
 

Hello everybody. Thank you very much for inviting me to come along. 

 

Right. We have got to the end of this slide so I will have to already start rambling and 

ad-libbing like an academic! I am David Osborn from UCL and I also work in a clinical 

crisis service as a consultant psychiatrist. That’s me. That is the service I work in so I 

was there yesterday actually. It has got a crisis house, a crisis team, an acute crisis day 

service. I was there until about 7:30 last night actually and one of the reasons I was 

there until 7:30 was I was trying to get hold of a blood test. Actually I needed the blood 

test to confirm whether one of my patients was pregnant or not, to inform the decision 

around prescribing. So I am going to talk to you about the real importance of making 

sure that people properly care for physical health in people with mental health problems 

but I cannot claim that everything goes smoothly in my own service. It took us ages with 

me ringing the GP; the GP ringing me back before we finally confirmed that actually she 

was not pregnant but it is not always straightforward is one of my main messages. 

 

I just wanted to show you this handsome chap just to remind you that actually this idea 

of a mind-body divide has really been around for hundreds of years. People find it really 

difficult to hold those two concepts in the head at the same time. This is a so-called 

Cartesian mind-body divide and he was around in 1596. Fast forward to 2006-2007 – 

the guys at the former Disability Rights Commission did this really influential report 

which is now seven years old but a huge piece of research saying actually this is a huge 

problem and the government is not delivering equal physical health care for people with 

severe mental illness or people with learning disabilities. They took a pretty hard line 

and said they would take the government to court under the Disability Discrimination Act 

if nothing happened about this problem. 

 

Again, another four years on: no health without mental health - at least had these 

headlines saying that it was really important that more people with mental health 

problems should have good physical health. So you have heard a bit about that today.  

There are some really common issues here. I am going to use just one. I have done a lot 

of research around people with severe mental illness and cardiovascular disease but you 

look at most mental health problems and in fact you find common issues about high 

rates of mortality; the risk factors are there; there are important considerations around 

the medications we prescribe. One of the things the Disability Rights Commission 

highlighted that I think is getting into general language is this idea of diagnostic 

overshadowing.   

 

Whenever I do talks people say to me, “I went to A&E and I went to A&E because 

actually I had abdominal pain but they heard that I had schizophrenia and they just 

started talking to me about voices and suicide.” So the idea of schizophrenia 

overshadowed the fact that the person went there because they had got crashing 

abdominal pain. It is a real problem that service users around the land will talk to you 

about in A&E, in their General Practice, etc. 

 

So look. I am talking about cardiovascular disease and I have only got two slides on a 

very big study that we did using real live GP data. It was published in archive in “General 

Psychiatry” about – gosh, it was about 12 years ago – it was published seven years ago 



but the data went up to 2002 at the time. These big GP databases are very powerful. 

They are real life data. You can see we have got a cohort of nearly 50,000 people with 

severe mental illnesses. You get data that allows you to follow people up for an average 

of about six years so you are really able to look at the excess number of deaths, in our 

case looking at cardiovascular deaths, compared to almost 3,000 people without SMI. 

 

Here is the shocker that people have talked about already today. If you are 18-50 years 

old and you have severe mental illness you are three times more likely to die of a heart 

attack and you are twice as likely to die of a heart attack or stroke if you are aged 50-

75. So this is what then translates to the 10-20 year mortality gap. We did some clever 

multi-variant statistics and just to say it is not all explained just by smoking, by 

depravation or by medication but we probably cannot go into all that just now. 

 

So psychotropic medication is a problem. We know antipsychotics are effective for lots of 

people in decreasing their relapses from severe mental health problems but the side 

effect profiles are as important. Service users talk about them all the time. People can 

gain weight, they can have disturbed lipid, glucose metabolism, ECG problems. It can 

impact on smoking and other areas and this is what has happened.   

 

This is another big GP database study. This is what has happened to prescribing in the 

UK. This is for people with schizophrenia over the last decade. At the end of my training 

in the late 1990s people were still prescribed these first generation antipsychotics so the 

red bars were really common. They were the medications that used to make people 

often rigid, have tremors, so apart from the medications if the doses were too high. At 

the end of the 1990s, second generation antipsychotics, everybody was hailing them as 

not causing these parkinsonian side effects. You can see the beige bars as we go through 

the beginning of the last decade. By the end almost 50 per cent of people with 

schizophrenia are on the beige or second generation antipsychotics but it turned out that 

they induced weight gain, lipid abnormalities and glucose so there were real reasons for 

wanting to screen for these problems in people with severe mental illness. 

