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Abstract 

In people with serious mental illness, mortality and morbidity are significantly increased compared to 

the general population. This is often as a result of physical health problems; about two-thirds of 

premature death in people with serious mental illness has been attributed to natural causes including 

cardiovascular disease and diabetes. Cardiovascular disease risk in people with serious mental illness is 

higher than the general population, this risk is further increased in those with serious mental illness 

taking psychotropic medication. In this article, cardiovascular disease risk in serious mental illness, 

particularly the association with psychotropic interventions and monitoring required, is examined. 
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Introduction 

Cardiovascular disease is a general term for conditions that affect the heart or blood vessels of the 

circulatory system. The main types of cardiovascular disease include: coronary heart disease, aortic 

disease, peripheral artery disease, arrhythmias, valvular heart disease and cardiomyopathy. Coronary 

heart disease, also known as ischaemic heart disease, is one of the most prevalent chronic diseases. 

Coronary heart disease results from a complete or partial obstruction of arterial blood supply to the 

heart; often as a result of atherosclerosis – a build of fatty deposits in the coronary arteries. 

Reduced blood supply to the heart muscle can cause chest pain and angina which, if left untreated, can 

lead to a heart attack (myocardial infarction). Diagnostic laboratory blood tests, radiological, 

electrophysiological investigations and a physical examination of associated symptoms (exertional chest 

pain, breathlessness, ankle swelling, leg pain) are conducted to formulate a comprehensive treatment 

plan. Additionally, screening should include enquiries about common cardiovascular disease risk factors 

including obesity, smoking, diabetes, hypertension, high cholesterol and physical inactivity when taking 

a full health history including family history, medical history, recreational drug use and psychosocial 

factors. Cardiovascular disease is closely linked to other long-term conditions including hypertension, 

diabetes, mental illness and chronic kidney disease, it is useful to offer additional screening in people 

presenting with signs and symptoms akin to these conditions to proactively identify cardiovascular 

disease risk early and offer necessary management (Lester et al, 2012; Tosh et al, 2014).  

Despite the recent reduction in cardiovascular disease-related mortality in the UK general population 

(because of improved screening and monitoring interventions), cardiovascular disease remains a 

significant economic burden to the UK in terms of morbidity and costs (Bhatnagar et al, 2014). 

Cardiovascular disease-related deaths cost the UK economy (including disability, working days lost, 

premature death) approximately £19 billion each year (British Heart Foundation, 2018; Heart UK, 2018). 

According to the British Heart Foundation (2018), heart and circulatory complications associated with 

cardiovascular disease cause just over a quarter (26%) of all deaths in the UK, accounting for 150 000 

deaths in a year, which is an average of 410 deaths each day. Cardiovascular disease is also a key cause 

of mortality and morbidity among people with diabetes. The American Diabetes Association reported 



that cardiovascular problems in people with either Type 1 or Type 2 diabetes were accountable for 27% 

of the total cost of treating and managing diabetes in the US (American Diabetes Association, 2013). 

 

Physical health needs (including cardiovascular disease risk) monitoring in severe mental illness  

Serious mental illness, such as schizophrenia, psychotic depression, bipolar, schizoaffective disorders, 

multi-diagnoses including learning disability and substance dependency, are debilitating and have 

complex life-limiting symptoms, including hallucinations, delusions, and social dysfunction. While 

increased suicide rates contribute to mortality in serious mental illness (Laursen et al, 2012), increased 

mortality in this patient group is from natural causes such as cardiovascular disease, diabetes, cancers, 

respiratory-related and complications (Holt, 2012; Mangurian et al, 2016). The impact of this reality is 

that life expectancy in people with serious mental illness is reduced by up to 25 years compared to the 

general population (Nash, 2013; Mutsatsa, 2015).  

