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Summary

The increased incidence of cardiovascular and metabolic diseases, such as obesity, dyslipidae-
mia, diabetes and metabolic syndrome has led to a significantly reduced life expectancy for
patients with severe mental disorders (SMD). The primary cause of the high comorbidity rates
between mental and physical illnesses is the adoption of unhealthy lifestyle behaviors, such as
poor diet and physical inactivity, heavy smoking, alcohol or drug abuse, and limited access to
screening programs and medical check-ups for physical conditions. Additional factors include
the presence of cognitive deficits, depressive symptoms, p, neglect of physical health needs
by patients and caregivers, and the metabolic side effects of psychotropic medications, such
as antipsychotics, mood stabilizers, and antidepressants. The need to improve the physical
healthcare for people with SMD through medical screenings, monitoring, and regular check-
ups, as well as the need to provide psychosocial interventions aimed at modifying risk factors,
such as unhealthy lifestyle behaviors, has been highlighted recently. Furthermore, changes to
the healthcare system and delivery of care may be necessary to address the inadequate medi-
cal healthcare provided to patients with SMD. Aims of the present paper are to provide: 1) an
overview of the most frequent comorbidities reported by patients with SMD; 2) results coming
from the LIFESTYLE trial, a randomized controlled trial on the impact of a behavioural lifestyle
intervention on physical exercise in patients with SMD; 3) recommendations for monitoring the
physical health of people with SMD.

Keywords: comorbidities, mental disorders, physical health, life expectancy, lifestyle, mortal-
ity, promotion, behavioural interventions

INTRODUCTION

In recent decades, while global life expectancy has significantly increased, the num-
ber of years people live without iliness has not increased at the same pace . Along
with an increase of life expectancy, comorbidity rates of general population have
increased significantly. The presence of physical comorbidities is linked to a notable
decline in quality of life, impairments in personal and social functioning, and reduced
autonomy 23 Even among younger individuals, comorbidity is rapidly increasing, with
its adverse effects being as numerous and severe as those seen later in life 4.

The number of people with comorbidities will rise in the years to come, due to sev-
eral factors including the aging of the population % the tendency to adopt unhealthy
lifestyle behaviors, climate changes and environmental pollution. Comorbidity is not
merely the coexistence of two independently developing diseases; the prognosis of
all existing diseases worsens when two or more are present simultaneously, increas-
ing the number and severity of complications and making treatment more challeng-
ing and potentially less effective. Furthermore, one of the concurrent disorders is
often overlooked.
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The situation becomes even more critical when considering
comorbidity between physical and mental illnesses. People
with severe mental disorders (SMD), including affective disor-
ders and schizophrenia spectrum disorders, have significant-
ly higher rates of physical illnesses compared to the general
population. These physical illnesses are usually associated
with worse prognoses and increased mortality 8. According
to available estimates, people with serious mental problems
have a life expectancy loss of at least 10 to 25 years, mainly
due to cardiovascular, metabolic, and infectious diseases ™.
In this article we provide: 1) an overview of most frequent co-
morbidities reported by patients with SMD; 2) recommenda-
tions for monitoring physical health of people with SMD; 3) a
description of the efficacy of behavioral lifestyle intervention
to improve physical health of people with SMD.

Individuals with SMD and comorbid obesity experience a no-
table decrease in life expectancy and are more susceptible
to various medical conditions, such as type 2 diabetes mel-
litus (Relative Risk, RR, > 3), cardiovascular disease (CVD)
(RR > 2-3), dyslipidaemia (RR > 3), hypertension (RR > 2-3), re-
spiratory issues (RR > 3), reproductive hormone abnormalities
(RR > 1-2), and certain cancers, like colon cancer (RR > 1-2) ",
People with SMD are more prone than the general population
to being overweight, obese, and having abdominal obesity.
These conditions are linked to a higher risk of acute cardio-
vascular events, even in early illness stages and without medi-
cation. However, the obesity risk varies by diagnosis among
SMD patients ™. Compared with the general population, indi-
viduals with major depressive disorder (MDD) or bipolar dis-
order (BD) have up to 1.5 times higher obesity risk, while those
with schizophrenia spectrum disorder have over four times
higher risk ™,

