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Working Party recommendations


All patients who have a serious mental illness should be routinely screened and monitored
for evidence of diabetes and cardiometabolic disease by their general practitioner. In
cases where a general practitioner is not available, the responsibility would be with the
psychiatric team.



At a minimum, the following should be measured at baseline and at regular intervals
thereafter:
o Height (at baseline), weight and waist circumference (3-6 monthly or if new
antipsychotic initiated)
o Blood pressure (3-6 monthly or if new antipsychotic initiated)
o Blood glucose levels, preferably fasting (6 monthly or if new antipsychotic initiated)
o HbA1c screening (annually for diagnosis of diabetes; ), every 3 months as part of
management of diabetes)
o Serum lipids (12 monthly or more frequently if indicated, eg if antipsychotic initiated)



Modifiable risk factors for diabetes and cardiovascular disease (e.g. smoking, hypertension,
dyslipidaemia, lack of physical activity, poor diet and sleep disturbances) should be
addresed. Relevant health care programmes should be utilised (e.g. fitness programmes
that enable those with mental illness to access facilities at a modified cost and smoking
cessation programmes). Ideally, there should be input from a dietitian and exercise
physiologist.



Appropriate medications for diabetes (hyperglycaemia) and co-morbidities such as
hypertension and dyslipidaemia should be initiated where appropriate.



Appropriate referrals should be organised as needed .eg. to a diabetes educator ,
dietitian, endocrinologist, cardiologist or for a sleep study where needed.



Changing antipsychotic medications should only ever be undertaken in collaboration with the
patient's psychiatrist. If the change is inappropriate, the switch may potentially increase the
risk of an exacerbation of psychotic symptoms, particularly if the patient has previously been
trialled on the medication.



Integrated, collaborative, multidisciplinary care is recommended. Where this
cannot be provided within a single clinic or centre, alternative referral pathways will
need to be established (i.e. referrals to cardiologists, endocrinologists, diabetes
clinics, diabetes educator, dietitians, exercise physiologists, etc.)



Members of a patient's care team need to develop collaborative working
relationships with appropriate communication and collaboration with the patient
and his/her family.



Educational resources allocated toward case manager and general practitioner
empowerment are central to the appropriate management of patients.
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Summary

Over a decade ago, an Australian Consensus Statement (1) concerning the prevention and
management of diabetes in people with a psychotic illness emphasized the following points:



Psychotic illness by itself and its treatment are associated with an increased risk of diabetes
and worsening glycaemic control in those with pre-existing diabetes.



The early detection and treatment of hyperglycaemia and other metabolic disorders among
people who have a psychotic illness, as well as the institution of appropriate preventative
measures, are key public health issues.



All antipsychotic medications can contribute to the development of diabetes, although the
newer, second-generation antipsychotic (SGA) medications ('atypical' antipsychotics)
appear more likely to be associated with metabolic sequelae, particularly diabetes and
weight gain, than first-generation antipsychotic (FGA) medications ('typical' antipsychotics).



The effective management of a patient's psychosis should take priority over any concerns
about the potential metabolic sequelae of pharmacotherapy. However, the risk of such
sequelae means that the cardiometabolic health of any patient on antipsychotic medication
should always be both routinely monitored and appropriately managed.



Patients treated with antipsychotic agents need to undergo both baseline and ongoing
regular metabolic assessments, including evaluations of body weight, blood glucose
concentration, lipid levels and blood pressure.



Hyperglycaemia and its potential complications need to be actively managed in individuals who
are on antipsychotic therapy and have diabetes.



Optimally managing patients who have psychotic illness requires a multidisciplinary approach
with primary healthcare practitioners playing a central role if/when this is possible.

In this Position Paper, the following observations have been added.



