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Abstract

Background and objective: Patients with bipolar disorder have much higher physical
morbidity and mortality ratesthan the general population. In addition to a higher mortality
rate from suicide, these patients also have a higher prevalence of physical disorders.

The aim of this consensus, promoted by the Soanish Societies of Psychiatry and Biological
Psychiatry in collaboration with the General Practitioners Societies, was to establish
practical recommendations on procedures for detection, prevention, and intervention in
the somatic diseasesthat coexist with bipolar disorder in order to improve the quality of life
and life expectancy of these patients.

Met hod: The Spanish Societies of Psychiatry and Biological Psychiatry designated a scientific
committee that selected 32 expert psychiatrists and 10 experts from other medical
specialties. Working groups were formed for each specialty for the purpose of adapting the
guidelines applied in the general population to patients with bipolar disorder. A systematic
review of medical comorbidity and mortality in these patients was carried out and
2 multidisciplinary consensus meetings were held.

Results. The literature review revealed an increased risk of hypertension, obesity, smoking,
pulmonary diseases, migraine, and HIV infection among patients with bipolar disorder. There
was also evidence of higher mortality rates from cardiovascular and respiratory diseases and
infections, as well as from suicide. The expert group reached a consensus on a series of basic
measures to detect medical comorbidity applicable to the monitoring of these patients. The
resulting recommendations will be accepted and disseminated by the promoting societies.
Conclusions. The recommendations generated by the Spanish Consensus on the Physical
Health od Patients with Bipolar disorders include the most important aspects for the
improvement of the psychosocial functioning, quality of life and life expetancy of these
patients.

© 2008 Sociedad Espafiola de Psiquiatria y Sociedad Espafiola de Psiquiatria Biol6gica.
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Introduction

Consenso Espaiiol de Salud Fisica del Paciente con Trastorno Bipolar

Resumen

Introduccion y objetivos: Los pacientes con trastorno bipolar presentan una morbilidad
fisica y una mortalidad muy superior a la de la poblacion general. Ademas de una mayor
mortalidad por suicidio, tienen también una mayor prevalencia de enfermedades fisicas.

E objetivo de este consenso, promovido por las Sociedades Espafiolas de Psiquiatria y
Psiquiatria Biologica, en colaboracion con las sociedades de médicos de asistencia primaria,
esestablecer recomendaciones practicas sobre los procedimientos de deteccion, prevencién
e intervencién en las enfermedades somaticas que coexisten con el trastorno bipolar para
mejorar la calidad y esperanza de vida de estos pacientes.

Meét odo: Las Sociedades Espafolas de Psiquiatria y Psiquiatria Biolégica eligieron un Comité
Cientifico que seleccion6 a su vez a 32 psiquiatras expertos y 10 médicos expertos en
otras especialidades médicas. Se crearon grupos de trabajo para cada especialidad con la
finalidad de adaptar las guias aplicadas en la poblacion general a pacientes con trastorno
bipolar. Partiendo de una revisién sistematica sobre la comorbilidad médica y la mortalidad
en el trastorno bipolar se realizaron dos reuniones para acordar el consenso.

Resultados: En la revision bibliografica se detecté un riesgo aumentado, entre los
pacientes con trastorno bipolar, de presentar hipertension arterial, obesidad, tabaquismo,
enfermedades pulmonares, migrafa e infeccion por virus de la inmunodeficiencia humana
(VIH). También se encontré evidencia de un aumento de mortalidad por enfermedades
cardiovasculares, respiratorias e infecciones, ademas del suicidio. H grupo de expertos
alcanzé el consenso en una serie de medidas basicas para la deteccién de comorbilidad
médica aplicables a la monitorizacion de estos pacientes. Las recomendaciones resultantes
seran asumidas y divulgadas por las sociedades promotoras.

Conclusiones: B decélogo generado en el Consenso Esparnol de Salud Fisica del Paciente con
Trastorno Bipolar recoge los aspectos mas relevantes para la mejora del funcionamiento
psicosocial, la calidad y la esperanza de vida en los pacientes con esta patologia.