There is increased risk of adverse effects including weight gain, neurological, vascular, glycaemic and 

lipid abnormalities associated with the use of psychotropic medication. Cardiovascular disease risk is 

significantly increased further in patients where polypharmacy and high dose antipsychotic treatment 

regimens are evident, particularly when the drugs used have known iatrogenic adverse effects on the 

cardiovascular system. In addition, the impact of socioeconomic factors on the course of mental illness 

including social deprivation, poor access to health interventions, and poverty in people with serious 

mental illness further increases the risk of physical/medical problems (Mwebe, 2017, 2018). Correll et al 

(2017) conducted a large meta-analysis of cardiovascular disease prevalence in serious mental illness, 

which included 3.2 million patients and 113 million controls (people without mental illness sampled 

from the public), from 92 studies across 4 continents and 16 countries (including UK, USA, France, 

Australia, Sweden). The researchers found that the pooled cardiovascular disease prevalence in patients 

with serious mental illness was 10%; while cardiovascular disease prevalence specifically in people with 

schizophrenia was 11%, major depression was slightly higher at 11.7% and cardiovascular disease rates 

in people with bipolar disorder was 8.4%. People with serious mental illness were found to have a 

significantly increased risk of developing cardiovascular disease over time and cardiovascular disease-

related deaths compared to those without mental illness (Correll et al, 2017). 

While strategies to improve physical health in people with serious mental illness have been developed 

and are now routinely evident in national and local health provider policies and frameworks (Shiers et al, 

2014), the physical health needs of people with serious mental illness who are frequently in contact with 

health professionals and health services are not always promptly and adequately met (Hardy and White, 

2013; Robson et al, 2013). A biopsychosocial approach to screening and management for both mental 

and physical health problems is enshrined within the care programme approach including care planning 

(Pilgrim, 2017). However, various challenges presenting at the individual, system and community level 

often hinder the successful development and delivery of effective care interventions in the management 

of physical and mental health care needs. These factors range from lack of funding and financial 

constraints on health service provision, inadequate IT/communication systems between provider 

services (different health care recording platforms in primary and secondary care), the severity and 

complexities of symptoms of mental illness, mental health stigma and social deprivation, lack of skills 

and knowledge and staff poor attitudes (Silverwood et al, 2019).  

Mutsatsa (2015) argues that stigma ascribed to mental illness may explain why health professionals are 

more likely to attribute symptoms of physical ill health to mental illness, and this could possibly explain 

the several missed opportunities in offering timely interventions for people with serious mental illness 



presenting with physical/medical problems. A training needs analysis of mental health nurses’ 

knowledge and skills of physical care practices in mental health settings found that nurses lacked 

confidence and up-to-date clinical knowledge and skills to tackle physical health complaints of patients 

(Nash, 2013; Mwebe, 2017).  

At the time of writing, NHS health checks offer a person-centred approach to identify and screen for 

cardiovascular disease/other physical (medical) risk in individuals at high risk (hypertension, diabetes, 

stroke, overweight, heart attacks) of developing cardiovascular disease, including those over the age of 

50, individuals with serious mental illness currently taking psychotropic medication, and those who may 

have a diagnosis of a serious mental illness (schizophrenia, bipolar disorder, psychotic depression) but 

are in remission and are not currently taking medication (NHS England, 2014a). Recommended annual 

physical monitoring checks in people with serious mental illness include advice on unhealthy lifestyle 

behaviours including smoking, recreational drug use, poor diet, poor oral hygiene, sedentary lifestyle 

and risky sexual behaviours. Blood tests, routine electrocardiogram and vital checks (blood pressure, 

pulse, weight monitoring) are recommended and should be offered before and after starting 

medications in serious mental illness.  

In the UK, and globally, this practice gap disparity around physical health care, particularly screening and 

monitoring of cardiometabolic risk in people with serious mental illness has triggered a major shift in 

policy (Lester, 2012; Health Education England, 2016; NHS England, 2014a; Care Quality Commission, 

2017; World Health Organization, 2018). Over the last decade, the focus has been around increasing and 

improving uptake of screening interventions both in primary and secondary health sectors and 

improving communication between services (inpatients, general practice and community settings). To 

do this, NHS Trusts and commissioners are investing in staff training and upskilling mental health staff to 

be ready and prepared to offer physical health assessments and monitoring. In some services, where 

secondary and primary patient care recording IT systems have been developed to share (communicate) 

some health informatics, this is a much welcome step to improving communication between provider 

services. To provide clear guidance and clarity to minimise confusion around roles and responsibilities 

for physical health monitoring, local policies informed by national levers and guidelines have been 

developed by provider/ commissioning services (NHS Trusts, Clinical Commissioning Groups).  

