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Abstract

Background and obj ect ive:  Pat ients with bipolar disorder have much higher physical 
morbidity and mortalit y rates than the general populat ion. In addit ion to a higher mortalit y 
rate from suicide, these pat ients also have a higher prevalence of physical disorders.
The aim of this consensus, promoted by the Spanish Societ ies of Psychiat ry and Biological 
Psychiat ry in collaborat ion with the General Pract it ioners’  Societ ies, was to establish 
pract ical recommendat ions on procedures for detect ion, prevent ion, and intervent ion in 
the somat ic diseases that  coexist  with bipolar disorder in order to improve the quality of life 
and life expectancy of these pat ients.
Met hod:  The Spanish Societ ies of Psychiat ry and Biological Psychiat ry designated a scient ifi c 
commit tee that  selected 32 expert  psychiat rists and 10 experts from other medical 
specialt ies. Working groups were formed for each specialty for the purpose of adapt ing the 
guidelines applied in the general populat ion to pat ients with bipolar disorder. A systemat ic 
review of medical comorbidity and mortalit y in these pat ients was carried out  and 
2 mult idisciplinary consensus meet ings were held.
Result s: The literature review revealed an increased risk of hypertension, obesity, smoking, 
pulmonary diseases, migraine, and HIV infect ion among pat ients with bipolar disorder. There 
was also evidence of higher mortality rates from cardiovascular and respiratory diseases and 
infect ions, 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 pat ients. The 
result ing recommendat ions will be accepted and disseminated by the promot ing societ ies.
Conclusions:  The recommendat ions generated by the Spanish Consensus on the Physical 
Health od Pat ients with Bipolar disorders include the most  important  aspects for the 
improvement  of the psychosocial funct ioning, quality of life and life expetancy of these 
pat ients.
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PALABRAS CLAVE
Trastorno bipolar.
Salud física.
Consenso.
Morbilidad.
Mortalidad.

Consenso Español de Salud Física del Paciente con Trastorno Bipolar

Resumen

Int roducción y obj et ivos:  Los pacientes con t rastorno bipolar presentan una morbilidad 
física y una mortalidad muy superior a la de la población general. Además de una mayor 
mortalidad por suicidio, t ienen también una mayor prevalencia de enfermedades físicas.
El obj et ivo de este consenso, promovido por las Sociedades Españolas de Psiquiat ría y 
Psiquiat ría Biológica, en colaboración con las sociedades de médicos de asistencia primaria, 
es establecer recomendaciones práct icas sobre los procedimientos de detección, prevención 
e intervención en las enfermedades somát icas que coexisten con el t rastorno bipolar para 
mej orar la calidad y esperanza de vida de estos pacientes.
Mét odo:  Las Sociedades Españolas de Psiquiat ría y Psiquiat ría Biológica eligieron un Comité 
Cient ífi co que seleccionó a su vez a 32 psiquiat ras expertos y 10 médicos expertos en 
ot ras especialidades médicas. Se crearon grupos de t rabaj o para cada especialidad con la 
fi nalidad de adaptar las guías aplicadas en la población general a pacientes con t rastorno 
bipolar. Part iendo de una revisión sistemát ica sobre la comorbilidad médica y la mortalidad 
en el t rastorno bipolar se realizaron dos reuniones para acordar el consenso.
Result ados:  En la revisión bibliográfi ca se detectó un riesgo aumentado, ent re los 
pacientes con t rastorno bipolar, de presentar hipertensión arterial,  obesidad, tabaquismo, 
enfermedades pulmonares, migraña e infección por virus de la inmunodefi ciencia humana 
(VIH). También se encont ró evidencia de un aumento de mortalidad por enfermedades 
cardiovasculares, respiratorias e infecciones, además del suicidio. El grupo de expertos 
alcanzó el consenso en una serie de medidas básicas para la detección de comorbilidad 
médica aplicables a la monitorización de estos pacientes. Las recomendaciones resultantes 
serán asumidas y divulgadas por las sociedades promotoras.
Conclusiones: El decálogo generado en el Consenso Español de Salud Física del Paciente con 
Trastorno Bipolar recoge los aspectos más relevantes para la mej ora del funcionamiento 
psicosocial,  la calidad y la esperanza de vida en los pacientes con esta patología.

© 2008 Sociedad Española de Psiquiat ría y Sociedad Española de Psiquiat ría Biológica.

