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a b s t r a c t

It is now well established that severe mental illness (SMI) is associated with a reduced lifespan and
increased risk of cardiovascular disease (CVD). Individuals with SMI often have abnormalities of lipid
metabolism, glucose homeostasis, an increased prevalence of obesity and hypertension. They also have
an increased prevalence of Metabolic Syndrome (MetS). The reasons for this are not entirely clear, but are
likely to be multifactorial. Whilst there have been numerous studies investigating the prevalence of MetS
in patients with SMI, many have been in small, mixed population samples, that have not been adequately
controlled for the background population from which they have been drawn. This is important because
of the wide range of prevalence estimates that have been reported, and variations of MetS prevalence
with ethnicity. The negative impact of treatment with second-generation antipsychotic (SGA) drugs on
the risk of MetS also appears clear in most populations, although the mechanisms accounting for this
increased risk are yet to be clarified. Despite this high prevalence of CVD risk factors in patients with SMI,
most studies report a poor implementation of screening for CVD risk factors at baseline, and following
initiation of treatment with SGAs. Not all patients with SMI are susceptible to the adverse effects of SGAs,
but in those that are, switching to an anti-psychotic that is less likely to cause metabolic disturbance,
starting statin therapy and a reduction in CVD risk factors through changes in lifestyle may all be
important strategies.

© 2018 KeAi Communications Co., Ltd. Publishing Services by Elsevier B.V. on behalf of KeAi
Communications Co., Ltd. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

Severe mental illness (SMI) is associated with a substantially
reduced life expectancy.1,2 The complexity of defining SMI has been
outlined by the Director of the US National Institute of Mental
Health,3 and in the United States (US) a practical and pragmatic
approach has been used4; SMI therefore comprises psychotic and
affective disorders that lead to functional impairment that affect
major life activities. The increased risk of premature cardiovascular
disease (CVD) in individuals with SMI is particularly notable, and
this has been attributed, in part, to a high prevalence of metabolic
syndrome (MetS). The latter condition, also termed Syndrome X by

Reaven,5 is characterised by a clustering of several CVD risk factors
that include central obesity, dyslipidaemia, hypertension and
impaired glucose tolerance. Reaven has argued that insulin resis-
tance (IR) is the central metabolic defect in MetS. Bjorntorp noted
that stress-related cortisol secretion is often enhanced in in-
dividuals with central obesity and that this may lead to IR and the
other features of MetS.6 His team further observed that the
hypothalamic-pituitary adrenal (HPA) axis may be stimulated by
several socio-economic and psychosocial factors, which include:
alcohol, smoking and traits of psychiatric disease.7 Therefore, the
relationship between major psychiatric conditions such as schizo-
phrenia and bipolar disorder (BD), and risk of MetS and cardio-
vascular disease (CVD) may be due to:

1) SMI being a cause of MetS, due to the direct effects of psychiatric
disease, or its treatment,8,9 on the metabolic and hormonal
milieu,10 or on patterns of behaviour that increase the risk of the
components of MetS;11,12

2) SMI being a consequence of the potential impact of the MetS,13

and particularly obesity,14 on mental wellbeing,15 or
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3) Individuals being affected by SMI and MetS co-incidentally
because of shared common risk factors, that may include a ge-
netic predisposition,16 sleep disorders,17 or stress,18 that pre-
dispose to both psychiatric disease and metabolic
abnormalities.19

These putative mechanisms are not mutually exclusive; the re-
lationshipsmay be bidirectional and self-reinforcing (see Fig.1). For
example, whilst depression can predispose to CVD; CVD may also
lead to depression, and several socio-economic and behavioural

correlates of both conditions may further influence this
relationship.20

In this review, these possible complex relationships are
explored further, together with the reported prevalence of MetS in
different SMIs (schizophrenia, schizoaffective disorder, bipolar
disorders, depression, stress related disorders and substance de-
pendency) and different global population samples. The interpre-
tation of prevalence estimates of MetS in populations with
psychiatric disease is complicated. This is particularly the case with
respect to historical and global data, because of the different criteria

Abbreviations

AHA American Heart Association
ATPIII National Cholesterol Education Programme, Adult

Treatment Panel-III
ATPIIIa adapted ATP-III
AUD Alcohol use disorder
BD Bipolar disorder
BMI Body mass index
CATIE Clinical Antipsychotic Trials of Intervention

Effectiveness
CHD Coronary heart disease
CI Confidence interval
CRP C-reactive protein
CVD Cardiovascular disease
CVR Cardiovascular risk
DM Diabetes mellitus
FES First episode schizophrenia
HDL-C High-density lipoprotein-cholesterol
HRLQ Health related quality of life
HOMA Homeostasis model assessment
HPA Hypopituitary-pituitary-adrenal
ICD International Classification of Diseases
IDF-AHA/NHLBI International Diabetes Federation-American

Heart Association/National Heart Lung and
Blood Institute

IDF International Federation of Diabetes
IFG Impaired fasting glucose

IGT Impaired glucose tolerance
IR Insulin-resistance
IS Insulin-sensitivity
JIS Joint Interim Statement
LDL-C Low-density lipoprotein-cholesterol
MDD Major depressive disorder
MI Myocardial infarction
MetS Metabolic Syndrome
MTHFR methylenetetrahydrofolate reductase
NHANES National Health and Nutrition Examination Survey
OR Odds ratio
PCOS Polycystic ovary syndrome
PHQ-9 Patient Health Questionnaire-9
PPARs Peroxisome Proliferator-Activated Receptors
PTSD Post-traumatic stress disorder
QUICKI Quantitative insulin check index
ROC Receiver operating characteristic
SGAs Second-generation antipsychotics
SMI Severe mental illness
SSRI Selective serotonin uptake inhibitor
TG Triglycerides
TPH2 Tryptophan hydroxylase 2
UA Uric acid
US United States
VPA Valproic acid
WC Waist circumference
WHO World Health Organization
WHR Waist-to-Hip Ratio

Fig. 1. Interactions between factors related to severe mental illness (SMI) and cardiovascular disease (CVD) risk factors, including Metabolic Syndrome (MS).
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that have been used to define MetS,21e23 the changes in these
definitions over time, and the differences in these definitions be-
tween ethnic groups.24 Furthermore, the high frequency of unde-
tected co-morbidities, such as chronic liver disease, may confound
the interpretation of metabolic profiles in patients with psychiatric
disease.25 The potential impact of drug treatment for SMIs on the
risk of MetS is also explored, together with some of the potential
mechanisms that may account for this increased risk, using evi-
dence from different types of study. The review concludes with a
brief discussion of the possible approaches to the management of
CVD risk in patients with SMI, using drugs and lifestyle
interventions.

2. Prevalence of metabolic syndrome and its components in
mixed populations of psychiatric conditions [Table 1]

Some of the early papers on the relationship between psychi-
atric disease and MetS are reviewed below for completeness.
However, they often did not make a distinction between the cate-
gories of SMIs, and more recent studies have looked more carefully
at this, and do indeed report a significant differential association.26

In a large, nationally representative group of 8028 Finns (>30
years old), the prevalence of MetS, using ATP III criteria, differed
between categories of SMI; prevalence estimates were 36.2%, 41.4%,
and 25.0% among subjects with schizophrenia, other non-affective
psychosis, and affective psychosis, respectively, and 30.1% for sub-
jects without psychotic disorders. The individuals with schizo-
phrenia had significantly lower serum high-density lipoprotein
cholesterol (HDL-C) and higher triglyceride and glucose levels, and
larger waist circumference, than the other study groups. Among
subjects with other non-affective psychotic disorders, only the
difference in waist circumference was statistically significant
(p < 0.05). The prevalence of MetS was significantly higher among
users of high-potency antipsychotics (52.1%), but not for those on
low-potency (39.0%) and atypical (23.4%) antipsychotic medica-
tion.27 MetS was also reported to be more common amongst pa-
tients receiving poly-pharmacy with multiple antipsychotics and

mood stabilisers.8 In this same population, individuals with
schizophrenia also had a metabolically unfavourable body
composition, comprising abdominal obesity, high fat percentage
and low muscle mass.28

Data from a mixed population of in-patients with SMI from
Western Australia showed that the percentage of obese patients
(30.3%) was significantly higher than for the general population
(21.4%), with women showing a greater propensity toward obesity
than men. In this sample, individuals with personality disorders
had a mean BMI in the obese range (30.07 kg/m2), and at a 9 month
follow-up, there were further increases in weight.29

Prior to the extensive use of antipsychotics, MetS was estimated
to be approximately two to three times more prevalent in SMIs
compared to the general population. However, the major psycho-
tropic drugs used to treat SMIs today may further exacerbate this
increased risk of MetS.30 In an Italian study, MetS was present in
35.2% in-patients with SMI, when defined according to ATP III
modified criteria. The sample contained 29.6% of patients with
schizophrenia spectrum and other psychotic disorders, 37.6% of
those with bipolar and related disorders, 22.4% in depressive and
10.4% with personality disorders. Regression analysis, showed that
the use of atypical antipsychotic treatment was an important
determinant of MetS.31

There have been few studies that have compared prevalence
rates of metabolic abnormalities in patients with different psychi-
atric disorders being treated with antipsychotic drugs. In patients
(>40 years old) requiring antipsychotic treatment, the overall
prevalence rates of MetS were very high: 72% in patients with Post-
Traumatic Stress Disorder (PTSD), 60% in those with schizophrenia,
58% in those with mood disorder, and 56% in those with dementia.
The overall frequency of MetS and its components in patients with
PTSD taking antipsychotics was similar to that of patients with
schizophrenia.32 The 10-year risk of CHD, calculated using the
Framingham risk score, was also greatest in patients with schizo-
phrenia and PTSD in this population sample.33

A cross-sectional study investigated the prevalence of MetS
among psychiatric inpatients in Kashmir, Northern India. The

Table 1
Reported prevalence of metabolic syndrome in mixed groups of patients with serious mental illness.

Reference Suvisaari et al.27 Jin et al.32 Gossell-Williams et al.40 Ko et al.43 Solia et al.31 Hussain et al.35 Alosaimi et al.36 Saloojee et al.42

Date 2007 2009 2012 2013 2015 2017 2017 2017
Country Finland USA Jamaica South Korea Italy India Saudi Arabia South Africa
Setting Nationally

Representative
OP on
anti-psychotics

IP IP and OP IP IP IP IP on anti-psychotics

N 8028 203 38 1103 125 213 992 232
Age group >30 >40
Design CS CS CS CS CS CS
MS definition ATPIII AHA IDF/ AHA ATPIIIa

iDF
ATPIIIa ATPIII JIS

%MS
Control 30.1
SMI 28.9 ATP 43.9

IDF 40.1
35.2 34.7 41.2 F37.7

M10.3
Schizophrenia 36.2 60
NA Psychosis 41.2
Aff Psychosis 25.0 31.0
Depression 43.3
BD 37.9
PTSD 72
Dementia 56

Anti-psych
High potency 52.1
Low Potency 39.0
Atypical 23.4 63.6

Aff ¼ Affective; AHA ¼ American Heart Association; ATPIII ¼ National Cholesterol Education Programme, Adult Treatment Panel-III; ATPIIIa ¼ adapted ATP-III; Anti-
Psych ¼ Antipsychotics; BD¼ Bipolar Disorder; CS¼ Cross-sectional; IDF¼ International Diabetes Federation; IP¼ In patient; JIS ¼ Joint Interim Statement; MS ¼ Metabolic
syndrome; NA ¼ non-affective; OP¼Out-patient; PTSD ¼ post-traumatic stress disorder; SMI ¼ severe mental illness.
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modified ATP III criteria were used to define MetS in 213 patients
with a psychiatric diagnosis based on the International Classifica-
tion of Diseases, Tenth Revision (ICD 10) Classification of Mental
and Behavioural Disorders criteria.34 The overall prevalence of
MetS was approximately 34.7%. It was higher in women (43.3%)
than men (28.5%) (p < 0.05) and increased with age. The highest
prevalence was among patients with unipolar depression (45.0%),
and was lower in patients with bipolar disorder (BD) (37.9%) and
psychotic disorders (31.0%). The prevalence of MetS was signifi-
cantly higher (63.6%) among patients taking SGAs (p < 0.05).35

In a cross-sectional study conducted among adult patients with
psychiatric disorders at major hospitals in Saudi Arabia, the prev-
alence rate of MetS among the 992 study participants was 41.2%.
High fasted serum triglycerides were present in 32.8%, a high waist
circumference in 42.2%, high blood pressure in 42.5%, high fasting
blood glucose in 47.8%, and a low serum HDL cholesterol was found
in 52.5% of patients. Patients with MetS were more likely to be
older, illiterate, divorced or widowed, have a higher number of
children, older age of onset of psychiatric illness, longer duration of
psychiatric disease, no previous psychiatric hospitalization, and
have a history of diabetes and hypertension. After adjusting for
significant demographic and clinical characteristics, none of the
psychiatric diagnoses and treatments was independently associ-
ated with MetS, except for the use of the anti-depressants, mirta-
zapine and venlafaxine.36

An Ethiopian cross-sectional study of 1924 adults, assessed
socio-demographic data, behavioural characteristics and major
depressive disorder (MDD) symptoms using the Patient Health
Questionnaire-9 (PHQ-9) depression scale.37 There were a total of
154 participants with MDD. Among women, MDD was associated
with more than 4-fold increased risk of diabetes mellitus
(OR ¼ 4.14; 95% CI: 1.0316.62). Among men the association was not
significant (OR ¼ 1.12; 95% CI: 0.63e1.99); MDD was not associated
with MetS among women, or men in this population.38

A Swedish study of 731 patients with psychosis reported that
they had a significantly higher waist circumference compared with
controls drawn from the same area, after controlling for fasting
insulin, differences in gender, blood pressure, fasting glucose,
family history of diabetes, age and tobacco use. An increased fasting
blood glucose was also more common in the psychotic patients
(OR ¼ 2.41; 95% CI 1.84e3.14) after controlling for confounding
factors.39 In a small sample (n ¼ 38) of Jamaican adult psychiatric
inpatients, the prevalence of MetS, using IDF criteria, was 28.9%.40

It has been reported previously that the prevalence of MetS is
higher among black women compared to black men living in South
Africa.41 This has been more recently investigated among black
South African participants with SMI (male 155 and female 77)
taking antipsychotic medication, and 232 matched controls
without SMI (male 156 and female 76). The Joint Interim Statement
(JIS) criteria were used to define MetS. The prevalence of MetS was
more than three times higher inwomenwith SMI compared tomen
with SMI (37.7% vs. 10.3%, p < 0.001). There was no significant
difference in the prevalence of MetS in men or women between the
groups with and without SMI. In multivariate logistic regression
analysis, female gender (OR ¼ 7.66), advancing age (OR ¼ 1.08) and
longer duration of illness (OR ¼ 1.15) were significant risk factors
for MetS in individuals with SMI. Hence, in black South Africans
with SMI on antipsychotic medication, there was a substantially
higher prevalence and risk for MetS in women compared to men.42

Data were collected from the medical records of 1103 inpatients
and outpatients treated for schizophrenia at Seoul National Hos-
pital in Seoul, Korea. MetS prevalence data were compared by
gender, age, MetS components, treatment for these components,
and types of antipsychotics and individual drugs used. The preva-
lence of MetS in all subjects was 43.9% and 40.1% according to

adapted ATP-III (ATPIIIa) and IDF criteria, respectively. No signifi-
cant differences were found in prevalence according to ATP-IIIa
criteria between men (42.6%) and woman (45.9%). A trend toward
a higher prevalence with age was observed for both sexes up to 50
years, followed by a continued increase for women but a decrease
for men. Use of a combination of atypical antipsychotics was
associated with the highest MetS prevalence and use of aripipra-
zole with the lowest.43

In these studies of populations with mixed SMI, a higher prev-
alence of MetS above the background has been reported in popu-
lation samples from Europe, Asia and Africa. This appears to be
affected by gender, ethnicity and category of SMI, together with the
drug therapy used (SGAs, atypical antipsychotics and poly-
pharmacy).

