
ACADEMIC HIGHLIGHTS

790 J Clin Psychiatry 66:6, June 2005

Advancing the Treatment of People
With Mental Illness: A Call to Action
in the Management of Metabolic Issues

The Burden of Metabolic Syndrome in Mental Illness

schizophrenia, bipolar disorder, and
unipolar disorder) compared with the
general population.14–16 This may be a
result of lifestyle impacts such as
smoking, unhealthy diet, and low lev-
els of exercise; may be due to the im-
pact of the disease state on motivation
and energy levels; may be an effect of
medications used in the treatment of
mental illness; or may be a conse-
quence of genetic factors.14,17 Although
the relative contribution of the various
factors to increasing the risk of devel-
oping metabolic syndrome and CVD
in this population is poorly understood,
there is evidence to suggest that some
psychotropic medications may play a
significant role.14,18–20

Mortality is also increased in peo-
ple with mental illness. Although the
suicide rate is higher in these individ-
uals compared with the general pop-
ulation,21 evidence suggests that much
of the excess mortality is due to
CVD.17,22,23 This increased morbidity
and mortality among people with men-
tal illness are significant causes for
concern both from an economic point
of view and, more importantly, from
the perspective of the impact that this
increased morbidity and mortality has
on persons with mental illness and their
family and friends.

Recently, a number of consensus
statements have been issued that pro-
vide guidance on the detection and
treatment of metabolic syndrome and
its components in people with mental
illnesses (Table 1). While these con-
sensus statements provide a sound
basis for developing global standards
for monitoring and treating metabolic
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Metabolic syndrome is a multifacto-
rial disease of considerable heteroge-
neity but is generally considered to en-
compass the clustering of obesity,
hypertension, impaired glucose toler-
ance, and dyslipidemia. It is a major
cause for concern in modern medicine
and is a significant risk factor both for
cardiovascular disease (CVD) and for
overall mortality and morbidity.1,2 The
incidence of metabolic syndrome in-
creases with advancing age and increas-
ing adiposity.

The prevalence of metabolic syn-
drome is rising in the general popula-
tion and is associated with the growing
prevalence of obesity that has been ob-
served worldwide but particularly in
Western society. Although estimates of
prevalence are dependent on the exact
definition used, it is generally accepted
that more than 20% of adults in much
of the industrialized world have meta-
bolic syndrome.3,4 For example, studies
have indicated that the prevalence of
metabolic syndrome is around 20% to
30% among U.S. adults,5–7 30% to 40%
among urban Indians,8,9 30% among
Iranians,10 20% among Greeks,11 and
17% among Italians.12 Metabolic syn-
drome has even been shown to be
present in more than 15% of South
Koreans despite a low prevalence of
obesity in this population.13 However,
obesity remains a major risk factor for
metabolic syndrome, with 50% to 60%
of obese (body mass index > 30 kg/m2)
U.S. adults diagnosed with metabolic
syndrome in a recent national survey.6

Metabolic syndrome may be more
prevalent in people with mental illness
(namely, for the purposes of this report,
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disorders in people with mental illness,
they also contain, in some areas, diver-
gent opinions. Furthermore, these con-
sensus statements have tended to focus
more on the nature of the monitoring
required as opposed to the practical-
ities of how and where monitoring can
most effectively occur.

In the light of these recent publica-
tions and the emergence of new clini-
cal trial and research data, the World
Federation for Mental Health believes
that it is now appropriate to reexamine
the question of monitoring and man-
agement of metabolic disorders in peo-
ple with mental illness. This reexami-
nation was carried out in the unique
context of an integrated discussion
across a broad group of multiple stake-
holders with an international perspec-
tive. In addition to representatives from
different clinical specialities, including
psychiatrists, endocrinologists, and pri-
mary care physicians, the participants
included patients/consumers, family
members and caregivers, and citizen
advocates. The aim of this review is to
offer a broader geographical and cul-
tural perspective and provide guidance
for monitoring and management of
metabolic syndrome in a real-world set-
ting. In particular, this document repre-
sents a call-to-action and seeks to:

• Heighten overall awareness
within the broad medical
community of metabolic
disorders in people with
mental illness

