their gender. Service Users 
must be offered the opportunity of requesting a male or female 
practitioner when undergoing physical examination. Guidance about 
the use of chaperones is set out in the Trust document ‘Privacy and 
Dignity-Policy Statement, Standards and Guidance. 
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Advancing 
equality of 
opportunity  

This Policy is committed to advancing equality of opportunity and the 
authors are actively seeking feedback about how it can be adapted 
based on comments, audit and feedback about how it operates in 
practice. 

Promoting and 
considering 
individual 
wellbeing 

 

Under the Care Act 2014, Section 1, the Trust has a duty to promote 
wellbeing when carrying out any of their care and support functions in 
respect of a person.  Wellbeing is described as relating to the following 
areas in particular: 

 Personal dignity (including treatment of the individual with 
respect); 

 Physical and mental health and emotional wellbeing; 

 Protection from abuse and neglect; 

 Control by the individual over day to day life including over the 
care and support provided and the way in which it is provided; 

 Participation in work, training, education, or recreation; 

 Social and economic wellbeing; 

 Domestic, family and personal; 

 Suitability of living accommodation; 

 The individual’s contribution to society. 

 

There is no hierarchy and all should be considered of equal 
importance when considering an individual’s wellbeing. How an 
individual’s wellbeing is considered will depend on their individual 
circumstances including their needs, goals, wishes and personal 
choices and how these impact on their wellbeing. 

 

In addition to the general principle of promoting wellbeing there are a 
number of other key principles and standards which the Trust must 
have regard to when carrying out activities or functions: 

 The importance of beginning with the assumption that the 
individual is best placed to judge their wellbeing; 

 The individual’s views, wishes, feelings and beliefs; 

 The importance of preventing or delaying the development of 
needs for care and support and the importance of reducing 
needs that already exist; 

 The need to ensure that decisions are made having regard to 
all the individual’s circumstances; 

 The importance of the individual participating as fully as 
possible; 

 The importance of achieving a balance between the individuals 
wellbeing and that of any carers or relatives who are involved 
with the individual; 

 The need to protect people from abuse or neglect; 

 The need to ensure that any restriction on the individual’s rights 
or freedom of action that is involved in the exercise of the 
function is kept to the minimum necessary. 
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15. Process for monitoring compliance with this document –  

STANDARD 
 

 

 
16.  Version Control 

STANDARD: 
Version  Date of Issue Author Status Comment 

1 Feb 2006 Practice Standards 
Facilitator 

Archived Superseded 

2 D1 May 2009 Practice Standards 
Facilitator 

Archived Superseded 

2 D2 Sept 2009 Practice Standards 
Facilitator 

Archived Superseded 

V3 April 2010 Associate Medical 
Director 

Archived Superseded 

V4 13th May 2013 Associate Medical 
Director 

Archived Updated and new 
Policy format 

V4.1 1st May 2015 Associate Medical 
Director 

Archived Updated for Care 
Act 2014 

V5 February 2016 Co-Chair of Physical 
Health Committee  

Archived General update 
including Care Act 

V5.1 11th November 
2016 

Co-Chair of Physical 
Health Committee 

Archived Additions to 
appendices 

V5.2 11th November 
2016 

Co-Chair of Physical 
Health Committee 

Archived Minor amendment  

V5.3 1ST March 2019 Co - chair of 
Physical Health 

Archived The review date 
for this policy has 

Action: Lead  Method  Frequency  Report to: 

Requirements for 
Physical 
assessment of 
service users on 
admission to a 
service 

Physical 
Health Lead 

Trust Led Audit 
co-ordinated by 
PACE Team 

Annually Physical Health 
Committee 

On-going 
assessment of 
physical needs of 
all service users as 
part of care 
planning 

Physical 
Health Lead 

Trust Led Audit 
co-ordinated by 
PACE Team 

Monitoring and 
acting on the 
physical side 
effects of 
psychotropic 
medication 

Head of 
Medicines 
Management 

Participation in 
relevant POMH-
UK audits 

As per  
POMH-UK 
audit 
programme 

Drugs and 
Therapeutics 
Committee 
 
PAIG 

PART 3 –Associated Issues: 
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Committee been extended by 
the Chair of the 
Physical Health 
Committee on the 
1st March 2019 
and will now be in 
need of review 
from 1st June 
2019 

V5.4 1ST March 2019 Co - chair of 
Physical Health 
Committee 

Superseded  Amendment’s 
made to appendix 
9 

V5.6 5th October 
2020 

Nurse Consultant 
Physical Health 

Current  COVID-19 
Updates and 
appendix 
amendments  

 
17. Archiving Arrangements 

STANDARD: All policy documents when no longer in use must be retained for a period 

of 10 years from the date the document is superseded as set out in the Trust Business and 
Corporate (Non-Health) Records Retention Schedule available on the Trust Intranet 
 
A database of archived policies is kept as an electronic archive administered by the Policy 
Coordinator. This archive is held on a central server and copies of these archived 
documents can be obtained from the Policy Coordinator on request. 
 
18. Associated HPFT Documents  

STANDARD: 
Medicines Policy 
Reconciliation of Medicines on Admission Policy 
Delivery of Care Policy 
Communication with Service Users from Diverse Communities 
Consent to Examination, Care and Treatment including Electroconvulsive Therapy 
Falls Policy 
Policy and Guidelines for the Management of Continence 
Pressure Ulcer Policy 
Smoke Free Policy 
Nutrition and Dysphasia Policy 
Resuscitation Policy 
Infection and Control Policy 
Supporting Trans people when using HPFT Services Policy 
 

 

19. Supporting References  

STANDARD 

The Maudsley Prescribing Guidelines in Psychiatry, 12th Edition. Taylor D, Paton C, Kapur 
S; Wiley Blackwell Press (2015) 
 
OP67: Physical Health in Mental Health: Final Report of a Scoping Group; Royal College of 
Psychiatrists (January 2009) 
 
NICE CG 178: Psychosis & schizophrenia in adults: treatment and management, February 
2014  
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NICE Clinical Guideline 155: Psychosis and Schizophrenia in Children and Young People  
 
NICE CG 185: Bipolar disorder: the assessment and management of bipolar disorder in 
adults, children and young people in primary and secondary care, September 2014 
 
NICE Clinical Guideline 137: Epilepsies:diagnosis and management January 2012 
 
NICE Clinical Guideline 76: Medicines Adherence January 2009 
 
NICE Clinical Guideline 32: Nutrition Support in Adults 2006 
 
NICE CG 189: Obesity: identification, assessment and management, Nov 2014 
 
The Abandoned Illness. The Schizophrenia Commission Report (November 2012) 
 
Physical Health Check: Information Resource (Rethink 2011) 
 
Policy for the Monitoring of Physical Health Checks. Avon and Wiltshire Mental Health 
Partnership NHS Trust (January 2011) 
 
Physical Health, Mental Health Pathway and Policy. Cheshire and Wirral Partnership NHS 
Trust (September 2011) 
 
Making Every Contact Count (MECC) DoH January 2012 
 
The Vision and Strategy for Nursing, Midwives and Carer-givers (DoH 2012) 
 
Department of Health, Closing the gap: priorities for essential change in mental health. 
January 2014 
 
Final Report of the RCPsych Scoping Group on Physical Health in Mental Health January 
2009 (Occasional Paper OP67) 
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20. Comments and Feedback 

STANDARD 

 
The following people/groups were involved in the consultation: 
 

The HPFT Physical Health Committee 

The HPFT Drugs and Therapeutic Committee 

Head of Medicines Management / Deputy 

Chair of the Drug and Therapeutic Committee 

Deputy Director of Nursing and Quality 

SBU Heads of Nursing 

Resuscitation Officer  

Consultant Nurse Eating Disorders Service 

Appropriate Staff in each SBU 

Carers in Herts 

Viewpoint 

Carer User Council 

Service user / Service User Council 
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Appendices  
 

Appendix 1 - Recommended Physical Monitoring for Adult Service Users 

Appendix 2 - Diagnoses/Psychotropic Drugs requiring Specific Monitoring 

Appendix 3 - Requirements for Physical Examination in the Community Eating 
Disorder Service 
 
Appendix 4 - GP Physical Health Summary Report  

Appendix 5 - Annual Physical Check Clinic Record  

Appendix 6 - Inpatient Physical Examination Form (inc BMI Index) 

Appendix 7 - Epilepsy Seizure Description Form 

Appendix 8 - Medical Device Equipment Tool box 

Appendix 9 - Psychotropic-related QT Prolongation 
 
Appendix 10  - NEWS (National Early Warning Score) Observation Chart  
 
Appendix 11 – Lester UK Adaptation Positive Cardiometabolic Health Resource 

 
  

APPENDICES  
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Recommended Routine Physical Health Monitoring for Service Users  

 
  Baseline 3 months if 

antipsychotic 

initiated 

6 months if 

antipsychotic 

initiated 

Annual 

Review/ 

Health 

check 

a Personal and Family History 

    

b Smoking      

c Alcohol and Drug Use 
    

d Allergies/Drug sensitivities     

e Exercise and dietary habits 

    

f Dental Health 
    

g Weight (BMI/Waist 

circumference) Ideally plotted 

on a chart 
  *    

h Blood pressure 
    

i Blood lipid profile and fasting 

plasma glucose /HbA1c 

Consider other relevant blood 

tests or investigations 

required (see appendix 2) 

    

j Sexual Health and 

contraception. Consider the 

need for  a pregnancy test 

    

k Check engagement with 

Primary Care  
    

l Screen for Side Effects 

(including sexual)     

m Offer information about 

medication 
    

n Health Promotion and 

Signposting where 

appropriate 

    

 
*NICE CG 178 for Schizophrenia recommends measuring weight weekly for first 6 weeks (plotted on a chart) 

 
Frequency of review: As a minimum review those prescribed a new antipsychotic at baseline, at 
least once after 3 months, at 6 months and annually thereafter.  For some medicines more frequent 
monitoring may be required. See appendix 2 for details on monitoring for specific drugs. Health 
checks should take place at least annually unless an abnormality of physical health emerges. In 
these cases, appropriate action should be taken and/or the situation should be reviewed at least 
every 3 months. 