 

Cardiovascular disease risk in people of Asian and African-Caribbean background with serious mental 

illness  

Cardiovascular disease risk in people of Asian and African-Caribbean background is higher than in the 

general population (British Heart Foundation, 2018). Current guidelines recommend that patients from 

black and ethnic minority backgrounds who are at greater risk of cardiovascular disease should be 

offered screening at regular intervals depending on individual risk and at least 6–12 monthly checks. 

Incidentally, a mental health services dataset by NHS Digital (2018) found that among all ethnic groups, 

people from the black ethnic group were most likely to have been detained under the Mental Health Act 

1983 than other groups. Further evidence also found that patients from African-Caribbean backgrounds 

are routinely prescribed higher doses of antipsychotic medication, especially typical antipsychotic 

medication compared with other ethnic groups (Copeland et al, 2003; Das-Munshi et al, 2018). Typical 

antipsychotics are especially associated with greater cardiovascular disease risk; for example, 

medications including haloperidol, phenothiazines, depot preparations and tricyclic antidepressants 

block alpha-1, alpha-2 adrenergic receptors and muscarinic receptors which can result in cardiovascular 

symptomatology (i.e. arrythmia, hypotension, dizziness).  



 

Psychotropic-induced cardiovascular risk  

Several psychotropic medications used in the treatment and management of mental disorders are 

associated with increased cardiovascular-related health complications in people with serious mental 

illness. Psychotropic medications can both directly and indirectly increase the risk of developing 

cardio-metabolic effects (Walker et al, 2015; Kahl et al, 2018). Most, if not all antipsychotic medications, 

particularly second-generation antipsychotics, can increase the risk of developing obesity, weight gain, 

dyslipidaemia and diabetes. Subsequently, all these factors in turn are associated with increased 

cardiovascular related complications (Thornicroft, 2013; Tosh et al, 2014).  

 

Metabolic syndrome  

Metabolic syndrome, a cluster of conditions (high systolic blood pressure, large waist circumference, 

raised glycaemic levels, dyslipidaemia, insulin resistance, obesity) associated with increased risk of 

developing heart disease, diabetes and stroke is more prevalent in people with serious mental illness 

taking psychotropic medication (Mutsatsa, 2015). Sankaranarayan and Castle (2012) point out that 

metabolic syndrome is linked to a 2–3 times increased risk of cardiovascular health-related disability and 

mortality. Still, the prevalence of metabolic syndrome in those with serious mental illness is more than 

double the corresponding prevalence in people without mental illness; despite current debates and 

disagreements concerning the definition of metabolic syndrome and which of the clinical parameters to 

consider for diagnostic purposes, increasingly, the cardiometabolic problems are significantly more 

common in people with serious mental illness taking psychotropic medications (Reaven, 2006; Gale, 

2008; Care Quality Commission, 2017; Ballon et al, 2018).  

 

Psychotropic-induced weight gain, glycaemic and lipid abnormalities  

Almost all psychotropic medications are associated with cardiometabolic adverse effects. However, as 

discussed, increased weight gain and obesity (risk factors for cardiovascular disease and diabetes) has 

been linked mainly to atypical antipsychotics, such as olanzapine and clozapine (Ballon et al, 2018), as 

well as low-potent typical antipsychotics such as chlorpromazine and levomepromazine (Tardy et al, 

2014). A medium-risk incidence of weight gain has been reported in people taking other antipsychotics, 

such as risperidone, asenapine, quetiapine, haloperidol and fluphenazine; while a much lower risk of 

weight gain has been reported in people with serious mental illness taking aripiprazole and lurasidone 

(Meyer et al, 2015). In a randomised controlled trial of healthy volunteers treated with olanzapine, 

iloperidone or placebo for 28 days, Ballon et al (2018) found that gains in body weight and adipose 

tissue (a specialised form of connective tissue that acts to support, connect, or protect organs) mass in 

olanzapine-treated subjects were associated with increased caloric intake, which unsurprisingly, was 

further associated with development of dyslipidaemia (hypertriglyceridaemia and high total/ low-

density lipoprotein cholesterol).  