• Encourage physicians—both
psychiatrists and primary care
physicians—to institute regular

monitoring of metabolic
parameters when treating
people with mental illness

• Define what needs to be
monitored and how, where,
and by whom monitoring
should be done

• Define what should be done in
response to results of monitoring

• Encourage definition of best
practice in managing metabolic
disorders in collaboration with
the patient

• Encourage physicians to act to
decrease the risk of metabolic
syndrome in people with
mental illness

• Encourage further research
into causative factors, impacts
of psychotropic medications,
and development of further
pharmaceutical alternatives
that are not associated with
metabolic consequences

• Inform and educate physicians
about the importance of the
collaborative nature of treating
people with mental illness

• Inform and educate people
with mental illness and their
families/caregivers about
metabolic issues—the
symptoms, consequences,
treatment, and management

Table 1. Recently Published Consensus Statements on the Issues of Metabolic Disease and Mental Illness
Title Authors/Sponsors Publication Date Reference

Physical health monitoring of patients Marder et al 2004 24
with schizophrenia

Consensus development conference on American Diabetes Association, 2004 19
antipsychotic drugs and obesity and diabetes American Psychiatric Association,

American Association of Clinical Endocrinologists,
North American Association for the Study of Obesity

Schizophrenia and diabetes 2003: expert Dinan 2004 25
consensus summary

Diabetes, psychotic disorders, and Lambert et al 2004 26
antipsychotic therapy: a consensus statementa

aThis consists of 3 documents: the Consensus Statement, a companion document for Consumers and Carers, and a Guide for Consumers and Carers.

Current Situation Analysis

What Is Metabolic Syndrome?
Metabolic syndrome is a multi-

factorial condition with a clustering
of risk factors around insulin resis-
tance, which, in turn, leads to a number
of secondary effects, including athero-
genic dyslipidemia and the devel-
opment of pro-inflammatory and
prothrombotic states.27 The various
components of metabolic syndrome
have different origins that may have a
genetic or environmental basis. Over
the last few years, metabolic syndrome
has become a focus of interest for phy-
sicians and scientists from a variety of
disciplines, and, as a consequence, a
number of different definitions have
been proposed (Table 2).

What Are the Risks Associated
With Metabolic Syndrome?

Individuals with metabolic syn-
drome are at an increased risk of
developing diabetes and CVD, of suf-
fering events such as myocardial
infarction and stroke, and of overall
mortality.31 The presence of even 1
metabolic syndrome criterion or 2 met-
abolic syndrome criteria increases the
risk for mortality from CVD, with
increasing number of metabolic syn-
drome criteria associated with increas-
ing CVD risk.32,33 The relationship has
been clearly demonstrated in patients
with and without a prior history of
CVD. For example, in a recent pro-
spective cohort study in which 6255
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U.S. male and female subjects aged 30
to 75 years enrolled in the Second Na-
tional Health and Nutrition Examina-
tion Survey and were followed for a
mean of 13.3 years, the presence of met-
abolic syndrome was shown to strongly
predict CVD and total mortality.2 Simi-
larly, in a study population of 1045 pa-
tients recently diagnosed with coronary
heart disease, stroke, peripheral arterial
disease, or abdominal aortic aneurysm,
the presence of metabolic syndrome
was associated with advanced vascular
damage as measured by carotid intima-
media thickness (IMT), ankle brachial
pressure index (ABPI), and the pres-
ence of albuminuria. An increase in the
number of components of metabolic
syndrome was associated with an in-
crease in mean IMT, lower ABPI, and
higher prevalence of albuminuria.34

What Are the Currently
Recommended Treatment
Approaches to Reducing the Risk
Conferred by Metabolic Syndrome?

Advice on the treatment of metabolic
syndrome, both in the general pop-
ulation and in individuals with mental

illness, has been published by a num-
ber of interested groups.19,35,36 In gen-
eral, lifestyle modification and phar-
macotherapy, when deemed necessary,
are the recommended approaches.
For example, the American Heart
Association/National Heart, Lung, and
Blood Institute/American Diabetes As-
sociation35 jointly recommend dietary
modification (reduced consumption of
saturated fats and simple sugars and
increased intake of fruits, vegetables,
and whole grain) and increased physi-
cal exercise, along with pharmacologic
management of diabetes, hypertension,
and dyslipidemia where required
(Table 3).