3. Prevalence of metabolic syndrome and associated features
in patients with schizophrenia [Table 2]

Schizophrenia is a severemental disorder that affects more than
20million individuals globally.44 It is associatedwith “distortions in
thinking, perception, emotions, language, sense of self and behav-
iour.” People with schizophrenia can experience both hyper- and
hypo-function of the HPA axis. It is likely that this contributes to the
pattern of poor physical health and premature mortality that they
suffer, in particular the high rates of cardiovascular and metabolic
disturbance.45 It has been estimated that schizophrenia is associ-
ated with a 20 year reduction in lifespan, with an increased prev-
alence of type 2 diabetes mellitus and CVD contributing themost to
the increased mortality.46 Unrecognised, or silent myocardial
infarction (MI) appears to occur frequently among patients with
schizophrenia and this may also contribute to the increased mor-
tality in this patient group.47

Baseline data from the Oslo TOP Study (including individuals
with BD [N ¼ 110] and schizophrenia [N ¼ 163]) were compared to
reference data, obtained from the Oslo Health Study in 2001
(comprising 18,770 individuals who were drawn from the same
locality). There was no significant difference between the two
diagnostic groups, with respect to the prevalence of smoking,
obesity, MetS, or diabetes. However both diagnostic groups had a
prevalence of cardiovascular risk factors about twice that of the
general population.48

The prevalence of the MetS among 136 adults with schizo-
phrenia and schizoaffective disorder who were admitted to an
acute psychiatric ward in 2004 was assessed together with the
socio-demographic and psycho-pharmaceutical variables in a
University Hospital in Gran Canaria, Spain. The prevalence of MetS,
defined according to NCEP-ATP III criteria was 36% and increased
with age (p < 0.05). Ten year coronary risk was moderate or high in
a large percentage of patients, and was associated with the use of
antipsychotics.49

Baseline data from the Clinical Antipsychotic Trials of Inter-
vention Effectiveness (CATIE) Schizophrenia Trial was used to
assess the prevalence of MetS by the ATPIII and AHA criteria in
patients with SMI. This was reported to be 40.9% and 42.7%,
respectively. The prevalence was 51.6% and 54.2%, among women,
significantly higher than for men, who had prevalence values of
36.0% (p ¼ 0.0002) and 36.6% (p ¼ 0.0003), respectively. Logistic
regression analysis, with age, race and ethnicity as covariates,
showed that men and women were 138% and 251% more likely to
have MetS than matched controls from the NHANES cohort.50

In a Belgian study of 430 patients with schizophrenia admitted
to a university psychiatric hospital, the prevalence of the MetS as
28.4% (ATP-III), 32.3% (ATP-III a) and 36% (IDF), respectively, at least
two-fold higher than for an age-adjusted community sample.51
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Of 143 patients (older than 20 years) with schizophrenia
admitted to an inpatient unit, fifty-two (36.4%) patients fulfilled the
criteria for MetS. These patients also had a high prevalence of
cardiovascular risk factors.52

Because of the potential for anti-psychotic drugs to alter the
component features of MetS, prevalence studies have been un-
dertaken in patients with a first episode of schizophrenia (FES).
These patients were found to have a wide range of metabolic ab-
normalities. Although patients with FES (n ¼ 84) showed a similar
prevalence of MetS as a matched control sample (n ¼ 98) (6% vs.
4%), measures of glucose homeostasis differed significantly (14% vs.
5%, P ¼ 0.034). This suggests that abnormal glucose homeostasis
may be an early marker for the onset of MetS in this group; MetS
may not develop until the initiation of pharmacological treatment
with antipsychotics, or with advancing age.53 These data are
consistent with another study on patients with FES in which the
changes and predictors of MetS were monitored during the year
following the initiation of treatment. MetS was defined according
to IDF criteria. Baseline prevalence of MetS in the FES patients was
higher than in controls but did not attain significance (p ¼ 0.07);
however, metabolic and anthropometric parameters were signifi-
cantly higher: WC (p < 0.01), TG (p < 0.01), HDL (p ¼ 0.017), and
fasting glucose (p ¼ 0.04). The increased prevalence of MetS at
follow-upwas significant (p¼ 0.03). Treatment with antipsychotics
and low physical activity were significantly related with these
changes in metabolic abnormalities.54

A comparison has been made of the prevalence of diabetes
mellitus (DM) in patients with schizophrenia attending a commu-
nity mental health centre, with controls drawn from the same
metropolitan area. The effects of antipsychotic exposure on the
prevalence of diabetes mellitus were also investigated. These pa-
tients were found to have a higher average BMI than the controls
(32.11vs 27.62 kg/m2), a significantly higher percentage of obesity
(58.5% vs. 27%, P < 0.001) and a significantly higher prevalence of
DM (23.9% vs. 12.2%). This remained significant even after con-
trolling for age sex, race, and for obesity (OR ¼ 1.82, P ¼ 0.001). The
distribution of antipsychotic dosage, second generation antipsy-
chotic (SGA) use or multiple antipsychotic use within different BMI
categories or with diabetes status did not have a significant impact
in the schizophrenia group, and the authors therefore suggest that
antipsychotics may not be the only contributor to this risk of DM.55

A cross-sectional study, of 319 Turkish patients (aged 18e75
years), with a diagnosis of schizophrenia, reported that 34.2% pa-
tients met the ATP-III criteria, 37% the ATP-IIIa and 41.7% the IDF
criteria for MetS. Patients with MetS had a later onset of illness and
were older at the time of first hospitalization. The prevalence of
MetS in the schizophrenia patients was higher than for the general
population, but only significantly so within the 20e29 age group.56

Among 650 patients with schizophrenia or schizoaffective dis-
order recruited from 36 psychiatric institutions in Taiwan, the
prevalence of MetS was 34.9% (38.9% in women and 31.5% in men
respectively), based on the modified ATPIII criteria for Asians. The
difference in MetS prevalence between the patient sample and the
general population was marked in male patients under 40 years of
age and in female patients under 50 years old. A BMI �24 and age
�40 years old were important risk factors for MetS. Female gender
and poly-pharmacy were marginally significant factors in this
population sample.57

MetS prevalence was assessed among 1186 Japanese patients
with schizophrenia or schizoaffective disorder and 886 controls.
The patients were recruited from seven psychiatric hospitals, and
MetS, was defined using three different definitions, including the
ATP IIIa definition. The total prevalence of MetS, based on the ATP
IIIa definition was 27.5% (29.8% in male and 25.3% in female pa-
tients). Logistic regression analysis showed that the presence ofTa
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schizophrenia was a significant independent factor (odds
ratio ¼ 2.00 for males, 2.13 for females) for the development of
MetS.58

In a sample of 100 patients with schizophrenia and 300 com-
munity controls from Singapore, the prevalence of MetS in patients
with schizophrenia was reported to be 46.0%. The adjusted odds
ratio for MetS among patients was 2.79 (CI, 1.50e5.20, P ¼ 0.001)
when compared with controls.59 A further study from Singapore
determined the cardio-metabolic risk profile and the associated
risk factors for a group of institutionalized patients with schizo-
phrenia or schizoaffective disorder receiving prolonged hospital
care. The prevalence of MetS in this group was 51.9% and 26.9%
based on the AHA/NHLBI and modified NCEP ATP III criteria
respectively. 10-year cardiovascular risk was estimated at 12.8%,
indicating an intermediate risk based on the Framingham risk al-
gorithm. There was no significant association with the use of
atypical antipsychotic drug therapy and the duration of hospitali-
zation did not affect the rate of MetS in this sample.60

The prevalence of MetS was investigated among patients with
schizophrenia in Palestine. Two hundred and fifty patients with
schizophrenia were recruited from 4 psychiatric primary health-
care centres in Northern Palestine. The presence of MetS was
assessed based on ATPIIIa criteria. The overall prevalence of MetS
was 43.6%, (39% of men and 55.9% of women). Univariate analysis
showed that MetS increased significantly with age, female gender,
longer duration of the illness, a positive smoking habit, abdominal
obesity, high systolic and diastolic blood pressure, high tri-
glycerides, low HDL-C, and high fasting plasma glucose.61

A large Japanese study involved the recruitment of 7655 out-
patients and 15,461 in-patients with schizophrenia, who were
recruited from 520 outpatient facilities and 247 inpatient facilities
of the Japan Psychiatric Hospitals Association between 2012 and
2013. The outpatients had significantly higher prevalence of
obesity, hypertension, hypertriglyceridemia, high-LDL-C, and DM
than the inpatients. The prevalence of low-HDL-C was higher in
inpatients than outpatients. Age-specific analysis showed the
prevalence of obesity, hypertension, hypertriglyceridemia, high-
LDL-C, and DM among outpatients to be 2-3-fold-higher than
among inpatients. In individuals aged �60 years, the prevalence of
obesity and DM among outpatients was about 3-fold higher than
among inpatients.62

Serum uric acid (UA) is derived from purine metabolism, and
hyperuricaemia may be associated with gout. Gout itself is associ-
ated with an increased risk of CVD,63 but hyperuricaemia has also
been frequently reported to be associated with MetS in population
studies.64 However, there appear to be differences in this associa-
tion between genders and ethnicities.65 Serum UA has been found
to be reduced in patients with schizophrenia,66 and this has been
attributed to altered purine catabolism and treatment with anti-
psychotics67; but serum UA has been reported to be raised in pa-
tients with bipolar disease.68 In an Asian study, 637 patients (342
male) were recruited from 36 psychiatric rehabilitation in-
stitutions. Serum UA concentrations were positively associated
with hypertriglyceridemia, low high-density lipoprotein choles-
terol level, and high blood pressure in men and with hyper-
triglyceridemia in women. In men with schizophrenia or
schizoaffective disorder lower concentrations of serum uric acid
were associated with lower risk of MetS.69

The assessment of central adiposity is an important feature for
defining MetS. A cross-sectional study of 382 inpatients with
schizophrenia-related disorders assessed the prevalence of each
component of MetS. In this analysis, WC was measured at several
sites. Logistic regression analysis was used to assess the ability of
WC at each site to predict the presence of metabolic risk clustering.
The site of measurement of WC influenced the estimated

prevalence of abdominal obesity (30e38.2% inmen and 53.9e86.3%
in women) and of MetS. The areas under the ROC curve for meta-
bolic risk clustering were highest for the measurement ofWC at the
umbilicus and midpoint.70

High sensitivity C-reactive protein (hs-CRP) is a serum inflam-
matory marker synthesised in the liver and positively associated
with CVD and mortality.71 Serum hs-CRP levels were reported to be
significantly higher in individuals with schizophrenia than in
healthy control subjects, and its levels were associated with more
severe symptoms, greater medical co-morbidity, andmetabolic risk
factors, including BMI, and fasting glucose, that were also more
severely disturbed.72

Hence schizophrenia is associated with an increased risk of CVD
and/orMetS in European and Asian populations. It is also associated
with other features of MetS, including hyperuricaemia and raised
serum hs-CRP, both of which are also risk factors for CVD. Abnor-
malities in glucose homeostasis are evident in FES, before treat-
ment with antipsychotics has started, and therefore there are likely
to be other contributors to the risk of DM and MetS apart from the
use of anti-psychotic drugs in these patients.