© 2008 Sociedad Espafiola de Psiquiatria y Sociedad Espafiola de Psiquiatria Biol6gica.

of affective symptoms has been associated with immunoin-
flammatory activation that involves greater organic damage

Bipolar disorder is a serious mental illness that may affect
between 2%and 5%o0f the population.™? It hasa great impact
on the functioning of the patient, and is ranked sixth among
the diseases listed as overall causes of disability.®

Furthermore, there is increasing evidence that bipolar
disorder patients suffer from greater physical morbidity
and mortality than the general population. The mortality
rate due to suicide is double that of the general popula-
tion and the rate is 10 times higher when other factors
are taken into account, such asthe increased risk of met-
abolic syndrome and cardiovascular disease in these
patients.*”

Although there islittle research on this topic, available
data suggest that several medical diseases (cardiovascular,
metabolic, infectious, neurological, and respiratory disor-
ders) have a higher prevalence among these patients.® The
causes contributing to this are varied. First, difficulties aris-
ing from suitable access to prevention services and primary
care treatment. Daily habitsthat include a greater consump-
tion of addictive substances, a sedentary lifestyle, or unsuit-
able diets, are also risk factors. Furthermore, the presence

via the so-called allostatic load. ™ Finally, some of the psy-
choactive drugs used in the treatment of this disorder can
have associated adverse events that may have an impact on
physical health."

On the other hand, in addition to risks regarding the pa-
tient’s physical health, these somatic diseases worsen the
prognosis of bipolar disorder, hinder its treatment and re-
covery, and worsen the quality of life of patients.’? Thus, we
can assert that the psychiatric symptoms of bipolar disorder
are not the only cause of a negative impact on the overall
functional level of the patient.

However, there is atendency to underdiagnose and under-
treat somatic illnessin psychiatric patientsin general and in
bipolar patientsin particular.®''® This situation calls for
raising awareness in all health professionals regarding the
need to prevent and treat physical illness in these pa-
tients.'®

The aim of this project was to reach a consensus on the
evaluation of physical health and medical problems in bi-
polar disorder patients throughout their lives, similar to
the one recently carried out by the Spanish Societies of
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Psychiatry and Biological Psychiatry on the physical health
of patients with schizophrenia,'” and establish recommen-
dations on the diagnostic procedures and care interven-
tions needed to detect and modify somatic risk factors
that have an impact on the psychosocial functioning of
these patientsin Spain, as well as on their quality of life
and life expectancy. This consensus adds to those devel-
oped by other scientific societies in the rest of the
world.®1°

Methods

This consensus document was developed and endorsed by
the Spanish Society of Psychiatry (SEP) and the Spanish So-
ciety of Biological Psychiatry (SEPB), in collaboration with
the Spanish Society of Rural Medicine and General Practitio-
ners (SEMERGEN) and Family and Community Medicine (sem-
FYC).

Development Process
The consensus document was developed according to the

following steps:

—The Spanish Societies of Psychiatry and Biological Psychia-
try designated a Sientific Committee consisting of 4 mem-
bers and one coordinator in charge of selecting 32 expert
psychiatrists and 10 expert physicians in other medical
specialties

—A systematic review of specialized medical literature on
medical comorbidity and mortality in bipolar disorder

—A review by the specialist consultant physicians of the
national and international guidelines on the preven-
tion, diagnosis, and treatment of the different diseases
identified as relevant to bipolar disorder patients, af-
ter adapting them to the characteristics of bipolar dis-
order

—Two multidisciplinary consensus meetings

—Drafting the final consensus document

Systematic Review of Medical Literature

The aim of the systematic review of the medical litera-
ture was to assess the incidence, prevalence, or risk of
physical illness, as well as mortality in bipolar disorder
patients.

A bibliographic search of the MEDLINE database from
1966 to January 2008 was performed. The search was lim-
ited to studies published in Spanish or English. Further-
more, a search was performed of the reference lists of all
the primary articles identified and relevant review arti-
cles.

Review of National and International Guidelines

by Expert Specialist Consultant Physicians

Parallel to the systematic review of the medical literature,
the expert specialist consultant physicians reviewed the na-

tional and international guidelines and other documentation
on the prevention, diagnosis and treatment of the diseases
identified above as relevant to bipolar disorder in the sys-
tematic review of the medical literature.

Multidisciplinary Consensus Meetings

There were 2 consensus meetings. Both were multidisci-
plinary and were attended by the Scientific Committee
members, representatives of the medical societies and Al-
cala de Henares University, and 11 expert consultants from
the following medical specialties: primary care (2), gynecol-
ogy (1), infectious diseases (1), endocrinology (1), circula-
tory system (1), pharmacology (1), addiction management
(1), and mortality prevention (1 expert psychiatrist); and a
group of 31 expert psychiatrists participating in the prepara-
tion of the consensus.

