Factors leading to poor physical health
in people with psychosis
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INTRODUCTION

Poor physical health in people with psychosis is a
growing area of concern, not least because this group is
particularly vulnerable to physical health problems but
because of a serious neglect in preventing, detecting and
managing these problems. The following editorial dis-
cusses the some of main factors contributing to poor
physical health in people with severe mental illness,
including detection, management and prevention issues,
the extent of the problem and some recommendations for
improving physical health care.

Mortality from natural causes

An increasing number of studies have found higher
rates of mortality in people with schizophrenia due to nat-
ural causes (Ruschena er al., 1998; Felker et al., 1996;
Mortensen & Juel, 1993). Such increased rates of mortal-
ity due to natural causes in people with schizophrenia
highlight the failure to detect and manage physical health
conditions in this group. In a meta-analysis deaths due to
natural causes accounted for 59% of the excess mortality
in schizophrenia (Brown, 1997). Respiratory and cardio-
vascular diseases are the most common causes of natural
death. The standard mortality ratio (SMR) for respiratory
disease was 226 (95% CI, 209-244), although for cardio-
vascular disease the increase was marginal with an SMR
of 110 (95% CI, 105-115) (Brown, 1997). However,
Lawrence et al. (2003) found an SMR of 1.78 for men
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and 0.86 for women with schizophrenia for ischaemic
heart disease (Lawrence et al., 2003). Mortality from
digestive diseases also presents a problem where the
SMR was 185 (95% CI, 164-208) (Brown, 1997).

Another indicator of the quality of the medical care is
‘avoidable mortality’. These figures are calculated by
selecting the number of avoidable causes of death con-
sidered amenable to health care (Rutstein et al., 1976).
Ringbick-Weitoft et al. (1998) conducted a follow-up
study of 30,045 psychiatric in-patients born between
1912-1970 to specifically address avoidable mortality.
The standardised rate ratios (SRR) for male patients with
schizophrenia are 3.74 (95% CI, 2.38-5.89) and 3.99
(95% (I, 2.47-6.44) for females (Ringback Weitoft ez al.,
1998).

Medical comorbidity - types and prevalence

Lambert et al. (2003) list some of the common physi-
cal conditions found in people with psychosis. These
include diabetes, hyperlipdaemia, cardiovascular disease,
obesity, malignant neoplasms, HIV/AIDS, hepatitis,
osteoporosis, hyperprolactinaemia, irritable bowel syn-
drome and helicobacter pylori infection (Lambert et al.,
2003). _

The prevalence of physical illness in medically
screened, chronic psychiatric samples has been variously
reported to be 12-53% (Honig et al., 1989; Lyketsos et
al., 2002). One of the few studies examining medical
comorbidity in 102 patients with first episode psychosis
found a prevalence of 17.6% (Strakowski et al., 1993).
Felker et al. (1996) estimate that 35% of psychiatric
patients have undiagnosed physical disorders (Felker et
al., 1996). Dickey et al. (2002) found not only were cer-
tain treated medical conditions more prevalent among
people with psychosis, but they were twice as likely to be
treated for two or more physical conditions (Dickey et
al., 2002). Some studies have attempted to establish
whether medical comorbidity exacerbates patients’ psy-
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chiatric condition (Bartsch et al., 1990; Koran et al.,
1989). Hall et al. (1981), for example, found 46% of psy-
chiatric patients admitted to a research ward had unde-
tected physical health conditions that could cause or
exacerbate their mental illness (Hall ef al., 1981).

Felker et al. (1996) note that although it is well known
that psychiatric patients have increased risk for concur-
rent medical illness, defining a profile of those at high
risk may also be important (Felker et al., 1996). Some
variables are not always predictive, for example, gender,
ethnicity, diagnosis, programme setting, and regular
medical check up. The high-risk groups, however,
include elderly patients, those with organic brain syn-
dromes, patients who are substance abusers, women, and
patients of lower socio-economic status.

POOR DETECTION AND MANAGEMENT
OF MEDICAL COMORBIDITY

A number of reasons exist to explain the poor detec-
tion of physical health problems in people with psy-
chosis. Some people with mental illness are unaware of
any physical health problems, usually a consequence of
cognitive deficits associated with their mental illness
(Goldman, 1999). Often there is a reluctance to seek
medical help and when it is sought people with mental ill-
ness find it difficult to describe their problems to a med-

ical practitioner, or present with atypical medical symp- .

toms (Bunce et al., 1982; Holmberg, 1988). People with
schizophrenia have been shown to have a high tolerance

for pain and subsequently are less likely to report this as -

a symptom (Dworkin, 1994). Another complexity con-
cerns the effects of psychiatric illness on perceived phys-
ical health. For example, depression can lead to an
increase in perceived physical symptoms and worsening
of subjective health outcomes (i.e. health perception and
quality of life). The temporal relationship between phys-
ical symptoms and psychiatric illness is often difficult to

~determine given most morbidity studies are cross-sec-
tional, although the direction of causality may operate in
both ways (Hotopf et al., 1998).

