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Commentary

Metabolic syndrome, serious mental illnesses & lifestyle

Lifestyle is known to be associated with the good
health or disease states. Metabolic syndrome (MetS) in
general, is a major public health problem as reflected by
the estimated prevalence of approximately 34.7 per cent
in adults in the United States' to 11.2 per cent in a study
from Chennai, India®>. The combination of metabolic
disorders, such as dyslipidaemia, hypertension, impaired
glucose tolerance, compensatory hyperinsulinaemia
and the tendency to develop fat around the abdomen
is a reflection of lifestyle of people who develop the
disorders. MetS is a chronic and progressive condition
that influences physical, mental and sexual functions.

Although MetS is being studied quite extensively,
but reports on the association between psychological
factors such as health-related quality of life (QOL)
and MetS at the population level are scarce. QOL is
an important health outcome and considers all health
(physical and mental) and socio-economic dimensions.
Lifestyle factors such as smoking, physical inactivity,
obesity and percentage of dietary calorie intake as
carbohydrate are linked with the presence of MetS*.
The evidence for this relationship in serious mental
illnesses is limited.

Severe mental illness is associated with a three-
fold increased risk of premature death and it shortens
life expectancy by approximately 10-20 yr°. While
suicide accounts for the highest relative risk of
mortality, being up to 20-fold commoner than among
the general population, a number of physical illnesses
also occur more frequently in people with severe
mental illness, especially schizophrenia and bipolar
disorders with increased mortality, being two or
three times as high as that in the general population®.
Diabetes and hypertension are implicated in the
shortened lifespan of patients with schizophrenia. The
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relationships between cardiovascular disease, diabetes
and medication use for those diagnosed with bipolar
disorder and schizophrenia has been established in
several studies. In a meta-analysis of 18 studies, 60
per cent of excess mortality in schizophrenia was
attributable to physical illness, with cardiovascular
disease being the major cause’. Prevalence of MetS
in patients with schizophrenia varies between 8.9 and
68 per cent, and is significantly higher in patients with
schizophrenia compared to the healthy control group’.
Metabolic syndrome, as a whole or its individual
components, is seen to contribute to the physical
morbidity of persons with serious mental illnesses.
While obesity and atypical antipsychotics are well-
established risk factors®, the role of other lifestyle
factors have not been examined systematically.

A pharmacogenetic risk has been suggested for
metabolic syndrome in persons with serious mental
illnesses®. However, a poor diet and unhealthy
lifestyle choice, such as cigarette smoking and lack
of physical activity, are major cardiovascular disease
contributors and often seen in these patients. In
addition to understanding the medication and genetic
risks associated with cardiovascular and metabolic
disorders in mental health, understanding overall
lifestyle characteristics and quality of life within
populations with a serious mental illness is critical to
prevent premature death and develop individualized
interventions to prevent metabolic syndrome. The
combination of a sedentary lifestyle, poor diet and
medication-induced weight gain in individuals with
serious mental illness makes them more prone to cardio-
metabolic risks than those in the general population®.

Several studies point to the role of incorporating
physical activity programmes with mental health
services. A review of evidence supporting the need
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for interventions to promote physical activity among
persons with serious mental illness, reports that the
effects of lifestyle modification on chronic disease
outcomes are large and consistent across multiple
studies’. Randomized control trials (RCTs) of wellbeing
training'® or motivational intervention'' compared
with standard care have shown improved rates of
self-reported heath status or a significantly increased
attendance to a physical exercise programme. Further,
several naturalistic studies also provide evidence that
wellbeing support programmes, holistic approaches
or exercise can generally improve physical health and
cardiovascular fitness in patients with severe mental
illness'?. There is tentative evidence that participating
in exercise is associated with an alleviation of negative
symptoms associated with schizophrenia, such as
depression, low self-esteem, and social withdrawal.
There is less evidence that exercise may be a useful
coping strategy for dealing with positive symptoms,
such as auditory hallucinations'?.