Despite the dissemination of national and international guidelines, recent Australian data
continue to demonstrate a sobering disparity between the mean age of death for those with
psychosis (mean age in men 45 years and for women 47 years) compared with the general
population's male and female life expectancy of 79 and 84 years respectively, largely due to
premature cardiovascular death (2). There has not been systematic uptake of screening for
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diabetes and co-morbidities, management or referral to diabetes or metabolic services by
those working in mental health (3). This is poignant in light of data highlighting the three
times higher rate of diabetes in those suffering from a psychotic illness when compared with
that in the general Australian poopulation (4).



The management of a patient’s diabetes and physical health must go beyond basic screening.
Management should include appropriate interpretation of results, the formulation of a
management plan tailored to meet the needs of that particular individual and the establishment
of a cycle of testing and review to ensure management and outcomes are optimised.



Lifestyle factors and other potentially modifiable risk factors (smoking, dyslipidaemia, sleep
disorders and hypertension) play a significant role and need to be addressed.



Antipsychotic medications have traditionally been 'blamed' for the high prevalence of diabetes
and metabolic disease among people who have a serious mental illness. The addition of
antipsychotic agents will likely result in a deterioration in glycaemic and metabolic control
where there is pre-existing diabetes. Patients will require intensification of monitoring, lifestyle
advice and likely glucose lowering therapy. Where there is not pre-existing diabetes, weight
gain and other factors will likely increase the risk of the development of diabetes.



There are multiple potential barriers (patient, health professional and/or health systembased) to optimally managing the cardiometabolic health of individuals who have a
psychotic illness.



Ideally, people who have comorbid serious mental illness and diabetes should be managed by
members of an integrated multidisciplinary care team, one that is able to effectively address both
mental and physical healthcare issues.



If integrated multidisciplinary care is not available, referral pathways should be established so
that patients can be referred to appropriate health professionals in a timely manner.
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1. Introduction and objectives

Interventions in type 2 diabetes aimed at achieving improved glycaemic control can decrease the
rate of microvascular complications (5,6). Multifactorial interventions targetting blood pressure and
lipid management can also significantly reduce such individuals' risk of cardiovascular disease and
related events (7). The prevalence of diabetes among people who have a serious mental illness,
particularly those with psychotic disorders, is significantly higher than that observed in the general
population (1, 8–19) . These individuals' risk of developing diabetes or cardiometabolic related
sequelae (e.g. heart disease and stroke) is often not adequately addressed (9,15).

More than two-thirds of patients with schizophrenia die of coronary heart disease, compared with
approximately one third of individuals in the general population.

The median all-cause

standardised mortality ratio for people with schizophrenia compared to that in the general
population rose from 1.84 in the 1970s to 3.20 in the 1990s (20, 21). The decline in the rates of
cardiovascular mortality among the general population (i.e. over the past 20 or 30 years) has not
been observed among people with serious mental illnesses (15, 20-30), suggesting that there has
been a disparity in the level and/or quality of care aimed at maintaining or improving patients'
cardiometabolic health and reducing their cardiovascular risk.

Australian data highlight this disparity. In a recent Australian study of mortality in schizophrenia,
the mean age of death for men was 45 years and for women, 47 years, compared to the general
population's male and female life expectancy of 79 and 84 years, respectively (2). In addition, in
the second Australian National Survey of Psychosis, the adjusted mortality rate for those with
psychosis for the period of the study (10 months) was 12.5 per 1000 persons, with a standardized
mortality of 5.5 (4). Beyond the increased rates of suicide, consistent with international data, there
was a major contribution to mortality by the dramatic increase in the rates of diabetes mellitus,
obesity and early cardiovascular disease.

The higher prevalence of diabetes and the failure to adequately manage such individuals'
cardiometabolic risk factors such as obesity, dyslipidaemia, hypertension and smoking may at least
partly explain the 'mortality gap' between such individuals and those in the general population (15,
20-30).

For example, in the Clinical Antipsychotic Trials of Intervention Effectiveness (CATIE)

Study, 13% of study participants had diabetes (compared with 3% of age-matched controls), 68%
of study participants smoked (compared with 35% of controls) and 27% had hypertension
(compared with 17% of controls) (47).