The management of medical conditions in people with
mental illness is a complex and problematic issue, arising
largely because of the separation of medical and psychi-
atric health care services (Dickey et al, 2002). Many
investigators highlight the inadequate nature of physical
health care for people with mental illness and the reasons
for this. The stigma of mental illness is one obvious bar-
rier preventing psychiatric patients from receiving ade-
quate physical health care, as some physicians may be

uncomfortable in working with this group (Phelan ez al.,
2001). Another concern is managing physical conditions
where patients that have an increased prevalence in
patients with psychiatric illness and where there is a gen-
eral lack of treatment compliance (Brown et al., 2000).
One example is diabetes, where managing this condition
may be very difficult in patients with schizophrenia.
Another example is asthma in people with psychosis
where special follow up care is needed after asthma
attacks (Levy, 1996). Mirza & Phelan (2002) point out
the challenging task of managing physical illness in peo-
ple with severe mental illness, which requires skill,
patience and experience as patients often present late
with complications (Mirza & Phelan, 2002).

Lifestyle risk factors
Alcohol and substance abuse

Investigations examining risk factors, such as alcohol
and substance use have not always been associated with
physical health problems but rather increased psychiatric
symptomatology, and increased days in hospital
(Menezes et al., 1996; Reiger et al., 1990). Substantial
evidence exists to show that patients with schizophrenia
have greater than average rates of alcohol consumption
and substance use. The lifetime prevalence of alcohol
abuse or dependence affected 33% of people diagnosed
with schizophrenia, and was 3.3 times higher than the
general population in the Epidemiological Catchment
Area study (Reiger et al., 1990). Drake er al. (1989)
found 45% of 115 discharged patients with schizophrenia
used alcohol and 22% had heavier use patterns (Drake et
al., 1989). Similarly, higher percentages of patients, 34%
used illicit drugs, many of whom abused more than one
drug. The characteristics of patients using alcohol was
associated with younger age, being male, illicit drug use,
medication non-compliance, lack of psychosocial sup-
ports, increased symptomatology, chronic medical prob-
lems and higher rates of rehospitalisation (Drake et al.,
1989).

One study, however, examines whether comorbid sub-
stance misuse increases the prevalence of particular types
of medical conditions over and above the effect of severe
mental illness alone (Dickey et al., 2002). Dickey et al.
(2002) found people with psychosis and comorbid sub-
stance misuse had the highest adjusted odds ratios for
five of the eight medical conditions examined: heart dis-
ease, asthma, gastrointestinal disorders, skin infections
and acute respiratory disorders, when compared to those
with psychosis but without substance misuse and those
without psychosis but with a substance use problem.
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Smoking

The prevalence of smoking is markedly high among
patients with schizophrenia compared to the general pop-
ulation. Estimates have been as high as 70% or more (de
Leon, 1996). In assessing levels of smoking in psychi-
atric outpatients, Hughes er al. (1986) found it was par-
ticularly prevalent among patients with schizophrenia
compared to those with mania (88% vs 70% respective-
ly), even when controlling for age, sex, marital status,
socio-economic status,-alcohol or coffee use and institu-
tionalisation. The prevalence of smoking also varies with
illness severity (i.e. comparing patients previously hospi-
talised with those who were not) (62% vs. 38%, p<0.01)
(Hughes et al., 1986). The high prevalence of smoking
among psychiatric patients has not always resulted in
increased rates of smoking related illnesses, such as lung
cancer (Tsuang et al., 1983). Respiratory symptoms (i.e.
cough, shortness of breath and wheezing) are significant-
ly greater in community psychiatric patients compared to
the general population (Kendrick, 1996). However,
Lichtermann er al. (2001) show that people with schizo-
phrenia are at increased risk of lung cancer (Standardised
incidence ratio: SIR, 2.17, 1.7-2.6) and, in particular pha-
ryngeal cancer (SIR, 2.60, 1.2-4.8).

Smoking also affects the pharmacological treatment of
schizophrenia by modulating neuroleptic side effects and
increasing neuroleptic metabolism. Smokers with schizo-
phrenia often require higher doses of neuroleptics than
non-smokers (Goff et al., 1992; Ziedonis et al., 1994).
However, there is some evidence to show when patients
are treated with atypical antipsychotics, such as clozap-
ine, the drive to smoke becomes significantly less
(McEnvoy et al., 1999).

The chronological relationship between smoking and
schizophrenia may be an important factor in understand-
ing increased smoking levels in psychiatric patients. As
de Leon (1996) stresses, if the onset of smoking began

prior to the onset of schizophrenia then familial or genet- -

ic factors may be relevant (de Leon, 1996). On the other
hand, if patients start smoking after the onset of schizo-
phrenia it may be important to explore the influence of
other patients and the treatment environment (de Leon,
1996).

Antipsychotic medication

Treatment for schizophrenia has been associated with
a number of adverse side effects, including involuntary
movement disorders, such as akathisia, parkinsonism,
and the most common, tardive dyskinisia (TD), particu-
larly with the use of old antipsychotic medication (Jeste

et al., 1996). New antipsychotics (i.e. clozapine and
risperidone) are more commonly used in newly diag-
nosed patients with psychosis. Despite the low propensi-
ty of new antipsychotics towards extrapyramidal side
effects other adverse effects associated with them include
excessive weight gain, endocrine disturbances, hypoten-
sion and seizures (Lader, 1999).

