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The early mortality of individuals with serious mental illness
has long been documented yet persists despite calls for
change. Individuals with serious mental illness have a
higher rate of medical morbidity than those in the general
population across all categories of disease. Cardiovascular
disease is particularly prevalent in this population, and it is
the leading cause of death for persons with serious mental
illness. Addressing cardiovascular risk factors is essential to
closing the mortality gap, yet patients with serious mental
illness often receive poor continuity of medical care, and

psychiatrists are often their only physicians. Thus, to have
an impact on the mortality gap, psychiatrists must address
the cardiovascular health of their patients with serious
mental illness. Here, the author presents a framework of
intervention at varying levels of intensity for psychiatrists to
increase their role in addressing the cardiovascular health of
patients with serious mental illness.
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Advances in modernmedicine have greatly increased the life
span of people living in the United States. However, indi-
viduals living with serious mental illness have been left
behind. A 2003 study revealed that patients with serious
mental illness treated in the US public health sector die, on
average, 25 years earlier than people in the general pop-
ulation (1). Despite multiple calls to action to address this
public health issue, the mortality gap remains, with a recent
meta-analysis estimating that people with schizophrenia
experience an average of 14.5 years of potential life lost (2).
Clearly, further interventions are urgently needed.

Yet finding a solution to this problem is difficult. Reasons
for the mortality gap are complex and multifactorial, in-
volving adverse health behaviors, stigma, medication side
effects, poverty, and psychiatric and cognitive symptom
burden. The situation is compounded by an overwhelming
lack of access to ongoing quality medical care and a sub-
sequent pattern of overuse of emergency services and underuse
of primary care (3). For many people with serious mental ill-
ness, the behavioral health clinic is their only contact with the
medical system, and their psychiatrist is the only physician they
regularly see. In recognizing this reality, the American Psy-
chiatric Association published a position paper in 2015 urging
psychiatrists to play a role in assessing, diagnosing, and treating
the medical problems that contribute to the mortality gap
among people with serious mental illness (4).

Although rates of disease among people with serious
mental illness exceed those in the general population for
every disease category (1), cardiovascular disease (CVD)
plays a particularly important role in perpetuating the
mortality gap. Rates of cardiovascular risk factors, including
hypertension, tobacco use, obesity, dyslipidemia, and di-
abetes mellitus, are greatly elevated among those with seri-
ous mental illness (5, 6). CVD is two- to threefold more
common among people with serious mental illness and oc-
curs at a younger age (7). Overall, CVD is the most common
cause of death among people with serious mental illness (6).
Because of this, addressing CVD and its risk factors is a
reasonable initial goal for psychiatrists hoping to improve
the medical health of their patients with serious mental
illness.

POTENTIAL INTERVENTIONS FOR PSYCHIATRISTS:
A SLIDING SCALE

Of necessity, interventions initiated by psychiatrists will
exist on a sliding scale, depending on availability of care
referral resources, patient preference, and physician knowl-
edge base. Graduates of combined residency programs (in-
ternal medicine-psychiatry and family medicine-psychiatry)
are ideally situated to provide integrated care to complex
patients with comorbid medical and psychiatric conditions,
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and the recent increase in the number of such programs in
the United States provides hope for improving outcomes
for patients with serious mental illness (8). However, the
number of physicians who complete combined residency
programs is overall minimal compared with patient needs. If
the mortality gap is to be adequately addressed, psychiatrists
who have completed categorical residencies will need to
intervene as well. Comfort with addressing medical health
may require additional training or continuing medical edu-
cation, although primary care skills are increasingly being
emphasized in categorical psychiatry residency training.
Recent psychiatry residency graduates affirm that their
programs have adequately trained them to recognize and
initiate treatment for common medical conditions (9).