Australian Consensus Guidelines regarding the prevention and management of diabetes in people
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with psychotic disorders were published in 2004 (1). However, there has been little evidence of
any improvement in the care of these patients. In 2012, 8 years after the publication of these
guidelines, the National Mental Health Commission Report noted that patients with psychosis
continued to have 3 times the rate of diabetes as compared to the general population, labelling the
increase in physical morbidity and mortality as a “national disgrace” (4). A recent national survey
of psychiatrists’ attitudes to physical health care, particularly related to screening for diabetes,
obesity and the metabolic syndrome in patients with mental illness has revealed some awareness
of the importance of physical health but no increase of or system of screening, interpretation of
results or appropriate referral for management (3).

A working party, which was provided funding support from the National Diabetes Supply Scheme
was therefore convened by the Australian Diabetes Society to suggest ways in which the overall
cardiometabolic health, particularly diabetes and diabetes risk, of individuals who have a psychotic
illness might be better monitored and further improved. The group which consisted of clinicians
from several states who had an interest in the care of patients with psychosis, reviewed and
considered the following broad issues. Literature referenced is not exhaustive as this paper is not
a systematic literature review but rather a review of pertinent publications.

1. The reported rates of diabetes, cardiovascular disease and mortality among people with a
serious mental illness, compared with those observed among the general population.
2. Previously published Australian Consensus Guidelines (1), regarding the prevention and
management of diabetes in people with psychotic disorders, as well as other relevant clinical
practice guidelines and consensus statements (including documents from Europe, North
America and the United Kingdom).
3. The contributions of medications for serious mental illness, particularly antipsychotic
medications, which might contribute to the increased prevalence of diabetes among people
who have a serious mental illness.
4. Strategies for managing the physical health of patients who have a serious mental illness and
current initiatives aimed at facilitating and further improving achieved outcomes in this regard.
5. Barriers to the optimal physical care of patients who have a serious mental illness, particularly
with respect to their cardiometabolic health, and what might be done to help address or
overcome such barriers.

This Position Statement summarises the working party's broad observations and conclusions.
The purposes are essentially three-fold.
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a) To remind healthcare providers that patients with serious mental illness have an enhanced
risk for diabetes and cardiovascular disease. This enhanced risk is not confined to the effects
of antipsychotic medications, but also relates to the enhanced CV risk due to modifiable risk
factors such as poor diet, reduced physical activity and smoking.
b) To remind healthcare providers about the importance of not only effectively monitoring but
also appropriately managing the physical health of individuals who have a serious mental
illness, particularly with respect to their cardiometabolic health.
c) To encourage the development and implementation of models of care that will further assist
healthcare practitioners to optimally manage the physical health of patients who have a
serious mental illness. Managing diabetes is complex and will involve a range of health
practitioners who can provide appropriate education, promote changes in self-care behaviour
and who can prescribe appropriate pharmacotherapy when required. Longer-term
approaches to care need to be considered in this regard.
d) Recommendations regarding appropriate screening for diabetes and cardiovascular disease
in those with serious mental illness

2. The burden of diabetes among people with a serious mental illness
A comprehensive body of literature, including a growing number of published consensus statements
and clinical practice guidelines, has indicated that individuals with serious mental illnesses,
particularly psychotic disorders, are at substantially increased risk of developing diabetes (1, 8-16).
Amongst such individuals, diabetes often remains either undiagnosed or sub-optimally managed.
Other cardiometabolic risk factors are often poorly monitored or inadequately addressed (9,15,16).

The increased prevalence of diabetes in those with psychosis appears to be independent of any
antipsychotic agents being used. Epidemiological studies have revealed that the prevalence of
diabetes tends to be two– to three-fold higher amongst individuals with schizophrenia than it is
amongst those in the general population (16). These also include but are not limited to the following
studies. A study from Belgium (17) found that a significant proportion of patients with schizophrenia
had diabetes at the time of their first episode of psychotic illness, with the prevalence of diabetes
increasing to 16.5% among those with a long duration of illness (more than 20 years) and the
prevalence of diabetes among 15 to 25-year olds with schizophrenia being five times higher than that
observed in the general population.