 
Guidance Notes 

 
a. The risk of metabolic syndrome increases with a first degree relative with a history of obesity, 
diabetes or cardiovascular disease< 60 years. 

 

Appendix 1  
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b. Always offer referral for smoking cessation. Changes in smoking habit can affect the 
metabolism of antipsychotic drugs, especially clozapine. Where appropriate, plasma levels of 
drugs should be obtained dosage adjusted by the prescriber if indicated. 

 
e. Advise a minimum of 150 minutes of moderate-intensity physical activity per week, or 75 
minutes of vigorous intensity activity per week. Also advise on muscle strengthening activities on 
at least 2 days a week and reduce extended periods of sitting. 

 
f. People with severe mental illness often have difficulty attending dental appointments and 
may require support from their care coordinator to attend for screening. Consider the need for 
smear tests and mammography in women. 

g. Target BMI = 18.5-24.9 kg/m2 (18.5-22.9 kg/m2 in South Asian or Chinese). Waist 
measurement is a predictive factor for cardiovascular risk. A healthy waist measurement (reflecting 
low coronary risk) is below 37 inches/94 cm for men and 32 inches/ 80 cm for women. The 
greatest health risks are associated with waist measurements greater than 40 inches/102 cm for 
men and 35 inches/88 cm for women.  Weight gain of > 5kg over 3 months and/or high BMI over 
target requires action (medication review/lifestyle advice). 

When initiating an antipsychotic weight should be measured at baseline, weekly for 6 weeks, at 12 
weeks, at 6 months and then annually. Ideally this should be plotted on a chart. Waist 
circumference should be measured at baseline and annually thereafter. See appendix 2 for 
monitoring requirements for specific drugs.  

h. Blood pressure target in those aged less than 80 reduce clinic BP to < 140/90 mmHg and in 
those aged 80 and above reduce clinic BP to < 150/90. Use clinical judgement for people with 
frailty or multimorbidity.  Refer to appropriate clinician for investigation or management if indicated.  

 
i. If fasting blood glucose (FBG) is impractical then random blood glucose (RBG) can be 
measured and interpreted accordingly. People with FBG of 5.5-6.9mmol/L or HbA1c 42 – 47 
mmol/mol (6.0% – 6.4%) are at high risk of diabetes and should be supported to change their diet 
and lifestyle. 

 
If fasting samples for lipid profile are impractical then non-fasting samples are satisfactory for most 
measurements except LDL and triglycerides (TG). Follow NICE CG 181 CVD: risk assessment 
and reduction, including lipid modification. Use QRISK 3 for assessing CVD risk for primary 
prevention. Provide advice on lifestyle modification for prevention of CVD. Refer to GP for advice 
where appropriate.   
 
A prolactin level is useful at baseline as it can be repeated if sexual or reproductive system 
abnormalities are reported. 

 
The need for a baseline ECG should be considered. An ECG should be performed if there are 
cardiovascular risk factors, including a strong family history of CVD or if drugs which cause ECG 
abnormalities such as haloperidol are being prescribed (refer to the BNF and DTC 
recommendations in Appendix 9). If the person is an inpatient they should have a baseline ECG if 
they will be prescribed antipsychotic drugs. *People on high dose or combination antipsychotic 
regimes should have annual ECG monitoring. 

 
k. Engagement with GP should be facilitated by secondary care if indicated  

 
l. Consider using a standardised side effect rating scale such as the GASS, LUNSERS or 
Barnes Akathisia Scale 

 
m. Information about medication can be obtained via Choice and Medication under Useful Links 
on the HPFT intranet website. http://www.choiceandmedication.org/hertfordshire/ 
 
n. Health professionals should be aware of how to obtain local healthy lifestyle support for their 
patients/service users and should offer support to facilitate access. 

http://www.choiceandmedication.org/hertfordshire/
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Psychotropic Drugs Requiring Specific Tests and Monitoring for 
Serious Mental Health Illness 

 

In addition to the monitoring outlined in Appendix 1, some drugs require more specific tests 
and monitoring.  

 

Serious Mental 
Illness 

BASELINE and INITIAL MAINTENANCE 

Eg Psychosis/bipolar 
disorder) 

Full Blood Count (FBC) 

Urea and Electrolytes (U&Es) 

Renal function (serum creatinine or e-
GFR)  

Liver Function Tests (LFTs) 

Fasting blood glucose (if possible), 
HbA1c 

Blood lipid profile (fasting if possible)  

Prolactin level 

ECG if clinically indicated 

BP, weight, waist circumference 

Annual health check  (see appendix 1) 

FBC annually 

U&Es annually 

Renal Function (serum creatinine or e -
GFR) annually 

LFTs annually 

Fasting (if possible) blood  glucose, 
HbA1c annually 

Blood lipid profile (fasting if possible) 
annually 

DRUG  

Mood Stabilisers BASELINE and INITIAL MAINTENANCE 

Lithium 

Refer to Safer Use of 
Lithium Guidelines

 

U&Es 

e-GFR (renal Function) 

Thyroid function tests 

Serum calcium levels 

Cardiac function: ECG if clinically 
indicated 

Blood pressure 

Weight and height (BMI)  

Lithium level weekly until therapeutic 
level & one week after each dose 
change then 3 monthly for first 12 
months 

 

Annual health check (see appendix 1)                      

Lithium level - 3 monthly for first 12 
months and then every 6 months 
thereafter if stable, or every 3 months for 
people in any of the following groups:  

 Older adults  

 people taking other medicines that 
interact with lithium  

 people who are at risk of renal or 
thyroid dysfunction, raised calcium 
levels or other complications  

 people who have poor symptom 
control  

 people with poor adherence  

 people whose last lithium plasma 
level was 0.8mmol/L or higher  

e-GFR 6 monthly 

Thyroid function tests - 6 monthly 

Serum calcium levels - annually 

Fasting (if possible) blood glucose, 
HbA1c annually 

Blood lipid profile (fasting if possible) 
annually 

Sodium Valproate
 

LFTs at baseline and periodically 
during first 6 months with albumin & 
clotting if liver enzyme levels abnormal 

Annual health check  (see appendix 1) 

LFTs with albumin & clotting if liver 

Appendix 2  
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or spontaneous bruising and bleeding 

FBC at baseline and at 6 months 

Blood pressure  

Weight and height at baseline, weight 
at 3 and 6 months  

Valproate is contraindicated in girls 
and women of childbearing potential, 
unless the conditions of the pregnancy 
prevention programme are met. 

 

enzyme levels abnormal or spontaneous 
bruising and bleeding 

Plasma levels if required to detect non-
compliance or toxicity (Plasma levels to 
ensure adequate dosing are of limited 
use)  

Fasting (if possible) blood glucose, 
HbA1c annually 

Blood lipid profile (fasting if possible) 
annually 

For girls and women of child bearing 
potential, review the need for treatment 
with sodium valproate and complete 
Annual Risk Acknowledgement Form 

 

Carbamazepine 

 

Plasma level 2 weeks after initiation 

FBC baseline and at 6 months  

LFTs baseline and at 6 months 

U&Es baseline and at 6 months 

Blood pressure 

Weight and height, monitor weight 
periodically thereafter 

Annual health check (see appendix 1) 

U&Es 6 monthly  

Plasma levels can be used to ensure 
adequate dosing and treatment 
compliance 

Plasma level 2 weeks after dose 
change, then every 6 months  

Fasting (if possible) blood  glucose, 
HbA1c annually 

Blood lipid profile (fasting if possible) 
annually 

Lamotrigine See clinical notes section for advice 
and counselling regarding blood 
disorders, skin reactions and 
hypersensitivity syndrome  

Annual health check (see appendix 1) 

Antidepressants BASELINE and INITIAL MAINTENANCE 

Venlafaxine
 

Blood pressure and pulse at baseline 
and regularly after initiation.  

Blood Pressure and pulse – review 
periodically and after dose changes 

Agomelatine LFTs at baseline and weeks 3, 6, 12, 
24  (see notes below) 

LFTs regularly as clinically indicated and 
at increase of dose 

SSRIs and others No specific monitoring required No specific monitoring required 

Antipsychotics BASELINE and INITIAL MAINTENANCE 

Amisulpride
 

Aripiprazole 
Olanzapine 
Quetiapine 
Risperidone 
First generation 
antipsychotics 
Clozapine (see below) 
 
Refer to High Dose 
Antipsychotic Therapy 
(HDAT) policy for 
monitoring those on 
high dose 
antipsychotics. 