Introduction

Bipolar disorder is a serious mental il lness that  may af fect  
between 2% and 5% of the populat ion. 1,2 It  has a great  impact  
on the funct ioning of the pat ient , and is ranked sixth among 
the diseases listed as overall causes of disability. 3

Furt hermore,  t here is increasing evidence t hat  bipolar 
disorder pat ient s suf fer f rom great er physical  morbidit y 
and mortal it y t han t he general populat ion.  The mortal it y 
rat e due t o suicide is double t hat  of  t he general popula-
t ion and t he rat e is 10 t imes higher when ot her fact ors 
are t aken into account ,  such as t he increased risk of  met -
abol i c syndrome and cardiovascular  disease in t hese 
pat ient s. 4-7

Although there is l it t le research on this t opic,  available 
data suggest  that  several medical diseases (cardiovascular, 
metabolic,  infect ious,  neurological,  and respiratory disor-
ders) have a higher prevalence among these pat ients. 9 The 
causes cont ribut ing to this are varied. First , diffi cult ies aris-
ing from suitable access to prevent ion services and primary 
care t reatment . Daily habits that  include a greater consump-
t ion of addict ive substances, a sedentary lifestyle, or unsuit -
able diets, are also risk factors. Furthermore, the presence 

of affect ive symptoms has been associated with immunoin-
fl ammatory act ivat ion that  involves greater organic damage 
via the so-called allostat ic load. 10 Finally,  some of the psy-
choact ive drugs used in the t reatment  of  t his disorder can 
have associated adverse events that  may have an impact  on 
physical health.11

On the other hand, in addit ion to risks regarding the pa-
t ient ’s physical health,  t hese somat ic diseases worsen the 
prognosis of  bipolar disorder,  hinder it s t reatment  and re-
covery, and worsen the quality of life of pat ients. 12 Thus, we 
can assert  that  the psychiat ric symptoms of bipolar disorder 
are not  the only cause of  a negat ive impact  on the overall 
funct ional level of the pat ient .

However, there is a tendency to underdiagnose and under-
t reat  somat ic illness in psychiat ric pat ients in general and in 
bipolar pat ient s in part icular. 9,13-15 This sit uat ion cal ls for 
raising awareness in al l  health professionals regarding the 
need t o prevent  and t reat  physical  i l lness in t hese pa-
t ients.16

The aim of this proj ect  was to reach a consensus on the 
evaluat ion of  physical health and medical problems in bi-
polar disorder pat ient s t hroughout  t heir l ives,  similar t o 
t he one recent ly carried out  by t he Spanish Societ ies of 
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Psychiat ry and Biological Psychiat ry on the physical health 
of  pat ients with schizophrenia, 17 and establish recommen-
dat ions on t he diagnost ic procedures and care int erven-
t ions needed t o det ect  and modif y somat ic r isk fact ors 
t hat  have an impact  on t he psychosocial  funct ioning of 
t hese pat ient s in Spain,  as well  as on t heir qualit y of  l i fe 
and l i fe expect ancy.  This consensus adds t o t hose devel-
oped by ot her  scient i f i c societ i es in t he rest  of  t he 
world.18,19

Methods

This consensus document  was developed and endorsed by 
the Spanish Society of Psychiat ry (SEP) and the Spanish So-
ciety of  Biological Psychiat ry (SEPB), in collaborat ion with 
the Spanish Society of Rural Medicine and General Pract it io-
ners (SEMERGEN) and Family and Community Medicine (sem-
FYC).

Development Process
The consensus document  was developed according t o t he 
following steps:

—The Spanish Societ ies of Psychiat ry and Biological Psychia-
t ry designated a Scient ifi c Commit tee consist ing of 4 mem-
bers and one coordinator in charge of select ing 32 expert  
psychiat rist s and 10 expert  physicians in ot her medical 
specialt ies

—A systemat ic review of  specialized medical l it erature on 
medical comorbidity and mortality in bipolar disorder

—A review by t he special ist  consult ant  physicians of  t he 
nat ional  and int ernat ional  guidel ines on t he preven-
t ion,  diagnosis,  and t reatment  of  t he dif ferent  diseases 
ident ifi ed as relevant  t o bipolar disorder pat ient s,  af -
t er adapt ing t hem to t he characterist ics of  bipolar dis-
order

—Two mult idisciplinary consensus meet ings
—  Draft ing the fi nal consensus document

Systematic Review of Medical Literature
The aim of  t he syst emat ic review of  t he medical  l i t era-
t ure was t o assess t he incidence,  prevalence,  or r isk of 
physical  i l lness,  as wel l  as mort al i t y in bipolar disorder 
pat ient s.