In a study from Singapore,

the prevalence of previously

diagnosed diabetes among drug-naïve patients with schizophrenia was 4.9%, but a further 16% and
30.9% of these individuals were diagnosed with diabetes and impaired glucose tolerance,
respectively, following glucose tolerance tests (18). A recent Australian study demonstrated that
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nearly one in every four patients with a mental illness had diabetes (mean age = 41 years) and that
one-quarter of these patients had been diagnosed with diabetes only upon hospital admission for their
mental illness (5).

3. Monitoring and detecting patients' risk of diabetes or diabetes-related
complications
Position statements and guidelines have recognised the need for patients who have a serious
mental illness to be regularly monitored for potential physical health issues e.g. diabetes and related
sequelae and for any identified such problems to be managed appropriately (1, 10-13).
Recommendations vary slightly, but emphasize the importance of monitoring anthropometric
indices, such as body weight, height (BMI) and waist circumference, which are established risk
factors for the developent of Type 2 diabetes, as well as blood pressure, blood glucose and lipid
levels (1). It should be emphasized that monitoring by itself, though, is insufficient. Findings need to
be reviewed and interpreted with appropriate management and longer term follow up instigated.

Working Party recommendations


All patients who have a serious mental illness should be routinely screened and monitored
for evidence of diabetes and cardiometabolic disease.



General practitioners may be best placed to coordinate this physical health care. However,
a signficant proportion of patients may not have a General Practitioner. In these cases, the
responsibility would be with the psychiatric team.



At a minimum, the following should be measured at baseline and at regular intervals
thereafter
o
o
o
o
o

Height (at baseline), weight and waist circumference (at every visit for the latter two)
Blood pressure (at every visit)
Blood glucose levels- fasting preferably (6 monthly or more frequently if indicated)
HbA1c screening annually for diagnosis of diabetes, 3 monthly for management of
diabetes
Serum lipids (6 to 12 monthly).



Modifiable risk factors for diabetes and cardiovascular disease (e.g. smoking, hypertension,
dyslipidaemia, lack of physical activity, poor diet, obstructve sleep apnoea) should be
actively addressed. Relevant health care programmes should be utilised (e.g. fitness
programmes that enable those with mental illness to access facilities at a modified cost and
smoking cessation programmes).Ideally, there should be input from a dietitian and exercise
physiologist. The health care progranmmes will vary by geographical area.



Appropriate medications for diabetes (hyperglycaemia) and co-morbidities such as
hypertension and dyslipidaemia should be initiated where appropriate.
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If possible, drugs for diabetes which will minimise weight gain are preferred. The
options will be subject to PBS guidelines (see ADS 2016 guidelines and check PBS
subsidy criteria).



The institution of or a change to an antipsychotic agent will likely result in the need
to intensify pharmacological therapy for diabetes.



Appropriate referrals should be organised when necessary eg to a diabetes
educator, dietitian, endocrinologist and cardiologist, and where obstructive sleep
apnoea is suspected, a sleep physician.



If available, a multidisplinary team consisting of physicians, allied health and
psychiatrists would be best equipped to conjointly manage the physical and mental
health needs of the patient.

4. The Role of Antipsychotics
There is an increasing number of antipsychotic agents used in Australia. Second generation or
atypical antipsychotics include clozapine, olanzapine, risperidone, paliperidone, quetiapine,
amisulpride, aripriprazole, ziprasidone, asenapine and lurasidone in addition to depot preparations.
These medications have a variety of metabolic effects and may cause hyperprolactinaemia. These
effects will vary depending on the particular medication used and dosage. The potential role of
antipsychotic medications as contributors to weight gain and the development of diabetes among
people with psychotic disorders has been covered in the previous Australian Consensus
Guidelines (1). Antipsychotic medications can have a significant adverse effect on patients' lipid
profiles, blood glucose concentrations and fat metabolism. There are several potential
mechanisms mediating these observed metabolic effects of antipsychotic medications (31–39).
The mechanisms underlying the increases in appetite, weight gain and body fat that have been
associated with the use of second-generation antipsychotic (SGA) medications ('atypical'
antipsychotics) are yet to be fully elucidated, but may involve several different peptide,
neurotransmitter and/or receptor systems in the appetite and reward systems in the brain.