The prevalence of metabolic syndrome in people with mental
disorders ranges from 29.4% to 67.9%, with rates 158 times
higher than in the general population *. Among those referred
to mental health centers, 81.7% have untreated lipid abnor-
malities and 63.9% have untreated glycaemic alterations,
highlighting the neglect of physical health in this group. Use
of psychotropic drugs is another factor that should be consid-
ered among the causes of obesity in patients suffering from
SMD ™. Weight gain is a common side effect of antipsychot-
ics (AP), affecting 15 to 72% of patients receiving treatment
for schizophrenia *6, Mood stabilizers also can contribute to
weight gain, though less frequently associated with obesity
compared to antipsychotics; lithium causes weight gain in
77% of patients, averaging 4-6.3 kg, likely due to increased
appetite, hypothyroidism, and nephrogenic diabetes insipi-
dus. Up to 50% of patients on valproate experience weight
gain, independently from the dosage ™,

Antidepressants (AD) pose a modest risk of weight gain. In
MDD patients, long-term use (over 6 months) and polyphar-
macy with ADs like mirtazapine, amitriptyline, and paroxetine
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can lead to weight gain of up to 2.7 kg. However, the impact
varies individually, especially in the long-term ™,

The significant individual variation in medication-induced
weight gain suggests that genetic factors may influence sus-
ceptibility. Despite promising outcomes, the role of hereditary
factors in predicting this side effect remains a possibility.
Cardiovascular diseases (CVD) are a leading cause of prema-
ture death among individuals with severe mental disorders
(SMD), reducing life expectancy by 17.4% in men and 22.0% in
women. Those with schizophrenia and bipolar disorder face
a 2- to 3-fold higher risk of CVD *. The etiology of this excess
CVD is multifactorial, and the different causes can be grouped
in three major categories: genetic causes, modifiable lifestyle
factors and iatrogenic causes 2%, Particularly, individuals
with depression have a 50% increased risk of CVD compared
to the general population, with depression being an indepen-
dent risk factor for coronary heart disease 2%,

The complex interplay between genetic, environmental, and
mental health factors makes managing physical comorbidi-
ties in SMD patients challenging. Therefore, screening for car-
diovascular disorders in SMD patients is crucial.

Moreover, it has been reported that patients with SMD are
at a higher risk of developing chronic viral infections, par-
ticularly those caused by HIV and hepatitis C viruses ™. The
prevalence of HIV positivity among SMD patients surpasses
that of the general population 23, largely due to factors such
as high substance abuse rates, risky sexual behaviors (e.g.,
unprotected sex or exchanging sex for drugs/money), and
insufficient awareness of HIV-related issues ". About 5 to 7%
of individuals with a history of mental illness have HIV infec-
tion . Even though schizophrenia patients are less likely to
be sexually active than nonpsychotic individuals, they engage
more frequently in high-risk sexual behaviors and often lack
awareness of HIV's negative consequences. Furthermore, the
prognosis for schizophrenia patients co-infected with HIV is
poorer %, Between 0.2 and 15% of people with HIV-spectrum
illness may develop new-onset psychosis. Whether HIV or
schizophrenia appears first, their co-occurrence leads to
higher morbidity and mortality than either condition alone.
Studies also indicate that HIV patients are more prone to de-
pressive symptoms compared to HIV-negative individuals .
Reports from various continents show that hepatitis virus
infection rates are significantly higher in people with SMD
compared to the general population. Hepatitis C virus infects
approximately 20-25% of people with SMD, primarily transmit-
ted through drug use and high-risk sexual behaviors. Routine
screening and treatment for hepatitis C virus infection in SMD
patients with substance use disorders are crucial to reduce
related morbidity and mortality ™.

People with schizophrenia and depression also have a two-
fold increased risk of developing tuberculosis (TB) compared
to the general population ™ TB comorbidity with severe
mental illness is complex, as it is strongly associated with
several SMD risk factors, including HIV, diabetes, homeless-
ness, poverty, and substance abuse *. Additionally, patients



in long-term care facilities are more susceptible to infectious
diseases, including TB, due to inadequate infection control
measures or high population density.

FACTORS INVOLVED IN THE INCREASED MORTAL-
ITY IN PATIENTS WITH SMD

The increased mortality rates among people with SMD are
partly due to the historical separation of psychiatry from other
medical branches and the inadequate focus on comorbidities
in the training of psychiatrists and other medical specialists *,
Health care professionals have long underestimated the prev-
alence of comorbidity, while patients have been hesitant to
discuss physical health problems with psychiatrists.