4. Prevalence of metabolic syndrome and associated features
in patients with bipolar disorders [Table 3]

BD is an episodic mood disturbance with a chronic course and
multisystem involvement. Disturbances of circadian rhythms,
mood instability, cognitive impairment, and a high rate of medical
co-morbidity are often observed. BD is also associated with a high
prevalence of psychiatric comorbidity and an increased mortality
from physical disease,73 particularly in older patients.74 Whilst
there is a high prevalence of comorbid physical and psychiatric
disorders in patients with BD; these do not appear to affect the
relapse risk in patients with BD, theymay however further enhance
the risk of MetS.75

In an early report, the point prevalence of MetS, defined using
WHO criteria was determined in 33 patients with schizoaffective
disorder-bipolar type, who were recruited into a clinical drug trial,
was reported to be higher than for the general population of the
USA.76

In studies of cardiovascular and all-cause mortality, BD has been
associated with an approximate doubling of risk in both men and
women compared to general population estimates, and an 8e9
year reduction in lifespan.2 This may be partly explained by the
elevated burden of CVR factors found in this population, and these
early findings predate modern treatments for BD, which may
further exacerbate CVR.77 Suicide risk has been reported to be 10-
fold among women and 8-fold among men with BD, compared
with the rest of the population.2

The cardiovascular mortality among people with BD compared
to the general population in Sweden was investigated using a
population register-based cohort study with a 20-year follow-up.
The entire population of Sweden (n ¼ 10.6 million) was included,
of whom 17,101 individuals were diagnosed with BD between 1987
and 2006. Individuals with BD died of CVD approximately 10 years
earlier than the general population. Despite the increasedmortality
from CVD, hospital admissions for CVD treatment were only
slightly increased in people with BD when compared to the general
population.78

In a European cross sectional study, the prevalence of MetS
among patients with BD was assessed using ATP-III, the ATP-IIIa
criteria using a fasting glucose threshold of 100 mg/dL, and the
most recently proposed criteria from the International Diabetes
Federation (IDF). The prevalence of MetS was of 16.7% (ATP-III),
18.3% (adapted ATP-III) and 30.0% (IDF), respectively.79
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A systematic review has reported that the prevalence of MetS in
BD was significantly higher than in the general population (be-
tween 36 and 49% in the USA), and could be explained by several
determinants, including reduced physical activity and poor diet,
genetic susceptibility, psychiatric comorbidity and anti-
psychotropic treatment. Patients with BD have disturbances of
the circadian cycle and sleep. These latter disturbances are known
to persist even during periods of mood stabilization and are found
in the relatives of these patients, suggesting a genetic contribution
to sleep disturbance. The circadian and sleeping disorders may
affect the prevalence of MetS in BD, possibly due to a linkage to
leptin and ghrelin dysregulation. Prevention and treatment of
circadian disorder in BD may reduce the occurrence of MetS in
these patients.80

A high prevalence of obesity and metabolic disturbances have
been reported in patients with BD in Western countries, although
there have been few studies in Asian countries. A cross-sectional
study of 117 patients diagnosed with BD and treated with
lithium, valproate, or both was undertaken at a University psychi-
atric outpatient clinic in Taiwan. It was found that 33.9% of the
patients met the IDF 2005 criteria for MetS. The prevalence of
metabolic abnormalities was significantly higher in patients who
were co-treated with second-generation antipsychotics (SGAs).81

The prevalence of MetS in Tunisian patients with BD (n ¼ 130)
was assessed for MetS according to ATPIII modified criteria, and
was found to be 26.1%. The highest prevalence of MetS was asso-
ciated with obesity, low HDL-C and hypertriglyceridemia (44.1%).
Patients treated with lithium had a higher prevalence of MetS than
those treated with valproic acid (VPA), carbamazepine or
antipsychotics.82

The prevalence of MetS and its correlates was also investigated
in patients with BD from southern China, during their acute-phase
of treatment. The study included 148 patients with BD presenting
with acute mood symptoms and 65 healthy controls. Chinese
Medical Association Diabetes Branch criteria were used to define
MetS. MetS prevalence rates were calculated at entry and recalcu-
lated for patients after months 1, 3, and 6. At baseline, MetS was
found in 11.5% of the patients; overweight in 34.5%; low high-
density lipoprotein cholesterol in, 15.5%; hypertriglyceridemia in
29.1%; hypertension in 14.9%; and hyperglycemia in 5.4%.
Compared with controls, the patients had a significantly higher
prevalence of MetS and all its components apart from

hyperglycemia (P < 0.05). In the regression analysis, a history of
hypertension, presence of diabetes, and alcohol consumption were
associated with the presence of MS.83

Korean patients with BD were investigated to assess the co-
morbidity of BD with MetS, and to compare the prevalence of
MetS in patients on medication for BD with that of healthy patients
in Seoul National University Hospital between 2007 and 2008. The
control group, matched for age and gender, was randomly drawn
from visitors to the Health Promotion Centre at the same hospital
during the same period. The prevalence of MetS in patients who
took medication for BD was 27.0%. 25.0% and 25.7%, based on the
definitions of the American Heart Association and the National
Heart, Lung and Blood Institute's adaptation of the ATP IIIa, the
ATPIII and the IDF, respectively. The prevalence of MetS was
significantly higher in patients with BD than in the control group.
Patients on medications for BD showed a significantly higher
prevalence of increased waist circumference, elevated triglyceride,
and lower HDL-cholesterol than the controls. Obesity and dyslipi-
daemia were particularly prevalent in patients with BD.84

It is therefore apparent that MetS and BD share common risk
factors, including endocrine disturbances, dysregulation of the
sympathetic nervous system, and altered behaviour patterns, such
as sedentariness and overeating. This may partially account for the
increased risk of hypertension in BD, reported by Ayerbe et al. in
their meta-analysis.85 Many of the commonly used drug treatments
for BD may further exacerbate weight gain and metabolic distur-
bances in bipolar patients by causing alterations in lipid and
glucose metabolism, which can result in an increased risk for DM,
hypertension, dyslipidaemia, CVD and MetS. A recent meta-
analysis also suggests that antidepressant use is associated with
new onset DM.86 These co-morbidities may be associated with the
premature mortality observed in bipolar patients. Furthermore,
weight gain is also a major cause of treatment non-compliance, and
an increased use of clinical services.87

There appear to be gender effects that determine the risk of
dyslipidaemia and IR in patients with BD. In a study of 491 out-
patients (ages 18e88) attending the Stanford Bipolar Disorders
clinic between 2000 and 2007, women had a significantly lower
prevalence of dyslipidaemia than men.88

Serum C-Reactive Protein (CRP) and homocysteine are both in-
dependent risk factors for CVD. A meta-analysis comprising 11
studies and 1618 individuals showed that serum CRP

Table 3
Reported prevalence of metabolic syndrome in patients with bipolar disease and depression.

Reference Basu et al.76 Bermudes et al.98 Van Winkel et al.79 Chang et al.81 Guan et al.83 Lee et al.84 Ezzaher et al.82 Kim et al.100 Lasserre et al.97

Date 2004 2006 2008 2009 2010 2010 2011 2015 2017
Country USA USA Belgium Taiwan China Korea Tunisia Korea Switzerland
Setting Drug trial IP OP and IP OP OP and IP OP OP and IP OP OP
N 33 122 60 majority on

Anti-psychotics
117 treated with
valproate, lithium
or both

148 BP
65 C

152 BP 130, >70% treated
with mood stabilizers

13,745 2813

Age group >21 >18 >21 >21 >21 >21 >18 40e59 35e66
Design CS CS CS CS CS CS CS Cohort Study Cohort Study
MS definition WHO ATPIII ATPIII

ATPIIIa
IDF

IDF Chinese
Med Assoc

ATPIII
AHA
IDF

ATPIIIa

%MS
Control ~10.0
Depression 38.6
BD 42.5 16.7

18.3
30.0

33.9 11.5 25.0
27.0
25.7

26.1

AHA ¼ American Heart Association; ATPIII ¼ National Cholesterol Education Programme, Adult Treatment Panel-III; ATPIIIa ¼ adapted ATP-III; BD¼ Bipolar Disorder;
CS¼ Cross-sectional; IDF¼ International Diabetes Federation; IP¼ In patient; MS ¼ Metabolic syndrome; OP¼Out-patient; PTSD ¼ post-traumatic stress disorder;
SMI ¼ severe mental illness.
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Table 4
Reported prevalence of metabolic syndrome in patients with other serious mental illness and on treatment with antipsychotics.

Reference Linnville
et al.109

Heppner
et al.108

Elmslie
et al.125

Margari
et al.122

Ojala et al.
116

Taylor
et al.129

Brunero
et al.119

Correll
et al.117

Krane-
Gartiser
et al.118

Correll
et al.127

Saddichha
et al.131

Vandenberghe
et al.142

Popovic
et al.143

Munshi
et al.114

Lin
et al.115

Eskelinen
et al.144

Date 2011 2009 2009 2013 2008 2010 2009 2006 2011 2008 2008 2015 2015 2015 2015 2015
Country USA USA New

Zealand
Italy Finland Canada Australia USA Denmark USA India Serbia Canada Taiwan Finland

Setting OP OP OP Forensic
Psychiatry
IP

IP OP IP OP IP IP IP OP

N 351 veterans
with no other
Psychiatric
Co-morbidity

233 veterans
Mostly male
and white

60 BD on
val-proate
60 non-
psychia-tric
controls

83
Schizophrenia
24
BD 27
MDD 14
Other 18
77 C internal
med

221 54
Mania or
Depression
104
NHANESIII
control data

73 patients
on clozapine

367 170
Patients on
anti-
psychotics
3303
controls

111
Schizo
phrenia
74 BD
On anti-
psychotics

99 351 93 patients
with
schizophrenia
on treatment
with
olanzapine

50
patients
80% on
SGA

329
patients
with
schizo-
phrenia
on SGA

276 patients
with
schizophrenia
High % on
clozapine

Age group >~50 >21 16e40 >21
Design CS but 25

years after
initial
recruitment

CS Matched
Control
CS

Matched
control
Cohort

Matched
control
CS

DB
Controlled
trial

CS casee
control

CS CS CS

MS definition ATPIIIa ATPIII ATPIII IDF IDF ATPIII
ATPa

ATPIIIa
IDF

IDF IDF IDF IDF

%MS 48
Control 25 32 Baseline 19

Follow-up 14
29.6

SMI 62 22 at
baseline

Schizo-
phrenia

45.9
54

10
18

23.7 58.7

NA
Psychosis

Aff
Psychosis

Depression 29 Baseline 15
follow-up 17

BD 50 Baseline 5
follow-up 15

43.2
54

PTSD 25 34
(46 if
plus MDD)

Anti-Psych 37 48 32 after
1 year on
treatment

34.4

AHA ¼ American Heart Association; ATPIII ¼ National Cholesterol Education Programme, Adult Treatment Panel-III; ATPIIIa ¼ adapted ATP-III; BD¼ Bipolar Disorder; CS¼ Cross-sectional; FES¼ First episode schizophrenia;
IDF¼ International Diabetes Federation; IP¼ In patient; MS ¼ Metabolic syndrome; OP¼Out-patient; PTSD ¼ post-traumatic stress disorder; SMI ¼ severe mental illness.
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concentrations are significantly raised in patients with BD and
unrelated to drug treatment.89 In 122 patients with bipolar (n¼ 60)
and schizophrenia (n ¼ 62) treated with second-generation anti-
psychotics (SGA) and healthy controls (n ¼ 59), the prevalence of
MetS (using ATP-III criteria) was associated with hyper-
homocysteinaemia, which conferred a >8 fold risk of MetS.90

5. Prevalence of metabolic syndrome and associated features
in patients with depression [Table 4]

Depression is associated with an increased risk of premature
death, death from unnatural causes91 and CVD.92 In a review
reporting on the MetS prevalence in major depressive disorders
(MDD), MetS was found in approximately 30.5% of patients using
any of the standardized MetS criteria. This was approximately 1.5
fold that for age-and gender-matched controls Antipsychotic use
was a significant determinant of the increased prevalence of MetS
(p < 0.05), whereas age, gender, geographical area, smoking habit,
antidepressant use, and presence of psychiatric co-morbidity, were
not.93 Patients with a long history of depressive symptoms have a
lower serum HDL-C and higher atherogenic lipid indices compared
with healthy controls.94 In a cross-sectional study of 133 older
people, Viscogliosi et al. found that the presence of MetS and serum
hs-CRP were independently associated with depressive
symptoms.95

The CoLaus/PsyCoLaus prospective cohort study showed that an
atypical form of MDD96 was prospectively associated with a higher
incidence of the MetS and a steeper rise of fasting glucose during
follow-up. Perhaps surprisingly these associations were found not
to be due to eating behaviours, comorbid psychiatric disorders or
lifestyle factors.97

The prevalence of the MetS in a recent survey of psychiatric in-
patients with severe mood and psychotic disorders, showed that
among 102 consecutively adult patients admitted with a primary
diagnosis of a mood or psychotic disorder, the prevalence of MetS
was 38.6%, and was associated with increasing age, body mass in-
dex, and Caucasian ethnicity.98

A cross-sectional study of adult patients with depression found
that the prevalence of overweight and obesity was 72% in patients
with longer duration of disease, also being associated with a higher
BMI and percentage fat mass. Weight gain during the illness was
found in 87% of patients; and was at least partially attributable to: a
poor diet, with a regular consumption of high calorie foods; the use
of anti-in these patients depressants and benzodiazepines, and
insufficient physical activity.99

In a retrospective cohort study included 13,745 subjects (8113
men and 5632 women) 40e59 years of age who were investigated
at the Seoul National University Hospital Healthcare System, in
Korea. The median follow-up duration was 4.0 years. Four distinc-
tive trajectories of depressive symptoms were identified, that were
present in both genders. There was a significant increasing trend in
the prevalence of metabolic abnormalities in those patients with a
more severe trajectory of depressive disease, and this was also
associated with MetS.100

Both MDD and the MetS are associated with a genetic sus-
ceptibility and impaired serotonergic neurotransmission in spe-
cific areas of the brain. The variants in the genes encoding
tryptophan hydroxylase 2 (TPH2) (the brain-specific and rate-
limiting enzyme for serotonin biosynthesis), was investigated in
988 patients with recurrent unipolar depression and 1023 psy-
chiatric healthy controls. TPH2 polymorphisms were found to
define a sub-group of depressed patients who may be susceptible
to developing metabolic disorders. The authors propose that this
may be induced by a genotype-dependent impairment of sero-
tonergic neurotransmission.101

A small cross-sectional study of patients with chronic MDD,
acute MDD and controls, reported that the patients with chronic
MDD had highest volumes of pericardial adipose tissue (PAT).102

PAT volume has been implicated in the development of coronary
artery disease, and was found to be positively associated with ad-
renal gland volume. Patients with chronic MDD also had the higher
prevalence of MetS and levels of serum cortisol and pro-
inflammatory cytokine concentrations. Hence, the hypothal-
amusepituitaryeadrenal axis may have a central role in the rela-
tionship between chronic MDD and coronary artery disease.

The numbers of studies on the effects of antidepressants on the
features and prevalence of MetS are limited. Using data from the
Hordaland study, Raeder et al. found that some selective serotonin
re-uptake inhibitors (SSRIs), for example paroxetine, were associ-
ated with abdominal obesity.103 Dortland and colleagues have re-
ported that the use of tricyclic antidepressants are also associated
with the risk of MetS independently of the severity of depres-
sion.104 A large French cohort study reported the risk of MetS in
men and women treated with antidepressants over 9 years.105

There was a significantly higher risk of MetS in men but not
women, and for those taking SSRIs.

6. Metabolic syndrome in patients with post-traumatic stress
[Table 4]

Post-traumatic stress disorder (PTSD) is a mental disorder that
may arise following exposure to a traumatic event, that may be
physical (e.g. war injury), or psychological (sexual abuse), and leads
to disturbed thoughts and dreams, and physical andmental distress
in response to particular cues.106 PTSD is associated with somatic
disease and a shortened lifespan, and obesity, dyslipidaemia, hy-
pertension, DM, and CVD are prevalent among patients with
PTSD.107 In patients with combat-related PTSD, who developed
MetS, there were higher rates of anxiety, depression and recent life
changes scores compared to those without.18 Among 253 veterans
from the USA, a high prevalence of MetS was found in those with
PTSD alone (34%), MDD alone (29%), and particularly those with
PTSD andMDD combined (46%).108 The rates of MetS were reported
to be particular high in those with more severe PTSD.

In contrast, a retrospective analysis of metabolic data for
Vietnam-era repatriated prisoners of war (RPWs) found that the
prevalence of MetS was the same in RPWs with and without PTSD
and a comparator group. Moreover, PTSD symptom severity did not
increase the likelihood of MetS in this study.109 However this latter
study excluded individuals with other psychiatric co-morbidities.