Weight gain tends to occur most rapidly during the first few weeks to months of antipsychotic therapy
(40-41). In one study, treatment-naïve patients demonstrated a weight gain of 8.5 kg within the first 10
weeks of olanzapine therapy (41). There is some heterogeneity between the available antipsychotic
medications, with respect to their propensity to cause weight gain (42, 43). Ideally medications which are
potentially more metabolically neutral would be preferred. Aripiprazole and ziprasidone seem to exert
more 'metabolically neutral' effects, compared with drugs such as olanzapine and clozapine. It should be
noted that clozapine is regarded as being the most effective antipsychotic medication and is used for
treatment resistant schizophrenia. However, clozapine use is associated with both metabolic and
cardiovascular derangements (eg hyperglycaemia, including rarely, precipitation of diabetic ketoacidosis
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in addition to hyperlipidaemia and arrhythmias). The association between weight gain and drug
treatment is not novel. Reports of an association between the use of antipsychotic medications and
diabetes risk date back to the 1950s (44, 45).

Antipsychotics, mood stabilisers and antidepressants are often prescribed in combination, which may
compound any metabolic derangements. Some of these agents, eg: valproate may be as orexigenic as
olanzapine.

Multiple different factors (including genetic predisposition) are likely to contribute to the increased risk of
diabetes and other cardiometabolic abnormalities that are not solely attributable to the use of
antipsychotic therapy. (16, 47–56). For example, Holt and colleagues (49) have reported that, although
typical and atypical antipsychotic medications are likely to play a significant role in the genesis of
diabetes and obesity among people with psychotic illnesses, traditional modifiable cardiovascular risk
factors – such as poor dietary habits and lack of physical activity – are also substantial contributors to
the increased prevalence of diabetes in this population.
Working Party recommendations


If/when feasible a switch to antipsychotic medication that is more metabolically neutral would
be potentially beneficial.



Changing antipsychotic medications should only ever be undertaken in collaboration with
the patient's psychiatrist. If the change is inappropriate, the switch may potentially increase
the risk of an exacerbation of psychotic symptoms.

5. Overcoming barriers to optimal management of patients' cardiometabolic health
There are multiple potential barriers to the adequate physical healthcare of individuals who have a
serious mental illness, none of which should be insurmountable (57-75), and they are summarised
below.

1. Barriers may be related to the person and their illness. These include poor adherence to treatment
recommendations (58); poor awareness of existing physical health problems due to cognitive deficits
related to mental illness and/or the use of antipsychotic medication (59,60). Other unique factors
include homelessness or itinerancy, difficulty in communicating symptoms due to social deficits and/or
stigma (63,64) and a general mistrust of having tests (58) or discussing problems (61,62). People with
psychotic illnesses may avoid or neglect contacting general practitioners or general health care
services (58). Physical symptoms may also be masked by the use of antipsychotic medications (60,
62).
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2. Barriers related to the health professional include a lack of monitoring of patients and screening for
diabetes by psychiatric services as frequently as recommended. There may be the belief that the
diagnosis, prevention and/or management of diabetes and physical health problems are not the
responsibility of psychiatric teams and should be undertaken by other healthcare professionals (6266,67,68); Moving patients into community mental health care can place a burden on non-medical
case managers to provide a range of services that they are not necessarily trained to deliver (69).
Physical healthcare professionals may be reluctant to monitor and manage the cardiometabolic health
of patients who have a serious mental illness, such as schizophrenia (70). Discrimination against those
with mental illness, for example, due to stigma or a belief that those with mental illness may be difficult
or dangerous to treat has consistently been reported (71–74)

Healthcare system-related impediments to the delivery of optimal physical healthcare (e.g.
geographical, organisational and/or educational) (57,75) should also be considered.