Unrelated to antipsychotic-induced weight and fat mass effects, olanzapine has been associated with 

early development of changes in glycaemic control and metabolism, suggesting that olanzapine, and 

possibly clozapine, may impair the activity of pancreatic insulin-secreting beta cells, even without the 

effects of weight increase (Simpson et al, 2012). Long-term treatment on psychotropic medications such 

as olanzapine, clozapine, mirtazapine (an antidepressant) increases the risk of developing 



cardiometabolic abnormalities, including increased peripheral insulin resistance, deteriorating 

pancreatic beta cell function, followed by glucose dysregulation and chronic hyperglycaemia. Evidence 

shows that dyslipidaemia in people with serious mental illness is higher than in people without mental 

illness; and particularly those taking antipsychotics are at an even greater risk of developing lipid or 

weight-related problems (Lester, 2012; World Health Organization, 2018).  

The mechanism by which psychotropic medications, especially antipsychotics, induce weight and lipid 

abnormalities is not entirely understood and may be related or unrelated to medication doses. 

However, the common theory proposed relates to the pharmacodynamic and pharmacokinetic effects 

of psychotropic medication in the body. Evidence suggests that the therapeutic and adverse effects of 

psychotropic medication results from how the medications interact with serotonergic (5-HT2C and 5-

HT2A receptors), dopaminergic (D2 receptor) and, particularly histaminergic (H1 receptor) antagonism 

(Cohen et al, 2013; Mangurian et al, 2016); 5-HT2C genetic polymorphism has also been implicated 

(Reynolds et al, 2002). All these neuro-circuit pathways play a role in the body from regulating feelings, 

emotions, thoughts, behaviours, conduct and energy regulation. 

 

Psychotropic-induced effects on the cardiovascular system  

The QT interval is the traditional time measure of ventricular contraction and relaxation represented on 

an electrocardiogram heart tracing. Congenital QT prolongation disorders are rare but are clinically 

associated with sudden death because of the potential risk of inducing cardiac arrhythmias, particularly 

a distinctive polymorphic ventricular tachycardia, commonly referred to as ‘torsade de pointes’ (TdP). 

QT prolongation can be affected by factors such as age, gender, activity, time of day and heart rate. To 

account for the effect of the heart rate, a more appropriate measure of QT interval with a correction for 

heart rate (QTc) is widely adopted. In people with serious mental illness taking psychotropic medication 

including antipsychotics and antidepressants, clinical symptoms including fainting, seizures and sudden 

death resulting from prolonged repolarisation have been reported.  

Direct effects on the cardiovascular system by psychotropics have also been reported, including 

thrombotic events, bleeding, decrease or increase in blood pressure, arrhythmias, ventricular 

tachycardia and sudden death (Blankfield, 2012). Very severe antipsychotic-induced cardiovascular 

adverse effects, for example ventricular tachycardia and QT prolongation, have been linked to sudden 

death and were reported when antipsychotics were first used in clinical practice (Buckley and Sanders, 

2000). Cardiovascular disease risk is increased in individuals with undiagnosed congenital QT interval 

prolongation taking antipsychotics, such as haloperidol and phenothiazines.  

Several psychotropic medications (citalopram, haloperidol, risperidone, phenothiazines) can induce QTc 

prolongation; patients who are taking psychotropics and other medications associated with QTc 

prolongation (i.e. tricyclic antidepressants) are at increased risk of developing arrhythmias (Van Noord, 

2009). Amisulpride is associated with QTc prolongation in overdose and can also cause torsade de 

pointes (Isbister et al, 2010); aripiprazole, olanzapine, paliperidone, quetiapine and risperidone are 

associated with risks of TdP (Haverkamp and Deuschle, 2006; Isbister et al, 2006) and clozapine has also 

been linked to QTc interval prolongation. Furthermore, clozapine has been found to increase the risks of 

venous thromboembolism and pulmonary embolism in people taking this medication (Stansby, 2010; 

Shulman et al, 2013). People with serious mental illness taking either haloperidol or chlorpromazine 

have a greater risk of developing QTc prolongation and torsade de pointes (Su et al, 2003). Atypical 

antipsychotics are associated with a lower risk of extrapyramidal side effects and death but have an 



elevated risk of stroke and even greater risk of patients developing serious ventricular arrhythmias 

(Crump et al, 2013; Farlow and Shamliyan, 2017).  