It is widely assumed that metabolic syndrome is
largely associated with poor dietary habits', this has
been underinvestigated in those with serious mental
illness. Research on dietary management has been
mostly behavioural interventions targeting weight
reduction in patients with serious mental illnesses on
antipsychotic treatments, leading to mixed results. Diet,
exercise" and individual nutritional education'® have
shown to attenuate weight gain, especially resulting
from antipsychotic treatment. The evidence for weight
reduction by calorie restriction only is limited. Several
other interventions, including behavioural components
and psycho-education, have shown various degrees of
effectiveness in dealing with overweight and obesity
and improving antipsychotic-induced weight gain.
A review of research on interventions for weight
reduction in schizophrenia patients!” notes that
behavioural therapeutic interventions, in particular,
are understudied. A small pilot study in patients
with schizophrenia or schizoaffective disorder has
demonstrated that behavioural therapy that utilizes
stepped interventions, involving body weight self-
monitoring, diet, and exercise, can prevent weight gain
in patients initiating treatment with second generation
antipsychotics (SGAs)'3. Similarly, comprehensive
weight management programmes, including diet,
exercise and counselling on lifestyle modifications,
can also prove helpful in reducing weight, as shown by
a naturalistic study'’ and an RCT?. However, another

naturalistic study shows no significant outcomes
following a similar nurse-led programme in patients
with schizophrenia spectrum disorders®.

Two large studies on structured wellbeing
programmes (targeting both physical and mental
health with emphasis on healthy lifestyle promotion)
have shown weight reduction or improvements in
lifestyle habits?*** . Smith and colleagues® employed
a multistep approach to provide a combination of
assessment of physical health, lifestyle and medication
side effects; feedback offered to clients; and referral to
weight management/physical activity groups in a total
of 956 outpatients with severe mental illness lasting for
up to two years. They noticed significant improvement
in levels of physical activity, smoking, diet and self-
esteem, though there were no changes in mean body
mass index (BMI) or cardiovascular risk factors.
Lindenmayer and colleagues® described a 36-wk
inpatient programme for 275 chronically ill patients,
offering a combination of psychoeducation, dietary
advice and physical exercise and targeting primarily
obesity and metabolic abnormalities. They found a
significant decrease in BMI, especially in patients with
diabetes.

The study by Malhotra and colleagues® in this
issue, has come in at a time when there is increasing
focus on the benefits of lifestyle changes in the
management of diabetes and reducing cardiovascular
disease risks. This study has provided insights into the
various lifestyle factors that are associated with MetS
in persons with serious mental illnesses. However,
given the limitations such as the small sample size
or the use of tools which have not been subjected to
standardization for the Indian population, the findings
of this study would need to be replicated by studies
using more stringent methods. Research is also needed
to validate standard screening criteria used in the
general population for persons with serious mental
illnesses.

Metabolic syndrome is a complex, lifestyle-
dependent illness. Clinicians and other care providers
need to be sensitive to the physical health of individuals.
History and examination of individuals being reviewed
for mental health status should include physical
health parameters (weight, blood pressure, waist
circumference) as well. Laboratory measures for blood
sugars, glycosylated haemoglobin and lipid profiles
need to be done periodically. Health care professionals
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need to help people understand the potential benefits
that may result from periodic screening, introduction
of dietary patterns, exercise, and yoga and support
in adopting and adhering to lifestyle modifications
required to maintain physical health of persons with
serious mental illnesses

R. Padmavati
Schizophrenia Research Foundation

R/7A North Main Road, Anna Nagar West Extension,

10.

Chennai 600 101, Tamil Nadu, India
padmavati@scarfindia.org

References

Aguilar M, Bhuket T, Torres S, Liu B, Wong RJ. Prevalence
of the Metabolic Syndrome in the United States, 2003-
2012. JAMA 2015; 313 : 1973-4.

Ramachandran A, Snehalatha C, Satyavani K, Sivasankari S,
Vijay V. Metabolic syndrome in urban Asian Indian adults: A
population study using modified ATP III criteria. Diabetes Res
Clin Pract 2003; 60 : 199-204.

Park Y, Zhu S, Palaniappan L, Heshka S, Carnethon M,
Heymsfield S. The Metabolic Syndrome. Arch Intern Med
2003; 163 : 427-36.

Prasad DS, Kabir Z, Dash AK, Das BC. Prevalence and risk
factors for metabolic syndrome in Asian Indians: A community
study from urban Eastern India. J Cardiovasc Dis Res 2012;
3:204-11.

Brown S. Excess mortality of schizophrenia: A meta analysis.
Br J Psychiatry 1997; 171 : 502-8.

De Hert M, Correll C, Bobes J, Cetkovich-Bakmas M, Cohen
D, Asai I, et al. Physical illness in patients with severe mental
disorders. . Prevalence, impact of medications and disparities
in health care. World Psychiatry 2011; 10 : 52-77.