The reduced life expectancy of patients with SMD can be at-
tributed to three main categories: patient-related factors, clini-
cian-related factors, and healthcare system factors %, Despite
the principle that equal access to healthcare is a fundamental
human right, individuals with SMD often face barriers to re-
ceiving adequate care and high-quality treatments due to a
combination of patient, provider, treatment, and system fac-
tors %234,

Patient-related factors include reluctance to seek medical at-
tention due to symptoms of their mental disorders, such as
cognitive impairment, social isolation, depressive symptoms,
and distrust. Consequently, SMD patients often engage in un-
healthy behaviors like a sedentary lifestyle, heavy smoking,
poor physical activity, unhealthy diets, and substance abuse.
Psychiatric symptoms and their adverse effects (e.g, reduced
social networks, low education levels, poor housing, lack of
family support, poverty, and unemployment) further compli-
cate understanding healthcare advice and making necessary
lifestyle changes. Thus, SMD patients may struggle more than
others to recognize physical symptoms, communicate their
needs to healthcare providers, and manage self-care ®.
Additionally, SMD patients often receive less medical at-
tention than those with purely physical illnesses, partly due
to poor communication between patients and healthcare
workers *. Stigmatizing attitudes among non-mental health
professionals towards SMD patients contribute to the lower
quality of care they receive %%, For instance, cardiovascular
risk screening in SMD patients is rare and depends on the
healthcare system's structure, doctors’ expertise, and the level
of collaboration between cardiologists and psychiatrists %°.
The need to enhance physical healthcare for people with
SMD through medical screenings, monitoring, regular check-
ups, and psychosocial interventions to modify risk factors like
unhealthy behaviors has been emphasized recently #. Fur-
thermore, systemic changes in healthcare delivery may be
necessary to address the inadequate medical care provided
to SMD patients.

The fragmentation of medical and mental health systems,
driven by high costs and under-resourced mental health care,
prevents integrated healthcare systems. This fragmentation
contributes to higher comorbidity and mortality rates among
this patient population.

Physical health and lifestyle behaviors

ADDRESSING PHYSICAL COMORBIDITIES IN PA-
TIENTS WITH SMD - THE LIFESTYLE TRIAL

Many patients with SMD are either unaware of the need for
lifestyle changes or lack the information and skills to make
these changes. Efficient behavioral interventions by psychi-
atric specialists, medical professionals, nurses, and other
multidisciplinary team members can inform and encourage
individuals with SMD to address their lifestyle choices, such
as smoking, nutrition, and exercise >3,

Patients with SMD, along with their family members and care-
givers, should be educated about healthy behaviors and re-
ceive psychoeducational materials to improve their lifestyle
habits. Population-based research has shown that lifestyle
choices can be measured and improved through specific psy-
choeducational interventions, usually referred to as “lifestyle
interventions” #4445, These programs promote better behavior-
al outcomes without pharmacological aids. They are cost-ef-
fective, do not require administration by specialists, nor need
special training, but should be managed by mental health
professionals. Many such interventions have been tested for
efficacy in randomized controlled trials (RCTs) 44,

Lifestyle interventions encompass various approaches, in-
cluding health education and cognitive behavioral therapy
(CBT), and practical elements like physical activity. They can
be provided in different settings, such as in-person, over the
phone, or online, in both individual and group formats. Sys-
tematic review data has demonstrated that lifestyle interven-
tions can significantly improve anthropometric measures
like waist circumference, body weight, and body mass index
(BMI), as well as physical activity and dietary outcomes like
fruit consumption “2%4, Moreover, lifestyle modifications are
linked to a lower risk of all-cause mortality, type 2 diabetes,
metabolic syndrome, and cardiovascular disease. A recent
review of RCTs on lifestyle interventions for individuals with
SMD in community or outpatient settings found significant
improvements in weight, physical activity, and diet *. Ad-
ditionally, these interventions led to significant decreases
in blood levels of insulin, triglycerides, total cholesterol, and
fasting glucose #>444647. However, the majority of these stud-
ies only had brief follow-ups, making the conclusions non-
definitive. No research has explicitly examined the impact
of lifestyle modifications on complex cardiovascular indices.
Despite the positive effects on psychosocial wellbeing, quality
of life, and symptom severity, many RCTs have methodologi-
cal flaws, such as high risk of bias, lack of blinding, and small
sample sizes %,