A bibl iographic search of  t he MEDLINE dat abase f rom 
1966 to January 2008 was performed. The search was l im-
i t ed t o st udies publ ished in Spanish or Engl ish.  Furt her-
more,  a search was performed of  t he reference l ist s of  al l 
t he primary art icles ident ifi ed and relevant  review art i-
cles.

Review of National and International Guidelines 
by Expert Specialist Consultant Physicians
Parallel to the systemat ic review of the medical l iterature, 
the expert  specialist  consultant  physicians reviewed the na-

t ional and internat ional guidelines and other documentat ion 
on the prevent ion, diagnosis and t reatment  of the diseases 
ident ifi ed above as relevant  t o bipolar disorder in the sys-
temat ic review of the medical literature.

Multidisciplinary Consensus Meetings
There were 2 consensus meet ings.  Bot h were mult idisci-
pl inary and were at t ended by t he Scient i f ic Commit t ee 
members,  representat ives of  the medical societ ies and Al-
calá de Henares Universit y,  and 11 expert  consultants from 
the following medical specialt ies: primary care (2), gynecol-
ogy (1),  infect ious diseases (1),  endocrinology (1),  circula-
tory system (1),  pharmacology (1),  addict ion management  
(1),  and mortalit y prevent ion (1 expert  psychiat rist );  and a 
group of 31 expert  psychiat rists part icipat ing in the prepara-
t ion of the consensus.

At  the fi rst  meet ing, the members of  the Scient ifi c Com-
mit t ee described t he current  sit uat ion regarding physical 
health problems in bipolar disorder pat ients. Subsequent ly, 
each expert  specialist  consultant  reviewed the internat ional 
and nat ional guidelines on diagnosis and follow-up of each of 
t he prevalent  diseases selected and then a working group 
was created for every specialty made up of the correspond-
ing expert  specialist  consultant  and several part icipat ing ex-
pert  psychiat rist s.  Each group prepared a document  wit h 
recommendat ions on diagnost ic intervent ions, monitoring, 
and prevent ive and therapeut ic intervent ions adapted to bi-
polar disorder pat ients.

At  the second meet ing a consensus was reached by all par-
t icipants on the specifi c recommendat ions created by each 
working group that  should be incorporated into the fi nal con-
sensus document .

Results

Systematic Review of the Medical Literature
Alt hough t he result s of  t he syst emat ic review wil l  be t he 
subj ect  of  further publicat ions,  t he most  relevant  conclu-
sions ext racted from it  are summarized below.

Cardiovascular Disease
Number of  st udies:  14 cont rol led studies20-33 and 6 uncon-
t rolled studies.34-39

Findings:  although 2 studies produced confl ict ing results, 
most  comparat ive studies report  that  bipolar disorder is as-
sociat ed wit h an increased rat e of  art erial  hypert ension 
(AHT),  al t hough prevalence fi gures vary great ly f rom one 
study to another (from 4.6% to 60.8%). Furthermore, a great -
er risk of AHT has been reported in bipolar disorder pat ients 
than in pat ients with schizophrenia (odds rat io [OR] = 1.13; 
95% confi dence interval [CI], 1.01-1.26).

No evidence was found that  consistent ly supports bipolar 
disorder being associated with other dif ferent  cardiovascu-
lar diseases apart  from arterial hypertension. Similar conclu-
sions can be drawn regarding st roke.
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Pulmonary Disease
Number of  st udies:  9 cont rol led studies20,23,24,26-28,30,33,40 and 
3 uncont rolled studies.34,36,37

Findings:  a signifi cant ly greater risk of asthma was found 
among bipolar disorder pat ient s compared t o t he general 
populat ion. Prevalence fi gures range between 3% and 17% in 
bipolar disorder pat ients versus 2%-10% in the general popu-
lat ion or 8% in ot her reference populat ions.  The l i fet ime 
prevalence of  asthma in bipolar disorder pat ient s (16.7%; 
95% CI, 15.1-18.4) was also signifi cant ly greater23 than in the 
general populat ion (9.7%; 95% CI, 9.1-10.3).

Bipolar pat ients also showed an increased risk of suffering 
chronic obst ruct ive pulmonary disease (COPD) compared to 
the general populat ion (l ifet ime prevalence, 2.7%; 95% CI, 
1.9-3.7 vs 1.1%; 95% CI, 0.8-1.3).