A lack of

continuity of care between the initial treating doctor and community care teams can make it difficult for
healthcare professionals to gain a clear or complete picture of a patient's medical history (59,62).
Furthermore, financial barriers such as the cost of accessing services and medication expenses,
particularly where there is polypharmacy may also cause more impediments (69,70).

Working Party’s Recommendations




Patient and illness-related factors should be considered when managing patients.
o Poor / inadequate adherence to prescribed pharmacotherapy and recommended
dietary / lifestyle recommendations
o Unawareness of physical health problems due to cognitive deficits related to mental
illness
o A general mistrust of having tests or discussing problems
o

Difficulty in communicating symptoms (e.g. due to social deficits and/or stigma)

o

Avoidance or lack of contact with general practitioners or general health care services

Barriers at the level of the healthcare professional should be addressed
o
o

Failure to adequately monitor cardiometabolic / cardiovascular risk factors
Confusion about who should be monitoring patient's physical health

o

Lack of requisite expertise / resources such as relevant patient management
guidelines

o

Reluctance of some healthcare professionals (e.g. GPs, dietitians, etc.) to treat
patients who have a serious mental illness
Stigmatisation / discrimination against those with serious mental illness (e.g. a belief
that it will be 'too difficult' to effectively monitor or manage such patients' physical
health)

o



Barriers related to the healthcare system should also be considered in the management
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o

A lack of sufficiently well integrated/coordinated care between the initial treating
doctor, community care teams and/or other healthcare professionals involved in a
patient's care

o

Geographical and/or organisational separations (e.g. between different health services)

o

Financial barriers to care (e.g. cost of access to services and cost of medications)

6. Lifestyle intervention and the role of metformin
Patients with a psychotic illness frequently receive no formal advice regarding their diet or level of
physical activity. Clear verbal and written information about how these factors might affect their risk of
developing diabetes should be provided, Specific practical advice about how to go about making
recommended changes should be provided. Structured, supervised, group-based educational
sessions may be highly beneficial in this regard; for example, coordinated by an exercise physiologist,
dietitian and/or other allied health professional.

Non-pharmacological interventions do have the potential to reduce the amount of weight gain
associated with SGA treatment and other orexigenic psychotropic agents (76). Weight loss can be
achieved with resource-intensive interventions, comprised of strict diets and intensive physical
training among hospitalised patients (77) or during short treatment periods (≤ 12 weeks) (78).
Although some studies have not shown any clear benefit of ‘standard’ lifestyle intervention (79) where
only 7% of participants lost > 5% of their initial body weight with no effect of the intervention, others
have shown clear benefits (80). In a study of patients admitted for psychiatric rehabilitation, 37.8% of
those allocated to tailored weight management and group exercise had lost > 5 % of their initial body
weight at 18 months as compared to 22.7%.

More recently, the results of the STRIDE study

demonstrated benefits in terms of lipids, glucose, weight and Framingham Risk Scores with lifestyle
intervention (81). Intervention participants lost 4.4 kg more than the control group over 6 months and
2.6 kg over 12 months. These studies may have their limitations including methods of randomisation,
types of advice and intervention. However, the results indicate that despite barriers in adherence of
the patients and the potential orexigenic effects of antipsychotic medications, these non
pharmacological interventions can be as effective in this population as they are in the general
population.

The efficacy of pharmacotherapy to attenuate antipsychotic induced weight gain has been
investigated (78, 82-86), with metformin being the most studied to date. The results of various
meta-analyses suggest that if a pharmacological agent is to be considered, that metformin is likely
to be the most suitable agent for the prevention and treatment of weight gain associated with SGA
medication (83-85). These results though also need to be interpreted with some caution (90). The
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role of appropriate lifestyle interventions may account for at least some of the reported beneficial
effect of metformin in this setting (88).

