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Hospital admission for schizophrenia and bipolar disorder
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A critical window to recognise and modify the risk of mortality

The well documented association between serious mental illness, including schizophrenia and bipolar disorder, and increased premature death from unnatural and natural causes is an important public health problem. In 2004-5 in England, the indirect costs of schizophrenia, including those associated with premature death, were estimated at £4.7bn (€5.7bn; $7.6bn). GOTOBUTTON endnote1 (1)  In 2002 in the United States, the indirect costs of death from suicide in patients with schizophrenia were estimated at $1.1bn. GOTOBUTTON endnote2 (2)  However, an important unresolved question is whether this “mortality gap” between people with and without serious mental illness is increasing over time? In the linked record linkage study (doi:10.1136/bmj.d5422), Hoang and colleagues use hospital episode statistics and death registration data in England to investigate this important question. GOTOBUTTON endnote3 (3) 
It is inherently complex to study changes in mortality over time because of the potential for confounding, heterogeneity between studies (for example, differences in the length of follow-up and clinical status of the patients), and the potential lack of generalisability to other cohorts. For example, one meta-analysis found evidence for increasing all cause mortality over time in patients with schizophrenia, GOTOBUTTON endnote4 (4)  but another did not. GOTOBUTTON endnote5 (5)  Although standardised mortality ratios—the ratio of observed to expected deaths, where expected deaths are based on mortality in the general population—for patients with serious mental illness are highest for unnatural deaths such as suicides, most deaths have natural causes. 

Hoang and colleagues extracted records of all people in England discharged from inpatient care with a diagnosis of schizophrenia or bipolar disorder and compared them with the general English population from 1999 to 2006. The primary outcome was the all cause standardised mortality ratio for death within one year of psychiatric inpatient care. There was a significant increase in this measure over time for patients with schizophrenia (1.6 in 1999 and 2.2 in 2006) and a trend for an increase in those with bipolar disorder (1.3 in 1999 and 1.9 in 2006). About 75% of all patient deaths were certified as having natural causes, primarily circulatory and respiratory diseases. The study therefore provides additional evidence that the mortality gap for patients with serious mental illness is increasing.
But perhaps the most striking finding was that the absolute risk of death within a year of inpatient care was about 1.5%. The United Kingdom’s national mental health strategy states that “fewer people with mental health problems die prematurely” compared with the general population. Some evidence suggests that suicide rates in England are decreasing. GOTOBUTTON endnote6 (6)  However, given that circulatory and respiratory diseases were leading causes of death, the study suggests that inpatient psychiatric care provides a critical window during which risk factors for mortality, particularly cardiorespiratory disease, can be recognised and modified in these patients. Thus, systematic efforts to screen and treat modifiable risk factors for mortality in psychiatric inpatients will be crucial to the success of this strategy.
A 2009 World Health Organization report identified—in descending order—hypertension, smoking, hyperglycaemia, physical inactivity, obesity, and dyslipidaemia as the top modifiable global mortality risk factors. GOTOBUTTON endnote7 (7)  Several lifestyle factors, including smoking, poor diet, lack of exercise, and poor self care, are common in patients with serious mental illness, and when compounded by increased risks of the metabolic syndrome from treatment with second generation antipsychotics they contribute greatly to increased mortality from natural causes. A systematic review found evidence that bupropion increases abstinence from smoking and may also reduce the amount of smoking in patients with schizophrenia, GOTOBUTTON endnote8 (8)  but in general well designed trials of physical health monitoring in patients with serious mental illness are lacking. GOTOBUTTON endnote9 (9)  Research is therefore crucially needed in this area to tackle the increasing mortality gap.
An additional challenge is that even when recognised, patients with serious mental illness are less likely to receive standard levels of care for most diseases. GOTOBUTTON endnote10 (10)  How can services be reorganised to ensure better, more timely, delivery of comprehensive services for psychiatric inpatients? Indeed, targeted interventions must be developed to reduce the burden of death from cardiorespiratory disease in this population. Potential interventions during hospital admission might include developing and implementing evidence based guidelines for metabolic screening and treatment for patients taking antipsychotics, smoking cessation interventions, and pneumonia and influenza vaccination programmes. In Spain, a consensus document with proposed interventions to be performed by psychiatrists has been developed, an important first step at a national level to reduce morbidity and mortality in schizophrenia. GOTOBUTTON endnote11 (11)  
After hospital discharge, mental and physical health services need to be better integrated so that these risk factors continue to be treated and monitored, because integrated primary medical care is associated with improved outcomes. GOTOBUTTON endnote12 (12)  Hoang and colleagues’ study serves as a resounding call to arms that inpatient psychiatric hospital admission provides a critical window to help tackle the increasing mortality gap in patients with serious mental illness and an essential step towards achieving the UK’s national mental health strategy.
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