FBC 

Blood glucose (fasting if possible), 
baseline then at 3 months and 1 year 
(olanzapine also at 1 month and 6 
month)  

HbA1c baseline and 3 months 

Blood lipid profile baseline then at 3 
months and 1 year (olanzapine 3 
monthly for first year then annually)  

LFTs 

U&Es  

Prolactin  

Annual health check (see appendix 1) 

FBC annually 

Blood glucose (fasting if possible) 
annually   

HbA1c annually  

Blood lipid profile - annually 

LFTs - annually 

U&Es - annually 

Prolactin level annually for 
antipsychotics likely to cause a rise in 
prolactin or if signs or symptoms of 
raised prolactin. See clinical notes.   

https://assets.publishing.service.gov.uk/media/5cac898eed915d5d7318b646/Risk-acknowledgment.pdf
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ECG if clinically indicated (and after 
target dose is reached during in-patient 
admission and before discharge if drug 
regimen has changed) (mandatory 
prior to haloperidol) - see Appendix 9 

Blood pressure/ pulse baseline and 
frequently during dose titration then at 
12 weeks and 1 year 

Weight baseline, weekly for 6 weeks (if 
possible) then at 12 weeks, 6 months 
and 1 year (plotted on a chart) 
(olanzapine, weekly for 6 weeks then 
at 12 weeks and every 3 months for 
first year, then annually) 

Waist circumference (plotted on a 
chart) 

ECG if clinically indicated e.g. high dose 
antipsychotic (refer to HDAT policy) or 
presence of cardiovascular risk (see 
Appendix 9) 

Blood pressure / pulse annually 

Weight annually (plotted on a chart) 

Waist circumference annually (plotted 
on a chart) 

 

GASS / LUNSERs/ Barnes Akathisia 
Rating Scale for side-effect monitoring. 

Clozapine  

(Refer to HPFT 
clozapine policy for 
more details) 

 

 

 

 

 

 

 

 

 

FBC 

Blood glucose (fasting if possible) 
baseline then at 1, 3,  6  and 12 
months 

HbA1c baseline and at 3 months 

Blood lipid profile baseline, then at 3, 6 
and 12 months 

LFTs at baseline and then at 6 months  

U&Es at baseline 

ECG  

Blood pressure and pulse baseline, 
frequently during dose titration then at 
3 months and 12 months 

Weight at baseline, weekly for 6 weeks 
(if possible) then at 12 weeks, 6 
months and 1 year (plotted on a chart) 

Waist circumference baseline then at 
12 weeks and 1 year (plotted on a 
chart) 

Assessment of bowel movements 

Annual health check (see appendix 1) 

FBC as per monitoring guidelines 

Fasting blood glucose (if possible) and 
HbA1c every 6 months  

U&Es - annually 

LFTs – annually 

Blood lipid profile – annually 

ECG annually if high dose >600mg/day 
or otherwise indicated. 

Blood pressure and pulse – minimum 6 
monthly  

Weight minimum 6 monthly (plotted on a 
chart) or at each review. 

Waist circumference annually (plotted 
on a chart) 

C-GASS – 6 monthly 

Bowel movements at each review 

 
 
CLINICAL NOTES 
 
WEIGHT: Weight gain occurs early on after initiating treatment with antipsychotics and is difficult to reverse. It 
is therefore important to monitor weight closely during initiation and intervene promptly where weight gain 
occurs. Target = 18.5-24.9 kg/m

2 
(18.5-22.9 kg/m

2
 in South Asian or Chinese). Waist circumference > than 

94cm (men) and 80 cm (women) is a predictive factor for developing metabolic syndrome. Weight gain of > 
5kg over 3 months and/or high BMI over target require action (medication review/lifestyle advice) 
 
Medicines that are high Risk for causing weight gain include clozapine and olanzapine. Quetiapine and 
risperidone have a moderate risk of causing weight gain. 
 
BLOOD PRESSURE:  In those aged less than 80 years old reduce clinic BP to < 140/90 mmHg and  in those 
aged 80 and above reduce clinic BP to  <150/90. Use clinical judgement for people with frailty or 
multimorbidity. Refer to appropriate clinician for investigation or management if indicated.  
 
GLUCOSE: Increases in glucose occur early on after initiating treatment with antipsychotics and may be 
difficult to reverse. As changes in glycosylated haemoglobin (HbA1c) occur after a few weeks, fasting glucose 
tests should be carried out in preference to HbA1c after treatment initiation. In the long-term blood glucose 
control can be monitored using HbA1c (as this is more feasible to arrange for patients), however fasting 
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glucose together with HbA1c is preferred at all time-points to determine immediate and long-term impact on 
blood glucose. Increased frequency of testing should be considered for patients at risk of diabetes or where 
results are high. If fasting blood glucose (FBG) is impractical then random blood glucose (RBG) can be 
measured and interpreted accordingly. People with FBG of 5.5-6.9mmol/L or HbA1c 42 - 47mmol/mol (6.0% – 
6.4%) are at high risk of diabetes and should be supported to change their diet and lifestyle.  
 
LIPIDS: If fasting samples are impractical then non-fasting samples are satisfactory for most measurements 
except LDL and triglycerides. Follow NICE CG 181 CVD: risk assessment and reduction, including lipid 
modification. Use QRISK 3 for assessing CVD risk for primary prevention. Provide advice on lifestyle 
modification for prevention of CVD. Refer to GP for advice where appropriate.  
 
FULL BLOOD COUNT: Stop suspect drug if neutrophils <1.5 x 10

9 
and refer to medical specialist if <0.5 x 

10
9
. Note high frequency of benign ethnic neutropenia in some ethnic groups.

       

  
PROLACTIN: A prolactin level is useful at baseline as it can be repeated if sexual or reproductive system 
abnormalities are reported. Drugs reported to cause raised prolactin: amisulpride, sulpiride, risperidone, 
paliperidone and first generation antipsychotics. (Aripiprazole, clozapine, olanzapine and quetiapine have 
minimal effect on prolactin levels). Normal range of prolactin levels are  
men 0 – 424 mIU/L  (0 -20 ng/ml) and  women 0 – 530 mIU/L   (0 – 25ng/ml).  
Prolactin levels should be taken one hour after waking and before eating. Hyperprolactinaemia should not be 
diagnosed on the basis of a single blood test. Other causes would need to be ruled out. Stress, such as 
venepuncture, can itself increase prolactin levels. Measure macroprolactin (inactive form of prolactin) if 
prolactin levels are high but no associated signs or symptoms.   
 
ECG: The need for a baseline ECG should always be considered. An ECG should be performed if there are 
cardiovascular risk factors, including a strong family history of CVD, if drugs which cause ECG abnormalities 
such as haloperidol are being prescribed (refer to the SPC), if there are metabolic/electrolyte abnormalities or 
other factors (see appendix 9) or if HDAT. If the person is an inpatient they should have a baseline ECG if they 
will be prescribed antipsychotic drugs. People on high dose antipsychotic regimes should have repeat ECGs 
during periods of dose escalation and/or after steady state is reached during the initiation phase. Once 
stabilised on high-dose treatment, perform ECG every 12 months or sooner if clinically indicated. 

LITHIUM: Lithium serum level should ideally not exceed 1.0 mmol/L. Toxicity: usually with a serum lithium 
concentration of over 1.5mmol/L is associated with toxic effects and may be fatal. Weight gain is common. 
Thyroid dysfunction: hypothyroidism commonest in middle aged women ~20%. Renal Impairment: particularly 
impaired urinary concentration and polyuria; nephrogenic diabetes insipidus – usually reversible in the short to 
medium term. Small numbers develop interstitial nephritis. Hyperparathyroidism. Cardiac arrhythmias. Acne. 
Refer to Safer Use of Lithium Guidelines for further information on monitoring. 

 
SODIUM VALPROATE: Valproate is contraindicated in girls and women of childbearing potential, 
unless the conditions of the pregnancy prevention programme are met. See MHRA advice. Weight gain 
is common and can be significant. Thrombocytopenia and blood cell dysfunction: withdraw and investigate if 
spontaneous bruising/bleeding occurs. Pancreatitis rarely and hepatotoxicity: transient increases in liver 
enzymes are common, particularly at the start of therapy. Very rarely causes fulminant hepatic failure in 
children. . 
 
CARBAMAZEPINE: Patients / carers should be told how to recognise signs of blood disorders e.g. 
neutropenia, liver, or skin disorders and advised to seek immediate medical attention if symptoms such as 
fever, rash, mouth ulcers, bruising, or bleeding develop. Drug Interactions are common. Liver enzyme 
dysfunction may be due to hepatic enzyme induction. Withdraw drug immediately in cases of aggravated liver 
dysfunction or acute liver disease. 

LAMOTRIGINE: Blood Disorders: Patient / carers should be alert for symptoms and signs suggestive of bone-
marrow failure, such as anaemia, bruising, or infection. Aplastic anaemia, bone-marrow depression, and 
pancytopenia have been associated rarely with lamotrigine. Rash: Most rashes occur within first 8 weeks of 
therapy. Rarely Stevens-Johnson Syndrome and toxic epidermal skin necrolysis. Warn patients to see their 
doctor immediately if rash or signs or symptoms of hypersensitivity syndrome develop. Closely monitor and 
consider withdrawal if rash, fever, or other signs of hypersensitivity syndrome develop.  