The LIFESTYLE intervention

To promote the physical health of people with SMD, our study
group developed a behavioral group intervention. This inter-
vention proved effective in RCTs conducted with 400 patients
with bipolar disorders, major depression, or schizophrenia
spectrum disorder. The LIFESTYLE intervention was devel-
oped according to recommendations from the World Health
Organization, the European Association for the Study of Dia-
betes, the European Society of Cardiology, and the European
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Psychiatric Association for managing physical health in indi-
viduals with mental disordersThe LIFESTYLE study is a mul-
ticentric, randomized controlled trial with blinded outcome
assessments, conducted at outpatient units of six Italian uni-
versities: Campania “Luigi Vanvitelli” in Naples, Bari, Genoa,
LAquila, Pisa, and Rome-Tor Vergata. Each center aimed to
recruit 70 patients, randomly allocated in two groups, totaling
420 participants. Funded by the Italian Ministry of Education,
Universities and Research under the “Progetti di Rilevante
Interesse Nazionale (PRIN)" framework, the study required
informed written consent from all participants. Patients were
randomly assigned to experimental or control groups, consid-
ering factors like center, age, gender, and education, in a 1:1
ratio. Eligibility criteria included: (1) ages 18-65; (2) primary di-
agnosis of schizophrenia, schizoaffective disorder, delusional
disorder, other psychotic disorders, major depressive disor-
der, or bipolar disorder per DSM-5, confirmed by the Struc-
tured Clinical Interview (2013); (3) BMI > 25; and (4) ability to
provide written consent. Exclusion criteria were: (1) inability to
perform moderate physical activity; (2) pregnancy or breast-
feeding; (3) intellectual disability or severe cognitive impair-
ment; (4) recent psychiatric symptom worsening or hospital
admission within the last three months. Blinded researchers
and statisticians conducted patient assessments.

The experimental intervention, lasting five months, was de-
signed using techniques from psychoeducation, motivation-
al intervention, and cognitive-behavioral therapy, following
WHO, European Association for the Study of Diabetes, Euro-
pean Society of Cardiology, and European Psychiatric Asso-
ciation guidelines. Detailed methodology is in Sampogna et
al. (2018). Sessions for groups of 5-10 patients every 7-10 days
covered topics like healthy diet, physical activity, smoking

Programme of the LIFESTYLE intervention.

Programme of LIFESTYLE psychosocial group intervention
Sessions are held every 7-10 days

Starting session: Introduction of the intervention, aims, purposes,
presentation of participants, and definition of personal healthy
lifestyle goals.

Module 1: Diet, information on health food, principles, and
benefits of healthy eating.

Module 2: Physical activity, how to increase routine physical
activity.

Module 3: Smoking habits, information on the dangers of smoking,
craving, difficulties for quitting smoking and consequences of
long-term abuse of nicotine.

Module 4: Medication adherence, strategies for improving
adherence, medical consequences of non-adherence.

Module 5: Risky behaviors, sexually transmitted disorders,
substance, and alcohol abuse.

Module 6: Promotion of regular circadian rhythm, problems
related to irregular daily activities.

At the end of each meeting, a 20-min session of moderate
physical activity (i.e., walking) is implemented with participants.
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habits, medication adherence, risky behaviors, and circadian
rhythms. Each session included information on lifestyle be-
haviors, strategies to change unhealthy behaviors, identifica-
tion of personal goals, motivation, and problem-solving. Ses-
sions encouraged discussion and interaction, ending with 20
minutes of moderate physical activity. Fresh fruits and healthy
snacks were provided (Tab. I).