At the first meeting, the members of the Scientific Com-
mittee described the current situation regarding physical
health problems in bipolar disorder patients. Subsequently,
each expert specialist consultant reviewed the international
and national guidelines on diagnosis and follow-up of each of
the prevalent diseases selected and then a working group
was created for every specialty made up of the correspond-
ing expert specialist consultant and several participating ex-
pert psychiatrists. Each group prepared a document with
recommendations on diagnostic interventions, monitoring,
and preventive and therapeutic interventions adapted to bi-
polar disorder patients.

At the second meeting a consensus was reached by all par-
ticipants on the specific recommendations created by each
working group that should be incorporated into the final con-
sensus document.

Results

Systematic Review of the Medical Literature
Although the results of the systematic review will be the

subject of further publications, the most relevant conclu-
sions extracted from it are summarized below.

Cardiovascular Disease
Number of studies:. 14 controlled studies®®% and 6 uncon-
trolled studies.®*

Findings: although 2 studies produced conflicting results,
most comparative studies report that bipolar disorder is as-
sociated with an increased rate of arterial hypertension
(AHT), although prevalence figures vary greatly from one
study to another (from 4.6%to 60.8%. Furthermore, a great-
er risk of AHT has been reported in bipolar disorder patients
than in patients with schizophrenia (odds ratio [OR] = 1.13;
95%confidence interval [Cl], 1.01-1.26).

No evidence was found that consistently supports bipolar
disorder being associated with other different cardiovascu-
lar diseases apart from arterial hypertension. Smilar conclu-
sions can be drawn regarding stroke.
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Pulmonary Disease
Number of studies: 9 controlled studies?2%2426-28.30.33.40 gnd
3 uncontrolled studies. 3337

Findings: a significantly greater risk of asthma was found
among bipolar disorder patients compared to the general
population. Prevalence figures range between 3%and 17%in
bipolar disorder patients versus 2%10%in the general popu-
lation or 8%in other reference populations. The lifetime
prevalence of asthma in bipolar disorder patients (16.7%
95%Cl, 15.1-18.4) was also significantly greater® than in the
general population (9.7% 95%Cl, 9.1-10.3).

Bipolar patients also showed an increased risk of suffering
chronic obstructive pulmonary disease (COPD) compared to
the general population (lifetime prevalence, 2.7% 95%Cl,
1.9-3.7 vs 1.1% 95%Cl, 0.8-1.3).

Gastrointestinal Disease
Number of studies: 5 controlled studies® 2623041 gand 3 un-
controlled studies.?38

Findings: although few data are available, 3 controlled
studies suggest that bipolar disorder patients have a higher
risk of suffering from peptic ulcer. The prevalence of peptic
ulcer in controlled and uncontrolled studies was 0.9%10.8%
in bipolar disorder patients versus 0.2%5.0%in reference
populations.

Although data on liver disorders are also limited, 2 con-
trolled studies report that bipolar disorder patients had a
greater risk of suffering liver disease (OR, 3.97; 95%Cl,
2.84-5.55).

Endocrine-Metabolic Disease
Number of studies: 17 controlled studieg?2426-28,30-33.35,42-48
and 13 uncontrolled studies, 3+39:49-55

Findings. 6 out of 7 controlled studies that evaluated the
prevalence of obesity found significantly greater percentag-
esin bipolar disorder patients (19%53% than in the general
population (9% 14%.

Some studies have also found an increase in the preva-
lence of diabetes, although from a clinical point of view the
differences were barely relevant. The data regarding dys-
lipidemia in bipolar disorder patients are highly variable and
lack consistency. Only 1 controlled study evaluated the pres-
ence of metabolic syndrome in these patients, and found a
prevalence similar to that in patients with schizophrenia
(22.5%vs 29.7% P=NS).®' This prevalence of metabolic syn-
drome is very similar (22.4%24.7% to studies conducted in
bipolar disorder patientsin our setting.35%

The association of hypothyroidism with bipolar disorder is
highly controversial, and only 1 comparative study has ad-
dressed this issue versus the general population.® In this
study, the prevalence of hypothyroidism in bipolar disorder
patients was 9.6%compared to 2.5%in a clinical sample
without bipolar disorder (OR, 2.57; 95%Cl, 2.27-2.91;
P< .0001) Thisrisk seemsto increase among patients with
rapid cycling bipolar disorder (OR, 3.14; 95%Cl, 1.12-8.79;
P < .002) compared to those without rapid cycling.“? If

non-comparative studies are included, the prevalence of hy-
pothyroidism among bipolar patients seems to be around
10%

Renal and Genitourinary Disease
Number of studies. 3 controlled studies®2%3 and 3 uncon-
trolled studies.33®

Findings:. the risk of presenting nephropathies seemsto be
higher among bipolar disorder patients compared to non-psy-
chiatric patients (OR, 2.78; 95%Cl, 1.87-4.14; P< .0001).