VENLAFAXINE: Cardiotoxicity and toxicity in overdose. Contraindicated in people with uncontrolled 
hypertension and those at high risk of ventricular arrhythmias. Associated with a higher risk of withdrawal 
effects compared with other antidepressants; avoid abrupt withdrawal. Risk of haemorrhage may be increased 
– use cautiously in patients predisposed to bleeding, including those on anticoagulants and antiplatelets. 

 

https://www.gov.uk/guidance/valproate-use-by-women-and-girls
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SSRIs: Hyponatraemia can occur, most likely in the elderly and physically vulnerable. The risk of bleeding is 
increased if SSRIs are taken with aspirin and/or NSAIDs. Patients who take SSRIs are at 3 x increased risk of 
GI bleeding. The elderly, those with a history of cirrhosis and GI bleeding are most at risk.  

AGOMELATINE: Hepatotoxicity identified by the MHRA and that monitoring of liver function is 
increased. This medication requires named patient approval prior to prescribing in HPFT. Agomelatine 
is contraindicated in patients with hepatic impairment, ie cirrhosis or active liver disease. Prescribers should 
perform liver function tests in all patients receiving agomelatine:  

 at initiation of treatment  

 at weeks 3, 6, 12, 24, and periodically thereafter  

 when increasing the dose of agomelatine (at the same time intervals as above) – this is new advice  

 whenever clinically indicated  
Any patient who develops increased serum transaminases should have their liver function tests repeated 
within 48 hours  
Agomelatine should be immediately discontinued if an increase in serum transaminases exceeds 3x ULN, or if 
patients present with symptoms or signs of potential liver injury, such as: dark urine; pale stools; jaundice; pain 
in the right upper abdomen; sustained new-onset and unexplained fatigue  
Patients should be informed of the symptoms of potential liver injury, and advised to stop taking agomelatine 
immediately and seek urgent medical advice if these symptoms appear.  
The balance of benefits and risks should be carefully considered before initiating treatment in patient with pre-
treatment elevated transaminases levels or risk factors for hepatic injury, eg: obesity or being overweight, non-
alcoholic fatty liver disease; substantial alcohol intake or use of concomitant medicines associated with risk of 
hepatic injury; diabetes. Extra vigilance is advised for such patients.  
 
ANTIPSYCHOTICS: All antipsychotics are associated with neutropenia, especially in high doses. 
Cardiovascular mortality is high in patients on antipsychotics, especially those on high doses and 
combinations. Some antipsychotics are associated with QTc prolongation, enhanced by hypokalaemia, or 
other QTc prolonging medication. Consider an ECG if risk factors are identified for QTc prolongation or 
arrhythmias (see Appendix 9). Hyperglycaemia and induction of diabetes are associated with atypical 
antipsychotics. If random or fasting blood glucose is raised an oral glucose tolerance test should be 
performed. Weight gain is more common with certain antipsychotics (see above under weight gain. 
Hyperlipidaemia is common in people on antipsychotics.  Hyperprolactinaemia is most likely to be associated 
with certain antipsychotics (see above under prolactin). 
 

OLANZAPINE: Weight gain. Transient LFT increase. Significant association with increased lipids, increased 
blood glucose and risk of diabetes: Hyperglycaemia is not dose dependent and is reversible on cessation. Can 
cause hypotension due to action on alpha1 adrenoreceptors 
 

QUETIAPINE: can cause dose related decrease in thyroid hormone levels within 2-4 weeks of initiation that is 
reversible on stopping the drug. There is no evidence of clinically relevant hypothyroidism. Use with caution 
and monitor in patients with pre-existing thyroid disease. 
 

CLOZAPINE: Blood dyscrasias: Risk of neutropenia 2.7% and agranulocytosis 0.8%. Seizures: Risk 
increases with levels above 0.6mg/L. Raised body temperature common during initiation but fever should be 
investigated. Refer to clozapine policy for full information. Hypersensitivity, myocarditis and cardiomyopathy. 
Exacerbation of pre-existing liver disease. Impaired glucose tolerance and/or development or exacerbation of 
diabetes mellitus. As many as a third of patients might develop diabetes after 5 years of treatment. Many 
cases are noted in the first 6 months and may occur within 1 month. Increased risk of hyperlipidaemia, weight 
gain, hypersalivation, constipation and potentially fatal intestinal obstruction, faecal impaction and paralytic 
ileus. Use other drugs that cause constipation cautiously e.g. antimuscarinics or in history of colonic disease 
or bowel surgery. Monitor for constipation and prescribe laxative if required. Clozapine levels are reduced by 
tobacco smoking – important to check changes in smoking habit.  
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Requirements for Physical Examination in the Community Eating Disorder Service 
 
Background: Service Users who have eating disorders (anorexia nervosa, bulimia nervosa, 
binge eating disorders and atypical forms of eating disorders) are currently looked after 
jointly by the Community Eating Disorders Service (CEDS), a part of HPFT and GP/CGC by 
helping them to recover in the community and makes decisions about the appropriateness 
of specialist inpatient treatment.  
 
Purpose: Eating disorders are a group of psychiatric conditions with high degree and 
frequency of medical complications. The expert medical knowledge of general practitioners 
and the CEDS Team is important in managing these patients safely in the community. Due 
to limited availability of medically trained staff in CEDS and the need for timely medical 
investigations, CEDS depends on close joint working with service user’s general 
practitioners.  
 
The Physical Health Policy covers all the essential principles that are relevant to the care of 
all mental health service users, including eating disorder sufferers. This Appendix specifies 
some additional features which need to be employed whilst managing eating disorders. The 
roles of CEDS staff and general practitioners are outlined here. This guidance is informed 
by recommendations from the NICE Clinical Guidelines for management of eating disorders, 
King’s College Guideline for eating disorder management and other standards (1,2). 
 
Initial Physical Assessment 
 
It is normally the responsibility of the referring general practitioner to arrange the baseline 
investigations prior to referral, interpret the results and initiate appropriate medical 
treatments, which may include onward referral to A+E or other medical specialties. If 
unsure, the GP should seek advice, e.g from the CEDS Team and it is then the 
responsibility of the CEDS staff to help the referrer to signpost the service user 
appropriately. The general practitioner will be asked to prescribe medications and/or 
supplements that have been recommended by the CEDS Team. 

 
 

The CEDS Team must review the results of baseline examinations and investigations as 
part of their initial assessment and to arrange any additional necessary measures to support 
their physical health needs e.g psychoeducation, supplements and other interventions in 
consultation with the GP as appropriate. The CEDS assessor must decide the frequency of 
the blood tests and the need for any additional tests (e.g DEXA scan, 24 hour ECG etc) in 
consultation with the CEDS psychiatrists if appropriate, and make recommendations to the 
general practitioner for further recommended tests. Because it is role of the general 
practitioner to arrange the tests, interpret the results and offer interventions as required 
close communication between CEDS and general practitioners is essential when providing 
a service for service users with eating disorders.  
 
A number of factors determine the frequency and type of recommended blood tests in the 
early stages of treatment including the rate of weight gain-refeeding syndrome, duration of 
illness, advent or disappearance of symptoms (e.g use of laxatives, diuretics, skipping 
insulin and co-morbid physical conditions).  
 
The BMI is the single most significant determinant of the frequency initial monitoring: 
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 If the service user’s BMI is >15:   frequent blood tests e.g FBC, LFT, renal function 
tests, creatinine kinase, phosphate and magnesium are not required 

 13.5 to 15:  fortnightly blood tests for three consecutive tests and if there are no 
significant abnormalities and there is no change in weight (weight gain or loss) this 
frequency could be reduced to as and when necessary. 

 

 <13.5:  weekly blood test for six consecutive weeks. If there are no significant 
abnormalities and there is no change in the weight (weight gain or loss) this 
frequency could be reduced to fortnightly for another six weeks and then reduced to 
as and when necessary. 

 
The CEDS Team will discuss and agree their recommendations with the service 
user as part of the initial Care Plan.  

 
Baseline investigations must be  
 

CEDS BASELINE INVESTIGATIONS  COMMENTS 

Weight  

BMI  

Pulse  

Blood Pressure  

  

Blood Tests Always Required  

Full Blood Count  

Red Cell Folate  

Vitamin B12  

U+E  

Glucose  

Magnesium  

  

Investigations Sometimes Required  

Serum Chloride If induced vomiting 

Serum Bicarbonate If induced vomiting 

Serum Creatinine Kinase In excessive exercising 

 
On-going Treatment: 

 
It is the role of both general practitioners and the CEDS care co-ordinator of the patient 
to remind the dental complications of patient’s vomiting and encourage them to have 
regular dental reviews (3).In case of development of physical complications (e.g 
pathological fracture due to osteoporosis, recurrent hypokalaemia, ,compromised liver or 
kidney function) both CEDS staff (in close contact with the patient but need not have 
specialist medical knowledge) and general practitioners (who have medical knowledge 
but not seeing patients frequently) play significant role in identifying this and initiating 
treatment. If CEDS staff identify the development of physical complications they must 
seek input from general practitioners to review the patient and to refer to specialists if 
appropriate. 