The control intervention comprised five weekly sessions for
groups of 5-10 patients, covering healthy lifestyle, early detec-
tion of relapses, effects and management of pharmacological
treatment, stress management, and problem-solving tech-
niques. Manuals ensured consistent treatment across centers.
Researchers were blinded to patients’ allocation. All par-
ticipants underwent assessments at baseline (T0) and six
months post-randomization (T1). Diagnoses were confirmed
using the Structured Clinical Interview for DSM-5 (SCID-5).
Various assessment tools were employed: (a) the Brief Psy-
chiatric Rating Scale (BPRS), comprising 24 items grouped
into four subscales (positive symptoms, negative symptoms,
depressive-anxiety symptoms, and manic/hostility symp-
toms) %, (b) the Personal and Social Performance Scale (PSP),
a 100-point scale measuring overall functioning, subdivided
into 10 intervals 4; (c) the Measurement and Treatment Re-
search to Improve Cognition in Schizophrenia (MATRICS)
Consensus Cognitive Battery (MCCB) - brief version, includ-
ing tests like Trail Making Test - part A, Symbol Coding, and
Category Fluency-Animal Naming .

Patients’ physical activity levels were assessed using the
18-item International Physical Activity Questionnaire (IPAQ)
- short form. IPAQ scores were calculated as categorical
(low, medium, high physical activity) or continuous variables
(METs). The questionnaire’s reliability and validity for assess-
ing physical activity in severe mental disorders approximate
those in the general population, with test-retest reliability at
0.68 and criterion validity at 0.37 %,

Additionally, patients' lifestyle behaviors were assessed using
a 24-item questionnaire developed by the Italian National In-
stitute of Health. This questionnaire covered dietary patterns,
smoking habits, and physical activity specifics. Inter-rater reli-
ability was assessed using Cohen's Kappa coefficient, yield-
ing satisfactory results for both PSP (K = 0.918) and BPRS (K
ranging from 0.835 to 0.972), with SCID-5 diagnoses achiev-
ing 100% agreement. Results presented in this paper come
from the Naples' sample.

Sociodemographic and clinical characteristics at
baseline (T0)

The sample comprised 75 patients, with a mean age of
481 + 10.6 years. The majority were female (53.7%) and
unemployed (62.7%). Additionally, 41.3% of participants
were unmarried. Patients had been under the care of men-
tal health services for an average of over five years (62.9
months + 62.8) and had an average illness duration of
20.35 + 1215 years. Diagnoses included bipolar disorder
(48%), depression (29.3%), and schizophrenia spectrum
disorders (22.7%). On average, patients had experienced



1.63 + 3.86 voluntary and 0.33 + 0.92 involuntary hospitaliza-
tions. Mood stabilizers were the most commonly prescribed
medications (68%), followed by antidepressants (52%) and
benzodiazepines (48%). Typical antipsychotics were used
by 17.3% of participants, while atypical antipsychotics were
used by 56%. Among those on antipsychotics, 30.7% were
on metabolically problematic medications (MPM), and 36%
were on less impacting medications (LIM). The most fre-
quently used antipsychotics were aripiprazole (19%), que-
tiapine (19%), and olanzapine (13%).

The mean scores on the Brief Psychiatric Rating Scale (BPRS)
were 5.01 £ 1.62 for positive symptoms, 6.80 + 2.35 for nega-
tive symptoms, 4.32 + 145 for manic symptoms, 3.56 + 1.34
for hostility, and 860 + 3.2 for anxiety and depression. The
mean scores for the Personal and Social Performance Scale
(PSP) and the Manchester Short Assessment of Quality of Life
(MANSA) were 7144 + 15,55 and 4.06 + 0.99, respectively.
Significant differences were found between the MPM and LIM
groups regarding employment (17.4% in the MPM group vs.
44.4% in the LIM group; p <. 05) and the percentage of pa-
tients on atypical antipsychotics (100.0% in the MMP group
vs. 70.4% in the LIM group).

Anthropometric and metabolic parameters at baseline (T0)
The average weight was 89.50 + 14.86 kg, with a mean BMI
of 32.25 + 4.86, indicating grade | obesity. Nearly one-fourth
of patients (24%) had a BMI = 35 (grade Il and Il obesity).
The mean waist circumference was 106.41 + 12.56 cm. Almost
half of the patients (49.3%) had metabolic syndrome, and
41.3% exhibited insulin resistance, with a mean HOMA-IR of
313 + 3.39 and blood glucose level of 103.03 mg/dI (+ 41.65).
Baseline lipid profile showed triglycerides at 157.25 + 65.90
mg/dl and total cholesterol at 196.24 + 31.78 mg/dIl. HDL and
LDL levels were 49.37 + 11.08 mg/dl and 122.43 + 2916 mg/d|,
respectively. Cardiovascular risk scores (Framingham) were
10.07 £ 4.41 for current risk and 9.45 + 6.93 for 10-year risk.
Univariate analysis revealed a significantly higher percent-
age of grade | obesity in the LIM group (63%) compared to
the MMP group (34.8%; p <. 05), though the MPM group had
significantly higher diastolic blood pressure (83.04 + 8.35 vs.
7814 + 6.67; p <. 05).