Musculoskeletal and Connective
Tissue Disease
Number of studies. 6 controlled studies® 2326283035 gnd 4 un-
controlled studies. >3

Findings: none of these diseases seem to be associated
with bipolar disorder.

Infectious Disease
Number of studies: 5 controlled studies®®%%5% and 3 uncon-
trolled studies. %7€

Findings: there is a strong association between bipolar dis-
order and human immunodeficiency virus (HIV) infection.
The studies report prevalences fluctuating between 0. 1%and
2.6% if studies conducted in African countries with higher
prevalences of infection are excluded.

Neurological Disease
Number of studies: 11 controlled studies®:232426.28,30.61-65 gng
10 uncontrolled studies.3*36-36.49.6670

Findings: the prevalence of migraine in bipolar disorder
patients is significantly greater than in the general popula-
tion, (OR 2.54; 95%Cl, 1.59-4.05), is greater in women and
has an average prevalence of 25%

Oncological and Hematological Disease
Number of studies. 3 controlled studies®27" and 2 uncon-
trolled studies.®%

Findings. there is no evidence of increased rates of cancer
among bipolar disorder patients.

Dermatological, Ocular, Otorhinolaryngological,

and Dental Disease

Number of studies. 3 uncontrolled studies of dermatological

disease,®* 1 controlled study of ocular disease,* and no

studies on otorhinolaryngological and dental disease.
Findings. there is no evidence supporting an association

with these diseases.

Gynecological and Obstetric Disease
Number of studies. 3 controlled studies®?72 and 1 uncon-
trolled study.®

Findings. there is an increased risk of gestational compli-
cations among women with bipolar disorder (OR, 1.23; 95%
Cl, 1.06-1.44), mainly due to placenta praevia (OR, 2.13;
95%Cl, 1.15-3.94).
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Other Medical Disorders
Number of studies. 6 controlled studies®242630 and 1 uncon-
trolled study.*”

Findings: bipolar disorder patients have a significantly
greater prevalence of allergiesthan the general population,
with figures ranging between 25%and 40%

It is also associated with chronic fatigue syndrome (4%vs
1%in the general population) and with multiple chemical
sensitivity syndrome (4.6%vs 2.3%in the general population;
P<.05).

Disorders Related to the Use of Addictive
Substances

Number of studies: 10 controlled studiesg?':2426.28:31,33,64,73.74
and 1 uncontrolled study.”

Given the focus of this review, this section only includes
articles that provide information on medical comorbidity in
relation to the use of addictive substances.

Findings: bipolar disorder patients present a risk of nico-
tine abuse or dependency more than twice that of the gen-
eral population (OR, 2.1; 95%Cl, 1.2-4.0), with a prevalence
of smoking ranging between 50%and 60%

Smilarly, the risk of alcohol abuse or dependence (OR,
19.63; 95%CI, 17.9-21.0) and abuse or dependence on
other substances (OR, 42.1; 95%Cl, 37.83-48.6) is also
very high.

Mortality
Total mortality (from any cause):
Number of studies. 6 studies. 87578
Findings: mortality among bipolar disorder patientsis at
least double in men and 3 times greater in women.

Mortality from non-natural causes:
Number of studies. 10 studies.*®758

Findings: mortality due to suicide is more than ten times
higher than in the general population (standardized mortal-
ity ratio [SVIR] between 10 and 18).

Mortality from accidentsis also up to three times greater.

Mortality from natural causes:
Number of studies. 5 studies.”76:79:80.83
Findings. mortality due to cardiovascular causes is signifi-
cantly higher and can reach 50% Mortality due to cerebro-
vascular disease or cancer does not seem to be greater.
Finally, other causes of the increase in mortality are infec-
tion—that can be double than expected—and respiratory dis-
orders (SVRbetween 3 and 7).

Monitoring and Intervention
Algorithms Applied to the Physical
Health Problems of the Bipolar

Disorder Patient
Taking into account the findings obtained from this system-

atic review of comorbidity in relation to physical disorders
among bipolar disorder patients, there follow the consen-

sus recommendations of the Expert Specialist Consultant
Physicians Committee and the participating psychiatrists
on the diagnostic, preventive and therapeutic interven-
tions regarding the physical health of these patients. All
these interventions are summarized in Table 1 (protocol
for monitoring the physical health of the bipolar disorder
patient). A complete case history should be taken that in-
cludes personal and family medical and psychiatric back-
ground, including suicide, the consumption of addictive
substances, concomitant medication use, and information
on diet and lifestyle. They should also be asked about any
sexual dysfunction and intentions regarding starting a fam-
ily. The patients should have a general examination as well
as a blood test aimed at assessing given specific disorders
that are detailed below.