Increasing psychiatrists’ comfort with addressing physi-
cal morbidity also requires examination of the therapeutic
frame, boundary crossings, and boundary violations in do-
ing so. According to Freud’s initial description in 1911, the
therapeutic frame consists of certain norms in the patient-
doctor relationship that allow for a safe and contained
structure in which to process communication. Among these
norms is a lack of physical touch. Although a reductionist
and rule-bound adherence to the frame is generally not
helpful to the therapeutic dyad, and handshakes and hugs
are no longer unheard of in the therapeutic relationship,
careful attention to boundary fluidity is necessary. Practice
setting, patient diagnosis, physician expertise, and treatment
modality will all have an impact on the propriety of psy-
chiatrists performing a physical exam to assess their pa-
tients’ physical health status. Risks and benefits must be
carefully weighed. Physical examination is generally not
recommended (outside of obtaining vital signs) in a practice
in which there is no separate examination room and ap-
propriate examination table. Likewise, physical examination
of patients with unstable identity and porous boundaries,
such as thosewith borderline pathology, may also be harmful
to the therapeutic relationship. The risks of physical exam-
ination are likely much lower for psychiatrists treating pa-
tients solely with medication management. Fortunately, as I
discuss, physical examination is not a necessary component
of many of the interventions that psychiatrists can make to
improve their patients’ medical morbidity and mortality.

TYPES OF INTERVENTION

Psychiatrists’ involvement in their patients’ medical care
will likely cover a large spectrum, depending on multiple
factors. First, psychiatrists will face systemic factors such as
accessibility of primary care providers to consult with or
refer patients to and flexibility in time during psychiatric
visits to allow for interventions. For even the most basic of
interventions, screening, psychiatrists must have access to
on-site laboratory testing and equipment, such as blood
pressure cuffs and scales. Other factors include those in-
trinsic to the patient, such as level of motivation and orga-
nization to follow through with referrals and ability to

engage meaningfully in care with a new primary care phy-
sician. Finally, factors intrinsic to the psychiatrist will play a
large role. Motivation, confidence, and belief in the need to
intervene are all necessary qualities to ensure that psychia-
trists address CVD risk among their patients.

SCREENING

At a minimum, psychiatrists should screen their patients
for cardiovascular risk factors. Clear guidelines exist for
screening for metabolic conditions associated with the pre-
scription of second-generation antipsychotics (Table 1) (10).
For patients not prescribed second-generation antipsy-
chotics, screening recommendations for cardiovascular risk
factors vary somewhat depending on organizational guide-
lines. A reasonable paradigm for cardiovascular risk screening
is outlined in Table 2 and incorporates recommendations
from various evidence-based US organizations.

Screening for tobacco use is perhaps the most straight-
forward of the CVD risk factors. Physicians should be cer-
tain to ask about all forms of tobacco (including smoking,
chewing, dipping, and vaping) and whether the patient has
ever used tobacco, because some individuals may not con-
sider themselves smokers if they use tobacco products in-
termittently (11). All adults should be screened annually for
obesity by calculation of body mass index (BMI) (12). BMI is
defined as weight in kilograms divided by the square of the
height in meters. A patient with a BMI of 25–29.9 m/kg2 is
considered overweight, and one with a BMI of$30 m/kg2 is
considered obese. Practitioners must be diligent in avoiding
a judgmental stance concerning weight. Rather than focus
on appearance, physicians must focus solely on the health
risks associated with increasing BMI.

Blood pressure screening is largely noncontroversial and
inexpensive and can easily be done in the office. More reli-
able readings can be done by using a 24-hour ambulatory
blood pressure monitor, but this may be logistically difficult
to set up (12). Daytime blood pressures higher than 130/
80 mmHg are considered positive for hypertension (13).
Screening for elevated lipids should begin at age 40 for
anyone without risk factors for CVD, but physicians could
consider screening as early as age 17 if the patient has sig-
nificant risk factors for CVD. Nonfasting samples are suffi-
cient to determine the need for statin therapy for primary
prevention of CVD.

