
P a g e  4 1  |  U O J M  V o l u m e  4  I s s u e  1 |  M a y  2 0 1 4

C o m m e nta r y

Dying young: Excess morbidity and mortality in individuals with severe
mental illness and what we should be doing about it

Darya Kurowecki, BSc, MA1, Justin Godbout, BSc1

1Faculty of Medicine, University of Ottawa 

 “We talk about people with mental illness, and people 
with diabetes, and smokers and the obese, and so on and so on. 
We’re talking about the same people – just with different labels.” 
– Health care professional [1, p. 6]
 Severe mental illness (SMI) most commonly refers to 
mental disorders with a psychotic component and significantly 
reduced functioning despite the presence of inherent differences 
in risk factors, etiologies, and treatments [1]. The most common 
disorders that fall under this term include schizophrenia and bi-
polar disorder [1]. Over a decade of research into the morbidity 
and mortality of individuals with SMI has consistently revealed 
mortality rates two to three times higher and a life expectancy 
of 25-30 years shorter compared to the general population [1-4]. 
Contrary to popular belief, the main causes of early death are not 
drug overdose or suicide, but rather, preventable illnesses such 
as cardiovascular disease, diabetes, and HIV/AIDS [1,3,5-7]. Inci-
dence of other preventable conditions, such as obesity and respi-
ratory disease, is also much higher among patients with SMI, and 
when present, is associated with a more severe course of mental 
illness and a reduced quality of life [3,8]. Such findings bring sig-
nificant questions: what is the cause of this disparity in mortality/
morbidity? What can health care professionals do to help reduce 
this gap?
 A recent report by the Early Onset Illness and Mortality 
Working Group [1] outlines several factors that may contribute 
to poor physical health of people with SMI. Some factors, such as 
those related to the mental illness itself (e.g., cognitive impair-
ment, a lack of communication skills, medication side-effects) 
and socioeconomic status (e.g., poverty, poor education) may 
be less amenable to modification, but should nevertheless be a 
target for action. Other contributing factors include behaviour 
and lifestyle (e.g., physical inactivity, obesity, tobacco smoking), 
and poor preventative medical care (e.g., disparity in quality of 
medical care), both of which are more easily modifiable with the 
assistance of medical care practitioners. Here we will summarize 
the factors responsible for poor physical health in SMI, specifi-
cally focusing on the mental illness itself, socioeconomic status, 
behaviour and lifestyle, health care system barriers, and insuf-
ficient preventative medical care. We will then propose future 
directions and ways in which medical students and current medi-
cal professionals can help reduce this gap.

Factors Related to the mental illness itself 

 “Sometimes depression gets in the way. I have to work 
my way through the maze of it. If I’m not feeling okay emotion-
ally, it’s hard to care about the physical.” – Patient [1, p 13].
 There is significant evidence that the presence of men-
tal illness may impact individuals’ help-seeking behaviour, thus 
contributing to excess mortality and increased physical health 
problems [3]. For example, patients with SMI make fewer medi-
cal visits than the general population [9], are more functionally 
impaired [10], and are less likely to spontaneously report physical 
symptoms or seek adequate physical care [11]. This lack of help-
seeking behaviour may be due to the symptoms of the SMI like 
social isolation and suspicion [11,12], a general lack of awareness 
of physical problems because of cognitive deficits [12], reduced 
pain sensitivity from psychotropic medication [11,12], and/or 
difficulty in communicating physical needs [12,13]. The side ef-
fects of medications used to treat SMI in particular may also not 
only hinder help-seeking behaviour, but also may directly con-
tribute to obesity and cardiovascular disease [14]. For example, 
while treating depression may alleviate apathy and lack of moti-
vation, thereby enhancing patients’ ability to seek medical care 
for physical illnesses, psychotropic medications for schizophrenia 
and bipolar disorder not only directly increase the risk of physical 
side effects, but also increase apathy and further contribute to 
decreased help-seeking behaviour [14].
 Physicians must therefore be aware of the potential 
impact of mental illness and medications on help-seeking be-
haviour and physical health of patients with SMI, and respond 
accordingly. This act by physicians is especially important since 
findings show both primary and mental health care practitioners 
(including psychiatrists) as being less likely to inquire about their 
patients with SMI. For example, the smoking status of patients 
with SMI may not even be asked, thereby suggesting that these 
patients are treated differently as a result of their mental illness. 
In addition, there is evidence that physicians immediately jump 
to prescribing medications before inquiring about basic needs 
such as access to proper nutrition [1]. In order to decrease the 
excessive obesity associated with SMI, medical students and 
health care professionals must alter their approach to patient 
care
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Socioeconomic Factors 