 

I want to talk about screening for these cardiovascular risk factors very briefly. This is a 

study that was part of my PhD. Strangely, for the first time since I did my PhD, both the 

examiners are in the room so that is an odd one! I work around north London, about 

four miles there north of where we are today and invited people with severe mental 

illness to come along and have a screen for their cholesterol and their glucose, etc. We 

were interested: (a) would they come along; (b) what would the levels be of these blood 

test results and BMI, etc and then thirdly, were the problems around diet, exercise and 

all the other issues important in cardiovascular disease. That is just proof that I really 

did go round. That is the old East Enders map, so we were down in King’s Cross; we 

were over in Abbey Road and up near Hampstead Heath. The first result that went in the 

BMJ is one that I am probably the most proud of. This was a really short paper, a really 

simple paper. The main message was people with severe mental illness are interested in 

their physical health and almost as equally likely to come along and have their 

cholesterol, blood pressure and glucose measured as people without severe mental 

illness. 

 

Then, again these are real life people who came along and real life North London General 

Practice, they were three times more likely to smoke; they had abnormal lipids; they 

were almost four times as likely to have diabetes and to have a raised Framingham style 



cardiovascular risk score. These things are worth screening for because these problems 

really do exist there in real life service users. 

 

Again, there were problems with diet, problems with exercise. People were barely taking 

any exercise including just moderate to fast walking and their diet had very little fibre in 

them. This has been around as I said for a long time now and there are international 

guidelines, NICE guidelines, APA guidelines all saying that we should be doing this 

screening but the question I guess for you guys as an audience, I was thinking about 

this because most of you are interested in what works. How can we actually make sure 

that we are screening for these problems across the country? 

 

I think the primary care-secondary care interface is a problem, as I alluded to about my 

patient yesterday. There has been a general drive say in that primary care should deliver 

most of this care but a lot of staff, when we have interviewed them in our various 

research projects, have said they do not feel that General Practice alone can deal with 

this problem. Service users are interesting. Some of them want primary care services 

but a lot of them say, “Well, hang on! It is my mental health. Actually I want mental 

health services to deal with this. If my cardiovascular risk is to do with my mental health 

problems of my medication then I think psychiatrists should be doing things about it.” 

They often say the GP is a bit too busy. The main message for me is keep things simple.  

Keep with the basic tests that we talked about. Do not get all fancy out there. Actually if 

we can get the basics right then we are most likely to have an impact on the public 

health measures, so they are the tests that you are all aware of that we ought to be 

doing. 

 

The problem is, if you go to real life, here are some figures. The top dot is a study of 

assertive outreach teams and fewer than 30 per cent of people in the assertive outreach 

teams have these measures actually recorded. The second dot down, if you look at a 

study in The Midlands of 390 people with schizophrenia, again although 60 per cent had 

their blood pressure done, less than 40 per cent had weight and very few had their lipids 

recorded. 

 

We have looked at a variety of interventions. I am just going to show you just snippets 

of some of the interventions that we have looked at that perhaps speak to the type of 

intervention that you might consider commissioning. One trial that we did that was 

studied by the MRC – we purchased a specialist nurse. It was a pilot trial and we put a 

specialist nurse into three CMHTs. It was a randomised cluster trial. Then three CMHTs 

got an education pack without the services of the nurse. This is the obligatory consort 

diagram that goes out. I do not want you really to spend too much time looking at that 

but on the left-hand arm, the three CMHTs that we put the nurse into, we asked the 

nurse to first of all try and find out whether the General Practitioner had done the 

screening for cholesterol, lipids, glucose, BMI, etc. After that we then tried to get the 

nurse to – if the results were there, great - but if they were not there we asked the 

nurse to try and get the CMHT workers to do the screening. Then finally if the CMHT 

would not do it, the nurse would do it herself. The idea was it would be the least labour-

intensive for the nurse. 

 

So surprise, surprise maybe! If you do put resource into CMHTs like that we found that 

putting a nurse in there compared to just the education, we found that screening was 

much better after six months of the nurse intervention. It is pricey intervention, one 



intervention, for one extra nurse for a whole CMH team but you might conclude that it 

was worthwhile. There is always the worry that actually education alone, just telling 

people it is a good idea to do things, does not necessarily have an impact in that right-

hand education only arm. 

 

Tom Barnes is here and talked about his prescribing observatory for mental health which 

I think is a really important – again, simple intervention at a national level - this is in 

secondary care now – that has improved screening for these cardiovascular risk factors 

in secondary care. If I show you, this is their old website. I wanted to screen shot your 

new website but the Royal College website was down this morning so this is rather an 

old one now. This is rather an old slide. The results are complicated. It looks completely 

overwhelming, I know, if you have not seen this before but just help me out by looking 

at the top of this figure. This is a baseline and it is a lovely traffic light system. 

Essentially this was in lots of different Mental Health Trusts. Each bar is a Mental Health 

Trust. If you get a green bar that means you have done really well. You have done all 

four of the screening things as part of the metabolic syndrome: BMI, cholesterol, 

glucose, etc. Not many green bars at baseline but then the Trusts get fed back their 

results and they can benchmark themselves against other ones. Afterwards, after a year, 

more green bars and less red bars which mean you have not done anything so actually 

these national audits where you perhaps audit and then benchmark Trusts in terms of 

their performance can have quite a powerful effect. 