Cardiovascular Disease

Diagnostic measures. systolic blood pressure (3BP) and dia-
stolic blood pressure (DBP) should be measured at baseline
and during each subsequent visit. If blood pressure is normal
and visits are frequent, at least one new measurement is
recommended at 3 months and every 6 months, subsequent-
ly. When values greater than or equal to 140/ 90 mm Hg are
obtained, measurements should be repeated up to 3 times
at intervals of 2-3 min. To diagnose AHT, the measurements
must be repeated on another 2 days (triple measurements)
unless the values on a single occasion are higher than
189/ 110 mm Hg.

Prevention measures: all the patients should follow a
low-salt diet and take exercise appropriate to their physical
condition. Weight reduction is fundamental if overweight/
obesity is present.

Therapeutic measures. if blood pressure is not controlled
(= 140/ 90 mmHg or less in subjects with diabetes or kidney
failure) they should be referred to their primary care physi-
cian. In this case, it isimportant to indicate whether the
patient is taking antipsychotic drugs and if so, which ones,
so that a suitable hypotensive drug can be chosen in each
case. It should also be reported whether the patient is being
treated with lithium saltsto draw attention to possible in-
teractions with some hypotensive drugs (specifically, diuretic
and antihypertensive drugsthat act on the renin-angiotensin
system).

Endocrine and Metabolic Disease

Diagnostic measures. weight, height, body mass index
(BMI = weight/ height in m?) and waist circumference should
be measured at baseline, as well as blood tests for glucose,
total cholesterol, high-density lipoprotein cholesterol (HDL-C),
low-density lipoprotein cholesterol (LDL-C), triglycerides,
TSH, and prolactin (only in case of menstrual disorders, sex-
ual dysfunction, or a pediatric population). At every visit,
weight should be measured (once a month at most), as well
as height if the patient is growing. The remaining measure-
ments should be repeated annually, if they are within the
normal range (BMI < 25 kg/ m2, HDL-Cin men > 40mg/ dL and
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women > 50 mg/ dL, triglycerides < 150 mg/ dL, blood glu-
cose < 100 mg/ dL, TSH between 0.3-6 mU/ L, and prolac-
tin <20 ng/ mL.

If blood glucose is between 100 mg/ dL and 126 mg/ dL,
TSH higher than 6 mU/ L, or prolactin > 20 ng/ mL then the
blood tests should be repeated. In addition, repeat TSH 3 or
6 months after beginning lithium therapy.

If metabolic syndrome ispresent (defined by at least 3 of the
following criteria: waist circumference in men > 102 cm, and
in women > 88 cm; HDL-Cin men < 40 mg/ dL, and in women
< 50 mg/ dL; BP > 130/ 85 mmHg; triglycerides > 150 mg/ dL;
blood glucose > 100 mg/ dL) the parameters should be moni-
tored every 6 months and if the patient has gained weight
(more than 4 kg).

Prevention measures: all patients should be recommended

diet and exercise, as well as reminding them to maintain a
healthy lifestyle.
Therapeutic measures. in case of dyslipidemia (total cho-
lesterol > 250 mg/ dL, triglycerides > 200 mg/ dL), meta-
bolic syndrome or diabetes (blood glucose > 126 mg/ dL),
the patient should be referred to primary care, as well as
considering an alternative to the pharmacological treat-
ment, especially when the drugs are associated with
weight increase. In case of weight gain (> 7%baseline), a
change of pharmacological treatment should also be con-
sidered and the patient referred to the primary care physi-
cian if this gain is accompanied by negative changes in
cardiovascular risk factorsin line with the criteria men-
tioned.

When TSH remains elevated the patient should be referred
to the endocrinologist. The patient should also be assessed
when hyperprolactinemia does not have a pharmacological
cause, hasa clinical impact or reaches concentrations great-
er than 200 ng/ mL.

Infectious Disease
Diagnostic measures: the following serological tests should
be done at baseline and whenever risk behavior is suspected:
anti-HIV antibodies (ELISA), anti-HBV (ELISA), anti-HCV (ELI-
SA), and VDR RPR.
Prevention measures. vaccination against hepatitis Bisrec-
ommended in patients who present no evidence of infection.
Therapeutic measures: in the case of a positive result the
patient should be referred to the appropriate specialist.