 “I used to have a family doctor, but he was so far away, 
and I wouldn’t have bus fare, so I stopped going. At first I stopped 
taking my medication because I couldn’t pay bus fare to go to the 
doctor.” – Patient [1, p. 10].
 Poverty makes it difficult to afford nutritional food, 
transportation for grocery shopping or medical appointments, 
and to take advantage of recreational opportunities [1, 15]. Pov-
ertyrelated stress results in a greater risk for acquiring mental 
illness [16], while financial disparity significantly impacts food se-
curity and the ability to access a healthy diet [17,18]. Even though 
individuals with SMI can come from either a low or high socio-
economic status, a disproportionate number end up living in pov-
erty as a result of their illness [1]. Poverty is associated with poor 
diets that are high in fat and low in fruits and vegetables, which 
are predictors of obesity and other negative health consequenc-
es [17]. Disadvantaged populations are also more likely to reside 
in obesogenic environments, or ‘food deserts’, that contain few 
supermarkets and places to exercise. Food supercenters, which 
are frequently located in areas of more advantaged populations, 
are often geographically and practically inaccessible to individu-
als with SMI [19].
 Additionally, mortality from the most common diseases 
tends to be higher in areas characterized by low socioeconomic 
status [20]. Men in Canada’s wealthiest 20% of neighbourhoods 
live more than four years longer than men in the poorest 20% of
neighbourhoods, with the latter having a 28% higher mortality 
rate [15]. Many preventable diseases, such as adult-onset dia-
betes and heart disease, are more prevalent among Canadians 
living in poverty [15]. Cigarette smoking, the leading cause of 
preventable deaths in high-income countries, is also more preva-
lent in low-income populations and a significant comorbidity in 
people suffering from SMI [21]. Given these findings, it is essen-
tial that medical care professionals inquire about their patients’ 
living situation and understand situational factors that may influ-
ence the physical health of patients with SMI. On a broader level, 
physicians can advocate for their patients by fighting for policy 
changes affecting food security in lower income areas.

Behaviour and Lifestyle Factors 

 Although poverty and the resulting limited ability to af-
ford a nutritious diet create almost certain barriers to a healthy 
lifestyle, patients with SMI are significantly more likely to report
poor exercise habits (e.g., walking infrequently), poor eating 
behaviours (often consuming fewer than two daily meals), and 
weight gain even after income has been accounted for [22]. 
Health care providers are also less likely to discuss eating habits 
or physical activity with patients with SMI, pointing to poor pre-
ventive care [22]. This absence of counselling leads to a lack of
knowledge regarding what constitutes a healthy diet [23], and 
patients consuming foods higher in refined sugar, fat, and salt as 
a result [24].

 Physical inactivity and poor diet greatly contribute to 
the development of obesity, hypertension, raised blood choles-
terol/dyslipidemia, and high fasting blood sugar, all of which are 
risk factors for metabolic syndrome, a condition associated with 
cardiovascular disease, diabetes, and stroke [3]. People with 
SMI, who are approximately two to three times more likely to 
be overweight and to have diabetes, hypertension, or dyslip-
idemia, are therefore also at much greater risk for developing 
heart disease, diabetes, and stroke from metabolic syndrome 
[4,25]. People with SMI are also more likely to use substances 
such as alcohol and cannabis [26]. Prevalence of alcohol abuse is 
three to four times higher in patients with SMI [27,28], and both 
alcohol and cannabis use is associated with a variety of adverse 
health outcomes including diabetes, hypertension, congestive 
heart failure, stroke, and dementia [29,30]. Individuals with SMI 
also report exceptionally high rates of cigarette smoking and to-
bacco dependence [25,28,31]. In individuals with SMI, interna-
tional prevalence rates of smoking range from 58% to 88%, up 
to three times higher than the general population [32]. The high 
rates of smoking not only increase mortality in individuals with 
SMI, but also result in higher prevalence of chronic respiratory 
diseases such as chronic bronchitis and asthma [13]. The high 
level of co-occurring substance use also has significant financial 
implications. Dependent individuals may choose to purchase to-
bacco or alcohol over food, leading to food insecurity regardless 
of whether there is enough reported income to purchase food. 
Moreover, this also impacts income available for transportation, 
which has more direct effects on how much social and physical 
activity these individuals engage in. The resulting lower rates of 
activity lead to decreased fitness, increased stress, social isola-
tion, and ultimately even greater substance consumption.