The potential effects of antipsychotic drug usage, particularly
SGAs on the risk ofMetS and obesity, may account for some if not all
of the observed metabolic problems in PTSD. A cross-sectional
study investigated this in veterans enrolling in mental health ser-
vices. Antipsychotic medication usage was not associated with
elevated risk of MetS when PTSD severity and other socio-
demographic, psychiatric, and behavioural variables were accoun-
ted for. PTSD severity continued to be a significant and unique
predictor of risk for MetS (p < 0.05).110

7. Prevalence of metabolic syndrome in patients with
substance dependency

Individuals with alcohol use disorders (AUDs) have an increased
risk for CVD and associated premature mortality. MetS and its
components were investigated in a meta-analysis of people with
AUDs taking into account variations in demographic and clinical
variables. The pooled MetS prevalence after adjusting for publica-
tion bias was 21.8%; abdominal obesity was observed in 38.3%,
hypertriglyceridemia in 43.9%, low high-density lipoprotein
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cholesterol in 7.6% and hypertension in 46.5%. A meta-regression
analysis showed that a higher MetS frequency was associated
with a higher frequency of psychiatric co-morbidities.111

8. Stress and metabolic syndrome and its components

Stress may cause some people to eat less and lose weight and
others to eat more. Using longitudinal data, the effects of work-
related stress was assessed in the Whitehall II study cohort,
comprising 5547men and 2418 women, aged 35e55 at entry. Work
stress, assessed using a job strain model, and measured as job
control, job demands and job strain, was assessed at baseline and
BMI at baseline and at 5-year follow-up. In men, the effect of job
strain on weight gain and weight loss was dependent on baseline
BMI (P < 0.03). In the leanest quintile (BMI �22 kg/m2) at baseline,
high job strain and low job control were associated with weight
loss, whereas among those in the highest BMI quintile (BMI
>42.7 kg/m2), these stress indicators were associated with weight
gain. The interaction was not seen among women.112

In a cross-sectional study of 1822 obese outpatients seeking
treatment in medical centres, health related quality of life (HRQL)
was measured by summary scores for physical (PCS) and mental
(MCS) components of the Short Form 36 Health Survey (SF-36).
Patients were grouped according to tertiles of PCS and MCS.
Metabolic and psychological profiles of tertiles for PCS and MCS
were compared by discriminant analysis. The main correlates of
PCS were obesity-specific and general psychological well-being,
BMI, binge eating, gender and psychiatric distress. Hypertension
and hyperglycemia were significant correlates among the compo-
nents of MetS. Features of MetS correlate with the physical domain
of HRQL to some degree.113

9. Effects of antipsychotic drug treatment on the risk of
metabolic syndrome

The use of atypical antipsychotic drugs in patients with psy-
chiatric illness may result in dyslipidaemia, hypertension, glucose
intolerance, and abdominal obesity. This has been investigated
using cross-sectional, caseecontrol and cohort studies.

9.1. Cross-sectional studies

In an acute care psychiatry inpatient unit at Kingston General
Hospital, Ontario, Canada, and comprised adult patients of both
genders diagnosed using the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition. MetS was defined using the IDF
criteria. Of the 50 patients in the study, 24 (48%) were found to have
MetS, of whom 83% were taking atypical antipsychotics and 20
(77%) among those were not on these drugs.114

Three hundred and twenty nine Han Chinese patients were
recruited from a psychiatric hospital in central Taiwan. Using the
definitions of the IDF for Chinese, the prevalence of MetS was 23.7%
(men: 25.7%; women: 21.2%). An abnormal non-HDL-C was a sig-
nificant risk factor for menwithMetS (OR: 4.127, p < 0.001), but not
for women. There was a greater prevalence of MetS in patients with
schizophrenia taking SGAs than in the general population.115

The prevalence of MetS and its risk determinants was investi-
gated among 221 Finnish psychotic forensic psychiatric inpatients
with comorbidities of antisocial personality or alcohol dependence.
Schizophrenia, or a related psychosis was the predominant diag-
nosis (92%), and these patients had been on constant SGA medi-
cation for the previous over six months. The use of clozapine (OR
8.1), quetiapine (OR 7.7), and olanzapine (OR 3.6) was associated
with an increased occurrence of MetS. A beneficial high-density
lipoprotein cholesterol profile was found with the use of selective

serotonin uptake inhibitor (SSRI), and with a diagnosis of alcohol
dependence, even after alcohol abstinence. MetS was associated
with the use of clozapine and quetiapine.116

Three hundred and sixty seven adults treated with second-
generation antipsychotics randomly selected from consecutive
psychiatric admissions to a single hospital, underwent assessments
evaluating the presence of MetS. MetS, was found in 137 patients
(37.3%), and was associated with a significantly greater age- and
race-adjusted 10-year risk of CHD events, i.e., 11.5% vs. 5.3% for men
and 4.5% vs. 2.3% for women.117

The prevalence of the MetS in an Outpatients psychiatric clinic
in Denmark, was compared to the general population in
2007e2008, 170 Danish outpatients on antipsychotic drug treat-
ment were assessed for the prevalence of theMetS based on the IDF
definition and compared with a general population of 3303
randomly selected Danes. Of the antipsychotic-treated patients,
48.2% fulfilled the IDF criteria for the MetS, compared with 29.6% of
the general population. The antipsychotic-treated patients had
higher rates of increased waist circumference, triglyceride and
glucose levels, and lower high-density lipoprotein cholesterol. The
odds ratio (OR) of the MetS among patients treated with antipsy-
chotics was 2.2. After adjustment for age and sex, the OR increased
to 2.7. There were statistically different rates of the MetS for pa-
tients on mono-pharmacy vs. poly-pharmacy, and for patients on
mono-therapy with first-generation vs. second-generation
antipsychotics.118

The prevalence and predictors of MetS were studied in patients
attending an outpatient clozapine clinic in Australia: Seventy-three
patients were screened for MetS using the IDF (2007) definition,
61.6% patients met the criteria for the syndrome.119

A recent study has reported that serum CRP levels are higher in
patients treatedwith some atypical antipsychotic medications such
as olanzapine; however, it was unclear whether this was directly
associatedwith drug intake, or indirectly related to drug-associated
weight gain and insulin resistance. Sixty-four outpatients without
diabetes being treated with a single second generation antipsy-
chotic medication was investigated. IR was the strongest predictor
of serum CRP (r ¼ 0.52, P < 0.001), and after adjustment for this
there was no significant relationship between CRP and any of the
components of the MetS.120

9.2. Case-control studies

The metabolic profiles of patients with schizophrenia taking
atypical antipsychotics were compared to their siblings, and con-
trols (N ¼ 50 in each group). Patients with schizophrenia had a
significantly higher body mass index, waist circumference, and
insulin resistance, and showed a trend toward a difference in
glucose levels.121

Eighty-three psychiatric in-patients under pharmacological
treatment (schizophrenia, n ¼ 24, BD, n ¼ 27, MDD, n ¼ 14, and
other, n ¼ 18) were compared with 77 internal medicine patients.
Triglycerides and triglycerides/HDL ratio were higher in the pa-
tients with MDD. A positive association was found between anti-
depressant drug treatment and triglycerides and triglycerides/HDL
ratios, neuroleptic treatment with the Homeostatic model assess-
ment (HOMA) index, and antipsychotics drugs with the overall
Framingham risk score.122

In a caseecontrol study of 90 people treated with antipsychotics
in the community and 92 age- and gender-matched controls, the
prevalence of MetS and 10-year cardiovascular risk were compared.
Treatment with antipsychotics was associated with a significantly
worse metabolic profile than controls (P < 0.0001), and MetS was
more prevalent (P¼ 0.001), as was a high CVD risk across a number
of outcomes. This was consistent across diagnostic categories.123
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Metabolic abnormalities in patients with BD may be secondary
to obesity, aspects of the disorder itself, or its treatment. A
comparison was made with respect to IR, features of the MetS and
serum adiponectin levels in a group of overweight BD patients
taking sodium valproate and a group of non-psychiatric control
subjects matched for age, gender, BMI and ethnicity. Adiponectin
is a hormone derived from adipose tissue that modulates glucose
and fatty acid oxidation.124 The frequency of the MetS was high in
both groups (50% and 32%, respectively), although this was not
significantly different between groups (p ¼ 0.06). Similar fre-
quencies of insulin resistance (HOMA-IR), abdominal obesity,
hypertriglyceridaemia, hypertension and fasting hyperglycaemia
were found in both groups. High-density lipoprotein cholesterol
levels were lower in patients (p ¼ 0.006). Serum adiponectin
concentrations were unexpectedly found to be higher in the BD
patients compared to the control subjects. The frequencies of
insulin resistance [defined using HOMA-insulin resistance (IR)],
MetS and its individual components were not significantly
different in patients taking atypical antipsychotic medication and
patients not on these medications. Frequencies of IR and MetS
were similar in bipolar patients taking sodium valproate and
matched control subjects, but dyslipidaemia was more
frequent.125

The metabolic status among VPA treated BD patients; drug-free
BD patients (BD-F) and healthy controls were investigated in a
Taiwanese population. The cross-sectional study included 119
healthy controls and 77 BD patients diagnosed according to the
DSMIV-TR criteria. VPA treatment was associated with significantly
higher plasma insulin, triglyceride, and BMI levels as well as lower
fasting glucose and HDL levels. However, these biochemical indices
did not differ significantly between the BD-F and the healthy con-
trol groups. Hence, treatment with VPA may increase the risk of
metabolic disturbances in patients with BD.126

The prevalence of MetS in patients with BD and schizophrenia
patients receiving SGAs were compared Patients treated with SGAs
were closely matched for age, sex, and race. Compared to
schizophrenia patients those with BD had lower BMI, were more
likely to have been treated with mood stabilizers, and less likely to
have been treated with clozapine. Despite these differences, BD
and schizophrenia patients had comparable rates of MetS (43.2%
versus 45.9%, p ¼ 0.71) and predicted CHD events (10-year
risk > 10%: 18.9% versus 23.4%, p ¼ 0.47). Using 100 mg/dL as
the adapted glucose criterion, MetS rates were 54.0% in both pa-
tient groups (p ¼ 1.0). Mood stabilizer co-treatment was not
associated with MetS or its individual criteria. The authors suggest
that these findings indicate a shared susceptibility to
antipsychotic-related metabolic dysregulation that is not primarily
related to psychiatric diagnosis or concomitant mood stabilizer
treatment.127

Serum leptin, adiponectin and paraoxonase1 (an antioxidant
enzyme present on the HDL particle) levels were investigated in
women receiving pharmacotherapy for various psychiatric disor-
ders. A small study compared 32 obese women who were
receiving treatment for psychiatric disorders, and a control group
of 22 obese females who were free from psychiatric disorders. BMI
and hip circumference were positively related with serum leptin
levels, hip circumference correlated positively with adiponectin
levels, and waist to hip ratio correlated positively with serum
paraoxonase levels. In the control group, BMI as well as waist and
hip circumferences were positively correlated with leptin levels.
Weight, BMI, and hip circumference were also negatively corre-
lated with the adiponectin/leptin ratio in the control group. The
authors concluded that there appears to be a higher risk for
obesity-related disorders in patients treated with psychiatric
drugs.128

9.3. Cohort studies

The incidence of MetS was determined for newly diagnosed
patients with MDD (n ¼ 30) and BD (n ¼ 24). At baseline, 11.2% of
patients met diagnostic criteria for MetS and this increased to 16.8%
at follow-up. Women had higher rates of MetS but rates were
similar across diagnoses. In this study, changes in CHD and MetS
risk were not associatedwith a specific type of pharmacotherapy, as
all medication classes appeared to increase risk.129

The Clinical Antipsychotic Trials of Intervention Effectiveness
(CATIE) study provided further evidence of the metabolic risk
associated with different atypical antipsychotics. Based on data
from this and other studies, it was concluded that clozapine and
olanzapine treatment can produce substantial changes in weight
and an increased risk of associated metabolic disturbances. Ris-
peridone and quetiapine treatment may produce moderate
changes in mean weight in comparison to treatment with other
atypical antipsychotics. Aripiprazole and ziprasidone treatment
may induce the lowest mean changes in weight gain and has been
reported to have no effect on risk for adverse metabolic changes,
among currently available atypical agents.130

Consecutive patients with FES in India were recruited into a
prospective randomized, double blind controlled study and ran-
domized to receive either, haloperidol, olanzapine or risperidone.
The prevalence of MetS was assessed based on two criteria- ATP IIIA
and IDF criteria. This was comparedwith a gender, age, exercise and
diet matched healthy control group. The prevalence of MetS was
10.1% and 18.2% as assessed by ATP IIIA and IDF criteria respectively.
The prevalence of MetS in patients with schizophrenia was at least
five times higher than for a matched healthy control group. Olan-
zapine increased the prevalence of MetS to between 20 and 25%,
risperidone to 9e24% and haloperidol to 0e3%.131

Weight gain among inpatients that received antipsychotic drug
therapy was compared in patients treated with first and SGA
therapy for one year or longer (risperidone N ¼ 40; olanzapine
N ¼ 30). The control group included 30 patients who were treated
with first generation antipsychotics. Following one year of treat-
ment 55% of the patients gained weight, 2% remained at the same
weight and 43% had lost weight. Currently there appears to be no
alternative to personal follow up for each individual patient and
personal treatment plans for medication, diet and physical
exercise.132

HOMA-IR was used in non-diabetic patients with schizophrenia
treated with clozapine or olanzapine. No difference was found
between the groups treated with clozapine and olanzapine with
respect to age, gender, race, BMI, waist circumference (WC), or lipid
levels. Nor did measures of insulin sensitivity differ between the
groups (HOMA-IR, or SI).133

The effects of switching from quetiapine to ziprasidone on
weight, safety, and effectiveness were investigated in 241 subjects
with schizophrenia or schizo-affective disorder who had been
treated with quetiapine (�300 mg/day) for �3 months with either
sub-optimal efficacy or poor tolerability. They were enrolled into a
16-week, open-label, flexible-dose trial, with a 16-week follow-up
(total 32 weeks). The primary endpoint was weight change from
baseline at 16 weeks, when there was a small but statistically sig-
nificant reduction in weight, with a mean change from baseline
of �0.73 kg, as well as improved lipid profiles, regardless of their
metabolic status and disease severity at baseline.134

Hence there is good evidence that antipsychotic medication can
increase adiposity, and this also suggests that treatment with
antipsychotic medicationsmay be associatedwith an increased risk
for IR, dyslipidaemia, and DM. Different antipsychotic drugs appear
to be associated with different degrees of treatment-induced in-
creases in body weight and adiposity, ranging from modest effects
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(<2 kg) with amisulpride, ziprasidone, and aripiprazole to clinically
significant increases with olanzapine (4e10 kg). Metabolic changes
in patients who receive antipsychotic agents may contribute to the
development of the MetS.135 Antipsychotic treatment may
contribute to obesity by several potential mechanisms, as previ-
ously discussed.