Why Is Metabolic Syndrome an
Issue of Particular Concern in
People With Mental Illness?

People with mental illness have
a reduced life expectancy compared
with the general population,21 and
CVD contributes significantly to this.
People with mental illness often have
increased risk for CVD because of a
higher prevalence of obesity,37,38 smok-
ing,39 diabetes,14,40 hypertension, and

dyslipidemia41,42 in this population.
People with mental illness may have
lifestyle factors, often as a result of the
social and emotional impact of their
disorder, that contribute to the devel-
opment of metabolic syndrome (Table
4).43,44

People with mental illness may be
prescribed psychotropic medications.
Psychotropic medications appear to
have differing weight-gain liabilities
and differing risk of causing compo-
nents of metabolic syndrome.14,18–20,45–48

In addition, psychotropic medications
may change spontaneous activity lev-
els due to the commonly occurring side
effects of sedation and possible parkin-
sonism.49 This would be predicted to
decrease resting metabolic rates and
caloric expenditure, although few stud-
ies have been done in proof of this
principle.50

What Are the Key Issues That
Prevent Optimal Treatment of
Metabolic Disorders in People
With Mental Illness?

While recognition of metabolic syn-
drome and its relationship with mental

Table 2. Definitions of Metabolic Syndrome
WHO29 EGIR30

ATP III28
Diabetes or impaired glucose Insulin resistance

3 or more of the tolerance or insulin resistance or hyperinsulinemia
Factor following risk factors: and 2 of the following: and 2 of the following:

Obesity
BMI > 30
Waist circumference

Male > 102 cm (> 40 in) > 94 cm (> 37 in)
Female > 88 cm (> 35 in) and/or > 80 cm (> 31.5 in)

Waist-to-hip ratio
Male > 0.9
Female > 0.85

Dyslipidemia
Triglycerides ≥ 150 mg/dL (≥ 1.7 mmol/L) > 1.7 mmol/L (> 150 mg/dL) > 2.0 mmol/L (> 176 mg/dL)

and/or
HDL cholesterol

Male < 40 mg/dL (< 1.0 mmol/L) < 0.9 mmol/L (< 35 mg/dL) < 1.0 mmol/L (< 40 mg/dL)
Female < 50 mg/dL (< 1.2 mmol/L) < 1.0 mmol/L (< 40 mg/dL) < 1.0 mmol/L (< 40 mg/dL)

or treated for dyslipidemia

Hypertension ≥ 130/85 mm Hg ≥ 140/90 mm Hg > 140/90 mm Hg
and/or treated for hypertension and/or treated for hypertension

Fasting glucose ≥ 110 mg/dL (≥ 6.1 mmol/L) ≥ 6.1 mmol/L (≥ 110 mg/dL)
revised to:

≥100 mg/dL (≥ 5.5 mmol/L)
Urinary albumin > 20 mg/min

Albumin/creatinine > 30 mg/g
Abbreviations: ATP III = National Cholesterol Education Program Adult Treatment Panel III (NCEP ATP III), BMI = body mass index, EGIR = European Group for
the Study of Insulin Resistance, HDL = high-density lipoprotein, WHO = World Health Organization.
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illness is increasing,51 there is still a
lack of understanding in the medical
community as a whole of the special
needs of people with mental illness
regarding monitoring and treat-
ment.26,52–54 Furthermore, although
psychiatrists are increasingly recogniz-
ing that weight gain is a troubling side
effect of some antipsychotic treat-
ments, often little is done to address
it.53–55

Moreover, people with mental ill-
ness may experience variable stan-
dards of care; actual monitoring may
be less than that claimed, physicians
may have a poor understanding of
how to monitor, and there may be poor
detection of side effects by physi-
cians.56,57 In addition, mental health
centers and clinics are often not
equipped and prepared to monitor
physical health issues (e.g., physical
examinations and weight, glucose and

blood pressure screenings). People
with mental illness may also have
physical, social, and economic barriers
to seeking treatment and may require
significant support before taking re-
sponsibility for their well-being.57

Anecdotal reports indicate that pa-
tients are frequently not included
in the decision-making process for
choosing their treatments. Use of a
communication checklist can signifi-
cantly improve physician-patient com-
munication. For example, use of a
20-point list of questions relating to
common problems or areas of per-
ceived need that might be experienced

by patients with severe mental illness
resulted in improvement of patient-
reported quality of patient-doctor
communication and an increase in
treatment change.58 Similarly, when
appropriate, families need to be in-
volved by health care professionals in
deciding treatment strategies.