Lifestyle

A significant percentage of participants (78.7%) did not en-
gage in regular physical activity, and 64% walked less than
30 minutes daily. Over 60% of the sample was physically in-
active based on the IPAQ. Among employed patients, 48.1%
commuted by car, 50% had sedentary jobs, and 50% used a
computer for over five hours daily. Nicotine dependence was
prevalent in 53.3% of patients, with 70% smoking more than
20 cigarettes daily. Sixty-five percent had attempted to quit
smoking at least once. Alcohol consumption was reported by
40%, 48% regularly drank soft drinks, and 85.3% consumed
coffee. Over 75% regularly ate red meat (88%) and processed
meats (77.3%). No significant lifestyle differences were found
between the MPM and LIM groups.

Physical health and lifestyle behaviors

Efficacy of LIFESTYLE intervention after 6 months
Fourteen participants were on MPMs, while eleven were on
LIMs. After six months, patients on LIMs who received the
LIFESTYLE intervention (N = 8) showed significant reductions
(p <.05) in mean insulin levels (6.43 + 2.77) and HOMA index
(141 £ 0.64), and improved MANSA scores (59.50 + 10.55). In
the control group with LIMs (N = 3), significant reductions in
total cholesterol (164.33 + 29.50 mg/dL, p < .05) and LDL cho-
lesterol (96 + 18, p < .01) were observed.

No significant differences were found in metabolic indices,
cardiovascular risk, and quality of life between the experimen-
tal (N = 8) and control (N = 3) MPM groups after six months.
Correlations and regressions

At follow-up, BMI was significantly correlated with waist cir-
cumference, number of involuntary hospitalizations (p < .01),
blood glucose, insulin levels, duration of care, number of vol-
untary hospitalizations, and negative symptoms on the BPRS
(p <.05). There was a negative correlation with years of educa-
tion (p <.05).

Linear regression indicated that the number of months under
mental health service care (p <. 05) and the number of invol-
untary hospitalizations (p < . 01) were significant predictors
of BMI at follow-up, while years of education were a negative
predictor (p <. 05).

MONITORING GUIDELINES

Results of the LIFESTYLE trial and other international evi-
dence constitutes the scientific base to produce recommen-
dation both for the screening and the treatment of physical
health of patients with SMD which are summarized in Tables Il
and lll. Many of these tests are easy, affordable, and simple to
administer, making them feasible to include in healthcare sys-
tems of both developed and developing countries. Moreover,
various health professionals, not just doctors, can regularly
perform these measurements, such as body weight and blood
pressure. The patient's personal and family history should in-
clude diabetes mellitus (DM), hypertension, and CVD risk fac-

Clinical physical information to be monitored in pa-
tients with SMD.

Weight gain and obesity (body mass index, BMI; waist
circumference)

Blood pressure

Dietary intake

Activity level and exercise

Use of tobacco and alcohol or other substances

Fasting blood levels of glucose

Fasting blood levels of lipids, especially triglycerides and
high-density lipoprotein (HDL)-cholesterol

Prolactin levels (if indicated by reproductive system and/
or sexual symptoms)

Cardiovascular disease (CVD) risk and electrocardio-
graphic (ECG) parameters
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Screening and monitoring recommendations.

Baseline | 3 months | 12 months | Yearly
Personal and X
family history
Diet, exercise, X X X X
smoking
Weight X X X X
Waist X X X X
circumference
ECG X X
Blood pressure X X X X
Fasting plasma X X X X
glucose
Lipid profile X X X

tors (e.g, myocardial infarction or cerebrovascular accident,
including age at onset). Assessing lifestyle habits, such as
smoking, diet, and physical activity, should be prioritized in
screening and assessing physical health 52,53. Given the im-
portance of each metabolic syndrome component in predict-
ing the morbidity and mortality of CVD, diabetes, cancer, and
other related diseases, these parameters should be checked
at baseline and monitored regularly "%,