The high prevalence of MetS in patients with BD is reported to
be comparable to the prevalence of MetS in patients with schizo-
phrenia. A small study has also investigated if the presence of MetS
was associated with hyper-homocysteinaemia in patients with BD
(N ¼ 36) and schizophrenia (N ¼ 46) treated with SGA. The pres-
ence of the MetS was significantly associated with an elevated
serum homocysteine in all participants.136

SGAs are increasingly being used to treat childrenwith a variety
of psychiatric illnesses. In a cross-sectional study, Devlin et al.
assessed the association of the methylenetetrahydrofolate reduc-
tase (MTHFR) C677T gene variant with features of MetS in SGA-
treated (n ¼ 105) and SGA-naive (n ¼ 112) children. The MTHFR
C677T variant, is associated with higher concentrations of serum
homocysteine, and was chosen because it was previously reported
to be associated with risk for CVD,137,138 although this is now con-
tended.139 It is also associated with features of MetS in adults
without psychiatric illness. MetS was determined in children, based
on the: waist circumference �90th percentile for age and sex;
plasma triglyceride �1.24 mmol/L; plasma high-density lipopro-
tein-cholesterol �1.03 mmol/L; systolic or diastolic blood pressure
�90th percentile for age, sex, and height; and fasting glucose
�5.6 mmol/L. 15% of the children treated with SGA had MetS
compared with 2% of the SGA-naive children. The MTHFR 677T
allele was associated (P < 0.05) with MetS (OR 5.75, 95%
CI¼ 1.18e28.12) in the SGA-treated children. A positive relationship
between the MTHFR 677T allele and diastolic blood pressure Z-
scores (P ¼ 0.001) and fasting plasma glucose (P < 0.05) in children
treated with SGAs. There was a high prevalence of MetS in these
children and a metabolic alteration associated with the MTHFR
C677T variant may have a role in the development of MetS features
in children treated with SGAs.140

SGAs are widely used in psychiatric disease and appear to have
different propensities for inducing weight gain. An analysis of the
randomized-controlled trials and observational studies published
between 2010 and 2014 with sample sizes exceeding 100, have
been analysed to determine the ranking of SGAs with respect to
affecting weight gain. Clozapine and olanzapine appear to have the
highest risk, followed by amisulpride, asenapine, iloperidone, pal-
iperidone, quetiapine, risperidone and sertindole in the middle,
and aripiprazole, lurasidone and ziprasidone with the lowest risk.
Younger patients and patients with a lower baseline body mass
index appear to be most vulnerable. The greatest amount of weight
gain occurs within the first few weeks of treatment.141

Data were obtained from a longitudinal study initially started in
2007, and included 351 Swiss psychiatric patients, with baseline
metabolic parameters that were monitored at several time-points
(baseline and/or 1, 3, 6, 9, 12 months). IDF and World Health Or-
ganization definitions were used to define MetS and obesity,
respectively. The prevalence of MetS and obesity were 22% and 17%,
respectively, at baseline and 32% and 24% after 1 year. ROC analyses
suggested that an early weight gain >5% after a period of 1 month
was the best predictor for longer-term weight gain (�15% after 3
months: sensitivity, 67%; specificity, 88%; �20% after 12 months:
sensitivity, 47%; specificity, 89%). The authors therefore suggest that
following the prescription of psychotropic drugs, a 5% threshold for
weight gain after 1 month should raise concerns about weight-
controlling strategies.142 This would of course mean an early
follow-up in these patients.

The prevalence of MetS in schizophrenic patients taking olan-
zapine monotherapy for at least six months and to determine the
most important risk factors associated with the presence of MetS,
was studied in 93 long term hospitalized schizophrenic patients (71
men, 22 women). The prevalence of MetS according to IDF criteria
was 34.4%. Multivariate analysis showed that a family history of DM
(p ¼ 0.002), body mass index >25 kg/m2 (p ¼ 0.002), family history
of dyslipidaemia (p ¼ 0.008), and elevated serum CRP (p ¼ 0.042)
were determinants of MetS. There was a high rate of MetS in pa-
tients treated with olanzapine.143

The relationship between MetS, severity of psychiatric symp-
toms, living arrangements, health behaviour and antipsychotic
medication was investigated in outpatients with schizophrenia
spectrum disorders. A general practitioner and psychiatric nurses
performed a comprehensive health examination for all the patients
with schizophrenia spectrum disorders treated in a psychosis
outpatient clinic MetS was made according to IDF definition. 276
patients (152 men), the mean age of the group was 44.9 ± 12.6
years. Of the group, 58.7% had MetS. Treatment with clozapine
doubled the risk of MetS (OR¼ 2.04, 95% CI 1.09e3.82, P ¼ 0.03).144

10. Managing CVD risk in patients with psychiatric disorders

10.1. Drug treatment

There appear to be significant differences in the risks of devel-
oping metabolic abnormalities with the different available SGAs
(see Table 5). This is likely to be due to differential, off-target effects
of these SGGAs on receptors for neurotransmitters that include
central 5-hydroytryptamine-2C and histamine-H1 receptors, and
peripheral M3-muscarinic receptors.145 It may be possible to avoid
these potentially adverse effects by switching to those with the
least metabolic impact. It is also evident that the likelihood of
longer-termweight gain and MetS can be determined within a few
weeks of starting treatment with SGAs. Screening for weight gain
and impaired glucose tolerance would appear to be important, if
longer term CVD risk is to be avoided. This also implies that there
should be a baseline assessment of CVD risk factors. Adherence to
American Psychiatric Association/American Diabetes Association
consensus statement recommendations on rates of baseline lipid
monitoring is disappointingly low in the absence of systems to
encourage or systematise best practice,146 and despite the high
prevalence of CVD risk factors in the populationwith SMI, there are
considerable variations in screening for these risk factors and a
need for improvement in some populations and settings.147

The benefits of treatment with statins in the secondary pre-
vention of CVD are well established,148 although for primary pre-
vention, even in individuals at high-risk, the benefits are contended
with respect to all-cause mortality.149 Psychiatric complications do
not appear to be a prominent feature among the spectrum of re-
ported adverse effects of statins.150 Statins are however, associated
with an increased risk of incident DM and myopathy,148 although
the risk-benefit ratio appears to favour statin use.148 The value of
using statins in low-risk subjects remains debatable.151

Table 5
Impact of specific antipsychotic drugs on weight gain.

Risk of weight gain Drugs

High Clozapine, Olanzapine, Quetiapine, Zotepine
Moderate Amisulpride, Asenapine, Iloperidone,

Paliperidone, Quetiapine, Risperidone
and Sertindole

Low Aripiprazole, Lurasidone and Ziprasidone
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Overweight, obesity, dyslipidaemia, DM, and MetS are common in
patients with SMI, and these co-morbidities increase the risk of
mortality. Given the increased risk of CVD in patients with SMI,
statin use should at least be considered in the primary prevention
of cardiovascular and cerebrovascular events in psychiatric pa-
tients, especially in those at high risk.152 The use of atypical anti-
psychotics and the presence of SMI are now both included in the
QRISK3 algorithm for assessing CVD risk in the United Kingdom.153

Peroxisome Proliferator-Activated Receptors (PPARs) are a
family of nuclear receptors that are involved in nutrient sensing
and whose activation modulate the expression of genes involved in
glucose and lipoprotein metabolism and the inflammation path-
ways.154 PPAR agonist, for example the fibrate class of drugs, have
been used for several years in the treatment of metabolic abnor-
malities, such as dyslipidaemia, there has been increasing attention
on their use for inflammation-related conditions. In the field of
psychiatry, it has recently emerged that inflammatory processes are
involved in the pathophysiology of several important disorders,
such as schizophrenia and mood disorders.155 Fibrates are some-
times necessary to treat severe hypertriglyceridaemia, which is
associated with SGA treatment, if an alternative cannot be found.156

10.2. Life style interventions

A sedentary lifestyle is an independent predictor of cardiovas-
cular disease.157 Van Camfort et al. investigated the associations
between sitting time (as a proxy for a sedentary lifestyle), physical
fitness and metabolic parameters in 219 patients with BD. A higher
BMI, poorer physical fitness and higher dose of antipsychotic
medication were independent predictors of higher levels of sitting
behaviour. The model explained 76.5% of the variability in the
sitting time.158 Interventions that target a sedentary lifestyle are
probably necessary in patients with SMI, including BD. Eskilinen
et al. have reported that self-reported regular physical activity
decreased the risk of MetS significantly.144

In a meta-analysis of 26 studies that examined the impact of
lifestyle interventions on CVD risk factors, Fernandez-San-Martin
and colleagues have reported a significant improvement in
anthropometric (BMI and waist circumference) and biochemical
parameters (fasting blood glucose, and fasting triglycerides and
total cholesterol) at 3 months that were maintained at 12
months.159 Some of the practical difficulties of introducing a com-
bined intervention of diet and physical activity are described by
Masa-Font and colleagues160 in the CAPiCOR trial of men with
schizophrenia. This suggests that long term compliance is neces-
sary for any significant impact on CVD risk factors. In their sys-
tematic review of dietary interventions, Teasdale and colleagues
report that dietician-led and early interventions appeared to have
the greatest impact on weight control.

161The role and importance of the intestinal microbiota in hu-
man health is now being better understood.162 Recent studies have
reported a strong impact of antipsychotics on intestinal microbiota
composition,163 and this may have an impact on adiposity.164

Experimental models suggest that treatment with prebiotics may
be effective in limiting weight gain following treatment with
antipsychotics.165

11. Conclusions

MetS is a common constellation of cardiovascular risk factors. Its
prevalence appears to be higher among some groups of patients
with psychiatric disease, such as schizophrenia and BD, and this
may, in part, account for the increased morbidity and mortality in
these patients. The relationship between SMI and MetS is complex.
SMI may cause a predisposition to MetS; features of MetS, such as

obesity, may exacerbate SMI, and there are likely to be common risk
factors that contribute to both conditions. Treatment with anti-
psychotics and anti-depressive drugs may increase the risk of MetS
even further. This may be due to off-target effects of these drugs,
including effects on appetite, weight gain, and sedentariness. The
impact on weight gain appears to occur within weeks, and weight
gain during this time may be predictive of much greater weight
gain in the longer term. Despite the very high risk of CVD in pa-
tients with psychiatric disease, physical screening for MetS and
weight gain after commencing treatment with SGA appears to be
sub-optimal in most settings. Lifestyle interventions, such as
increasing physical activity and dietary change clearly have an
important part to play in reducing the risk of MetS in patients with
SMI, and need to be implemented at an early stage.

Declarations of interest

Nil.

Acknowledgements

The author would like to thank Dr Alastair Forrest, Head of the
School of Psychiatry, Health Education England-Kent Surrey &
Sussex, for advice and insightful comments on the manuscript.

References

1. McGrath J, Saha S, Chant D, Welham J. Schizophrenia: a concise overview of
incidence, prevalence, and mortality. Epidemiol Rev. 2008;30(1):67e76.

2. Crump C, Sundquist K, Winkleby MA, Sundquist J. Comorbidities and mor-
tality in bipolar disorder a Swedish national cohort study. JAMA Psychiatry.
2013;70(9):931e939.

3. Insel T. Post by Former NIMH Director Thomas Insel: getting serious about
mental illness. www.nimh.nih.gov/about/directors/thomas-insel/blog/2013/
getting-serious-about-mental-illness.shml2013 [updated July 31st 2013;
cited 2018 13th April].

4. S.o.H.a.H. Services. Federal register. 1993:29422e29425.
5. Reaven GM. Role of insulin resistance in human disease. Diabetes.

1988;37(12):1595e1607.
6. Bjorntorp P. Abdominal fat distribution and disease. An overview of epide-

miologic data. Ann Med. 1992;24(1):15e18.
7. Bjorntorp P, Rosmond R. The metabolic syndrome e a neuroendocrine dis-

order? Br J Nutr. 2000;83:S49eS57.
8. Tirupati S, Chua LE. Obesity and metabolic syndrome in a psychiatric reha-

bilitation service. Aust N Z J Psychiatry. 2007;41(7):606e610.
9. Boreu QF, Poch PR, Chia AB, et al. Cardiovascular risk factors, cardiovascular

risk and quality of life in patients with a severe mental disorder. Atencion
Primaria. 2013;45(3):141e148.

10. Labarthe A, Fiquet O, Hassouna R, et al. Ghrelin-derived peptides: a link be-
tween appetite/reward, GH axis, and psychiatric disorders? Front Endocrinol.
2014;5.

11. Williamson K, Kilner K, Clibbens N. A comparison of the nutrient intake of a
community-dwelling first-episode psychosis cohort, aged 19-64 years, with
data from the UK population. J Nutr Sci. 2015;4.

12. Stubbs B, Williams J, Gaughran F, Craig T. How sedentary are people with
psychosis? A systematic review and meta-analysis. Schizophr Res.
2016;171(1e3):103e109.

13. Bonnet F, Irving K, Terra JL, Nony P, Berthezene F, Moulin P. Depressive
symptoms are associated with unhealthy lifestyles in hypertensive patients
with the metabolic syndrome. J Hypertens. 2005;23(3):611e617.

14. Vazquez C, Alcaraz F, Balsa JA, Zamarron I, Arrieta F, Carretero JIB. Prevalence
of psychiatric cases in overweight or obese patients attended in a hospital
outpatient clinic. Med Clin. 2008;130(2):41e46.

15. Nevin MA. Pediatric obesity, metabolic syndrome, and obstructive sleep Ap-
nea syndrome. Pediatr Ann. 2013;42(10):205e210.

16. Moraitis AG, Block T, Nguyen D, Belanoff JK. The role of glucocorticoid re-
ceptors in metabolic syndrome and psychiatric illness. J Steroid Biochem Mol
Biol. 2017;165:114e120.

17. Velaseo-Rey MC, Gutierrez-Lopez MI, Sanchez-Munoz M, Trujillo-Borrego A,
Sanchez-Bonome L. Psychotic depression induced by Obstructive Sleep
Apnoea Syndrome (OSAS): a case reported. Actas Esp Psiquiatr. 2012;40(1):
43e45.

18. Maslov B, Marcinko D, Milicevic R, Babic D, Dordevic V, Jakovljevic M.
Metabolic syndrome, anxiety, depression and suicidal tendencies in post-
traumatic stress disorder and schizophrenic patients. Coll Antropol. 2009;33:
7e10.