There is a paucity of information
available for people with mental ill-
ness and their family members, in
terms of both the condition itself and
its treatment. All of these factors have
been shown to have the potential to
contribute to nonadherence to psycho-
tropic medication.59

Table 4. Factors That May Predispose
People With Mental Illness to Develop
Metabolic Syndromea

• Poor diet
• Lack of exercise
• Smoking
• Substance abuse
• Stress
• Medication that causes weight gain
• Inadequate self-care
• Adherence to prescribed medication
• Financial hardship
• Symptoms resulting in poor

self-esteem and lack of motivation
• Limited availability and coordination

of medical care
aBased on McCreadie43 and Kumar.44

Table 3. Recommended Treatment
Approaches for the Management of
Metabolic Syndromea

Management of underlying causes
• Weight control program
• Program to encourage physical

activity and physical wellness
Treatment of components
• Control of diabetes
• Control of hypertension
• Treatment of dyslipidemia

(particularly to reduce elevated
triglycerides and increase low
HDL-cholesterol)

aBased on Grundy et al.35

Abbreviation: HDL = high-density lipoprotein.

Recommendations for Metabolic Disorder Management
in People With Mental Illness

What Are the Key Issues?
There are a number of key issues

that relate to the overall management
of metabolic disorders in individuals
with mental illness. First, there is no
scientifically (or politically) defensible
argument to support the position that
people with mental illness should not
receive the same standard of care as
others in the population without men-
tal illness. Second, health care profes-
sionals need to be fully informed of the
increased risk of metabolic disorders
and need for intensive monitoring in
people with mental illness. In particu-
lar, physicians should be encouraged,
as far as possible, to act to avoid the
development of metabolic disorders
rather than treat the consequences. For
example, there is ample evidence that
the onset of type 2 diabetes in high-
risk subjects with impaired glucose tol-
erance can be delayed and/or prevented
through changes in lifestyle (dietary
intervention, weight reduction, in-
creased physical activity) or drug treat-
ment.60,61 Finally, patient management
should be performed in the context of
fully informed patient consent and,
when possible, patient participation
in treatment planning and decision-
making.

Who Should Manage Metabolic
Monitoring and Treatment and
Where Should It Occur?

The clinical setting where metabolic
monitoring and management can feasi-
bly be conducted will depend on a
number of factors that may vary sig-
nificantly from country to country and
from urban to rural settings. Key con-
cerns will involve the availability of
time and personnel from different
medical disciplines who might contrib-
ute to this process. In some settings,
differences in who can be compensated
for providing the monitoring and man-
agement service may be critical. The
most appropriate setting might be that
of the mental health care provider
where the person with mental illness is
seen most often, or it may be more
realistic to expect services to occur at
the level of the primary care practi-
tioner (PCP). In many low-income and
developing countries, access to psy-
chiatrists and PCPs may often be lim-
ited. Thus, increased emphasis must
also be placed on educating primary
care nurses to recognize, treat, and
manage metabolic issues in people
with mental illness. Ideally, monitor-
ing of physical health (physical exami-
nations, weight monitoring, diabetes
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screening, etc.) should be incorporated
into community mental health services
such as mental health centers and
outpatient clinics. A recent study by
Druss et al. (2001)62 demonstrated that
on-site, integrated primary care was,
indeed, associated with improved qual-
ity and outcomes of medical care.

However, many mental health clin-
ics are poorly equipped (and possibly
not attuned to the need) to monitor met-
abolic parameters, so thought should
be given to the changes needed if moni-
toring is to occur in this setting. In
addition, mental health clinics may find
it difficult to monitor due to a lack of
time and necessary resources such as
staff that are trained in monitoring. Fur-
thermore, psychiatrists are likely to
lack familiarity with metabolic moni-
toring and may be unwilling to carry
out physical measurements or take
blood samples. PCPs have the advan-
tage of overseeing the patient’s com-
plete health care program, having a
long-term relationship with the person
with mental illness and family,63 iden-
tifying problems at an early stage, co-
ordinating general and mental health
services for the person with mental ill-
ness, and providing support for fami-
lies63 (and may be more accessible than
psychiatrists in some settings63,64).
However, PCPs often have little spe-
cialized training in the diagnosis, treat-
ment, or management of mental disor-
ders.64 In addition to this, people with
mental illness in some countries may
be seen more frequently in a mental
health setting rather than in primary
care.