Studies indicating that metformin has no beneficial effect on patients' body weight have involved
relatively older cohorts, with longer disease and treatment durations, while the more 'significant
studies', that have suggested a beneficial effect from metformin, have involved younger individuals,
with shorter histories of psychotic illness (86). A recent meta-analysis indicated that the beneficial
effects of metformin appeared to be greatest in those with first episode psychosis (87). In an
analysis of 40 studies, where pharmacotherapy was considered to attenuate weight gain, the most
substantive evidence of benefit was with metformin usage (3.17kg weight difference as compared
to placebo). Drugs such as topiramate and reboxetine have also been studied as weight loss
agents in this setting but these carry the possibility of signficant side effects and the potential for
drug interactions.

Female patients who are prescribed metformin should be advised about the possibility of resumption
of menstruation if periods have been irregular, and a potential increase in fertility (91,92). In Australia,
metformin is neither TGA-registered nor listed on the Pharmaceutical Benefits Scheme for indications
other than the treatment of diabetes. If metformin is to be considered for use, it should only be
considered after consultation with a physician and after a detailed discussion with the patient
regarding the indications, contraindications, precautions and cost (private script so not subsidised).

Overall, the potential value of lifestyle measures should not be underestimated, particularly in light of
diabetes prevention studies (98-100) which have highlighted the benefits of physical activity and
appropriate dietary modifications among those with impaired glucose tolerance.

7. Optimising patient care and follow up: Screening and going beyond screening
1. Screening
Monitoring and management of cardiometabolic health remains suboptimal (3, 6, 12, 66, 93, 94). A recent
Australian study (9) revealed little evidence to suggest that community-treated individuals with persistent
psychosis are uniformly receiving adequate physical health care, with respect to cardiometabolic risk
factor management, despite the existence of relevant guidelines (1). A US survey revealed a broad
disparity between clinicians' awareness of the need to monitor the metabolic health of patients who are on
second-generation antipsychotic (SGA) therapy and the actual performance of such monitoring (66). 97%
of participating psychiatrists indicated that they believed monitoring for cardiometabolic risk factors in this
clinical setting was ‘very serious’ or ‘serious’. However, 95% of SGA-treated patients did not have their
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waist circumference measured, 60–65% did not have their blood glucose regularly checked. 70–75% did
not undergo regular lipid monitoring. A retrospective, population-based study of Medicaid claims data in
the USA has also revealed low rates of screening and monitoring, with respect to blood glucose and lipid
concentrations, among patients initiated on SGA therapy (93). The publication of an American Diabetes
Association consensus statement on antipsychotic drugs and diabetes similarly has not led to substantially
increased rates of blood glucose and lipid testing among SGA-treated individuals in the USA (94). In
Belgium a universal structured screening and monitoring protocol was introduced in 2003 (95).

In the United Kingdom, a quality improvement programme conducted among multidisciplinary communitybased clinical mental health teams found that only 11% of patients were initially being screened for
components of the metabolic syndrome. Encouragingly, this percentage had risen to 23% (0–48%) by the
time participating outreach teams were re-audited (68). Programme interventions had included the
distribution of local baseline data and an educational slide kit (i.e. to help ‘local champions’ disseminate
the audit findings), a poster offering a guide to patient screening, and physical health check reminder
cards for service users. Elsewhere in the United Kingdom, a coordinated health screening clinic was
successfully established as part of a pilot programme designed to help monitor the physical health of
people who have schizophrenia and better ensure adequate patient follow up (the clinic was set up using
existing staff and resources, and without any specific additional funding); however, it is unclear whether
screening continued beyond the pilot study or what interventions were sustained.(96).