G. Ferns / Translational Metabolic Syndrome Research xxx (2018) 1e16 13

Please cite this article in press as: Ferns G, Cause, consequence or coincidence: The relationship between psychiatric disease and metabolic
syndrome, Translational Metabolic Syndrome Research (2018), https://doi.org/10.1016/j.tmsr.2018.04.003

http://refhub.elsevier.com/S2588-9303(18)30005-7/sref1
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref1
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref1
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref2
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref2
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref2
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref2
http://www.nimh.nih.gov/about/directors/thomas-insel/blog/2013/getting-serious-about-mental-illness.shml2013
http://www.nimh.nih.gov/about/directors/thomas-insel/blog/2013/getting-serious-about-mental-illness.shml2013
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref4
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref4
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref5
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref5
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref5
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref6
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref6
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref6
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref7
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref7
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref7
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref7
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref8
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref8
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref8
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref9
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref9
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref9
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref9
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref10
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref10
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref10
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref11
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref11
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref11
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref12
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref12
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref12
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref12
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref12
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref13
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref13
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref13
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref13
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref14
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref14
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref14
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref14
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref15
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref15
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref15
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref16
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref16
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref16
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref16
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref17
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref17
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref17
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref17
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref17
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref18
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref18
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref18
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref18
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref18


19. Lane JM, Liang JJ, Vlasac I, et al. Genome-wide association analyses of sleep
disturbance traits identify new loci and highlight shared genetics with
neuropsychiatric and metabolic traits. Nat Genet. 2017;49(2):274e281.

20. Bivanco-Lima D, Santos ID, Vannucchi AMC, Ribeiro M. Cardiovascular risk in
individuals with depression. Rev Assoc Med Bras. 2013;59(3):298e304.

21. Cleeman JI, Grundy SM, Becker D, et al. Executive summary of the Third
Report of the National Cholesterol Education Program (NCEP) expert panel on
detection, evaluation, and treatment of high blood cholesterol in adults (Adult
Treatment Panel III). J Am Med Assoc. 2001;285(19):2486e2497.

22. Alberti K, Zimmet P, Shaw J. The metabolic syndrome e a new worldwide
definition. Lancet. 2005;366(9491):1059e1062.

23. Kahn R, Buse J, Ferrannini E, Stern M. The metabolic syndrome: time for a
critical appraisal e Joint statement from the American Diabetes Association
and the European Association for the Study of Diabetes. Diabetes Care.
2005;28(9):2289e2304.

24. Meigs JB, Wilson PWF, Nathan DM, D'Agostino RB, Williams K, Haffner SM.
Prevalence and characteristics of the metabolic syndrome in the San Antonio
Heart and Framingham offspring studies. Diabetes. 2003;52(8):2160e2167.

25. Rothbard AB, Blank MB, Staab JP, et al. Previously undetected metabolic
syndromes and infectious diseases among psychiatric inpatients. Psychiatr
Serv. 2009;60(4):534e537.

26. Foguet-Boreu Q, San Martin MIF, Mateo G, et al. Cardiovascular risk assess-
ment in patients with a severe mental illness: a systematic review and meta-
analysis. BMC Psychiatry. 2016;16.

27. Suvisaari JM, Saarni SI, Perala J, et al. Metabolic syndrome among persons
with schizophrenia and other psychotic disorders in a general population
survey. J Clin Psychiatry. 2007;68(7):1045e1055.

28. Saarni SE, Saarni SI, Fogelholm M, et al. Body composition in psychotic dis-
orders: a general population survey. Psycholog Med. 2009;39(5):801e810.

29. Stanley SH, Laugharne JDE, Addis S, Sherwood D. Assessing overweight and
obesity across mental disorders: personality disorders at high risk. Soc Psy-
chiatry Psychiatr Epidemiol. 2013;48(3):487e492.

30. Ohaeri JU, Akanji AO. Metabolic Syndrome in Severe Mental Disorders. Metab
Syndr Relat Disord. 2011;9(2):91e98.

31. Solia F, Rosso G, Maina G. Metabolic syndrome in acute psychiatric inpatients:
clinical correlates. J Psychopathol Giornale Di Psicopatol. 2015;21(3):246e253.

32. Jin H, Lanouette NM, Mudaliar S, et al. Association of posttraumatic stress
disorder with increased prevalence of metabolic syndrome. J Clin Psycho-
pharmacol. 2009;29(3):210e215.

33. Jin H, Folsom D, Sasaki A, et al. Increased Framingham 10-year risk of coronary
heart disease in middle-aged and older patients with psychotic symptoms.
Schizophr Res. 2011;125(2-3):295e299.

34. Sartorius N. The classification of mental dosorders in the tenth revision of the
International Classification of Diseases. Eur Psychiatry. 1991;6(6):315e322.

35. Hussain T, Margoob MA, Shoib S, Shafat M, Chandel RK. Prevalence of meta-
bolic syndrome among psychiatric inpatients: a hospital based study from
Kashmir. J Clin Diagn Res. 2017;11(6). VC05-VC8.

36. Alosaimi FD, Abalhassan M, Alhaddad B, et al. Prevalence of metabolic syn-
drome and its components among patients with various psychiatric diagnoses
and treatments: a cross-sectional study. Gen Hosp Psychiatry. 2017;45:62e69.

37. Fann JR, Bombardier CH, Dikmer S, et al. Validity of the patient health ques-
tionnaire-9 in assessing depression following traumatic brain injury. Journal
of Head Trauma Rehabil. 2005;20(6):501e511.

38. Gelaye B, Williams MA, Lemma S, et al. Major depressive disorder and
cardiometabolic disease risk among sub-Saharan African adults. Diabetes
Metab Syndr Clin Res Rev. 2015;9(3):183e191.

39. Osby U, Olsson E, Edman G, Hilding A, Eriksson SV, Ostenson CG. Psychotic
disorder is an independent risk factor for increased fasting glucose and waist
circumference. Nordic J Psychiatry. 2014;68(4):251e258.

40. Gossell-Williams M, Martin J, Neita S, et al. Prevalence of the metabolic
syndrome in patients presenting to the University Hospital of theWest Indies:
a need to adopt proactive screening and specific management policy. West
Indian Med J. 2012;61(8):802e808.

41. Peer N, Lombard C, Steyn K, Levitt N. High prevalence of metabolic syndrome
in the Black population of Cape Town: the cardiovascular risk in Black South
Africans (CRIBSA) study. Eur J Prev Cardiol. 2015;22(8):1036e1042.

42. Saloojee S, Burns JK, Motala AA. High risk of metabolic syndrome among black
South African women with severe mental illness. South Afr J Psychiatry. 2017:
23.

43. Ko YK, Soh MA, Kang SH, Lee JI. The prevalence of metabolic syndrome in
schizophrenic patients using antipsychotics. Clin Psychopharmacol Neurosci.
2013;11(2):80e88.

44. WHO. Schizophrenia fact sheet http://www.who.int/mediacentre/factsheets/
fs397/en/2016. [updated April 2016; cited 2018 20th January 2018].

45. Bradley AJ, Dinan TG. A systematic review of hypothalamic-pituitary-adrenal
axis function in schizophrenia: implications for mortality. J Psychopharmacol.
2010;24(11):91e118.

46. Casey DA, Rodriguez M, Northcott C, Vickar G, Shihabuddin L. Schizophrenia:
medical illness, mortality and aging. Int J Psychiatry Med. 2011;41(3):
245e251.

47. Nielsen J, Juel J, Alzuhairi KS, et al. Unrecognised myocardial infarction in
patients with schizophrenia. Acta Neuropsychiatr. 2015;27(2):106e112.

48. Birkenaes AB, Opjordsmoen S, Brunborg C, et al. The level of cardiovascular
risk factors in bipolar disorder equals that of schizophrenia: a comparative
study. J Clin Psychiatry. 2007;68(6):917e923.

49. Moreno TSA, Gonzalez RT, Fleta JLH, Perez PL. Prevalence of the metabolic
syndrome among schizophrenic patients hospitalized in the Canary Islands.
Actas Esp Psiquiatr. 2007;35(6):359e367.

50. McEvoy JP, Meyer JM, Goff DC, et al. Prevalence of the metabolic syndrome in
patients with schizophrenia: baseline results from the Clinical Antipsychotic
Trials of Intervention Effectiveness (CATIE) Schizophrenia Trial and comparison
with national estimates from NHANES III. Schizophr Res. 2005;80(1):19e32.

51. De Hert MA, van Winkel R, Van Eyck D, et al. Prevalence of the metabolic
syndrome in patients with schizophrenia treated with antipsychotic medi-
cation. Schizophr Res. 2006;83(1):87e93.

52. Grover S, Nebhinani N, Chakrabarti S, et al. Cardiac risk factors and metabolic
syndrome in patients with schizophrenia admitted to a general hospital
psychiatric unit. Indian J Psychiatry. 2014;56(4):371e376.

53. Garcia-Rizo C, Fernandez-Egea E, Oliveira C, et al. Metabolic syndrome or
glucose challenge in first episode of psychosis? Eur Psychiatry. 2017;41:
42e46.

54. Nyboe L, Vestergaard CH, Moeller MK, Lund H, Videbech P. Metabolic syn-
drome and aerobic fitness in patients with first-episode schizophrenia,
including a 1-year follow-up. Schizophr Res. 2015;168(1-2):381e387.

55. Annamalai A, Kosir U, Tek C. Prevalence of obesity and diabetes in patients
with schizophrenia. World J Diabetes. 2017;8(8):390e396.

56. Yazici MK, Yagcioglu AEA, Ertugrul A, et al. The prevalence and clinical cor-
relates of metabolic syndrome in patients with schizophrenia: findings from a
cohort in Turkey. Eur Arch Psychiatry Clin Neurosci. 2011;261(1):69e78.

57. Huang MC, Lu ML, Tsai CJ, et al. Prevalence of metabolic syndrome among
patients with schizophrenia or schizoaffective disorder in Taiwan. Acta Psy-
chiatr Scand. 2009;120(4):274e280.

58. Sugawara N, Yasui-Furukori N, Sato Y, et al. Prevalence of metabolic syndrome
among patients with schizophrenia in Japan. Schizophr Res. 2010;123(2-3):
244e250.

59. Lee J, Nurjono M, Wong A, Salim A. Prevalence of metabolic syndrome among
patients with Schizophrenia in Singapore. Ann Acad Med Singapore.
2012;41(10):457e462.

60. Seow LSE, Chong SA, Wang PZ, Shafie S, Ong HL, Subramaniam M. Metabolic
syndrome and cardiovascular risk among institutionalized patients with
schizophrenia receiving long term tertiary care. Compr Psychiatry. 2017;74:
196e203.

61. Sweileh WM, Zyoud SH, Dalal SA, Ibwini S, Sawalha AF, Ali I. Prevalence of
metabolic syndrome among patients with Schizophrenia in Palestine. BMC
Psychiatry. 2012;12.

62. Sugai T, Suzuki Y, Yamazaki M, et al. High prevalence of obesity, hypertension,
hyperlipidemia, and diabetes mellitus in Japanese outpatients with schizo-
phrenia: a nationwide survey. PLoS One. 2016;11(11).

63. Krishnan E, Baker JF, Furst DE, Schumacher HR. Gout and the risk of acute
myocardial infarction. Arthr Rheumat. 2006;54(8):2688e2696.

64. Choi HK, Ford ES. Prevalence of the metabolic syndrome in individuals with
hyperuricemia. Am J Med. 2007;120(5):442e447.

65. DeBoer MD, Gurka MJ. Low sensitivity for the metabolic syndrome to detect
uric acid elevations in females and non-Hispanic-black male adolescents: an
analysis of NHANES 1999-2006. Atherosclerosis. 2012;220(2):575e580.

66. Yao JK, Reddy R, van Kammen DP. Reduced level of plasma antioxidant uric
acid in schizophrenia. Psychiatry Res. 1998;80(1):29e39.

67. Yao JK, Dougherty GG, Reddy RD, et al. Homeostatic Imbalance of Purine
Catabolism in First-Episode Neuroleptic-Naive Patients with Schizophrenia.
Plos One. 2010;5(3).

68. Albert U, De Cori D, Aguglia A, Barbaro F, Bogetto F, Maina G. Increased uric
acid levels in bipolar disorder subjects during different phases of illness. J
Affect Disord. 2015;173:170e175.

69. Chiu CC, Chen CH, Huang MC, Chen PY, Tsai CJ, Lu ML. The relationship be-
tween serum uric acid concentration and metabolic syndrome in patients
with schizophrenia or schizoaffective disorder. J Clin Psychopharmacol.
2012;32(5):585e592.

70. Lin CC, Yu SC, Wu BJ, Chang DJ. Measurement of waist circumference at
different sites affects the detection of abdominal obesity and metabolic syn-
drome among psychiatric patients. Psychiatry Res. 2012;197(3):322e326.

71. Buckley DI, Fu RW, Freeman M, Rogers K, Helfand M. C-Reactive protein as a
risk factor for coronary heart disease: a systematic review and meta-analyses
for the US preventive services task force. Ann Intern Med. 2009;151(7),
483eW161.

72. Joseph J, Depp C, Martin AS, et al. Associations of high sensitivity C-reactive
protein levels in schizophrenia and comparison groups. Schizophr Res.
2015;168(1-2):456e460.

73. Soreca I, Frank E, Kupfer DJ. The phenomenology of bipolar disorder: what
drives the higher rate of medical burden and determines long-term prog-
nosis? Depress Anxiety. 2009;26(1):73e82.

74. Lala SV, Sajatovic M. Medical and psychiatric comorbidities among elderly
individuals with bipolar disorder: a literature review. J Geriatr Psychiatry
Neurol. 2012;25(1):20e25.

75. Amann BL, Radua J, Wunsch C, Konig B, Simhandl C. Psychiatric and physical
comorbidities and their impact on the course of bipolar disorder: a pro-
spective, naturalistic 4-year follow-up study. Bipolar Disord. 2017;19(3):
225e234.

76. Basu R, Brar JS, Chengappa KNR, et al. The prevalence of the metabolic syn-
drome in patients with schizoaffective disorder e bipolar subtype. Bipolar
Disord. 2004;6(4):314e318.