Grover S, Nebhinani N, Padmavati R, Chadda R, Tirupati S,
Pallava A. Metabolic syndrome in antipsychotic naive patients
with schizophrenia: pooled analysis of data from three Indian
studies. Early Interv Psychiatry 2015; 9 : 357-62.

Bly M, Taylor S, Dalack G, Pop-Busui R, Burghardt K,
Evans S, et al. Metabolic syndrome in bipolar disorder and
schizophrenia: dietary and lifestyle factors compared to the
general population. Bipolar Disorders 2013; 16 : 277-88.

Richardson C, Faulkner G, McDevitt J, Skrinar G, Hutchinson
D, Piette J. Integrating physical activity into mental health
services for persons with serious mental illness. Psychiatr
Serv 2005; 56 : 324-31.

Chafetz L, White M, Collins-Bride G, Cooper B, Nickens
J. Clinical trial of wellness training: health promotion for
severely mentally ill adults. J Nerv Ment Dis 2008; 196 :
475-83.

I1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Beebe L, Smith K, Burk, R, Mcintyre K, Dessieux O, Tavakoli
A, et al. Effect of a motivational intervention on exercise
behavior in persons with schizophrenia spectrum disorders.
Community Ment Health J2011; 47 : 628-36.

Papanastasiou E. Interventions for the metabolic syndrome in
schizophrenia: a review. Ther Adv Endocrinol Metab 2012;
3:141-62.

Faulkner G. Exercise as an adjunct treatment for schizophrenia.
In: Faulkner G, Taylor A, editors. Exercise, health, and mental
health: Emerging relationships. London, UK: Routledge;
2005. p. 27-47.

Popkin BM, Adair LS, Ng SW. Global nutrition transition
and the pandemic of obesity indeveloping countries. Nutr Rev
2012; 70 : 3-21.

Wu M, Wang C, Bai Y, Huang C, Lee S. Outcomes of obese,
clozapine-treated inpatients with schizophrenia placed on a
six-month diet and physical activity program. Psychiatr Serv
2007; 58 : 544-50.

Evans S, Newton R, Higgins S. Nutritional intervention to
prevent weight gain in patients commenced on olanzapine:
a randomized controlled trial. Aust N Z J Psychiatry 2005;
39 :479-86.

Ganguli R. Behavioral therapy for weight loss in patients with
schizophrenia. J Clin Psychiatry 2007; 68 (Suppl 4) : 19-25.

Brar JS, Ganguli R, Pandina G, Turkoz I, Berry S, Mahmoud
R. Effects of behavioral therapy on weight loss in overweight
and obese patients with schizophrenia or schizoaffective
disorder. J Clin Psychiatry 2005; 66 : 205-12.

Poulin MD, Chaput J, Simard V, Vincent P, Bernier J, Gauthier
Y, et al. Management of anti-psychotic-induced weight gain:
a prospective naturalistic study of the effectiveness of a
supervised exercise program. Aust N Z J Psychiatry 2007,
41 :980-9.

Kwon J, Choi J, Bahk W, Kim C, Kim C, Shin Y, et al.
Weight management program for treatment-emergent weight
gain in olanzapine-treated patients with schizophrenia or
schizoaffective disorder: a 12-week randomized controlled
clinical trial. J Clin Psychiatry 2006; 67 : 547-53.

Ohlsen RI, Treasure J, Pilowsky LS. A dedicated nurse-led
service for antipsychotic-induced weight gain: an evaluation.
Psychiatr Bull 2004; 28 : 164-6.

Smith S, Yeomans D, Bushe C, Eriksson C, Harrison T,
Holmes R, ef al. A well-being programme in severe mental
illness, reducing risk for physical ill-health: a post-programme
service evaluation at 2 years. Eur Psychiatry 2007; 22 : 413-8.

Lindenmayer J, Khan A, Wance D, Maccabee N, Kaushik
S. Outcome evaluation of a structured educational wellness
program in patients with severe mental illness. J Clin
Psychiatry 2009; 70 : 1385-96.

Malhotra N, Kulhara P, Chakrabarti S, Grover S. Lifestyle
related factors & impact of metabolic syndrome on quality
of life, level of functioning & self-esteem in patients with
bipolar disorder and schizophrenia. Indian J Med Res 2016;
143 : 434-42.