Medical conditions attributed to the use of typical and
atypical antipsychotic medication include diabetes (Koro
et al., 2002); hyperlipidaemia (Meyer, 2002); cardiovas-
cular disease (specifically hypertension and cardiac
arrhythmias) (Davidson, 2002); obesity in which 40%-
62% of people with schizophrenia are obese or over-
weight (Taylor & McAskill, 2000); osteoporosis
(Halbreich & Palter, 1996); and, hyperprolactinaemia
(Wieck & Haddad, 2002).

Diet and exercise

Very few studies have investigated lifestyles of
patients with schizophrenia, despite anecdotal reports of
their poor diet and inadequate exercise (Brown et al.,
1999). Brown et al. (1999) assessed lifestyle of patients
with schizophrenia by measuring diet, obesity, exercise,
substance use and cigarette smoking. Compared to the
reference population patients in the study had a diet high
in dietary fat and low in fibre (Brown et al., 1999). The
majority of the 102 patients reported only light or no
exercise in the previous week, (males: 45% and 36%
respectively; females: 57% and 32% respectively).
McCreadie et al. (1998) in a dietary study in patients with
schizophrenia found they had low antioxidant intake and
low ratios of serum vitamin E concentration to choles-
terol concentration, also a risk factor for cardiovascular
disease (McCreadie et al., 1998).

A TIME FOR CHANGE

Improving physical health care
for the severely mentally ill

Regular physical health checks are seldom systemati-
cally performed, and monitoring of physical health and
health education by community mental health staff is
often unsatisfactory (Beecroft et al., 2001). There has
been some debate in the literature as to who should mon-
itor the physical health of people with mental illness.
Some argue the patient’s General Practitioner (GP)
appears to be the person most suited to be responsible for
his/her physical health (Jeste et al., 1996; Honig et al.,
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1992). Beecroft et al. (2001) stress the need to introduce a
“system of regular health check ups for those with severe
mental illness together with more proactive follow-ups by
GPs (Beecroft er al., 2001). However, as Phelan et al.
(2001) point out most patients with severe mental illness
contact primary care services, but it is clear that this does
not ensure access to good physical health care (Phelan et
al., 2001), despite GPs being better equipped to do so.

Mental health services, however, cannot avoid providing
an adequate minimum of standard routine assessments to
identify and monitor physical health problems in people
with severe mental illness. Many contend that improving
the physical health of people with severe mental illness
starts with using a standard checklist to routinely collect
core information concerning physical health and mental
health professionals should be adequately equipped to per-
form basic physical medicine tasks and maintain access to
specialist health care where necessary (Bunce et al., 1982;
Karasu et al., 1980; Seymour, 2003). Lambert ef al. (2003)
argue that members of community-based multidisciplinary
teams. should receive support and training for managing
physical comorbidity, particularly in view of the day-to-day
role they play in managing and influencing patients’ men-
tal health (Lambert et al., 2003).

Some programmes have been introduced to improve
physical health. One example includes a Psychiatric/Med-
ical Comorbidity Program in North America providing
‘inpatient consultation and treatment for people with both
mental illness and physical health problems. Here the ser-
vice assesses patients to clarify psychological problems
from the effects of their mental illness and adapt medical
treatment in view of their psychological circumstances (see
http://info.med.yale.edu/yfp/referral/psyc/psy.html).
Current policy in the UK acknowledges the importance of
meeting the physical health needs of people with mental
illness. The National Service Framework for Mental
Health (1999) includes national standards for mental health
services, which incorporates the improvement of physical
health care. This aims to reduce stigma and discrimination
within health care services, but also sets the task of deliv-
ering physical health care to the mentally ill through pri-
mary care services. For the reasons described above this
policy may well fall short of what is needed.

The need for prevention strategies

In the debate on physical health in the severely men-
tally ill the most seriously neglected part concerns pre-
vention programmes to target the unhealthy lifestyles fac-
tors that lead to poor physical health. Here the research
literature is especially scant. Dietary and exercise pro-
grammes should be an essential part of what mental

health services provide. Tobacco smoking is of particular
concern, but targeting this, however, presents a multitude
of dilemmas. Promoting physical health can be difficult
in view of the acceptance of smoking on many psychi-
atric in-patient wards and the reluctance/difficulties
linked to prohibiting smoking on psychiatric wards
(Gralnick, 1990). Nevertheless, some studies have high-
lighted the willingness of people with severe mental ill-
ness to give up smoking (Addington et al., 1997), and
there is certainly a need for appropriate smoking cessa-
tion programmes for people with schizophrenia offering
a flexible approach (el-Guebaly et al., 2002; McChargue
et al., 2002). Indeed a small number of smoking cessation
studies for people with schizophrenia have shown some
degree of success (George et al., 2000; 2002) and is cer-
tainly worth pursuing.

There remains a fare way to go before factors leading
to poor physical health in people with psychosis change
for the better. Fortunately these are achievable goals.
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