 
     References: 
 

1. MARSIPAN: Management of Really Sick Patients with Anorexia Nervosa v     
Report from the MARSIPAN group College Report CR162 October 2010 Royal 
College of Psychiatrists and Royal College of Physicians London  
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2. A guide to the medical risk assessment for eating disorders by Prof. Janet 
Treasure (2009) King’s college London. 
 
3. Eating disorders: Core interventions in the treatment and management of anorexia 
nervosa, bulimia nervosa and related eating disorders CG 009 (2004). 

 

http://publications.nice.org.uk/eating-disorders-cg9
http://publications.nice.org.uk/eating-disorders-cg9
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WHERE A SERVICE USER’S PHYSICAL HEALTH IS BEING MONITIORED IN PRIMARY 
CARE THIS PHYSICAL HEALTH REPORT SHOULD BE REQUESTED FROM THE GP AS 
PART OF THEIR ANNUAL CARE PLAN OR CPA REVIEW 

 
GP Physical Health Summary Report 

SECTION 1 GP DETAILS 

Registered GP Registered doctor DATE Todays date 

Surgery Registered GP address 

 Address 

Telephone Registered GP phone number 

 

SECTION 2 SERVICE USER’S (PATIENT’S) DETAILS 

Name Forename Surname 

DOB Date of birth 

NHS Number NHS number 

Address 

Patient address house Patient address road 

Patient address post town 

Patient address county Patient post code 

Telephone Number Patient home telephone number Mobile:  Patient mobile 
telephone number 

 

Current Prescribed Medication (if this section is blank, there is no current prescribed medication) 

Current Repeat Templates 

Current Acute Issues 
 

Active Problems - active significant, active minor and past significant problems 

Active Problems (w/o contents) 
 

Recorded Allergies (if this section is blank, no allergies have been recorded in EMIS) 

Allergies 
 

Blood Pressure - last recorded entry 

Latest BP 
 

Weight (kg) – last recorded entry 

Latest Weight 
 

BMI (kg/m2) – last recorded entry 

Latest BMI 

 

Current Alcohol Use (Units) 
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Current Smoking Status – date and value of last recorded entry 

      
 
If smoker, confirm patient has been referred to Hertfordshire Stop Smoking Service    YES   

 
Renal Function – last two recorded entries 

Serum Sodium 

      

      

Serum Potassium 

      

      

Serum Urea 

      

      

Serum Creatinine 

      

      

eGFR (MDRD formula) 

      

      

 

Thyroid Function – last two recorded entries  

Serum Thyroid Stimulating Hormone 

      

      

 

Serum Lithium Level - last four recorded entries 

      

      

      

      

 

Blood Glucose Levels - last recorded entry 

Plasma Random Glucose 

      

Plasma Fasting Glucose 

      

 

Lipids - last recorded entry 

Serum Total Cholesterol 

      

Serum HDL Cholesterol 
      

Serum LDL Cholesterol 
      

Serum Triglycerides 
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ANNUAL PHYSICAL HEALTH CHECK CLINIC RECORD     

SURNAME: FIRST NAME: DATE ASSESSED: 

DATE OF BIRTH  NHS NUMBER: 
 

BLOOD PRESSURE WEIGHT BMI 

PULSE HEIGHT WAIST CIRCUMFERENCE 

 

CARDIOVASCULAR DISEASE HISTORY 

 Diabetes Mellitus Type I  
 Diabetes Mellitus Type II  
 Stroke/TIA 

 Angina/Myocardial Infarction 
 Hypertension 
 Family history of angina/MI in 1st degree relative <60 years 

Blood Tests ( send 
copy of results to GP) 

Date Results Lipid Profile 

fasting □ non fasting □ 
Date Result 

FBC   Total cholesterol    
U&Es   HDL   
LFTs   LDL   
Blood glucose  
fasting □  random □ 

  Non LDL cholesterol   
Triglycerides   

HbA1c   Other   

Please complete next page regarding agreed interventions 

Appendix 5  

 

MEDICATION (Include physical meds) SIDE EFFECTS 

 Sedation ? Y/N 

 Restlessness? Y/N 

 Extrapyramidal side-effects? Y/N 

 Sexual side-effects? Y/N 

 Other? Please specify 
 
 
 
 

  

 

Information about medication provided? Y/N 

LIFESTYLE 

Smoking status: Number per day: 

Alcohol (units per week): 
AUDIT-C Tool Score: 

 AUDIT-C not applicable (i.e. already has diagnosed 
alcohol problem) 

Illicit drug use: 

Exercise: 

Diet: 

Sexual Health: 
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Psychotropic 
medication side 
effects 

 Acceptable to patient – no action requested/required 
 Prescriber informed, to be discussed at next medical review 

Smoking Cessation 
 

 Not applicable  
 Referred to Hertfordshire Stop Smoking Service 
 Declined, but offered Harm Reduction advice 

Alcohol/illicit 
substances 
 

All patients, regardless of stated alcohol consumption: 

 Brief intervention advice  Written information 

AUDIT-C Score of 5 or more: 

 Full AUDIT questionnaire completed 

Full AUDIT Questionnaire Score of 20 or more: 

 Referral to specialist service   Declined referral 

If harmful or dependent use of illicit substances: 

 Referral to specialist service  Declined referral 

Weight If BMI>25.0 (or >23 in South Asian or Chinese) 

 Brief intervention advice on weight management 
 Direct to Health in Herts for advice  
 Request psychotropic medication review by prescriber (if applicable) 

If BMI>30.0, above plus: 

 Signposted to weight management  service  
 Not offered as regular attendance unlikely 

 Declined 

If BMI<18.5 doctor should use clinical judgement on how to proceed. 

Physical Activity If physically inactive, or BMI>25.0 9 (or >23 in South Asian or Chinese) 

 Brief intervention advice on physical activity 
 Directed to Health in Herts for advice on keeping active  

Other________________________________________________ 

Diabetes Risk (in 
patients with no 
history of diabetes) 

If HbA1C or blood glucose in diabetic range: 

 Ascertain if diabetic symptoms present and contact GP by telephone or fax 
to ascertain whether they are aware (and request follow up if not) 

 Request psychotropic medication review by prescriber (if applicable) 
If HbA1C or blood glucose in pre-diabetic range: 

 Request follow up in primary care 
 Request psychotropic medication review by prescriber (if applicable) 

Hypertension 
 

If clinic BP>140/90 (less than 80 years old) or >150/90 (aged 80 and above)  

Use clinical judgement in those with frailty or multimorbidity 

 Request psychotropic medication review by prescriber (if applicable) 
 Request follow up in primary care  

Cardiovascular 
Risk/Lipids 

If patient aged 25-84 and no history of myocardial infarction, angina, stroke, transient 
ischaemic attack or type 2 diabetes  

 request GP to consider calculating QRISK 3 score via covering letter 
 recommend cardio-protective diet, physical activity and if relevant, smoking 

cessation. 

If total cholesterol > 7.5 and family history of CHD  

 refer to GP to consider and investigate for familial hypercholesterolaemia 

If total cholesterol>9, non-HDL cholesterol>7.5 or triglycerides>20mmol/l  

 Request psychotropic medication review by prescriber (if applicable) 
 Ask the GP to consider a specialist referral 

Other physical health 
needs:-e.g.  ECG 
requested, urinalysis, 
dentist, chiropody, 
flu jab 

 
 

 

 Completed by:.........................................................  Date:……………       

Medically checked by:…………………………….. Date…………… 

Forwarded to GP by:…………………………………. Date:…………... 

(Send a copy of form with a covering letter to GP explaining any findings and to request any input. Scan form onto EPR when completed.) 
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Inpatient Physical Health Exam 
DRAFT v0.3 2012_07_16

2

General – Does the patient look physically well? - give details

Continued…

Inpatient Admission Physical Health Examination

Examination carried out by Name from staff pick list

Date of Examination Date

Was a full physical examination offered? Yes No

If ‘No’ why not?

Full Physical Examination

Temperature Temp ˚C

Height Height Metres

Weight Weight Kg BMI BMI Calculated: BMI = kg/m²

Blood Pressure (seated) mmHg Systolic / Diastolic

Blood Pressure (lying) mmHg / DiastolicSystolic

General Notes

Cardiovascular Notes

AVPU AVPU Drop down pick list: Alert; Verbal; Pain; Unresponsive

Respiratory rate Breaths per minute

Respiratory Notes
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Inpatient Physical Health Exam 
DRAFT v0.3 2012_07_16

3

Nervous System Notes

Body Map Enable notations

Abdomen Notes

Inpatient Admission Physical Health Examination
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SEIZURE DESCRIPTION (V2) 

 
 
 

 
*NAME.……………………………………………………… D.O.B…………... 
 