The single most important factor is
that there is a responsible physician
supervising monitoring and metabolic
management in people with mental ill-
ness. Given the recognized propensity
of many psychotropic medications to
cause metabolic effects such as weight
gain, it is clearly the prescriber of the
medication who must take responsibil-
ity for ensuring that the monitoring of
the effects of the medications pre-
scribed takes place at suitable intervals
and on an ongoing basis.22 The psy-

chiatrist is most likely to be the pre-
scriber of psychiatric medications, al-
though the PCP will sometimes have
this function. Either way, actual moni-
toring may need to be delegated to
the individual’s PCP or to health care
support staff such as nurses or other
ancillary health care professionals.
Wellness programs within clinics pro-
vide an ideal structure to support peo-
ple with mental illness. Both the pa-
tient and, when appropriate, the family
should be involved from the beginning
in metabolic monitoring, in particular
in monitoring weight. Importantly,
people with mental illness should be
well informed so that they are em-
powered to take control of their own
monitoring.

What Needs to Be Monitored?
The presence of obesity or being

overweight, blood pressure readings,
blood glucose, and lipid profiles all
need to be monitored on a regular basis
(Table 5). The question of monitoring
frequency has previously been re-
viewed, and reference is made to the
recommendations in that publication.24

Valuable information can also be
gained from a close study of the
patient’s family and personal history.

Weight. Obesity or presence of be-
ing overweight is a key assessment,
and time should be taken to do this
accurately. The patient should be
weighed, have height recorded, and
have BMI calculated using the appro-
priate formula (Figure 1) or read from
an appropriate chart. A number of Web
sites, including the National Heart,

Lung, and Blood Institute site at http://
nhlbisupport.com/bmi/bmicalc.htm,
have automatic BMI calculators. Ide-
ally, waist circumference should also
be monitored as evidence suggests that
it is the most accurate predictor of
obesity-related health.65 People with
mental illness should be encouraged to
self-monitor their weight on a regular
basis and notify their physician of any
changes of more than 5% of baseline
body weight (this value should be cal-
culated by the physician as a figure in
pounds or kilograms, as appropriate,
and communicated to the patient).

Diabetes/prediabetes. The presence
of diabetes or prediabetic conditions
should be assessed by monitoring
blood glucose. A random blood glu-
cose measurement is the easiest but
least useful evaluation to make. A
fasting blood glucose measurement
provides more accurate information,
although it will still not identify every-
one with diabetes or impaired glucose
tolerance. Ideally, patients should be
asked to attend the clinic in a fasted
state but, in reality, this is often im-
practical. An HbA1c measurement
can be made if a fasting glucose is not
feasible, with the understanding that
this will fail to identify everyone with
diabetes or impaired glucose tolerance.

Glucose tolerance tests provide the
most accurate assessment of diabetes/
glucose intolerance and are recom-

Table 5. Parameters That Need to Be
Monitored in Every Individual Receiving
Treatment for Mental Illness

Family and personal history
Weight
• Body mass index (BMI)
• Waist circumference
Presence of diabetes/prediabetic

conditions
• Blood glucose monitoring
• Symptoms of diabetes

Blood pressure
Lipid profiles

Figure 1. Formulas for Calculating
Body Mass Index (BMI)

or

Below 18.5 Underweight
18.5–24.9 Normal
25.0–29.9 Overweight
30.0 and Above Obese

BMI

or

BMI =
Weight in Pounds

(Height in Inches) × (Height in Inches)
× 703

BMI =
Weight in Kilograms

(Height in Meters) × (Height in Meters)

BMI =
Weight in Kilograms

× 10,000(Height in
Centimeters)

×
(Height in

Centimeters)
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mended, but it is recognized that
glucose tolerance tests on a regular ba-
sis may be impractical on the basis
of local resource availability. Quanti-
fying insulin resistance itself is the
least practical monitoring procedure.
Patients should be encouraged to self-
monitor for symptoms of diabetes/
impaired glucose tolerance (poly-
dipsia, polyuria, nocturia, unexplained
weight loss, loss of energy, recurrent
infections, blurred vision) and report
their presence to their health care pro-
vider.