Additionally, electrolyte abnormalities commonly reported in patients with serious mental illness 

include hypokalaemia, hypomagnesaemia and hypocalcaemia, and can increase the risk of developing 

arrhythmias (Taylor et al, 2015). Combination therapy involving diuretics can elevate this risk as diuretics 

have the marked potential to induce electrolyte abnormalities. Increased risk of developing arrhythmias 

and other cardiovascular related problems in serious mental illness is greater in individuals with co-

occurring complex needs, for example drug and alcohol misuse. Individuals with liver cirrhosis either 

resulting from alcohol abuse and/or chronic hepatitis B or C are at increased risk of QTc interval 

prolongation and subsequent sudden death, mainly resulting from reduced hepatic function, thus 

affecting the liver’s important role in drug metabolism (Mimidis et al, 2003).  

Antipsychotic therapy can increase the risk of atrial arrhythmias, such as atrial fibrillation, which in turn 

is linked to stroke and heart failure. In a study by Chou et al (2017), antipsychotic use especially 

medications with greater binding affinity to muscarinic M2 receptors (haloperidol) were found to be 

associated with a higher incidence of atrial fibrillation. Patients with pre-existing cardiovascular disease 

and related conditions (e.g. coronary heart disease, diabetes, hypertension) have a higher risk of 

developing atrial fibrillation when taking antipsychotics. Manual blood pressure measurement is usually 

recommended for patients with atrial fibrillation because the pulse irregularity can inadvertently affect 

the automated blood pressure machines and evidence suggests that the output blood pressure readings 

from automated machines may not be accurate and reliable in patients with atrial fibrillation (Hogan-

Quigley et al, 2012; Debbie et al, 2017).  

Foley and Mackinnon (2014) conducted a systematic review of antipsychotic drug effects on human 

gene expression related to risk factors for cardiovascular disease. Antipsychotics were found to change 

the expression of several genes associated with cardiovascular health; unsurprisingly, some of the 

altered genes involved were those under the control of transcription factors that regulate lipid and fatty 

acid metabolism. Screening and monitoring for cardiovascular disease risk in serious mental illness 

should consider all modifiable and non-modifiable risk (genetic vulnerabilities, family history) and how 

both may interact and influence the course of clinical presentations. 

Given the considerable clinical and economic burden of cardiovascular disease among people with 

serious mental illness, increasing focus is now on an integrated management model of physical and 

mental health care in practice. The challenges and/ or dilemmas in practice remain around balancing the 

risks of infrequent but serious iatrogenic adverse effects and clinical therapeutic benefits of 

psychotropics.  

 

Current practice  

Since the publication of the Chief Nursing Officer Review of Mental Health Nursing (Department of 

Health, 2006), over 250 best practice policy guidelines have been published providing mental health 

professionals with guidance and advice on managing physical and mental health needs in serious mental 

illness. Evidence-based guidelines bridge the policy-practice gap and help to draw the mental health 

professionals’ attention to recognise and address known common cardiovascular disease risk factors 

(smoking, dyslipidaemia, hypertension, sedentary behaviour, obesity) in a timely fashion. The 

importance of providing timely interventions is further referenced in the NHS England education report, 

‘Making every contact count’ (Varley and Murfin, 2018). Emphasis in this report and other health 



guidelines invites health professionals to consider, by identifying and targeting interventions to the most 

at-risk groups, including individuals with serious mental illness taking psychotropic medication, older 

adults and those with complex and/or co-occurring needs (Department of Health, 2016; National 

Institute for Health and Clinical Excellence (NICE), 2016). The impact of guidelines on practice and 

improvements on patient outcomes remains varied across clinical practice and particularly in mental 

health settings; while improvements in physical health care among serious mental illness have been 

made, there is still disparity between physical and mental health care provision across provider mental 

health settings (Disability Rights Commission, 2006; Baller et al, 2015; Mwebe, 2017).  