G. Ferns / Translational Metabolic Syndrome Research xxx (2018) 1e1614

Please cite this article in press as: Ferns G, Cause, consequence or coincidence: The relationship between psychiatric disease and metabolic
syndrome, Translational Metabolic Syndrome Research (2018), https://doi.org/10.1016/j.tmsr.2018.04.003

http://refhub.elsevier.com/S2588-9303(18)30005-7/sref19
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref19
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref19
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref19
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref20
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref20
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref20
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref21
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref21
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref21
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref21
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref21
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref22
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref22
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref22
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref22
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref23
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref23
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref23
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref23
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref23
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref23
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref24
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref24
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref24
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref24
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref25
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref25
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref25
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref25
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref26
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref26
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref26
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref27
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref27
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref27
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref27
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref28
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref28
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref28
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref29
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref29
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref29
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref29
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref30
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref30
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref30
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref31
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref31
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref31
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref32
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref32
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref32
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref32
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref33
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref33
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref33
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref33
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref34
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref34
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref34
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref35
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref35
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref35
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref36
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref36
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref36
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref36
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref37
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref37
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref37
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref37
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref38
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref38
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref38
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref38
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref39
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref39
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref39
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref39
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref40
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref40
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref40
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref40
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref40
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref41
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref41
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref41
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref41
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref42
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref42
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref42
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref43
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref43
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref43
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref43
http://www.who.int/mediacentre/factsheets/fs397/en/2016
http://www.who.int/mediacentre/factsheets/fs397/en/2016
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref45
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref45
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref45
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref45
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref46
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref46
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref46
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref46
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref47
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref47
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref47
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref48
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref48
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref48
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref48
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref49
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref49
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref49
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref49
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref50
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref50
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref50
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref50
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref50
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref51
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref51
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref51
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref51
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref52
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref52
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref52
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref52
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref53
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref53
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref53
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref53
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref54
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref54
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref54
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref54
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref55
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref55
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref55
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref56
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref56
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref56
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref56
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref57
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref57
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref57
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref57
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref58
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref58
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref58
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref58
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref59
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref59
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref59
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref59
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref60
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref60
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref60
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref60
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref60
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref61
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref61
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref61
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref62
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref62
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref62
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref63
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref63
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref63
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref64
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref64
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref64
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref65
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref65
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref65
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref65
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref66
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref66
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref66
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref67
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref67
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref67
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref68
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref68
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref68
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref68
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref69
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref69
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref69
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref69
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref69
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref70
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref70
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref70
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref70
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref71
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref71
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref71
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref71
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref71
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref72
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref72
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref72
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref72
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref73
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref73
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref73
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref73
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref74
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref74
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref74
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref74
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref75
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref75
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref75
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref75
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref75
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref76
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref76
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref76
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref76
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref76


77. Weiner M, Warren L, Fiedorowicz JG. Cardiovascular morbidity and mortality
in bipolar disorder. Ann Clin Psychiatry. 2011;23(1):40e47.

78. Westman J, Hallgren J, Wahlbeck K, Erlinge D, Alfredsson L, Osby U. Cardio-
vascular mortality in bipolar disorder: a population-based cohort study in
Sweden. BMJ Open. 2013;3(4).

79. van Winkel R, De Hert M, Van Eyck D, et al. Prevalence of diabetes and the
metabolic syndrome in a sample of patients with bipolar disorder. Bipolar
Disord. 2008;10(2):342e348.

80. Brochard H, Boudebesse C, Henry C, Godin O, Leboyer M, Etain B. Metabolic
syndrome and bipolar disorder: is sleep the missing link? Encephale Rev
Psychiatr Clin Biol Ther. 2016;42(6):562e567.

81. Chang HH, Chou CH, Chen PS, et al. High prevalence of metabolic disturbances
in patients with bipolar disorder in Taiwan. J Affect Disord. 2009;117(1-2):
124e129.

82. Ezzaher A, Mouhamed DH, Mechri A, et al. Metabolic syndrome in Tunisian
bipolar I patients. Afr Health Sci. 2011;11(3):414e420.

83. Guan NH, Liu HR, Diao FC, Zhang JB, Zhang M, Wu TJ. Prevalence of metabolic
syndrome in bipolar patients initiating acute-phase treatment: a 6-month
follow up. Psychiatry Clin Neurosci. 2010;64(6):625e633.

84. Lee NY, Kim SH, Cho B, et al. Patients taking medications for bipolar disorder
are more prone to metabolic syndrome than Korea's general population. Prog
Neuro-Psychopharmacol Biolog Psychiatry. 2010;34(7):1243e1249.

85. Ayerbe L, Forgnone I, Addo J, Siguero A, Gelati S, Ayis S. Hypertension risk and
clinical care in patients with bipolar disorder or schizophrenia; a systematic
review and meta-analysis. J Affect Disord. 2018;225:665e670.

86. Salvi V, Grua I, Cerveri G, Mencacci C, Barone-Adesi F. The risk of new-onset
diabetes in antidepressant users - A systematic review and meta-analysis.
PLoS One. 2017;12(7).

87. Fagiolini A, Chengappa KNR, Soreca I, Chang J. Bipolar disorder and the
metabolic syndrome - Causal factors, psychiatric outcomes and economic
burden. CNS Drugs. 2008;22(8):655e669.

88. Vemuri M, Kenna HA, Wang PW, Ketter TA, Rasgon NL. Gender-specific lipid
profiles in patients with bipolar disorder. J Psychiatr Res. 2011;45(8):
1036e1041.

89. Dargel AA, Godin O, Kapczinski F, Kupfer DJ, Leboyer M. C-Reactive protein
alterations in bipolar disorder: a meta-analysis. J Clin Psychiatry. 2015;76(2):
142e150.

90. Vuksan-Cusa B, Sagud M, Jakovljevic M, et al. Association between C-reactive
protein and homocysteine with the subcomponents of metabolic syndrome in
stable patients with bipolar disorder and schizophrenia. Nordic J Psychiatry.
2013;67(5):320e325.

91. Wulsin LR, Vaillant GE, Wells VE. A systematic review of the mortality of
depression. Psychosomatic Med. 1999;61(1):6e17.

92. Lichtman JH, Bigger JT, Blumenthal JA, et al. Depression and coronary heart
disease: recommendations for screening, referral, and treatment: a science
advisory from the American heart association prevention committee of the
council on cardiovascular nursing, council on clinical cardiology, council on
epidemiology and prevention, and interdisciplinary council on quality of care
and outcomes research endorsed by the American psychiatric association.
Circulation. 2008;118(17):1768e1775.

93. Vancampfort D, Correll CU, Wampers M, et al. Metabolic syndrome and
metabolic abnormalities in patients with major depressive disorder: a meta-
analysis of prevalences and moderating variables. Psychol Med. 2014;44(10):
2017e2028.

94. Lehto SM, Hintikka J, Niskanen L, et al. Low HDL cholesterol associates with
major depression in a sample with a 7-year history of depressive symptoms.
Prog Neuro-Psychopharmacol Biolog Psychiatry. 2008;32(6):1557e1561.

95. Viscogliosi G, Andreozzi P, Chiriac IM, et al. Depressive symptoms in older
people with metabolic syndrome: is there a relationship with inflammation?
Int J Geriatr Psychiatry. 2013;28(3):242e247.

96. Posternak MA. Biological markers of atypical depression. Harv Rev Psychiatry.
2003;11(1):1e7.

97. Lasserre AM, Strippoli MPF, Glaus J, et al. Prospective associations of
depression subtypes with cardio-metabolic risk factors in the general popu-
lation. Mol Psychiatry. 2017;22(7):1026e1034.

98. Bermudes RA, Keck PE, Welge JA. The prevalence of the metabolic syndrome
in psychiatric inpatients with primary psychotic and mood disorders. Psy-
chosomatics. 2006;47(6):491e497.

99. Correia J, Ravasco P. Weight changes in Portuguese patients with depression:
which factors are involved? Nutr J. 2014;13.

100. Kim EY, Kim SH, Ha K, Lee HJ, Yoon DH, Ahn YM. Depression trajectories and
the association with metabolic adversities among the middle-aged adults. J
Affect Disord. 2015;188:14e21.

101. Kloiber S, Kohli MA, Brueckl T, et al. Variations in tryptophan hydroxylase 2
linked to decreased serotonergic activity are associated with elevated risk for
metabolic syndrome in depression. Mol Psychiatry. 2010;15(7):736e747.

102. Kahl KG, Herrmann J, Stubbs B, et al. Pericardial adipose tissue and the
metabolic syndrome is increased in patients with chronic major depressive
disorder compared to acute depression and controls. Prog Neuro-Psycho-
pharmacol Biological Psychiatry. 2017;72:30e35.

103. Raeder MB, Bjelland I, Vollset SE, Steen VM. Obesity, dyslipidemia, and dia-
betes with selective serotonin reuptake inhibitors: the Hordaland Health
Study. J Clin Psychiatry. 2006;67(12):1974e1982.

104. AKBvR Dortland, Giltay EJ, van Veen T, Zitman FG, Penninx BWJH. Metabolic
syndrome abnormalities are associated with severity of anxiety and

depression and with tricyclic antidepressant use. Acta Psychiatr Scand.
2010;122(1):30e39.

105. Da Silva MA, Balkau B, Roussel R, et al. Longitudinal association of antide-
pressant medication use with metabolic syndrome: results of a 9-year
follow-up of the DESIR cohort study. Psychoneuroendocrinology. 2016;74:
34e45.

106. Bisson JI, Cosgrove S, Lewis C, Roberts NP. Post-traumatic stress disorder. Br
Med J. 2015;351.

107. Levine AB, Levine LM, Levine TB. Posttraumatic Stress Disorder and Car-
diometabolic Disease. Cardiology. 2014;127(1):1e19.

108. Heppner PS, Crawford EF, Haji UA, et al. The association of posttraumatic
stress disorder and metabolic syndrome: a study of increased health risk in
veterans. BMC Med. 2009;7.

109. Linnville S, Hoyt RE, Moore JL, Segovia F, Hain RE. Posttraumatic stress dis-
order and metabolic syndrome: retrospective study of repatriated prisoners
of war. Milit Med. 2011;176(4):369e374.

110. Heppner PS, Lohr JB, Kash TP, Jin H, Wang HJ, Baker DG. Metabolic syndrome:
relative risk associated with post-traumatic stress disorder (PTSD) severity
and antipsychotic medication use. Psychosomatics. 2012;53(6):550e558.

111. Vancampfort D, Hallgren M, Mugisha J, et al. The prevalence of metabolic
syndrome in alcohol use disorders: a systematic review and meta-analysis.
Alcohol Alcohol. 2016;51(5):515e521.

112. Kivimaki M, Head J, Ferrie JE, et al. Work stress, weight gain and weight loss:
evidence for bidirectional effects of job strain on body mass index in the
Whitehall II study. Int J Obes. 2006;30(6):982e987.

113. Corica F, Corsonello A, Apolone G, et al. Metabolic syndrome, psychological
status and quality of life in obesity: the QUOVADIS Study. Int J Obes.
2008;32(1):185e191.

114. Munshi T, Patel A, Mazhar MN, Hassan T, Siddiqui EU. Frequency of metabolic
syndrome in psychiatric patients, is this the time to develop a standardized
protocol to reduce the morbidity from an acute care psychiatry unit. J Pak Med
Assoc. 2015;65(1):54e58.

115. Lin ECL, Shao WC, Yang HJ, et al. Is abnormal non-high-density lipoprotein
cholesterol a gender-specific predictor for metabolic syndrome in patients
with schizophrenia taking second-generation antipsychotics? Metabol Brain
Dis. 2015;30(1):107e113.

116. Ojala K, Niskanen L, Tiihonen J, Paavola P, Putkonen A, Repo-Tiihonen E.
Characterization of metabolic syndrome among forensic psychiatric in-
patients. J Forensic Psychiatry Psychol. 2008;19(1):33e51.

117. Correll CU, Frederickson AM, Kane JM, Manu P. Metabolic syndrome and the
risk of coronary heart disease in 367 patients treated with second-generation
antipsychotic drugs. J Clin Psychiatry. 2006;67(4):575e583.

118. Krane-Gartiser K, Breum L, Glumer C, et al. Prevalence of the metabolic
syndrome in Danish psychiatric outpatients treated with antipsychotics.
Nordic J Psychiatry. 2011;65(5):345e352.

119. Brunero S, Lamont S, Fairbrother G. Prevalence and predictors of metabolic
syndrome among patients attending an outpatient Clozapine clinic in
Australia. Arch Psychiatr Nurs. 2009;23(3):261e268.

120. Kim SH, Reaven G, Lindley S. Relationship between insulin resistance and C-
reactive protein in a patient population treated with second generation
antipsychotic medications. Int Clin Psychopharmacol. 2011;26(1):43e47.

121. Demirel A, Demirel OF, Emul M, Duran A, Ugur M. Relationships between IGF-
1, schizophrenia, and treatment of metabolic syndrome. Comprehens Psychi-
atry. 2014;55(6):1391e1397.

122. Margari F, Lozupone M, Pisani R, et al. Metabolic syndrome: differences be-
tween psychiatric and internal medicine patients. Int J Psychiatry Med.
2013;45(3):203e226.

123. Mackin P, Bishop D, Watkinson H, Gallagher P, Ferrier IN. Metabolic disease
and cardiovascular risk in people treated with antipsychotics in the com-
munity. Br J Psychiatry. 2007;191:23e29.

124. Diez JJ, Iglesias P. The role of the novel adipocyte-derived hormone adipo-
nectin in human disease. Eur J Endocrinol. 2003;148(3):293e300.

125. Elmslie JL, Porter RJ, Joyce PR, Hunt PJ, Shand BI, Scott RS. Comparison of
insulin resistance, metabolic syndrome and adiponectin in overweight bipolar
patients taking sodium valproate and controls. Austr N Z J Psychiatry.
2009;43(1):53e60.

126. Chang HH, Yang YK, Gean PW, Huang HC, Chen PS, Lu RB. The role of val-
proate in metabolic disturbances in bipolar disorder patients. J Affect Disord.
2010;124(3):319e323.

127. Correll CU, Frederickson AM, Kane JM, Manu P. Equally increased risk for
metabolic syndrome in patients with bipolar disorder and schizophrenia
treated with second-generation antipsychotics. Bipolar Disord. 2008;10(7):
788e797.