Screening for diabetes, as for hyperlipidemia, requires
access to laboratory services and is recommended for all
adults ages 18 years or older who have at least one risk factor
for diabetes (see Table 2); for all others, screening is rec-
ommended at age 45. Screening is ideally done by measuring
fasting blood glucose. Values of 100–125 mg/dL indicate
prediabetes, whereas a fasting blood glucose measurement
of 126 mg/dL or more indicates a diagnosis of diabetes. Of
note, glucometers should not be used to diagnose diabetes
because readings may differ by as much as 15% from those
obtained via phlebotomy. If fasting values are unavailable (as
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a result of patients’ difficulty with fasting for laboratory
collection), hemoglobin A1c (HbA1c) may be used. Values of
5.7%26.4% indicate prediabetes, and values of 6.5% or more
indicate diabetes. Of note, two HbA1c values are required to
confirm the diagnosis of diabetes mellitus. If any abnormal
blood glucose measurements are made, screening should be
done annually. Among those with normal blood glucose on
screening, repeat screening should occur at 3-year intervals.

BEHAVIORAL COUNSELING

Although screening is a start, it is not enough. Interventions
are essential to have an impact on the mortality gap for pa-
tients with serious mental illness. Behavioral counseling is
highly recommended by the American Health Association to
decrease overall cardiovascular risk (13). Given that the
American College of Graduate Medical Education lists psy-
chotherapy as one of the essential competency milestones
obtained by psychiatry residents during training (14), it is
reasonable to assume that psychiatrists are capable of ef-
fectively counseling patients for behavioral change. For
maximum effectiveness, such counseling should start with

the use of motivational in-
terviewing techniques to as-
sess patients’ readiness to
enact change. Inquiries should
be nonconfrontational and
encourage collaboration. Once
patients are ready to change
their behavior, collaborative
plans may be enacted using
various cognitive-behavioral

exercises. A great deal of evidence supports the use of
cognitive-behavioral therapy and mindfulness-based tech-
niques to reduce cardiovascular risk factors, such as obesity
and tobacco use (15–17). Multiple online resources, texts,
manuals, and workshops are available to guide such struc-
tured psychological interventions, and some individual ex-
ercises may be easily incorporated into medication management
appointments. These exercises include self-monitoring for
exercise, food intake, and tobacco use; problem solving;
short- and long-term goal setting; and the use of thought
records and cognitive restricting (18). In addition, psychia-
trists may address external stressors, underlying psychiatric
disorders, and psychological defenses that may make be-
havioral change difficult.

In addition to individual counseling for behavioral change,
a robust literature supports group lifestyle interventions
for improving cardiovascular risk (19), and a growing body
of evidence supports the benefits of such interventions for
the population with serious mental illness (20, 21). Psychi-
atrists may take the lead in supporting, promoting, orga-
nizing, or leading group lifestyle interventions offered in
their own practice setting.When organizing such interventions,

TABLE 1. Monitoring protocol for patients on second-generation antipsychotics

Measure Baseline 4 weeks 8 weeks 12 weeks Quarterly Annually

Personal and family history X X
Weighta X X X X X
Waist circumference X X
Blood pressure X X X
Fasting blood glucose X X X
Fasting lipid profile X X X

aBody mass index.

TABLE 2. Screening guidelines for cardiovascular risk conditions

Risk factor Age (years) Method Frequency

Hypertension $18 Blood pressure measurement (office,
but preferably 24-hour ambulatory)

Yearly among those with any risk
factor (age $40, overweight or
obesity, African American); every
3–5 years otherwise

Hyperlipidemia 40–75 (may consider earlier screening if
other risk factors are present for
familial hypercholesterolemia or for
cardiovascular disease, such as
diabetes mellitus, hypertension,
tobacco use, obesity, chronic kidney
disease, family history)

Measurement of total cholesterol and
high-density lipoprotein (does not
require fasting)

Every 5 years

Tobacco usea $11 Ask about use (including all forms) Annually
Obesity All adults BMIb measurement Annually
Diabetes
mellitus

$18 if BMI is elevated and 1 other risk
factor is present (history of
prediabetes, family history, high-risk
ethnicity, history of gestational
diabetes, cardiovascular disease,
hypertension, dyslipidemia, polycystic
ovarian syndrome, physical
inactivity); $45 for those without risk
factors