Gastrointestinal Disease
Number of  st udies: 5 cont rolled studies20,26,28,30,41 and 3 un-
cont rolled studies.36-38

Findings: al t hough few data are available,  3 cont rol led 
studies suggest  that  bipolar disorder pat ients have a higher 
risk of suffering from pept ic ulcer. The prevalence of pept ic 
ulcer in cont rolled and uncont rolled studies was 0.9%-10.8% 
in bipolar disorder pat ient s versus 0.2%-5.0% in reference 
populat ions.

Although data on l iver disorders are also l imited,  2 con-
t rol led studies report  t hat  bipolar disorder pat ient s had a 
great er r isk of  suf fering l iver disease (OR,  3.97;  95% CI, 
2.84-5.55).

Endocrine-Metabolic Disease
Number of  st udies:  17 cont rol led st udies20,24,26-28,30-33.35,42-48

and 13 uncont rolled studies.34-39,49-55

Findings:  6 out  of 7 cont rolled studies that  evaluated the 
prevalence of obesity found signifi cant ly greater percentag-
es in bipolar disorder pat ients (19%-53%) than in the general 
populat ion (9%-14%).

Some st udies have also found an increase in t he preva-
lence of diabetes, although from a clinical point  of view the 
dif ferences were barely relevant .  The data regarding dys-
lipidemia in bipolar disorder pat ients are highly variable and 
lack consistency. Only 1 cont rolled study evaluated the pres-
ence of metabolic syndrome in these pat ients, and found a 
prevalence similar t o t hat  in pat ient s wit h schizophrenia 
(22.5% vs 29.7%;  P = NS).31 This prevalence of metabolic syn-
drome is very similar (22.4%-24.7%) to studies conducted in 
bipolar disorder pat ients in our set t ing.39,56

The associat ion of hypothyroidism with bipolar disorder is 
highly cont roversial,  and only 1 comparat ive study has ad-
dressed t his issue versus t he general populat ion. 28 In t his 
study, the prevalence of hypothyroidism in bipolar disorder 
pat ient s was 9.6% compared t o 2.5% in a cl inical  sample 
wi t hout  bipolar  disorder (OR,  2.57;  95% CI,  2.27-2.91;
P < .0001) This risk seems to increase among pat ients with 
rapid cycling bipolar disorder (OR, 3.14; 95% CI, 1.12-8.79;
P < . 002) compared t o t hose wi t hout  rapid cycl ing. 42 If  

non-comparat ive studies are included, the prevalence of hy-
pot hyroidism among bipolar pat ient s seems t o be around 
10%.

Renal and Genitourinary Disease
Number of  st udies:  3 cont rolled studies26,28,33 and 3 uncon-
t rolled studies.36-38

Findings:  the risk of present ing nephropathies seems to be 
higher among bipolar disorder pat ients compared to non-psy-
chiat ric pat ients (OR, 2.78; 95% CI, 1.87-4.14;  P < .0001).

Musculoskeletal and Connective 
Tissue Disease
Number of  st udies:  6 cont rolled studies20,23,26,28,30,35 and 4 un-
cont rolled studies.35-38

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

Infectious Disease
Number of  st udies:  5 cont rolled studies20-59,57-59 and 3 uncon-
t rolled studies.36,37,60

Findings:  there is a st rong associat ion between bipolar dis-
order and human immunodefi ciency virus (HIV) infect ion. 
The studies report  prevalences fl uctuat ing between 0.1% and 
2.6%, if  studies conducted in African count ries with higher 
prevalences of infect ion are excluded.

Neurological Disease
Number of  st udies:  11 cont rolled studies20,23,24,26,28,30,61-65 and 
10 uncont rolled studies.34,36-38,49,66-70

Findings:  t he prevalence of  migraine in bipolar disorder 
pat ients is signifi cant ly greater than in the general popula-
t ion, (OR, 2.54; 95% CI, 1.59-4.05), is greater in women and 
has an average prevalence of 25%.

Oncological and Hematological Disease
Number of  st udies:  3 cont rolled studies26,28,71 and 2 uncon-
t rolled studies.36,37

Findings: there is no evidence of increased rates of cancer 
among bipolar disorder pat ients.

Dermatological, Ocular, Otorhinolaryngological, 
and Dental Disease
Number of  st udies:  3 uncont rolled studies of dermatological 
disease, 36-38 1 cont rol led st udy of  ocular disease, 30 and no 
studies on otorhinolaryngological and dental disease.

Findings:  t here is no evidence support ing an associat ion 
with these diseases.