 
*Date……………………… 
 
 
*1. State time of onset of seizure……….………………………………… 
 
*2. State time of end of seizure………………....………………………… 
 
3. What are the triggers? 
  

Periods    Stress     

Physical illness   Missed meals    

Constipation    Changed/Missed Medication  

Flashing Lights   Lack of sleep    
 
Other, please state E.g Medication, Psychological, Environmental   

 .………………………………………………………………………….…………… 
 
 

*4. Was there any alteration to consciousness  Yes  No  

 Loss of consciousness?    Yes  No  
 
 

*5. Was awareness impaired / confusion? Yes  No  
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*6. Were any of the following present before/during the seizure? 
 Sudden onset, without warning    Yes  No  
 Change in mood/ Restlessness/Agitation  Yes  No  

 Unusual sensations, e.g. taste, smell   Yes  No  

 Flashing lights or spots seen in the eyes  Yes  No  

 Rising feeling in the stomach    Yes  No  

Weakness, numbness, tingling, pins & needles Yes  No  

Sounds e.g. crying out    Yes  No  

Pale in the face     Yes  No  

Confusion      Yes  No  

Performing ‘meaningless’ activities   Yes  No  

Chewing      Yes  No  

 Lip smacking      Yes  No  

 Picking/fumbling of clothes    Yes  No  

 Mumbling      Yes  No  

 Wandering      Yes  No  

 Eyelid flutter/blinking     Yes  No  

 Blank/vacant stare     Yes  No  

 Aggression      Yes  No  

 
*7. Where was the person at the time of seizure? 
 
    Standing Yes  No  

    Sitting  Yes  No  

    In bed  Yes  No  

    Sleeping Yes  No  

    Awake  Yes  No  
     

 Did he/she fall    Yes  No  

 Did he/she stiffen and fall  Yes  No  

 Did he/she slump and fall  Yes  No  

 Did he/she fall forward  Yes  No  

 Did he/she fall backwards  Yes  No  
 

Other.……………………………………………………………………………… 
 

8. Did the breathing change?   Yes  No  

     Laboured/noisy Yes  No  

     Stop   Yes  No  

 
 *if breathing stopped, for how long?.................................................................... 
 
*9. Loss of consciousness    Yes  No  

 
 How long?…………………………………………………………………………… 

  
Were there any movements, jerks, twitches?   

 
     Right  Left      Both Sides 
   Legs:              

   Hands:                    

Entire Body:    Yes               No    

Face     Yes               No    
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 Was there any stiffening?    Yes    No    
            How long? ……………………………...................... 
 

 Were there any rhythmical jerking / convulsions? Yes  No  

 
 How long?........................ 

   
10. Did the colour change?  

Pale      Yes  No  

 Blue      Yes  No  
 
11.      Was the person incontinent of: 

Urine      Yes  No  

Faeces     Yes  No  

 
*Condition after Seizure 
Immediate recovery    Yes  No  

Sleepy/drowsy     Yes  No  

Confusion     Yes  No  

Restless     Yes  No  

Aggressive     Yes  No  

Vomiting     Yes  No  

Headache     Yes  No  
 
Any other observations/behaviours including how long before making full  recovery: : 

 
…………………………….……………………………………………………. 

 
 

OTHER INFORMATION 
 
Assistance required in attending to seizure  Yes  No  

Rectal diazepam given:  Time………..Amount…… Yes  No  

Buccal midazolam given: Time………Amount…….  Yes  No  

GP called      Yes  No  

Attended Casualty Department   Yes  No  

Treatment received     Yes  No  

Injury sustained     Yes  No  

 
Details of injury:………………………………………………………………. 
 
Details of treatment:………………………………………………………….. 
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COMMENTS / OBSERVATIONS 
 ………………………………………………………………………………………………… 
 

 ………………………………………………………………………………………………… 
 
 ………………………………………………………………………………………………… 
 
 ………………………………………………………………………………………………… 
 
 ………………………………………………………………………………………………… 
 
 ………………………………………………………………………………………………… 
 
 ………………………………………………………………………………………………… 
 
 *Person completing this form ………………………………………………. (Print Name) 
 
 Please complete all with mark *      
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Hertfordshire Partnership NHS Foundation Trust 
 

MEDICAL DEVICE EQUIPMENT TOOL BOX 
 
 

1.  General Equipment 
 
1.1  Physical Examination  
 
The following physical examination equipment should be available in inpatient units where 
physical examinations are carried out. 
 
As a minimum this to include:  
 

Ophthalmoscope 
Otoscope (if not included with ophthalmoscope) 
Stethoscope 
Penlight 
Disposable Tongue Depressor 
Patella Hammer 
Examination couch 
Oximeter 
Disposable gloves 
Peak Flow meter 
Syringes with retractable needles 
Emergency equipment bag/Resuscitation grab bag 
Suction machine 
Pathology bottle/vacutainers 
Weighing scale 
Height measurement 

        Sphygmomanometer  
         Tympanic thermometer 
 

  Members of staff should ensure they have a watch with second hand or digital second display for 
monitoring pulse and respiration. 

 
Disposables such as batteries, thermometer probe covers for use with the equipment to be 
available as per procedure for use.  
 
1.2  Physical Health monitoring and health promotion for all service users  
 
As a minimum to include: 
 
 Weighing scales  
 BMI calculator  
 Equipment to check height e.g. height gauge or tape measure  
 Tape measure if waist circumference or other obesity measurement is required. 

Sphygmomanometer  
 
1.3  Testing Equipment (as required) 
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The following as required for specific tests 
Urinalysis dipsticks 
Substance misuse dipsticks 
Glucometer 
Alcometer 
 
Equipment for community teams 
Stethoscope 
Sphygmomanometer 
Thermometer 
Urinalysis sticks 
Syringes with removable needles 
Dressings 
Sharps boxes 
 

 
Disposable gloves 
Blood glucose monitoring device 
Pathology bottles 
Weighing scales 
Height measure 
Examination couch 
Ophthalmoscope/Auroscope  
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Psychotropic-related QT Prolongation 

 
Introduction 

 
Many psychotropic drugs are associated with ECG changes and some are causally linked to 
serious ventricular arrhythmia and sudden cardiac death.  Specifically, some antipsychotics block 
cardiac potassium channels and are linked to prolongation of the cardiac QT interval, a risk factor 
for the ventricular arrhythmia torsades de pointes, which is often fatal.  Case-control studies have 
suggested that the use of most antipsychotics is associated with an increase in the rate of sudden 
cardiac death.  This risk is probably due to the arrhythmogenic potential of antipsychotics.  Overall 
risk is probably dose related; although the absolute risk is low, it is substantially higher than the 
risk of, for example, fatal agranulocytosis with clozapine.  Tricyclic antidepressants on the other 
hand are sodium channel antagonists which prolong QRS interval and QT interval, effects which 
are usually evident only following overdose. 
 
ECG and QT interval monitoring is a helpful tool in assessing those at risk. 
 
ECG Monitoring 
 
A baseline ECG is recommended before starting antipsychotic medication if: 

 specified in the summary of product characteristics (SPC) see table below 
 a physical examination has identified specific cardiovascular risk (such as diagnosis of high 

blood pressure) 
 there is a personal history of cardiovascular disease or 
 the service user is being admitted as an inpatient.  

 
Repeat ECG if clinically indicated eg after dose increase / titration or at annual check-up (if 
previous abnormality, presence of cardiovascular risk or additional risk factors) or high dose or 
combination antipsychotic is prescribed (see High Dose Antipsychotic Therapy Policy). Perform 
annual ECG if clozapine dose >600mg/day or otherwise indicated. 
 
Antipsychotics for which baseline ECG is specifically recommended in SPC 
 

Antipsychotic  Wording in SPC under Special precautions and warnings 

Haloperidol  
(moderate effect 
on QTc)  

A baseline ECG is recommended before treatment. During therapy, the 
need for ECG monitoring for QTc interval prolongation and for ventricular 
arrhythmias must be assessed in all patients. Whilst on therapy, it is 
recommended to reduce the dose if QTc is prolonged, but haloperidol must 
be discontinued if the QTc exceeds 500 ms. Electrolyte disturbances such 
as hypokalaemia and hypomagnesaemia increase the risk for ventricular 
arrhythmias and must be corrected before treatment with haloperidol is 
started. Therefore, baseline and periodic electrolyte monitoring is 
recommended. 
 

Chlorpromazine 
(moderate effect 
on QTc)  

Where clinically possible, the absence of any factors favouring the onset of 
ventricular arrhythmias should be ensured before administration: 
 bradycardia less than 55 beats per minute; hypokalaemia; congenital long 
QT interval; ongoing treatment with any drug which could induce marked 
bradycardia (<55 beats per minute), hypokalaemia, intracardiac conduction 
depression or QT prolongation. With the exception of emergencies, it is 

Appendix 9 
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recommended that the initial work up of patients receiving a neuroleptic 
should include an ECG. 

Clozapine  
(low effect on 
QTc) 

Patients with history of cardiac illness or abnormal cardiac findings on 
physical examination should be referred to a specialist for other 
examinations that might include an ECG, and the patient treated only if the 
expected benefits clearly outweigh the risks (see section 4.3). The treating 
physician should consider performing a pre-treatment ECG. 

 
The SPCs for both haloperidol injection and oral haloperidol state that a baseline ECG is 
recommended prior to treatment in all patients.  Patients commonly require treatment with 
haloperidol for immediate relief of critically disturbed behaviour or emotions.  Although an ECG is 
recommended prior to treatment, the patient’s condition, for which the haloperidol treatment is 
required, may of itself not allow an accurate ECG recording to be obtained.  
 
Under such circumstances the treating clinician will make a judgement whether the patient’s 
interests are best served by administering haloperidol within its licensed terms even though an 
ECG is not available. The large and demonstrable beneficial effect of haloperidol on behavioural 
and emotional disturbance and the small and poorly quantified risk of cardiac abnormality may be 
taken into account. It is recognised that instances will arise where the patient’s needs are best 
served by the urgent administration of haloperidol even in the absence of a pre-treatment ECG.  
 