Women of Childbearing Age

Prevention measures. women should be asked about their
intentions regarding starting a family, psychoeducation
should be provided and planned pregnancy endorsed. If
pregnancy is not desired, advice should be given on a suit-
able contraceptive method and the use of condoms recom-
mended if risky sexual behavior exists. If cytochrome
P450 induction is present (eg, due to carbamazepine, topira-
mate, oxcarbamazepine), use higher doses of estrogens or
prescribe alternative contraceptive methods and adjust la-
motrigine doses (by evaluating plasma levels) if estrogens

are used. Psychoactive drugs with the lowest teratogenicity
risk should be used.

Therapeutic measures. In case of pregnancy, individual
risk-benefit should be assessed regarding the desirability
of continuing or interrupting psychopharmacological
treatment during the first quarter of pregnancy, drawing
attention to the possible risks for the mother and the fe-
tus. This should be considered high risk, and thus involves
determining plasma values for all possible drugs (espe-
cially for lithium, valproate, and carbamazepine) as well
as testing for liver and kidney toxicity and ruling out ges-
tational diabetes and thyroid abnormalities. Furthermore,
if anticonvulsants or lithium are being used, fetal mor-
phology has to be assessed and screening for neural tube
malformations and heart disease (fetal echocardiography)
performed.

Treatment during pregnancy should be simplified to the
utmost, considering adjusting the dose according to blood
dilution during the second and third quarter of the pregnan-
cy. If the patient istaking valproate or carbamazepine, sup-
plements of folic acid should be administered throughout
gestation.

Management of Addictions

Diagnostic measures: record substance use at baseline
and at each visit. Complete blood count should be per-
formed to determine mean corpuscular volume (MCV) and
liver function tests to determine markers of alcohol con-
sumption.

Prevention measures. psychoeducation should be provided
on the risks associated with the consumption of substances
in relation to the natural history of disease and possible in-
teractions with the treatment.

Therapeutic measures. patients who smoke should be en-
couraged to follow a smoking cessation program and use
nicotine replacement therapy, such as patches or chew-
ing-gum. Assess the effect of the prescribed therapy on sub-
stance abuse, such as valproate in the case of alcohol. Con-
sider referring the patient to health care centers specializing
in dual pathology.

Mortality/Suicide Prevention
Diagnostic measures. bipolar disorder should be diagnosed as
early as possible, and suitable treatment initiated. Take the
history of the disorder taking into account that some factors
are associated with greater risk of suicide (early onset, de-
pressive polarity or mixed affective episodes, rapid cycling,
bipolar type Il, etc). Hicit information on any background of
personal suicide attempts, aswell as substance abuse.
Prevention measures. Explore suicidal ideation at each
visit. When necessary prescribe admission.

Other Medical Disorders

Diagnostic measures: gather information on any personal
history of peptic ulcers, migraine, respiratory disease and
allergies.



Bobes J et al

32

as|nd pue ‘aunssalid poo|q
‘uol1e|nored |Ng
‘(Buimoub ||11s s1 Juaited j1)

90USJ9JWINJJIO ISIBA Wby ‘ybisp

as|nd pue ainssaid poo|q ‘@ous.JajWnoJio
Isfem ‘uolje|nored INg ‘Wbiey ‘b

uolieso|dxa [eaisAug

Suol1dIppe JBYlio
uo11dwnsuod |oYyod
(uo11essad bBulpaebal

uo111s00s1p) Sigqey Bunjous

UOo1101pPe pUB asnge adueisqns Jaylo

unowe pue AouanbaJ} :uoidwnsuod |0Yod |y
(uoiressao bulpsebas uoilisodsip

‘abe Bulliels ‘Junowe ‘uoiieanp) siigey Bujows

Jussaud si Joineyaq [enxas Aysil |
‘SWOPUOD |0 SN 8Y1 pusWIWOdaY ‘g

pasn Bulaq si suaboJise yiim uoiidasesjuod
[euow oy }1 duibiijowe| JO S[9AS| SSassY |

Juswileall 8yl ylim alajiaiul
10U S80p pasn 4poy oW
aA11deoe11u0d 8y1 eyl o8y
Burreagpiyo Buip.ieba.
SUOIUSIUI INOCE USWOM HSy

paJisap Aoueubsaid }1 eouepinb uolideouod-a.d
Burreagp|iyo Buipsebal suolluaiul INoge sy
ain|ie} aA11deoe1u0d 8sealoul eyl Suolioetalul
[eoibojooew.eyd Jo ¥si4 8yl INOge UJep