Lester Tool  

The simple guidance on screening for cardiometabolic risk in serious mental illness (Lester 

Cardiometabolic Tool, referred to as the Lester Tool, Lester et al, 2012) by the Royal Colleges, including 

those of General Practitioners and Psychiatrists, is an effective screening tool as an addition when care 

planning and conducting cardiometabolic screening and planning interventions. Using the tool as a track 

and trigger aid can help to identify health concerns early so that interventions can be targeted promptly 

(Shiers et al, 2014). The Lester Tool incorporates variable cardiovascular disease risk factors with 

parameters at which interventions should be offered when risk is identified and individualising care in 

cases where patients with known cardiovascular disease risk (arrythmias) are taking psychotropic 

medication. For instance, the Lester Tool can be used to screen and identify people with raised systolic 

blood pressure, glucose and lipid abnormalities; those who smoke, and patients who are overweight 

and/or are sedentary. An elevated blood pressure can result from antipsychotic medication or weight 

gain as a direct consequence of being obese/overweight. Feedback collected informally by one of the 

authors (HM) when delivering physical health training to mental health professionals from an NHS Trust 

suggests that clinical teams find the Lester Tool useful, but evidence of how often the tool is used across 

inpatient adult and older adult and community mental health services is still lacking; perhaps this 

disparity does affect the evaluation of effectiveness of this tool and others in clinical settings, and could 

explain low uptake and usage for the Tool by staff.  

Commissioning for Quality and Innovation  

Alongside the Lester Tool, provider services are incentivised and encouraged to use the existing national 

levers, for example national level physical health Commissioning for Quality and Innovations (NHS 

England, 2014b) to record and report on physical health care activities including screening, monitoring 

and uptake of interventions by people with serious mental illness. Doing so is a vital step to inform 

planning of resources (appropriating resources where needed) and tackling health disparities relating to 

access and provision of physical care activities in response to individuals’ needs. In primary care, the 

Quality Outcomes Framework (QOF) is a voluntary incentive and reward programme for GP practices to 

improve the quality of care they provide to patients, it is aimed at helping to standardise improvements 

in the delivery of primary care. Quality Outcomes Framework screening checks offered to people with 

serious mental illness on practice registers include smoking, body mass index, blood pressure, glucose 

and cholesterol checks.  

QRISK3  

The QRISK3 calculator, an update of QRISK2, is a validated prediction assessment tool that is commonly 

used in primary care to estimate the 10-year risk of cardiovascular disease in women and men 

accounting for cardiovascular disease risk factors (Collins and Altman, 2012). The QRISK3, unlike QRISK2, 

incorporates antipsychotic medication and mental illness as risk factor variables to estimate 

cardiovascular disease risk – this is an important addition as people with serious mental illness are often 

exposed to psychotropic-induced cardiovascular effects unlike those without mental illness (NICE, 2015; 



Hippisley-Cox et al, 2017; Fe Barcones, 2018). The evidence of QRISK assessments for inpatients 

hospitalised within psychiatric settings for short or long stays (>6 months) remains low; it is unclear 

whether staff routinely use this tool alongside others to assess for cardiovascular disease risk in 

inpatients. Given that the QRISK tool has been validated and found to be clinically significant with very 

good performance and predictive power (Hippisley-Cox et al, 2017), the tool should be equally used 

across primary, secondary and community services to screen for cardiovascular disease risk alongside 

thorough assessment and examination of health needs in high risk individuals, namely patients who 

often miss or do not attend planned health reviews in general practice but may present to secondary 

care with periods of inpatient stays. In their Primrose Research study, Osborn et al (2015) derived two 

cardiovascular disease risk predication models specific to people with serious mental illness (the 

Primrose lipid model and the Primrose BMI model). These models include variables such as diagnosis, 

substance misuse, use of psychotropics and social deprivation score. The models can offer benefits for 

clinicians in understanding ways to manage and assess cardiovascular disease risk.  

National Early Warning Score 2 (NEWS 2)  

The National Early Warning Score (NEWS 2) developed by the Royal College of Physicians (2018) is an 

effective screening tool that can assist clinicians to identify patients at risk of physical deterioration (at 

risk of heart-respiratory related complications, sepsis, neurological deficits). The tool can be used to 

monitor changes in the physiological status of the patient, for instance falling or rising pulse rate or 

blood pressure, loss of consciousness, pyrexia, circulatory and respiratory changes. The tool is equally 

useful in chronic disease monitoring and symptoms arising from adverse effects from drug interactions 

and/or as a result of acute ill health.  