Fasting blood glucose by blood draw; if
not possible, HbA1cb

Every 3 years if normal; every year if
prediabetic

a Per the American Academy of Pediatrics (11).
bBMI, body mass index; HbA1c, hemoglobin A1c.
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psychiatrists may look to the literature to identify elements
associated with greater success; such elements include use
of multiple components (exercise, dietary counseling, and
behavioral therapy), personalization, more frequent contact,
longer duration (longer than three months), manualized
programs, active monitoring (of weight, diet, and exercise),
and training of treatment providers (19). Evidence has
shown that the use of peers (individuals living with serious
mental illness) as treatment team members in lifestyle in-
terventions can also improve outcomes for patients with
serious mental illness (22).

In promoting lifestyle change, psychiatrists must be
mindful to tailor interventions to the life circumstances of
the patients they are treating. For individuals with serious
mental illness, this often means actively addressing adverse
social determinants of health (23). In addition, because in-
dividuals with serious mental illness often experience low
health literacy, low educational attainment, and cognitive
impairment, programs may require simplification of lan-
guage and content (24).

REFERRAL

Astute psychiatrists will recognize when a patient’s medical
needs exceed the care provided in their own practice setting
or when a patient is receiving insufficient medical care
through other providers. Screening and recognizing goals
for improving cardiometabolic risk are both essential pre-
requisites to understanding when to seek a primary or spe-
cialty medical care referral (see Table 3 for treatment goals
for various cardiovascular risk factors). Ideally, a referral to a
primary care provider may occur in a patient-centered
medical home (or a behavioral health home), creating an
integrated care network for the patient. When this is not
possible, it is preferable for psychiatrists to make a facili-
tated referral to a trusted primary care or specialty provider
with whom they have ongoing communication and a good
working relationship. Such physicians may show a greater
aptitude for working with patients with serious mental ill-
ness; sadly, many primary care physicians see patients with
serious mental illness as disruptive, frightening, or time
consuming, and such biases may inhibit formation of a
therapeutic alliance (25). Caremanagers can be invaluable in
ensuring that patients are able to adhere to primary or
specialty care referral recommendations (26).

For patients with obesity, referral for bariatric surgery
for weight loss may also be warranted. Patients eligible
for referral are those with a BMI of 40 m/kg2 or more and
those with a BMI of 35 m/kg2 or more with obesity-related
comorbid conditions (such as hypertension, diabetes melli-
tus, osteoarthritis, obstructive sleep apnea). Poorly controlled
mental illness is a contraindication to bariatric surgery;
however, patients with serious mental illness who have
stable treatment are eligible for referral. A recent qualitative
study of individuals with obesity and mental illness—many
with serious mental illness—surmised that bariatric surgery

was both effective and life changing, although patients may
need additional support in the postoperative period (27).

PHARMACOLOGICAL MANAGEMENT

As prescribers, the initial step for psychiatrists in approaching
the pharmacological management of cardiovascular risk in
patients with serious mental illness may be guided by the
Hippocratic adage “First, do no harm.” The metabolic ef-
fects of psychotropic medications, particularly the second-
generation antipsychotics, are well established. Although
all of the antipsychotics (including the first-generation
agents) have been shown to be obesogenic, weight gain po-
tential varies by individual medication. Among the second-
generation agents, clozapine has the greatest risk, followed
in descending order of magnitude by olanzapine, quetiapine,
risperidone, amisulpride, aripiprazole, and ziprasidone (28).
Weight gained is clinically significant, with an average of
12 kg gained in 40%290% of patients on olanzapine and up
to 31.3 kg gained among patients on clozapine (29). More
recently approved second-generation antipsychotics appear
to be less obesogenic, with asenapine associated with a
0.9-kg weight gain in the first three weeks of treatment and
iloperidone with a 1.5- to 2.1-kg weight gain (29). Medica-
tions used to treat affective disorders (particularly mood
stabilizers) may also cause weight gain. Of patients pre-
scribed valproic acid, 71% gain more than 4 kg, and 20% of
individuals taking lithium gain more than 6.3 kg (29). Anti-
depressants can also induce weight gain. Of patients taking
antidepressants, 10%–20% experience treatment-emergent
increases in weight, with mirtazapine and the tricyclic an-
tidepressants consistently associated with more weight gain
than the selective serotonin reuptake inhibitors (29).