QT Prolongation 
 
The cardiac QT interval (usually cited as QTc, i.e. QT corrected for heart rate) is a useful but 
imprecise indicator of risk of torsade de pointes and of increased cardiac mortality.   
 
There is evidence that QTc values over 500 ms are clearly linked with an increased risk of 
arrhythmia. QT intervals of >650 ms may be more likely than not to induce torsade. Despite some 
uncertainties, QTc determination remains an important measure in estimating risk of arrhythmia 
and sudden death. 
 
Individual components of the QT interval may have particular importance. The time from the start 
of the T wave to T-wave peak has been shown to be the only aspect of QT prolongation 
associated with sudden cardiac deaths.  
 
QTc measurements and evaluation are complicated by: 
- difficulty in determining the end of the T wave, particularly where U waves are present (this 

applies to both manual and self-reading ECG machines) 
- normal physiological variation in QTc interval:  QT varies with gender, time of day, food intake, 

alcohol intake, menstrual cycle, ECG lead, etc. 
- variation in the extent of drug-induced prolongation of QTc because of changes in plasma 

levels. QTc prolongation is most prominent at peak drug plasma levels and least obvious at 
trough levels. 

 
Other ECG changes 
Tricyclics and other antidepressants may prolong the QRS interval, particularly in overdose. Other 
reported antipsychotic-induced changes include atrial fibrillation, giant P-waves, T-wave changes 
and heart block. 
 
Quantifying risks associated with psychotropic drugs 
Drugs are categorised by The Maudsley Guideline according to data available on their effects on 
the cardiac QTc interval (as reported; mostly using Bazett’s correction formula).  
 



51 

 

Effect of psychotropics on QTc 

 

* Limited clinical experience (association with QT prolongation may emerge) 
 
† One case of torsades de pointes (TDP) reported, two cases of QT prolongation and an 
association with TDP found in database study. Recent data suggest that aripiprazole causes QTc 
prolongation of around 8 ms. Aripiprazole may increase QT dispersion. 
 
‡Isolated cases of QTc prolongation and has effects on cardiac ion channel, Ikr, other data suggest 
no effect on QTc 
 
§Torsades de pointes common in overdose 

 
No effect drugs 
 

Those with which QTc prolongation has not been reported either at 
therapeutic doses or in overdose.  

Low effect drugs 
 

Those for which severe QTc prolongation has been reported only 
following overdose or where only small average increases (less 
than 10 ms) have been observed at clinical doses. 

Moderate effect 
drugs 
 

Those which have been observed to prolong QTc by more than 
10 ms on average when given at normal clinical doses or where 
ECG monitoring is officially recommended in some 
circumstances. 

High effect drugs Those for which extensive average QTc prolongation (usually 
more than 20 ms at normal clinical doses) has been noted or 
where ECG monitoring is mandated by the manufacturer’s data 
sheet. 

 

Note:  
The effect on QTc may not necessarily equate directly to risk of torsade de pointes or sudden 
death, although this is often assumed.  Note also that categorisation is inevitably approximate 

No effect 
 

Low effect Moderate 
effect 

High effect Unknown 
effect 

Lurasidone Aripiprazole
† 

Amisulpride
§
 Any 

intravenous 
antipsychotic 

Pipotiazine 

Cariprazine*
 

Asenapine Chlorpromazine Trifluoperazine 

SSRIs (except 
citalopram & 
escitalopram) 

Clozapine Haloperidol Zuclopentixol 

Flupentixol Levomeprom-
azine 

Pimozide Anticholinergic  
drugs 
(procyclidine, 
benzhexol, etc) 

Fluphenazine Quetiapine Any drug or 
combination 
of drugs used 
in doses 
exceeding 
recommended 
maximum 

Mirtazapine  Loxapine  Citalopram 

Reboxetine Perphenazine Escitalopram 

Gabapentin Prochlorperazine Tricyclic 
antidepressants 

 

Lamotrigine Olanzapine
‡
  

Carbamazepine Paliperidone Trazodone  

Benzodiazepines Risperidone   

MAOIs Sulpiride    

Valproate Lithium    

Vortioxetine Agomelatine    

 Bupropion    

 Duloxetine    

 Mianserin    

 Moclobemide    

 Venlafaxine    
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given the problems associated with QTc measurement. Lastly, keep in mind that differences in the 
effects of different antipsychotics on the QT interval rarely reach statistical significance, even in 
meta-analyses. 
 
 
Other risk factors 
 
Physiological/pathological risk factors for QTc prolongation and arrhythmia 
 

Physiological/pathological risk factors for QTc prolongation and arrhythmia 
 

Cardiac 
 

Long QT syndrome 
Bradycardia 
Ischaemic heart disease 
Myocarditis 
Myocardial infarction 
Left ventricular hypertrophy 

Metabolic 
 

Hypokalaemia* (diuretics eg bendroflumethiazide, furosemide, 
indapamide) 
Hypomagnesaemia 
Hypocalcaemia 

Others 
 

Extreme physical exertion 
Stress or shock 
Anorexia nervosa 

 Extremes of age – children and elderly may be more susceptible to 
QT changes 

 Female gender 

  
*Hypokalaemia-related QTc prolongation is more commonly observed in acute psychotic 
admissions. Also be aware that there are a number of physical and genetic factors which may not 
be discovered on routine examination but which probably predispose patients to arrhythmia. 
 
 
Non-psychotropic drugs associated with QT prolongation 
Concomitant use of more than one drug that prolongs the QT interval is a risk factor for torsades 
de pointes.  A list of medications known to prolong the QT interval can be found in the Credible 
Meds website (register for free access).   Print versions of the BNF contain a table with a list of 
drugs that prolong the QT interval within Appendix 1.  The BNF and Summary of Product 
Characteristics should be checked for individual drug contra-indications, cautions and interactions.  
 
Some of the more commonly encountered medicines known to prolong the QT interval are listed 
below. This list is not exhaustive but is designed to give examples of more commonly used drug 
classes.  
 

Non-psychotropic drugs associated with QT prolongation 
 

Antibiotics 
 

Azithromycin 
Erythromycin 
Clarithromycin 
Some 4 quinolones affect QTc – see manufacturers’ literature 

Antimalarials 
 

Chloroquine 
Mefloquine 
Quinine 

https://crediblemeds.org/healthcare-providers/
https://crediblemeds.org/healthcare-providers/
https://www.medicines.org.uk/emc
https://www.medicines.org.uk/emc
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Antiarrhythmics 
 

Quinidine 
Disopyramide 
Flecainide 
Sotalol 
Amiodarone 
Dronedarone 

Antiretrovirals 
 

Check SPC for individual drugs 

Protein kinase 
inhibitors 

Also some other oncology drugs – seek specialist advice if unsure 
 
 

Others 
 

Fluconazole, Ciclosporin, Alfuzosin, Anagrelide, Buprenorphine,  
Domperidone, Diphenhydramine, Granisetron, Hydroxyzine, 
Ivabradine,  Lacidipine, Lofexidine, Loperamide, Luprorelin, 
Methadone, Metoclopramide, Nicardipine, Ondansetron,  Ranolazine, 
Retigabine, Solifenacin, Tacrolimus, Tamoxifen, Tetrabenazine, 
Tolterodine, Vardenifil, Voriconazole.  

 

Note:  B2 agonists and sympathomimetics may provoke torsade de pointes in patients with 
prolonged QTc 
 
 
Metabolic inhibition 
The effect of drugs on the QTc interval is usually plasma level dependent.  Drug interactions are 
therefore important, especially when metabolic inhibition results in increased plasma levels of the 
drug affecting QTc. Commonly used metabolic inhibitors include fluvoxamine, fluoxetine, 
paroxetine and valproate.  
 
Other cardiovascular side-effects 
The risk of drug-induced arrhythmia and sudden cardiac death with psychotropics is an important 
consideration. With respect to cardiovascular disease, note that other risk factors such as 
smoking, obesity and impaired glucose tolerance present a much greater risk to patient morbidity 
and mortality than the uncertain outcome of QT changes.  

 
 
Management of QT prolongation in patients receiving antipsychotic drugs 
 

QTc less than 440 ms (men) or 
less than 470 ms (women) 
 

No action required unless abnormal T-wave 
morphology – consider referral to cardiologist if in 
doubt 

QTc more than 440 ms (men) or 
more than 470 ms (women) but 
less than 500 ms 

Consider reducing dose or switching to drug of 
lower effect.  Repeat ECG and consider referral to 
a cardiologist 

QTc more than 500 ms Stop suspected causative drug(s) and switch to a 
drug of lower effect; refer to cardiologist 
immediately 

Abnormal T-wave morphology Review treatment. Consider reducing dose or 
switching to drug of lower effect.  Refer to 
cardiologist immediately 

 
 
Summary 

 Perform a baseline ECG before starting antipsychotic medication if: 
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- specified in the summary of product characteristics (SPC)  

- a physical examination has identified specific cardiovascular risk  

- there is a personal history of cardiovascular disease or 

- the service user is being admitted as an inpatient  

- there are patient risk factors for QT prolongation eg other medication/electrolyte 

abnormalities  

 Monitor ECG if previous abnormality or additional risk factor at yearly check-up 

 Correct any modifiable risk factors such as electrolyte disturbance.  