Behavioural change initiatives alongside routine physical health monitoring  

Behaviour change interventions using psychodynamic approaches, such as motivational interviewing, 

are useful and can be adopted in care planning activities and interventions to explore the individual’s 

preparedness and attitude to changing unhealthy lifestyle behaviours. Such interventions should include 

but not limited to prompt physical health assessment (ask about medical history, family history, health 

beliefs and attitudes to lifestyle modification) and physical examinations for patients – blood pressure, 

pulse, weight monitoring, girth measures, and blood profile investigations including glucose checks and 

lipid profile to screen for abnormal cholesterol levels.  

High blood cholesterol can cause fatty deposits (atherosclerosis) in blood vessels; these fatty deposits 

can make it difficult for enough blood to flow through the arteries. Being physically active for 30 minutes 

daily (including brisk walking and/ or running) can help to address weight gain and lipid abnormalities in 

individuals with known risk. In people with serious mental illness, especially those exposed to 

psychotropic medication, unhealthy blood fats (cholesterol and triglyceride levels), underactive thyroid 

gland (hypothyroid), type 2 diabetes, kidney problems, liver problems, high alcohol intake should be 

investigated and appropriate interventions offered.  

 

A summary of recommendations for practice  

 Obtain baseline personal and family history of diabetes, obesity, dyslipidaemia, hypertension 

and cardiovascular disease  

 Monitor weight/body mass index/waist circumference before initiation of treatment, at 3 

months and annually after  



 Monitor blood glucose (Fasting glucose/HbA1c) before initiation of treatment, at 3 months and 

annually after  

 Monitor blood lipids (total cholesterol, non-high-density lipoprotein, high-density lipoprotein, 

triglycerides) before initiation of treatment, at 3 months and then annually  

 Cholesterol levels naturally tend to increase with age, older adults aged 65 years and over taking 

psychotropic medications are particularly at greater risk of cardiovascular related complications 

(e.g. angina, heart attacks, vascular disease, stroke). Patients over 40 years, especially those 

with other known risk factors should be advised to access NHS health checks via general 

practice, high street pharmacies or from a secondary care team  

 Advise and refer smokers with mental illness wanting to stop or cut down, encourage smokers 

to access NHS stop smoking services (accessible via inpatient wards, community health centres, 

high street pharmacies, and general practice)  

 Health checks for serious mental illness patients should be offered at least every 6–12 months 

and should include electrocardiogram monitoring (before and after starting medication), dental 

and eye checks, enquiries about sleep regimes, offering advice on healthy eating, screening for 

psychosocial stressors as well as substance misuse  

 Regular physical examinations for blood pressure, pulse, temperature, and respiration should be 

offered at least once a month in people with serious mental illness taking psychotropic 

medication  

 Medication reviews should be offered regularly to assess for medication-induced adverse effects 

following the start of new medication, dose increases and where polypharmacy and high dose 

antipsychotic treatment are used  

 Always discuss the results of any monitoring with the patient and jointly agree on an action 

plan.  

 

Conclusion  

Greater burden of morbidity and mortality in serious mental illness is often caused by natural causes 

including cardiovascular disease, diabetes and other medical conditions. Adverse effects from 

psychotropic interventions in serious mental illness further contribute to this burden, as well as the 

direct impact of suffering and living with a mental illness on the individual’s physical health. People with 

serious mental illness are less likely than the general population to be offered physical health checks and 

monitoring for lipid, glucose checks, blood pressure, pulse, weight measurements and others; and when 

identified, their needs are not always promptly met.  

All health professionals under various health and social care providers must collaboratively work 

together to tackle the high physical health burden in serious mental illness. This is particularly true for 

mental health professionals as the largest frontline staff group working in community, primary care and 

inpatient settings, and are aptly placed to make every contact count to offer the necessary physical 

health interventions including screening, monitoring and timely management of physical health needs in 

people with serious mental illness. 
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