Health Care System Barriers and Poor Preventative 
Medicine  

 “Doctors don’t take you seriously when you have ‘men-
tal health’ issues. I went to the doctor to get antibiotics for an 
infection and was told ‘if you came here for pills, you’ve got an-
other thing coming.’ It turns out I had pneumonia.” - Patient [1, 
p. 14].
 In Canada, over 50% of people with SMI receive care 
from their primary physician [33,34]. However, lack of special-
ized knowledge regarding mental health issues by primary care
physicians, pre-existing stigma, and poor communication when 
referring to psychiatrists can result in mismanagement of these 
patients [33]. Care of patients with SMI faces a double-edged 
sword: primary care physicians may not be comfortable or have 
the necessary skills to treat the health issues of patients with 
SMI, while psychiatrists may not believe that physical health is
their domain to treat [34]. Additionally, physicians may not take 
complaints seriously from those suffering with SMI, who may, in 
addition to being stigmatized, experience difficulty communicat-
ing their symptoms to the physician [1]. Moreover, the fee-for-
service billing model commonly used in Canada favours patients 
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of low complexity that can be dealt with in a short time period, 
thereby putting patients with SMI at a significant disadvantage 
[1].
 Fewer than 10% of people with a SMI received services 
such as vocational rehabilitation, day treatment, or case manage-
ment [35] and patients with SMI experience higher emergency 
care use, fewer routine preventative check-ups, and increased 
risk of post-operative infections and complications [36]. They 
are also less likely to receive the standard of care for diabetic 
monitoring. There is some evidence that mortality increases 
by anywhere from 19% to 34% for patient with SMI following 
a myocardial infarction [36]. The disparities in standard of care 
extend beyond primary care – people with SMI encounter poor 
treatment in emergency rooms, unrealistic discharge, and poor 
follow-up post-hospitalization [1]. Such health care inconsisten-
cies and limited access to preventative care for individuals with 
SMI significantly increase the risk of early death and speak to the 
need for health care professionals to maintain high standard of 
care irrespective of patient mental health status

Health Care System Barriers and Poor Preventative 
Medicine  

 “You know how everyone knows a street corner is dan-
gerous, but nobody builds the crosswalk until somebody dies? 
Well, a lot of people have already died. And now we’ve got to 
act.” – Health care professional [1, p. 19].
 On average, individuals with mental illness are dying 
an astounding 25 years earlier than the general population – a 
rate that has yet to change over the past decade [1,36]. Often, 
this premature death is from preventable conditions such as 
cardiovascular disease. A complex interplay of factors related to 
mental illness, behaviour and lifestyle, poverty, and insufficient 
preventative care contribute to this disparity. Not only are many 
individuals with SMI not engaging in healthy lifestyle behaviours, 
but economic circumstances, such as poverty, prevent them from 
doing so. Individuals with SMI are thus “choice disabled” [37] in 
that they “might like to benefit from prevention but are unable to 
do so because they do not have the power to make and to act on 
prevention decisions” [37], a situation exacerbated by a health 
care system with billing practices that deter general practitioners 
from taking on complex patients with SMI.
 Unfortunately, despite the recent call for action [1], the 
excess mortality/morbidity of individuals with SMI remains high. 
The establishment of advocacy groups to assist individuals with 
SMI, including the Canadian Mental Health Association (CMHA) 
and the Canadian Alliance on Mental Illness and Mental Health 
(CAMIMH), are great initial steps towards driving change on an 
individual, societal, and political level. Yet if our society and our 
health care system do not begin to reflect the changes necessary 
to better meet the needs of individuals with SMI, including more 
integrated mental and physical health care and reimbursement 
practices that reward complex care, such efforts will be futile. 

Change must also begin with medical education, a place where 
future health care professionals and advocates are made. The 
time for moving forward in lowering the striking disparities in 
mortality rates in SMI is now, and it starts with greater recogni-
tion of this issue by medical students and other health profes-
sionals who are the future of health care.
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