Gynecological and Obstetric Disease
Number of  st udies:  3 cont rolled studies20,28,72 and 1 uncon-
t rolled study.36

Findings:  there is an increased risk of gestat ional compli-
cat ions among women with bipolar disorder (OR, 1.23; 95% 
CI,  1.06-1.44),  mainly due t o placenta praevia (OR, 2.13; 
95% CI, 1.15-3.94).
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Other Medical Disorders
Number of  st udies:  6 cont rolled studies23,24,26-30 and 1 uncon-
t rolled study.37

Findings:  bipolar disorder pat ient s have a signif icant ly 
greater prevalence of allergies than the general populat ion, 
with fi gures ranging between 25% and 40%.

It  is also associated with chronic fat igue syndrome (4% vs 
1% in t he general populat ion) and wit h mult iple chemical 
sensit ivity syndrome (4.6% vs 2.3% in the general populat ion;
P < .05).

Disorders Related to the Use of Addictive 
Substances
Number of  st udies:  10 cont rol led st udies21,24-26,28,31,33,64,73,74

and 1 uncont rolled study.70

Given the focus of  this review, this sect ion only includes 
art icles that  provide informat ion on medical comorbidity in 
relat ion to the use of addict ive substances.

Findings: bipolar disorder pat ients present  a risk of nico-
t ine abuse or dependency more than twice that  of the gen-
eral populat ion (OR, 2.1; 95% CI, 1.2-4.0), with a prevalence 
of smoking ranging between 50% and 60%.

Similarly,  t he risk of  alcohol abuse or dependence (OR, 
19.63;  95% CI,  17.9-21.0) and abuse or dependence on 
ot her subst ances (OR,  42.1;  95% CI,  37.83-48.6) is also 
very high.

Mortality
Tot al  mort al i t y (f rom any cause):

Number of  st udies:  6 studies.4,6,75-78

Findings:  mortalit y among bipolar disorder pat ients is at  
least  double in men and 3 t imes greater in women.

Mort al i t y f rom non-nat ural  causes:

Number of  st udies:  10 studies.4,6,75-82

Findings:  mortalit y due to suicide is more than ten t imes 
higher than in the general populat ion (standardized mortal-
ity rat io [SMR] between 10 and 18).

Mortality from accidents is also up to three t imes greater.

Mort al i t y f rom nat ural  causes:

Number of  st udies:  5 studies.75,76,79,80,83

Findings:  mortality due to cardiovascular causes is signifi -
cant ly higher and can reach 50%. Mortalit y due to cerebro-
vascular disease or cancer does not  seem to be greater.

Finally, other causes of the increase in mortality are infec-
t ion—that  can be double than expected—and respiratory dis-
orders (SMR between 3 and 7).

Monitoring and Intervention 
Algorithms Applied to the Physical 
Health Problems of the Bipolar 
Disorder Patient
Taking into account  the fi ndings obtained from this system-
at ic review of comorbidit y in relat ion to physical disorders 
among bipolar disorder pat ients,  there follow the consen-

sus recommendat ions of  t he Expert  Special ist  Consult ant  
Physicians Commit t ee and t he part icipat ing psychiat rist s 
on t he diagnost ic,  prevent ive and t herapeut ic int erven-
t ions regarding t he physical healt h of  t hese pat ient s.  Al l 
t hese int ervent ions are summarized in Table 1 (prot ocol 
for monitoring the physical healt h of  t he bipolar disorder 
pat ient ).  A complete case history should be taken that  in-
cludes personal and family medical and psychiat ric back-
ground,  including suicide,  t he consumpt ion of  addict ive 
substances, concomitant  medicat ion use, and informat ion 
on diet  and lifestyle.  They should also be asked about  any 
sexual dysfunct ion and intent ions regarding start ing a fam-
ily.  The pat ients should have a general examinat ion as well 
as a blood test  aimed at  assessing given specifi c disorders 
that  are detailed below.

Cardiovascular Disease
Diagnost ic measures:  systolic blood pressure (SBP) and dia-
stolic blood pressure (DBP) should be measured at  baseline 
and during each subsequent  visit .  If  blood pressure is normal 
and visit s are f requent ,  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 t imes 
at  intervals of 2-3 min. To diagnose AHT, the measurements 
must  be repeated on another 2 days (t riple measurements) 
unless t he values on a single occasion are higher t han 
189/ 110 mm Hg.

Prevent ion measures:  al l  t he pat ient s should fol low a 
low-salt  diet  and take exercise appropriate to their physical 
condit ion. Weight  reduct ion is fundamental if  overweight /
obesity is present .