Blood pressure. Blood pressure
should be assessed according to stan-
dard procedures.

Lipid profiles. Fasting low-density
lipoprotein (LDL)-cholesterol, high-
density lipoprotein (HDL)-cholesterol,
and triglycerides should all be moni-
tored according to current local guide-
lines.

What Should Be Done When
Evidence of Metabolic Disorders Is
Identified in People Being Treated
for a Mental Illness?

First, patients should be informed
of their condition and supported in
making lifestyle changes to adopt a
healthier diet and increase physical
activity.

Second, patients with evidence of
impaired glucose tolerance or diabetes
should be referred for treatment to the
appropriate specialist or their primary
care practitioner depending on local
practice for managing diabetic condi-
tions. Likewise, patients with elevated
blood pressure should receive appro-
priate antihypertensive medication
and be referred to the appropriate spe-
cialist or primary care practitioner as
necessary. Treatment of dyslipidemia
is indicated in patients with elevated
LDL-cholesterol for whom weight
management and physical activity have
not achieved LDL-cholesterol goal
levels. The presence of metabolic syn-
drome is an indication for more ag-
gressive lipid-lowering measures.
Medications that raise HDL, nicotinic
acid or fibrates, may be particularly

beneficial in patients with metabolic
syndrome, but they have not been as
widely studied as medications that
lower LDL-cholesterol and therefore
these latter medications remain the cur-
rent focus of treatment strategies.
There is some evidence that moderate
exercise can improve a number of met-
abolic risk factors including dyslipi-
demia.66

Finally, a review of the patient’s
medication should be conducted with
the individual concerned, and consid-
eration should be given to selecting the
most appropriate therapy.

The most important considerations
in the management of metabolic syn-
drome in individuals with mental ill-
ness are to try, as far as possible, to:

• ensure an early diagnosis of
impaired glucose tolerance—
before fully developed diabetes
is present—and take appropriate
remedial action

• prevent the occurrence of a first
CV event

How Should Antipsychotic
Medication Be Selected?

Selection of antipsychotic medica-
tion should be based on the patient’s
overall needs including efficacy re-
quirements and the patient’s risk fac-
tors; the balance of risk/benefit will
differ from patient to patient. Simple
treatment regimens should be used
whenever possible to aid in compli-
ance. Switching to a medication with a
more appropriate risk/benefit profile is
a consideration for patients in whom
metabolic disorders are observed. The
person with mental illness should be as
fully involved as possible (and the fam-
ily, if caregivers) in the decision on
medication selection or switch. When
switching medications, consideration
should be given to all aspects of the
individual’s condition, the comparative
risks and benefits of changing medica-
tions, and the individual’s response to
medication in managing the primary
symptoms of the mental illness. In cer-
tain settings, cost and availability may
also be a consideration. People with

mental illness should be provided with
full information to enable them to be
involved in the decisions concerning
their medication.

How Can People With Mental Illness
Be Supported in Making Lifestyle
Changes?

Lifestyle changes are difficult to in-
troduce, and health care professionals
need to provide significant patient sup-
port in the form of the provision of
information and referral to other health
care professionals. Evidence suggests
that achieving and maintaining weight
loss is more likely to be successful
when there is a physician-patient part-
nership in which the physician pro-
vides support and motivation for the
patient’s efforts to initiate and main-
tain a healthy body weight.67 In cases
in which a physician is not available to
provide this support, partnership with
a health educator can be as effective.

Prophylactic lifestyle intervention
to avoid weight gain should be encour-
aged by providing nutritional support
and advice that are simple and achiev-
able and referral of patients to a nutri-
tionist or dietician if available. Moti-
vational interviewing may be helpful
in supporting patients who are making
lifestyle changes. There is evidence
that structured educational intervention
can have a positive effect on psycho-
tropic medication–induced weight gain
among people with schizophrenia.68

People with mental illness should be
referred for professional assistance in
addressing issues relating to substances
of abuse (smoking, alcohol, drugs).
Again, there is evidence to support this
approach.69 In all cases, simple ap-
proaches should be used.