Weight gain resulting from psychotropic medication is
likely due to interactions with a number of neurotransmit-
ters and neural circuits. Mirtazapine and many of the
second-generation antipsychotics (including olanzapine,
quetiapine, and clozapine) are serotonin 2c antagonists; in
mice, serotonin 2c receptor stimulation promotes anorexia,
and mice lacking these receptors become obese. Histamine
may help to centrally regulate satiety, and psychotropic
medications that block the H1 receptor are associated with

TABLE 3. Goals of treatment for cardiovascular risk factors

Risk factor Goal of treatment

Hypertension Blood pressure ,130/80 (except in those $75
years old)

Hyperlipidemia Statin when indicated (if patient has known
cardiovascular disease, chronic kidney
disease, or diabetes mellitus or has a 10-year
atherosclerotic cardiovascular disease risk
of $7.5%)

Tobacco use Cessation
Obesity Body mass index 18.5–24.9
Diabetes mellitus HbA1ca 7.0%–8.0%

aHbA1c, hemoglobin A1c.
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greater weight gain. In addition, anticholinergic effects of
psychotropics may be obesogenic, whether directly through
appetite stimulation or via side effects such as dry mouth
(leading to caloric fluid intake) and sedation (inhibiting
physical activity) (29).

In addition to weight gain, second-generation antipsy-
chotics are associated with lipid and glucose abnormalities.
Thesemetabolic changes aremediated in part byweight gain
but have also been cited independent of adiposity. Olanza-
pine and clozapine confer the greatest risk of lipid abnor-
malities; quetiapine and risperidone confer intermediate
risk. Elevations in triglycerides are most marked, but second-
generation antipsychotics also appear to raise low-density
lipoprotein and total cholesterol. Olanzapine and clozapine
are also associated with the greatest risk of insulin resistance
and glucose dysregulation.

The metabolic syndrome is made up of increased central
adiposity, elevated triglycerides, low high-density lipopro-
tein (HDL), hypertension, and impaired glucose tolerance,
and it is a major risk factor for cardiovascular mortality.
Clozapine, olanzapine, and chlorpromazine are most closely
associated with risk of metabolic syndrome. One meta-
analysis showed a prevalence of metabolic syndrome in ap-
proximately 50% of patients taking clozapine (30).

Those who are most at risk for metabolic abnormalities
(particularly for weight gain) with second-generation anti-
psychotics are younger and treatment naive, although all
patients should be appropriately counseled when starting
psychotropic medications, and a plan for monitoring and
healthy habits should be simultaneously prescribed. To de-
crease cardiovascular risk, polypharmacy should be avoided
when possible, and medication with lower potential for ad-
verse metabolic effects should be considered as initial
therapy. A dose-dependent relationship between metabolic
abnormalities and second-generation antipsychotics has
been suggested, particularly for olanzapine (30). Thus, dose
reductions should be considered and medications tapered to
the lowest therapeutic dose when feasible. In addition,
limited data support starting metformin when treatment
with second-generation antipsychotics is initiated, specifi-
cally those that are more obesogenic (31). Metformin acts by
inhibiting hepatic glucose production and thus has effects on
both weight and glucose regulation. The most common side
effect of metformin is gastrointestinal upset, including di-
arrhea and nausea. To improve tolerability and decrease side
effects, metformin should be started at 500 mg/day and ti-
trated to up to 2,000 mg/day in split doses. Lactic acidosis is
a rare adverse effect of metformin and is more likely to occur
with the accumulation of excess levels. Becausemetformin is
renally cleared, it is therefore contraindicated for individu-
als with a glomerular filtration rate of less than 30 mL/min
and should be held if an individual is to receive intravenous
contrast dye (32).