 

Now this is a schizophrenia update in 2009. The schizophrenia NICE update did talk 

about primary care being expected to do the annual review, to focus on cardiovascular 

risk management. They actually said the GPs should send the results of this 

cardiovascular risk management to psychiatrists. If I talked to a room full of 

psychiatrists, asked them, “How many of you have ever had a letter from a GP telling 

you the results of their cardiovascular screening?” I can tell you nobody – or one person 

– puts their hand up. There is another example. I’m afraid guidelines are important but 

unless they are backed up they do not have an impact on behaviour necessarily. 

 

QOF (quality outcomes framework) has come up a bit today so I will just show you very 

quickly something around some work that we did looking at the impact of QOF. Let’s 

whizz through those. QOF has been around a long time. That is an old Daily Mail screen 

shot when they said that the GP contract was going to be paying lots of GPs £250,000 – 

again, if I talk to GPs and you ask them how many of them are taking home that, there 

is another lack of hands showing in the audience! 

 

This is another big GP database study that we did – it is now getting a bit old – but 

looking at whether QOF had been associated with increases in screening rates for people 

with severe mental illness. Again, real life General Practice: 400 General Practices across 

the land and looking at annual screening for these cardiovascular risk factors. This slide 

does not always come out perfectly. It is four different graphs. At the top left are the 

males; top right are the females. Basically the red dots are people without severe mental 

illness and the blue triangles are people with severe mental illness. These are screening 

rates, in this case for glucose. I could easily have shown you a slide with BMI, 

cholesterol, it is all the same. Essentially over the last decade things got better in 

General Practice in terms of screening for these interventions. 

 



QOF was about here, 2004. So it looks like things improved for people with severe 

mental illness and it looked like QOF – I certainly cannot say it is definitely a factor; it is 

not an RCT – but things seem to be getting better. Actually, by 2007, if you had severe 

mental illness you were more likely to be screened for glucose and the same for 

cholesterol. So I think QOF had an impact.  We have some more recent results to back 

this up and this continued up until 2011. 

 

I have alluded to the fact that I think this problem is a simple problem and we need to 

stick to simple interventions but I do think there are challenges for mental health 

services. We often cannot get the blood test results. A lot of mental health professionals 

are worried about taking cholesterol tests because they say, “If it is raised I don’t know 

what to do about it.” So we do have issues around training and improving confidence in 

mental health professionals. We have talked about interface issues and I think one of the 

big things is, okay it is fine. We can do an intervention this year but if we do not 

maintain momentum over a decade, then I think that people quickly get distracted back 

into coma or substance misuse or decreasing waiting times for access to crisis services 

and forget about physical health. So I think we have to maintain momentum.  

 

These are just the few ramblings of an academic about things that I thought you might 

think about. Again some of the speakers have talked about the people with SMI in 

primary care who might be a third if not more of people with schizophrenia, bi-polar 

disorder, some of them only see people in primary care and equally people in secondary 

care are a sub-set of the people across the land with schizophrenia or bi-polar disorders. 

You need interventions that target both those areas and make people speak to each 

other across that interface. I think we should focus on the basic tests. 

  

Simon has talked about how interventions work for people with SMI. He talked about 

smoking. Equally improving access to things like statins; improving access to things like 

anti-hypertensives; to diet and exercise interventions is really essential for this group of 

people. Staff need training, they need repeat training and I thought – I mentioned 

hearing people talking about local commissioning and I have two worries about local 

commissioning. I think these things are so basic it should happen across the land. I do 

have a worry that if I have got schizophrenia in Cheshire but there are not so many 

people around in Cheshire who have got schizophrenia, you will not going to bother 

commissioning physical health services for me. You will try to come up with something 

else, whereas if I was in London you would have a super-duper physical health service 

for me is the concern. That slightly worries me. 

 

The thing that worries me about local commissioning is I think we know that these 

things need to be done and they need to work and I worry about very competent clinical 

commissioners all going out in each of the Mental Health Trusts or each of the CCGs, 

going and researching and saying, “What should we be doing locally?” I think it is quite 

straightforward what people should be doing. I do not think they should waste their time 

sitting around in committees, coming up with an answer at the end of 2014 or the 

middle of 2015.  We should actually be doing what we know nationally works.  

 

So my final worry is we have talked about retirement of certain QOF indicators and my 

view - and it is not the view of UCL, Camden and Islington, the NIHR or my family but it 

is the view of me - that retiring cholesterol is a bit of an own goal actually. We say we do 

not think there is evidence that annually measuring cholesterol has an impact but if you 



do not measure it you are certainly not going to intervene about it. We know that 

antipsychotics over time increase weight and are more likely to make you have an 

abnormal cholesterol. I think we should be continuing to measure it. I am concerned 

about the retirement of the indicator although I can imagine that everybody in every 

specialty across the land whose indicator has been retired is saying it is a disaster, so I 

think I will leave it there! 