POy 1oW ¢dA11da0B 1 1U0D 8|ge1INS

aJow 8y} uo 821Ape apinoid /INoge ysy
uo13ounsAp [enxas 1INoge sy

(es1010x8 pue 181p) 8]AIS84I]

sue|d Jo uolleapl
[epIoIns 81enjery
swojdw/s Jo

subis mau ajenjerg

uo!1edIpawW JUBIWOdU0)

asess|p oluebio Buijeoipul swoldwiAs 1o subg
(uolreniis we.1INo pue ‘feuosiad
‘punoJbxoeq Ajiwey) apioins 0} Aouspua|
punoJbxoeq Ajiwe} o11eIydAsd pue [eoipap
(18pJosip Jejodiq Jo

suollelsajiuew [eoIul}o d141elydAsd pue
[eoisAyd Buipnoul) punoibyoeq [eucs.iad

Kiois|H eseD

SUOI1eAIBSaD

USIA Ajreap 1SIA Yoeg Iy

ISIA 1814

Sjualled JopJosig Jejodig ul yljesH [edisAud Bulioliuop Joj |00010d "L d|qeL



33

Physical Health of Patients With Bipolar Disorder

‘uoljelidxa [ewlou e Jo pus 8y} je usye} s| Buipeas ay] “punoib sy} o}

19]1esed ‘1uiod 1Ryl 8A0ge ade) Bulinseaw e Y1lim JS[em 8yl punolins pue sisald oel|l 8y} Jo abpa Jaddn ayj 818007 “198 [gns Bulpuels pay1ojoun :82usiajJwNdJI0 ISiem Bulinsesy
'slajaw ul ybiay vyl Jo asenbs ayi Agq papialp swelbo|iy ul s108[gns ayl Jo ybiam :ng BuLinsegy

"1SI[e10ads 8yl 01 patiajal 8q pjnoys uaiied UoI10ajul SA110 81edIpul Sisa} [edlfojolss §|

"UOIIBDIPAW JO [eMBIPY1IM JOJ UOLIS1IIO 81N|0SCe ON ISI[B10ads 01 J9J0J 01 PaduU 8Y] SSasse ‘aWes 8yl S| 1nsaJ 8y} JI ‘18] 1eadal ] /NW 9 < HSL 1 :wsiploJAylodAy [eoiuljoqns
1P Bw 00z < sep11edA(6LI} 1o “Ip Bw 0gL <17 TP AW 0F >D-1aH 1P Bw 002 < [0491s8|0Yd [B10L ‘elwap|disig

'sisoubelp wuyuo) p Bw O0g < 8s09N|H Poo|q WOopUE JO S1S81 g uo Ip Pw 9z| < 8s0on|b pooiq Bulise) §i :s8lageiq

"BH Ww G8 = 49 10 BH ww gk X 4gS P /Bw 00} < 8s0on| Ip Bw 0G| < sep1edA|BiIl

‘uswiom Ul p Bw oG > Jo usw ulp Bw 0F >D-TJH ‘USWOM Ul WD 88 < 0 UdW Ul WD g0} < 90U JWNIII0 ISIEM :BLIS11IO G BUIMO||0) 8] JO INO ¢ 1SB9| Je :awolpuks o1joqeiap
2W /0% 0€ < A}1s800 pue .w /B¥ 0g-Gz Wblemiano w /6% Gg > INg [ewJou :A1seq0