 Consider the risk of QT prolongation when starting a new medicine (if unsure of medicine 
related risk contact pharmacy for advice). 

 Where a patient has risk factors and / or is prescribed an interacting medicine, consider 
changing to an alternative drug that is not known to prolong the QT interval whenever possible.  

 Prescribe the lowest dose possible of antipsychotic and avoid polypharmacy / metabolic 
interactions. 

 Consider measuring QTc within a week of achieving therapeutic dose of a moderate /high risk 

antipsychotic.  

 If the decision is made to concurrently prescribe two drugs that are known to prolong the 
QT interval this should be clearly documented on EPR. If the combination is contra-
indicated specialist advice must be sought. 

 If there is no alternative to using two drugs in combination that are known to prolong the 
QT interval, especially in patients with additional risk factors, carry out an ECG at 
baseline and then repeat when the new medicine is likely to reach steady state.  

 If long term use of two medicines that can prolong the QT interval is deemed necessary 
the patient should be followed up and monitored. 

 Any patient on a QT prolonging drug who reports symptoms such as palpitations, light 
headedness and dizziness should be referred for investigation and have their medication 
reviewed. 
 

 

Sources of information: 

The Maudsley Prescribing Guidelines 13th Edition 2018 

Psychosis and schizophrenia in adults: prevention and management | Guidance | NICE 

Citalopram and escitalopram: QT interval prolongation - GOV.UK 

Drug induced QTC prolongation Medicines Update Extra bulletin.pdf 

QT Drugs List Credible Meds 

Haloperidol Injection BP 5mg/ml - Summary of Product Characteristics (SmPC) - (emc) 

Chlorpromazine Tablets - Summary of Product Characteristics (SmPC) - (emc) 

Denzapine Tablets - Summary of Product Characteristics (SmPC) - (emc) 

 
 
 
 
 
 
 
 

https://ebookcentral.proquest.com/favicon.ico
https://www.nice.org.uk/guidance/cg178
https://www.gov.uk/drug-safety-update/citalopram-and-escitalopram-qt-interval-prolongation
http://www.ggcmedicines.org.uk/media/uploads/ps_extra/mu_extra_08_qt_prolongation_main_bulletin.pdf
https://crediblemeds.org/
https://www.medicines.org.uk/emc/product/514
https://www.medicines.org.uk/emc/product/3477/smpc
https://www.medicines.org.uk/emc/product/6078/smpc
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NEWS OBSERVATION CHART 
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NEWS 
Score 

Frequency of 
Monitoring 

Clinical Response 

0 Minimum 12 hourly   

• Continue routine NEWS monitoring with every set of 

observations 

1-3 
Minimum 6 hourly 
(4 times/day) 

• Inform trained nurse who must assess the patient 

• Trained nurse to decide if increased frequency of monitoring 

and/or escalation of clinical care is required 

• Medical team to be informed 

4 or more 
or 
3 in one 
parameter 
(i.e. red 
areas) 

Think – Sepsis? 
Recheck observations in 
half an hour 
Increase frequency to a 
minimum of 2 hourly 
(preferably hourly) 

• Call for urgent medical review 

• Trained nurse to assess patient and take into account ‘norms’ 

(e.g. low SpO2 with COPD, low BP may be ‘normal for patient) 

• If out of hours, OOH clinical team and duty doctor to be 

informed of transfer to ED 

6 
Or more 

Patient requires 
continuous monitoring 
of vital signs 

• Medical team to be informed 

• Trained nurse to immediately call 999 for immediate blue light 

transfer to Watford ED 

 
 
Date  Time NEWS Action taken Signature 
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Version 1.1 
 
 

Physical Health Check Form 

Prompt sheet for community telephone or face to face contact 

Name:     D.O.B:     NHS Number:  

Confirm the person’s identity & check if they have privacy to talk 

Symptom Details Response 

Does the person have any of the following symptoms 

 Breathing very fast or difficulty breathing 
(e.g. unable to talk in full sentences) 

 Severe pain or pressure in chest 

 Skin that is pale, cold, clammy, mottled  

 New confusion 

 Difficult to rouse 

 Discoloured / cyanosed / blue lips or face 

 Not passed urine for more than 12 hours 

 Coughing up blood 

 Severe pain in tummy or head 

 Neck stiffness (can they put chin on chest) 

 A rash that doesn’t fade when a glass is 
pressed over it 

 This person needs to have an 
immediate medical 
assessment:  
Call 999 for an emergency 
response – is there someone 
with the person who can make 
this call? 
 

Does the person have any of these symptoms 

 New, continuous cough 
 Loss of sense of smell 
 High temperature 

How are they coping with these symptoms? 
 
How are the symptoms affecting their mental health? 
 
Have they had symptoms and recovered? 
 

Symptom 
management advice 
 

People with these symptoms 
need to self- isolate as they may 
have Covid-19. Self- Isolation 
advice 

If not coping or appear well 
advise calling 111 immediately  
for assessment 
 

Does the person have any of these symptoms & if so, 
how are they coping with these symptoms? 

 Cough (dry or with sputum/phlegm) 

 Temperature 

 Fatigue 

 Shortness of breath 

 Muscle aches 

 Sore throat 

 Headache 

 Chills 

 Nasal congestion 

Is the person able to 
check their 
temperature? 

If not coping or sound/ appear 
very unwell advise calling 111 for 
assessment or if doctor present 
ask for face to face assessment 
Link to PPE on Hive 

For all symptoms online advice 
and assessment go to NHS111 

Appendix 12 

https://111.nhs.uk/covid-19/
https://111.nhs.uk/covid-19/
https://www.nhs.uk/conditions/coronavirus-covid-19/self-isolation-advice/
https://www.nhs.uk/conditions/coronavirus-covid-19/self-isolation-advice/
https://111.nhs.uk/covid-19/
https://111.nhs.uk/covid-19/
https://hertfordshirenhs.interactgo.com/Interact/Pages/Content/Document.aspx?id=6017
https://111.nhs.uk/
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 Nausea or vomiting 

 Diarrhoea 
 

Symptom Details Response 

Are there any changes from usual behaviour or 
function 

 Eating 

 Drinking 

 Sleeping  

 Challenging behaviour 

 Mobility 

 Continence 

 Changes from baseline in people 
with learning disabilities or 
people unable to communicate 
should be discussed with their GP 
& a full assessment arranged 

Does the person have a long term health condition? 
eg diabetes or asthma 

 how are their symptoms (eg any unstable 
blood sugars, increased breathlessness / 
wheeze) 

 Do they have sufficient medication (incl MH 
drugs) 

 

Ask how they would 
usually access help 
and they know what 
is available now 

The person should discuss any 
issues long term condition issues 
with their GP or other health 
team – do they need help to find 
contact details 

General health 

 Keeping safe from catching Covid 
 Eating (healthy eating advice) 
 Hydration (advise drink 2 - 3 litres 

water a day) 
 Exercise (taking an hour of exercise - 

walking etc) 
 Smoking (consider reducing/ nicotine 

replacement - high risk of worse 
chest infection if person who smokes 
catches Covid) 

 Sleeping  

 Looking after your wellbeing  

If meeting face to face 

 Wear the correct PPE at all times 

 Consider taking a full set of physiological 
observations => escalate concerns to 
person in charge if any observations are 
outside of normal parameters  

Link to PPE on Hive 

 Respiratory Rate 
 Oxygen sats 
 Blood Pressure 
 Heart Rate 
 Conscious level 

 Temperature 

 

 
 
 
 
 
 
 
 
 
 

This Physical Health check form is intended as a guide for staff contacting service users 
during the Covid 19 Pandemic. It has been compiled with assistance from members of 
CPAC and with reference to https://www.gov.uk https://111.nhs.uk/covid-19/ and 
Greenhalgh (2020 ) but is not yet peer reviewed. Please use the form and feedback 
improvements via the PACE Team for review & future version. Hpft.pace@nhs.net  

https://www.nhs.uk/conditions/coronavirus-covid-19/advice-for-people-at-high-risk/
https://www.nhs.uk/live-well/eat-well/eight-tips-for-healthy-eating/
https://www.nhs.uk/live-well/eat-well/water-drinks-nutrition/
https://www.nhs.uk/live-well/eat-well/water-drinks-nutrition/
https://www.nhs.uk/conditions/nhs-fitness-studio/
https://www.nhs.uk/conditions/nhs-fitness-studio/
https://www.nhs.uk/live-well/quit-smoking/10-self-help-tips-to-stop-smoking/
https://www.nhs.uk/live-well/quit-smoking/10-self-help-tips-to-stop-smoking/
https://www.nhs.uk/live-well/quit-smoking/10-self-help-tips-to-stop-smoking/
https://www.nhs.uk/live-well/quit-smoking/10-self-help-tips-to-stop-smoking/
https://www.nhs.uk/live-well/sleep-and-tiredness/how-to-get-to-sleep/
https://www.nhs.uk/conditions/coronavirus-covid-19/advice-for-people-at-high-risk/
https://hertfordshirenhs.interactgo.com/Interact/Pages/Content/Document.aspx?id=6017
https://www.gov.uk/
https://111.nhs.uk/covid-19/
mailto:Hpft.pace@nhs.net
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