When families are involved in the
treatment and management of the
patient’s illness, support and informa-
tion should be provided to family
members and other caregivers to en-
courage the integration of healthy diet
and exercise into the individual’s daily
life. Ideally, the families should be
participating in the healthy diet and
exercise together with the patient.
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(In addition, supervisors of group-
living facilities for people with mental
illness should become knowledgeable
about these matters and incorporate
them into meal planning and resident
discussions.)

What Are the Practical Challenges?
Implementation of a coordinated

metabolic monitoring and manage-
ment program for people with mental
illness will require a review of current
practice and the introduction of new
procedures, both of which will require
time and effort on the part of the health
care community. Involvement of peo-
ple with mental illness in their treat-
ment program will require the pro-
vision of information about their
condition and medication and the de-
velopment of approaches that em-
power, encourage, and support patients
in their decisions on treatment and
well-being.

If appropriate for the patient, the
family can play a significant role in
the treatment and monitoring of peo-
ple with mental illness, and procedures
need to be developed to involve them,
at all stages of care. Interestingly, in
a study of 404 people with schizo-
phrenia in 5 European cities, while
patient satisfaction differed signifi-
cantly across the sites (highest in
Copenhagen, lowest in London), at all
sites patients reported that they were
most dissatisfied with the inadequate
involvement of relatives in the process
of care and in the lack of provision of
information about their illness.70

Family involvement in treatment
program planning is particularly im-
portant when they are acting as pri-
mary caregivers. However, family
members cannot be expected to handle
all aspects of care that may be required
without accurate information and sup-
port services. Coordination, along with
communication between psychiatrists,
primary care practitioners, patients,
and their families, and clarification of
the roles of each are key steps to en-
sure that the special needs of people
with mental illness regarding monitor-

ing and treatment for the components
of metabolic syndrome are met. Tools
to assist health care workers, patients,
families, and caregivers in monitoring
and reporting progress need to be de-
veloped and disseminated worldwide.

What Are the Areas for Future
Research and Development?

Increased evaluation and assess-
ment of the effectiveness of strategies
to address lifestyle practices (exercise,
health monitoring, nutrition, etc.) are
urgently required, and more practical
and applied research is required to de-
velop best practices in providing pa-
tient support.

More scientific and clinical research
is required to better understand the fun-

damental biochemical disorders under-
lying metabolic syndrome and to bet-
ter understand the central nervous
system and peripheral receptor bio-
chemistry involved in the development
of insulin resistance. Further research
is also needed into the mechanisms un-
derlying the side effects of psycho-
tropic medications and into the devel-
opment of effective pharmaceutical
alternatives.

Public Policy and Advocacy Issues
Public policy should address the

need for integration of physical and
mental health care, with greater atten-
tion given to integrating physical
health issues into mental health ser-
vices systems.

Conclusions

• People with mental illness are
at particular risk of developing
the components of metabolic
syndrome.

• Prevention of metabolic disorders
is key to ensuring the physical
health of people with mental
illness.

• Regular and comprehensive
 metabolic monitoring, together
with judicious selection
of treatment programs, is
necessary to ensure proper
risk management.

• Greater overall awareness of
metabolic disorders in people
with mental illness within the
broad medical community is
urgently needed.

• Physicians need to act to
decrease the risk of the
development of metabolic
syndrome in people with
mental illness.

• People with mental illness must
receive a standard of care that
is as good as that received by
people with any other illness or
disorder; poor physical health
is a barrier to the recovery and

reintegration of people with
mental illness.

• The standard supported by this
call to action is one of careful
and thorough diagnosis, informed
treatment, regular monitoring,
and educated involvement of
patients and, when appropriate
and possible, family members
and/or caregivers.

• Treatment of people with mental
illness is a collaborative effort
between the psychiatrist, other
specialists such as cardiologists
and endocrinologists, primary
care physicians, the patient,
and his or her family. Regular,
comprehensive, and compre-
hensible communication is
key to ensuring successful
collaboration.

• Clinicians should not
underestimate a patient’s
ability to participate in making
decisions about treatment and
health matters, and should make
every effort to assist people with
mental illness to develop their
own self-monitoring program
and healthy lifestyle.
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