When medication-associated metabolic abnormalities do
occur, psychiatrists may consider switching to a psychotro-
pic agent with less metabolic risk while carefully weighing

the potential for psychiatric decompensation. For patients
who have gained more than 7% of pretreatment weight or
have developed hyperglycemia, hyperlipidemia, or hyper-
tension, physical benefits of switching drugs must be given
strong consideration (30). In addition, several medications
have been evaluated as adjunctive strategies for antipsychotic-
induced metabolic abnormalities. For treatment of weight
gain, the largest body of evidence supports the use of met-
formin (6, 33). A smaller body of data shows that the use of
adjunctive aripiprazole, topiramate, reboxitine, or sibutr-
amine is superior to placebo; however, clinically relevant
weight loss (of $7%) was noted only with metformin and
aripiprazole (33). Psychiatrists are generally quite comfort-
able with prescribing the partial D2 antagonist-agonist ari-
piprazole; for a discussion of metformin prescribing, please
see the preceding paragraph.

Limited data support the use of metformin and rosigli-
tazone for improving glucose intolerance (33). Rosiglitazone
is a thiazolidinedione that reduces glucose production and
increases glucose clearance by improving insulin sensitivity
and pancreatic beta-cell function. Rosiglitazone is associated
with fluid retention and liver function abnormalities and is
contraindicated in patients with New York Heart Associa-
tion class III and IV heart failure and those with active liver
disease or increased liver enzymes ($2.5 times the upper
limit of normal). Rosiglitazone should be started at 4 mg/day
and can be titrated to 8 mg/day. Because rosiglitazone may
be associated with mild weight gain and is more likely to
cause hypoglycemia, metformin may be a better initial agent
to prescribe for antipsychotic-emergent glucose dysregula-
tion. In addition, liver enzymes must be monitored among
patients prescribed rosiglitazone (34).

Limited evidence supports the use of metformin, top-
iramate, or sibutramine to treat patients with antipsychotic-
emergent dyslipidemia; in such incidences, these medica-
tions have been shown to decrease both total cholesterol and
triglyceride levels (33). The majority of psychiatrists are
experienced with prescribing the anticonvulsant and mood
stabilizer topiramate, and the logistics of metformin pre-
scribing have previously been listed. Sibutramine is a se-
lective reuptake inhibitor of serotonin, norepinephrine, and,
to a lesser extent, dopamine. Sibutramine was approved as a
weight loss medication by the Food and Drug Administra-
tion in 1997 but was pulled from the US market in 2010 be-
cause of an association with cardiovascular events.

In addition to prescribing medications to counteract ad-
verse effects of second-generation antipsychotics, psychia-
trists may elect to provide evidence-based pharmacological
treatment for medical conditions associated with increased
cardiovascular risk. In particular, pharmacological assis-
tance with tobacco cessation greatly improves patients’
ability to successfully quit smoking. Therapies approved by
the Food and Drug Administration for smoking cessation
include nicotine replacement therapy (NRT), bupropion,
and varenicline (35); all three medications have been shown
to improve success in nicotine cessation among patients with

28 focus.psychiatryonline.org Focus Vol. 19, No. 1, Winter 2021

PSYCHIATRISTS AND CARDIOVASCULAR HEALTH OF PATIENTS WITH SEVERE MENTAL ILLNESS

http://focus.psychiatryonline.org


serious mental illness without worsening psychiatric
symptoms (36). NRT provides controlled doses of nicotine
without the harmful substances found in tobacco products.
It improves withdrawal symptoms but does not alleviate
them completely because the release of nicotine into the
central nervous system is much more gradual than with
cigarette inhalation. NRT is available in many formulas, in-
cluding patches, gum, oral and nasal sprays, lozenges, and
inhalers. NRT can safely be usedwhile patients are still using
tobacco products; the instruction for patients not ready to
quit should be to cut back as much as possible while using
NRT. Dosing of NRT should correlate to the amount of to-
bacco used in a day. For example, when prescribing nicotine
patches, anyone smoking 10 or more cigarettes per day
should be prescribed a 21-mg patch. Basal delivery formu-
lations (the patch) may also be combined with quick-release
formulations (such as gum) to combat cravings. Nicotine
patches may cause skin irritation and so should be avoided
among patients with chronic dermatologic conditions. To
reduce skin irritation, patients should be instructed to place
the patch on a different area of the skin each day.