2. Beyond Screening
It is also important to be able to properly interpret the results of screening and monitoring and
appropriately manage any detected concerns or abnormalities. In Canada in a controlled in-patient
environment, the introduction and use of a physical health monitoring sheet failed to improve
patients' BMI, degree of central obesity, blood pressure or smoking status due to the absence of
adequate resources to ensure that these abnormalities were managed with appropriate resources
and by appropriately qualified health professionals. (97). These findings further highlight the need
for appropriate resources and staffing to not only screen but also to ensure that abnormalities are
detected, interpreted and managed.

3. Establishing appropriate referral pathways and models of care
Intervention studies (6,7,98–100) have demonstrated the potential benefits of initiating and
maintaining appropriate preventative interventions such as pharmacotherapy, diet and lifestyle
interventions. The results of several studies indicate that offering more assertive and integrated care
may be a potentially more successful way to help meet the complex needs of patients who have a
serious mental illness. In this model of care, patients with mental illness are both screened and
managed by a physical healthcare practitioner (medical or nursing), usually within the same clinic that
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the patients attend for their mental health appointments allowing a patient's physical health status to
be both assessed and addressed when he/she presents for his/her mental health appointment. A
multidisciplinary team approach at one site (ideally including physician, general practitioner, diabetes
educator, dietitian and exercise physiologist) contributing to the initial and ongoing management of
patients would be optimal but resources will vary. There are several examples of this approach in
Australia (100-102).
Patients should be directed to the most appropriate healthcare professional – or group of health
professionals when required. The optimal referral pathway(s) in each case will clearly vary from
person to person and depend on many different factors, such as the patient's geographic location, the
availability of local resources and, importantly, whether the person has a general practitioner who can
help coordinate his/her care.

Practical resources for those working in mental health have been

developed which guide screening and management (103)
Summary of Working Party’s recommendations regarding optimizing patient care and
improving health outcomes
Managing the Individual/person with severe mental illness
Integrated, collaborative, multidisciplinary care is recommended:


Where this cannot be achieved within a single clinic or centre, alternative referral
pathways will need to be established (i.e. referrals to cardiologists,
endocrinologists, diabetes clinics, diabetes educator, dietitians, exercise
physiologists, etc.)



Members of a person’s care team need to develop collaborative working
relationships with appropriate communication and collaboration with the person
and his/her family



The person’s case manager and or general practitioner will be instrumental in
coordinating the management of the patient. Therefore, educational resources
allocated towards empowering case managers and general practitioners are
central to management.

8. Summary


The prevention, early detection and treatment of cardiometabolic diseases, such as diabetes,
remain important public health issues in people with psychosis



All indivduals with psychotic disorders should be routinely screened for evidence of
cardiometabolic disease (e.g. diabetes). Every effort should be made to implement
appropriate preventative strategies and/or interventions.



Diabetes and cardiometabolic abnormalities need to be appropriately managed and
monitored and may require discussion with or referral to an appropriate healthcare
professional (e.g. endocrinologist,diabetes educator, dietitian, exercise physiologist, etc.) or
a group of healthcare professionals (e.g. a diabetes clinic)
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9. Conclusions

The cardiometabolic health of our population living with a psychotic illness needs to be closely
monitored and appropriately managed. The prevention and management of diabetes and diabetesrelated sequelae can be both complex and time-consuming when dealing with people who are living
with a serious mental illness, and there are many potential barriers to the optimal care of such
individuals.

Management of people with severe mental illmess in a multidisciplinary fashion, with mental and
physical healthcare professionals collaborating in a genuinely integrated way, is likely to help address
or overcome at least some of these barriers. Management would include appropriate referral and the
establshment of referral pathways.
Bi-directional educational initiatives – aimed at both mental and physical healthcare professionals – are
also likely to be beneficial in raising awareness of the poor physical health of people with severe mental
illness.

The provision of appropriate funding and/or other incentives designed to help promote the development
and implementation of integrated, multidisciplinary models of care for people who have a serious
mental illness would potentially improve health outcomes.
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