Psychiatrists should encourage patients to track and chart
their own weight at each visit to monitor obesity and the risk
of metabolic syndrome, and possibly CVD, regardless of the
medication provided. Waist circumference (WC) is considered
a more practical measurement than body mass index (BMI).
Prospective studies indicate that WC is a better predictor of
type 2 diabetes and is a stronger indicator than BMI for sys-
tolic blood pressure, HDL cholesterol, and triglycerides 54%°,
Other metabolic syndrome criteria, such as blood pressure,
fasting plasma glucose, and fasting lipid profile, should also be
evaluated % The presence of one metabolic syndrome com-
ponent often indicates the presence of others, as they tend to
cluster together. High blood pressure is frequently overlooked
in SMD patients % Given the low cost and significance of
hypertension as a CVD risk factor, blood pressure should be
checked frequently, if not at every visit. Patients with blood
pressure readings between 120 and 130 mmHg or between
80 and 85 mmHg should be considered pre-hypertensive and
encouraged to make lifestyle changes to prevent heart dis-
ease %,

Based on published recommendations, regional protocols, or
online risk calculators, the patient’s individual CVD risk should
be assessed using factors such as age, sex, presence or ab-
sence of DM, smoking behavior, systolic blood pressure, total
cholesterol, or the ratio of total cholesterol to HDL-cholester-
ol %2, These measures are simple and readily available. Base-
line ECG monitoring should be considered for individuals with
SMD to evaluate overall heart health %2, Obtaining an ECG in a
psychiatric setting can be challenging, similar to other acute
medical settings. In such cases, patients should be questioned
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about heart risks, such as family history of early cardiac death,
personal history of a heart murmur, previous prescription of
cardiac medications or anti-hypertensives, or experiences of
simple syncope before receiving any psychotropic medica-
tion from a psychiatrist 52, It is advisable for every patient to
get an ECG check before starting any medication, especially
those with clinical risk factors for arrhythmias, such as family
history of early cardiac death, personal history of a heart mur-
mur, hypertension or diabetes, resting tachycardia, irregular
heartbeats, and fainting spells. ECG monitoring can then be
repeated based on a cardiologist's recommendation 335253,
Physical screening and monitoring programs are widely ap-
plicable and well-received by patients. Contrary to popular
belief, most patients are easily persuaded to participate in
physical tests and are eager to learn and discuss the results.
Follow-up monitoring should be conducted at appropriate
times 2%, Physical health evaluations should be documented
on charts relating times and outcomes to reference ranges .
Monitoring all patients on any drug at baseline and, at the
very least, every three months, is highly advisable to identify
high-risk individuals and ensure early detection of changes in
metabolic markers %, Other guidelines recommend screening
and monitoring at baseline, 3 months, 12 months, and annually
unless patients are at higher risk for negative health outcomes
(e.g, family history of diabetes or early cardiac death, being
overweight or obese, having experienced gestational diabe-
tes, belonging to a minority ethnic group, etc.) 565%%°,

CONCLUSIONS

The physical health challenges faced by individuals with se-
vere mental disorders (SMD) remain a pressing concern, ne-
cessitating coordinated efforts at both systemic and individual
levels ©. A multidisciplinary approach is essential, involving
regular monitoring and screening for prevalent diseases,
along with supportive interventions aimed at enhancing cog-
nitive, social functioning, and lifestyle improvements in SMD
patients. Addressing discrimination and stigmatization within
communities and medical settings remains paramount from
both clinical and social perspectives.

However, much remains to be understood regarding the
factors that determine the effectiveness of lifestyle interven-
tions. Existing research indicates that interventions are more
successful in enhancing physical health outcomes when
they incorporate dietary and physical activity components,
personalized goal setting, and motivational aspects 22, The
implementation of these interventions in routine clinical prac-
tice poses significant challenges. Few studies have evaluated
their cost-effectiveness or scalability in everyday healthcare
settings. Moreover, understanding patients’ individual experi-
ences and satisfaction with these interventions is crucial.
Given the intricate interaction between mental and physical
health factors contributing to the reduced life expectancy of
SMD patients, a comprehensive, multilevel approach is war-
ranted. This approach should involve collaboration among
various stakeholders, including policymakers, psychiatrists,



other medical professionals, patients, and caregivers, to es-
tablish sustainable frameworks for managing both mental and
physical health conditions in the long term.
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