128. Ozenoglu A, Balci H, Ugurlu S, et al. The relationships of le[tin, adiponectin
levels and paroxynase activity with metabolic and cardiovascular risk factors
in females treated with psychiatric drugs. Clinics. 2008;63(5):651e660.

129. Taylor V, McKinnon MC, Macdonald K, Jaswal G, MacQueen GM. Adults with
mood disorders have an increased risk profile for cardiovascular disease
within the first 2 Years of treatment. Can J Psychiatry Rev Can Psychiatrie.
2010;55(6):362e368.

130. Newcomer JW. Metabolic considerations in the use of antipsychotic medi-
cations: a review of recent evidence. J Clin Psychiatry. 2007;68:20e27.

131. Saddichha S, Manjunatha N, Ameen S, Akhtar S. Metabolic syndrome in first
episode schizophrenia e a randomized double-blind controlled, short-term
prospective study. Schizophr Res. 2008;101(1-3):266e272.

G. Ferns / Translational Metabolic Syndrome Research xxx (2018) 1e16 15

Please cite this article in press as: Ferns G, Cause, consequence or coincidence: The relationship between psychiatric disease and metabolic
syndrome, Translational Metabolic Syndrome Research (2018), https://doi.org/10.1016/j.tmsr.2018.04.003

http://refhub.elsevier.com/S2588-9303(18)30005-7/sref77
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref77
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref77
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref78
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref78
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref78
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref79
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref79
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref79
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref79
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref80
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref80
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref80
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref80
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref81
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref81
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref81
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref81
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref82
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref82
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref82
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref83
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref83
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref83
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref83
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref84
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref84
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref84
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref84
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref85
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref85
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref85
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref85
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref86
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref86
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref86
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref87
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref87
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref87
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref87
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref88
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref88
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref88
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref88
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref89
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref89
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref89
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref89
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref90
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref90
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref90
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref90
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref90
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref91
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref91
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref91
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref92
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref92
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref92
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref92
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref92
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref92
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref92
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref92
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref93
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref93
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref93
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref93
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref93
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref94
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref94
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref94
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref94
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref95
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref95
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref95
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref95
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref96
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref96
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref96
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref97
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref97
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref97
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref97
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref98
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref98
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref98
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref98
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref99
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref99
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref100
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref100
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref100
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref100
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref101
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref101
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref101
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref101
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref102
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref102
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref102
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref102
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref102
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref103
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref103
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref103
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref103
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref104
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref104
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref104
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref104
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref104
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref105
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref105
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref105
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref105
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref105
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref106
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref106
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref107
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref107
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref107
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref108
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref108
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref108
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref109
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref109
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref109
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref109
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref110
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref110
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref110
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref110
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref111
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref111
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref111
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref111
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref112
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref112
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref112
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref112
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref113
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref113
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref113
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref113
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref114
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref114
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref114
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref114
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref114
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref115
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref115
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref115
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref115
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref115
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref116
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref116
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref116
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref116
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref117
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref117
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref117
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref117
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref118
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref118
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref118
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref118
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref119
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref119
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref119
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref119
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref120
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref120
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref120
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref120
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref121
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref121
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref121
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref121
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref122
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref122
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref122
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref122
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref123
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref123
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref123
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref123
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref124
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref124
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref124
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref125
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref125
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref125
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref125
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref125
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref126
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref126
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref126
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref126
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref127
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref127
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref127
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref127
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref127
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref128
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref128
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref128
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref128
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref129
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref129
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref129
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref129
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref129
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref130
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref130
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref130
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref131
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref131
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref131
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref131
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref131


132. Tadger S, Melamed Y. Weight gain due to long term antipsychotic treatment
of persistent mental disorders. Psychiatr Danub. 2008;20(1):37e41.

133. Henderson DC, Fan XD, Sharma B, et al. Waist circumference is the best
anthropometric predictor for insulin resistance in non diabetic patients with
schizophrenia treated with clozapine but not olanzapine. J Psychiatric Pract.
2009;15(4):251e261.

134. Karayal ON, Glue P, Bachinsky M, et al. Switching from Quetiapine to Zipra-
sidone: a sixteen-week, open-label, multicenter study evaluating the effec-
tiveness and safety of Ziprasidone in outpatient subjects with schizophrenia
or schizoaffective disorder. J Psychiatric Pract. 2011;17(2):100e109.

135. Newcomer JW. Metabolic risk during antipsychotic treatment. Clin Therapeut.
2004;26(12):1936e1946.

136. Vuksan-Cusa B, Jakovljevic M, Sagud M, et al. Metabolic syndrome and serum
homocysteine in patients with bipolar disorder and schizophrenia treated
with second generation antipsychotics. Psychiatry Res. 2011;189(1):21e25.

137. Casas JP, Bautista LE, Smeeth L, Sharma P, Hingorani AD. Homocysteine and
stroke: evidence on a causal link from mendelian randomisation. Lancet.
2005;365(9455):224e232.

138. Xuan C, Bai XY, Gao G, Yang Q, He GW. Association between polymorphism of
methylenetetrahydrofolate reductase (MTHFR) C677T and risk of myocardial
infarction: a meta-analysis for 8,140 cases and 10,522 controls. Arch Med Res.
2011;42(8):677e685.

139. Clarke R, Bennett DA, Parish S, et al. Homocysteine and coronary heart dis-
ease: meta-analysis of MTHFR case-control studies, avoiding publication bias.
PLoS Med. 2012;9(2).

140. Devlin AM, Ngai YF, Ronsley R, Panagiotopoulos C. Cardiometabolic risk and
the MTHFR C677T variant in children treated with second-generation anti-
psychotics. Translat Psychiatry. 2012;2.

141. Musil R, Obermeier M, Russ P, Hamerle M. Weight gain and antipsychotics: a
drug safety review. Expert Opin Drug Safety. 2015;14(1):73e96.

142. Vandenberghe F, Gholam-Rezaee M, Saig-Morgui N, et al. Importance of early
weight changes to predict long-term weight gain during psychotropic drug
Treatment. J Clin Psychiatry. 2015;76(11). E1417eU52.

143. Popovic I, Ravanic D, Jankovic S, et al. Long-Term treatment with Olanzapine
in hospital conditions: prevalence and predictors of the metabolic syndrome.
Srpski Arhiv Za Celokupno Lekarstvo. 2015;143(11-12):712e718.

144. Eskelinen S, Sailas E, Joutsenniemi K, Holi M, Suvisaari J. Clozapine use and
sedentary lifestyle as determinants of metabolic syndrome in outpatients
with schizophrenia. Nordic J Psychiatry. 2015;69(5):339e345.

145. Reynolds GP, Kirk SL. Metabolic side effects of antipsychotic drug treatment -
pharmacological mechanisms. Pharmacol Therapeut. 2010;125(1):169e179.

146. Laundon W, Muzyk AJ, Gagliardi JP, Christopher EJ, Rothrock-Christian T,
Jiang W. Prevalence of baseline lipid monitoring in patients prescribed sec-
ond-generation antipsychotics during their index hospitalization: a retro-
spective cohort study. Gen Hosp Psychiatry. 2012;34(4):380e384.

147. Baller JB, McGinty EE, Azrin ST, Juliano-Bult D, Daumit GL. Screening for
cardiovascular risk factors in adults with serious mental illness: a review of
the evidence. BMC Psychiatry. 2015:15.

148. Collins R, Reith C, Emberson J, et al. Interpretation of the evidence for the
efficacy and safety of statin therapy. Lancet. 2016;388(10059):2532e2561.

149. Ray KK, Seshasai SRK, Erqou S, et al. Statins and all-cause mortality in high-
risk primary prevention a meta-analysis of 11 randomized controlled trials
involving 65 229 participants. Arch Intern Med. 2010;170(12):1024e1031.

150. Silva MA, Swanson AC, Gandhi PJ, Tataronis GR. Statin-related adverse events:
a meta-analysis. Clin Therapeut. 2006;28(1):26e35.

151. Taylor F, Huffman MD, Macedo AF, et al. Statins for the primary prevention of
cardiovascular disease. Cochrane Database Syst Rev. 2013;1.

152. Andrade C. Primary prevention of cardiovascular events in patients with major
mental illness: a possible role for statins. Bipolar Disord. 2013;15(8):813e823.

153. Hippisley-Cox J, Coupland C, Brindle P. Development and validation of QRISK3
risk prediction algorithms to estimate future risk of cardiovascular disease:
prospective cohort study. Br Med J. 2017;357.

154. Semple RK, Chatterjee VKK, O'Rahilly S. PPAR gamma and human metabolic
disease. J Clin Investig. 2006;116(3):581e589.

155. Rolland B, Deguil J, Jardri R, Cottencin O, Thomas P, Bordet R. Therapeutic
prospects of PPARs in psychiatric disorders: a comprehensive review. Curr
Drug Targets. 2013;14(7):724e732.

156. Ito MK. Long-chain omega-3 fatty acids, fibrates and niacin as therapeutic
options in the treatment of hypertriglyceridemia: a review of the literature.
Atherosclerosis. 2015;242(2):647e656.

157. Tremblay MS, Colley RC, Saunders TJ, Healy GN, Owen N. Physiological and
health implications of a sedentary lifestyle. Appl Physiol Nutr Metabol.
2010;35(6):725e740.

158. Vancampfort D, Sienaert P, Wyckaert S, De Hert M, Stubbs B, Probst M. Sitting
time, physical fitness impairments and metabolic abnormalities in people
with bipolar disorder: an exploratory study. Psychiatry Res. 2016;242:7e12.

159. Fernandez-San-Martin MI, Martin-Lopez LM, Masa-Font R, et al. The effec-
tiveness of lifestyle interventions to reduce cardiovascular risk in patients
with severe mental disorders: meta-analysis of intervention studies. Commun
Mental Health J. 2014;50(1):81e95.

160. Masa-Font R, Fernandez-San-Martin MI, Lopez LMM, et al. The effectiveness
of a program of physical activity and diet to modify cardiovascular risk factors
in patients with severe mental illness after 3-month follow-up: CAPiCOR
randomized clinical trial. Eur Psychiatry. 2015;30(8):1028e1036.

161. Teasdale SB, Ward PB, Rosenbaum S, Samaras K, Stubbs B. Solving a weighty
problem: systematic review and meta-analysis of nutrition interventions in
severe mental illness. Br J Psychiatry. 2017;210(2):110e118.

162. Clemente JC, Ursell LK, Parfrey LW, Knight R. The impact of the gut microbiota
on human health: an integrative view. Cell. 2012;148(6):1258e1270.

163. Ticinesi A, Milani C, Lauretani F, et al. Gut microbiota composition is associ-
ated with polypharmacy in elderly hospitalized patients. Sci Rep. 2017;7.

164. Ley RE, Turnbaugh PJ, Klein S, Gordon JI. Microbial ecology e human gut
microbes associated with obesity. Nature. 2006;444(7122):1022e1023.

165. Kao ACC, Spitzer S, Anthony DC, Lennox B, Burnet PWJ. Prebiotic attenuation
of olanzapine-induced weight gain in rats: analysis of central and peripheral
biomarkers and gut microbiota. Translat Psychiatry. 2018;8.

G. Ferns / Translational Metabolic Syndrome Research xxx (2018) 1e1616

Please cite this article in press as: Ferns G, Cause, consequence or coincidence: The relationship between psychiatric disease and metabolic
syndrome, Translational Metabolic Syndrome Research (2018), https://doi.org/10.1016/j.tmsr.2018.04.003

http://refhub.elsevier.com/S2588-9303(18)30005-7/sref132
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref132
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref132
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref133
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref133
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref133
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref133
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref133
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref134
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref134
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref134
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref134
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref134
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref135
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref135
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref135
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref136
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref136
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref136
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref136
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref137
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref137
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref137
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref137
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref138
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref138
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref138
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref138
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref138
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref139
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref139
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref139
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref140
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref140
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref140
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref141
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref141
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref141
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref142
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref142
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref142
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref142
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref143
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref143
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref143
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref143
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref144
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref144
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref144
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref144
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref145
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref145
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref145
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref146
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref146
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref146
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref146
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref146
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref147
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref147
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref147
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref148
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref148
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref148
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref149
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref149
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref149
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref149
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref150
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref150
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref150
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref151
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref151
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref152
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref152
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref152
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref153
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref153
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref153
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref154
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref154
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref154
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref155
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref155
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref155
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref155
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref156
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref156
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref156
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref156
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref157
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref157
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref157
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref157
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref158
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref158
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref158
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref158
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref159
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref159
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref159
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref159
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref159
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref160
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref160
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref160
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref160
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref160
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref161
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref161
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref161
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref161
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref162
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref162
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref162
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref163
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref163
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref164
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref164
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref164
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref164
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref165
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref165
http://refhub.elsevier.com/S2588-9303(18)30005-7/sref165

	Cause, consequence or coincidence: the relationship between psychiatric disease and metabolic syndrome
	Cause, consequence or coincidence: The relationship between psychiatric disease and metabolic syndrome
	1. Introduction
	2. Prevalence of metabolic syndrome and its components in mixed populations of psychiatric conditions [Table 1]
	3. Prevalence of metabolic syndrome and associated features in patients with schizophrenia [Table 2]
	4. Prevalence of metabolic syndrome and associated features in patients with bipolar disorders [Table 3]
	5. Prevalence of metabolic syndrome and associated features in patients with depression [Table 4]
	6. Metabolic syndrome in patients with post-traumatic stress [Table 4]
	7. Prevalence of metabolic syndrome in patients with substance dependency
	8. Stress and metabolic syndrome and its components
	9. Effects of antipsychotic drug treatment on the risk of metabolic syndrome
	9.1. Cross-sectional studies
	9.2. Case-control studies
	9.3. Cohort studies

	10. Managing CVD risk in patients with psychiatric disorders
	10.1. Drug treatment
	10.2. Life style interventions

	11. Conclusions
	Declarations of interest
	Acknowledgements
	References