Psychiatrists are likely familiar with prescribing bupro-
pion for patients with depression. Bupropion is a norepi-
nephrine and dopamine reuptake inhibitor that may also act
as a nicotine receptor antagonist. Bupropion should be
prescribed for at least seven days before the quit date for
tobacco cessation in order to build up therapeutic serum
levels. Varenicline is a partial agonist of nicotinic acetyl-
choline receptors (with strongest affinity for alpha4beta2
receptors) and a full agonist of the serotonin type 3 recep-
tors. Varenicline is believed to assist with withdrawal
symptoms via its agonism of the nicotinic receptor and to
prevent the reward of smoking via competitive inhibition of
nicotine binding. As with bupropion, varenicline should be
started one week before cessation attempt; titrating slowly
can improve gastrointestinal side effects (as can taking the
medication with a full glass of water). Combination therapy
with NRT and bupropion may lead to greater success in
quitting tobacco use (35). Electronic cigarettes (e-cigarettes)
have gained in popularity in recent years; however, a recent
review found no evidence that e-cigarette use is associated
with increased tobacco cessation for cigarette smokers (37).
In addition, recent studies show that dual use of e-cigarettes
and tobacco products may be associated with greater risk of
cardiovascular disease (38).

Although a thorough discussion of the evidence-based
treatment of other disorders associated with increased car-
diovascular risk is outside the scope of this article, psychiatrists
may increase their knowledge, comfort, and competency in
prescribing by following treatment guidelines and pursuing
continuing medical education opportunities.

INTERVENTIONS AT THE SYSTEMS LEVEL

Although addressing the medical health of individual pa-
tients is important, systems-level change is also needed.

Psychiatrists are optimally situated to advocate for such
changes. At the health system level, psychiatrists may act as
champions of integrated health care initiatives. Integrated
care settings improve coordination of care and have the
potential to change care utilization patterns and, ultimately,
health outcomes. Positive findings may be disseminated to
allow for successful replication in other settings. Psychia-
trists may also create and disseminate guidelines for the
coordinated medical and psychiatric care of their patients.
At the societal level, psychiatrists can lead or join stigma-
reducing initiatives to change the way communities and
health care systems view individuals with serious mental
illness. They can advocate for policy changes that remove
discriminatory laws, invoke mental health parity, strengthen
existing health care platforms, and increase funding for
public health and the social safety net (21, 39).

CONCLUSIONS

CVD is the leading cause of death for individuals with seri-
ous mental illness. To improve medical morbidity and close
the mortality gap, cardiovascular risk must be addressed. In
their role as trusted physicians for patients with serious
mental illness, psychiatrists are well situated to address their
patients’ holistic health, and they are often the default pri-
mary health care provider for such patients. Comfort and
knowledge will dictate psychiatrists’ appropriate level of
intervention for cardiometabolic conditions, although screen-
ing and addressing psychotropic-associated side effects is
commonly considered standard of care. However, address-
ing cardiovascular risk among individual patients is not
sufficient to close the mortality gap. Medical illness among
persons with serious mental illness exceeds that among the
general population across every disease category. Preventive
health measures, such as vaccinations and age-appropriate
cancer screening, must also be a priority. Ongoing care of
complex medical multimorbidity must be made available.
Changes at the health care system and societal levels are
ultimately needed. The time has come for psychiatrists to
stand up as leaders in prioritizing the overall health of in-
dividuals living with serious mental illness.
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