‘B4 Ww 06 /0% | < :uoisualiadiy

‘sisoube|p 10} San[eA aous.Jejay

aoue||dwod Juswieal) Jo MaIngy

SU0|10B3. 8SJ9ApE as10Ja9xa [eaisAyd Ajreg
JO JUBWISSaSSE pue ybrem a1eridoidde ureisns o}
Juswileal] Jo maIngy ,sJebns a|dwis pue siej ul moj| 181q
1SIA BuUlj8sEq 1B uo11dwnsuod 029eqo} JO |0Yod e
010 ‘Syulp Azzi} pausleems ‘swel ‘sjpang | SUOI]EpUBWILIOI3Y noylm ‘ajA1sa4i| Ayleay puswiwiodsy
Sjuswieal|
pajoadsns S| JnoiAeyaq
Ays11 Inq anl11ebau aJe sise1 [eolIbojoJss [elllul §| ‘G
pa10adsns S| unoineyaq AYsi §| ¥
UO01199JUl JO 82UBPIAS OU Ylim siudited ul
pPapUBWILLIODA S| UOITeUIddBA g S1iiTedaH 'S
uolje|ndod
olleIpad ul wioisd ‘Ajusnbasqgns 1eadal
‘uo1jounisAp [enxss 10 S1opJosIp [enJisusw Jo
90UBPIAD [BD1UI|D S 8J48Y] }I Ajuo WIoied ‘2
J8le| syjuow 9-g pue wniyi| yum
Jusweas} Bulieliul uaym ainseaw oSy "L sTAA «AOH s AGH «AIH ‘HSL s HAA ADH o/AGH AIH q‘UlioB|04d o 'HS L
Ajusnba.y
aJow paJnsesw aqg p|noys s|oAs| 8y} ‘jussaid
SJ010B} YS1J JB|ndseAoIped a|d1ljnw J10%G < ureb (ssoon|b poo|q pue
yBlom si 1oy} ‘[ewlouge aJe s1jnsal [elilul J| 'g  ‘Uolloun} JaAl| ‘uolloun} [eual (8soon|b pooj|q pue
wniyll| yim paleads) buiag siuailed ul ‘ajioid pidij |} ‘se1h|01109]9) ‘uoliouny JaAl| ‘uoiouny reuad ‘ejioud
pa¥28yd 8q p|Noys S[aA8| wnioeo ‘ejdwexs 104 JApnis [eolwayooig pidi| ||n} ‘S814]04108|9) APNIS [EOIWBYD0IG
'slojowe ed awos Jo}[e Ued Sjuswieall urens) | oD Buipnjoul weibowaH AOWN Buipnjoul welbowseH
1s81 poojg




34

Bobes J et al

Therapeutic measures. take into account possible interac-
tions between lithium and non-steroid antiinflammatory
drugs used for the symptomatic treatment of migraine. The
presence or onset of kidney failure should be monitored and
lithium doses adjusted accordingly. The corticoid steroids
used for asthma control and lung diseases can provoke affec-
tive episodes.

Consensus Decalogue
1. The Sanish Society of Psychiatry (SEP) and the Shan-

ish Society of Biological Psychiatry (SEPB) in collaboration
with the Spanish Society of Rural and General Medicine (SE-
MERGEN) and the Spanish Society of Family and Community
Medicine (semFYC) consider that bipolar disorder is associ-
ated with a striking deterioration in physical health, and dis-
ability due to factors inherent to the disorder itself, less
awareness regarding healthy habits and the effect of some
of the treatments.

2. The Sanish Srategy for Mental Health and the Euro-
pean Srategy for Mental Health, as well as WHO, promote
the improvement of physical health in patients with mental
illnesses and the use of preventive measures to promote
health.

3. Bipolar disorder patients present a greater incidence
of cardiovascular, metabolic, respiratory, neurological, and
infectious diseases than the general population, greater to-
tal mortality (cardiovascular, respiratory, and infectious dis-
ease), and an increased risk of suicide.

4. Accessto health care resources needsto be improved
for patients with bipolar disorder, as well as the degree of
coordination between secondary and primary health services
in order to provide better care regarding the mental and
physical health of these patients.

5. Afull clinical history is essential as well as providing
integrated treatments that include caring for the physical
health of bipolar disorder patients.

6. Measures are recommended (protocol for physical
health monitoring in bipolar disorder patients) aimed at the
prevention, diagnosis, and management of concomitant dis-
eases, factors, and risky behaviour associated with bipolar
disorder.

7. Monitoring and specific care are required for the most
vulnerable patients with bipolar disorder, such as elderly
people, children and adolescents and women of childbearing
age.

8. Psychoeducational programs will incorporate aspects
aimed at promoting physical health and improving lifestyles,
in addition to those directly related to mental health and
relapse prevention.

9. Inorder to improve physical health in bipolar disorder
patients, continuous education is needed for clinical psy-
chiatrists, primary care physicians, and other health profes-
sionals.

10. Finally, the sponsoring societies (SER, SEPB, SEMER-
GEN and semFYC) urge the greatest possible dissemination

of this Spanish Consensus to promote caring for the physical
health of bipolar disorder patients as an integral part of
their treatment.

Conclusions

This project was promoted by the Spanish Society of Psychi-
atry (SEP) and the Spanish Society of Biological Psychiatry
(SEPB), in collaboration with the Spanish Society of Rural
and General Medicine (SEMERGEN) and the Spanish Society
of Family and Community Medicine (semFYC), and estab-
lished a Consensus on the Evaluation of Physical Health and
the problems of bipolar disorder patients throughout their
lifetime. This consensus decalogue summarizesthe most rel-
evant pointsin thisregard, in the hope that its dissemina-
tion will have an impact on the psychosocial functioning,
quality of life, and life expectancy of these patientsin

Spain.
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