Therapeut ic measures:  if  blood pressure is not  cont rolled 
(≥ 140/ 90 mmHg or less in subj ects with diabetes or kidney 
failure) they should be referred to their primary care physi-
cian.  In t his case,  it  is important  t o indicate whether t he 
pat ient  is taking ant ipsychot ic drugs and if  so, which ones, 
so that  a suit able hypotensive drug can be chosen in each 
case. It  should also be reported whether the pat ient  is being 
t reated with l it hium salt s to draw at tent ion to possible in-
teract ions with some hypotensive drugs (specifi cally, diuret ic 
and ant ihypertensive drugs that  act  on the renin-angiotensin 
system).

Endocrine and Metabolic Disease
Diagnost i c measures:  weight ,  height ,  body mass index 
(BMI = weight / height  in m2) and waist  circumference should 
be measured at  baseline, as well as blood tests for glucose, 
total cholesterol, high-density lipoprotein cholesterol (HDL-C), 
low-densit y l ipoprotein cholesterol (LDL-C),  t riglycerides, 
TSH, and prolact in (only in case of menst rual disorders, sex-
ual dysfunct ion,  or a pediat ric populat ion).  At  every visit ,  
weight  should be measured (once a month at  most ), as well 
as height  if  the pat ient  is growing. The remaining measure-
ments should be repeated annually,  if  t hey are wit hin t he 
normal range (BMI < 25 kg/ m2,  HDL-C in men ≥ 40mg/ dL and 
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women ≥ 50 mg/ dL,  t riglycerides ≤ 150 mg/ dL,  blood glu-
cose < 100 mg/ dL,  TSH between 0.3-6 mU/ L,  and prolac-
t in < 20 ng/ mL.

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

If metabolic syndrome is present (defi ned by at  least  3 of the 
following criteria: waist  circumference in men > 102 cm, and 
in women > 88 cm; HDL-C in men < 40 mg/ dL, and in women 
< 50 mg/ dL; BP > 130/ 85 mm Hg; t riglycerides > 150 mg/ dL; 
blood glucose > 100 mg/ dL) the parameters should be moni-
tored every 6 months and if  t he pat ient  has gained weight  
(more than 4 kg).

Prevent ion measures: all pat ients should be recommended 
diet  and exercise, as well as reminding them to maintain a 
healthy lifestyle.
Therapeut ic measures:  in case of  dyslipidemia (total cho-
lest erol > 250 mg/ dL,  t riglycerides > 200 mg/ dL),  met a-
bol ic syndrome or diabetes (blood glucose > 126 mg/ dL), 
the pat ient  should be referred to primary care, as well as 
considering an al t ernat ive t o t he pharmacological  t reat -
ment ,  especial l y when t he drugs are associat ed wi t h 
weight  increase. In case of  weight  gain (> 7% baseline),  a 
change of  pharmacological t reatment  should also be con-
sidered and the pat ient  referred to the primary care physi-
cian i f  t his gain is accompanied by negat ive changes in 
cardiovascular risk fact ors in l ine wit h t he crit eria men-
t ioned.

When TSH remains elevated the pat ient  should be referred 
to the endocrinologist .  The pat ient  should also be assessed 
when hyperprolact inemia does not  have a pharmacological 
cause, has a clinical impact  or reaches concent rat ions great -
er than 200 ng/ mL.

Infectious Disease
Diagnost ic measures:  the following serological tests should 
be done at  baseline and whenever risk behavior is suspected: 
ant i-HIV ant ibodies (ELISA), ant i-HBV (ELISA), ant i-HCV (ELI-
SA), and VDRL/ RPR.

Prevent ion measures: vaccinat ion against  hepat it is B is rec-
ommended in pat ients who present  no evidence of infect ion.

Therapeut ic measures:  in the case of a posit ive result  the 
pat ient  should be referred to the appropriate specialist .

Women of Childbearing Age
Prevent ion measures:  women should be asked about  t heir 
int ent ions regarding st art ing a fami ly,  psychoeducat ion 
should be provided and planned pregnancy endorsed.  If  
pregnancy is not  desired, advice should be given on a suit -
able cont racept ive method and the use of condoms recom-
mended i f  r isky sexual  behavior  exist s.  If  cyt ochrome 
P450 induct ion is present  (eg, due to carbamazepine, topira-
mate, oxcarbamazepine),  use higher doses of  est rogens or 
prescribe alternat ive cont racept ive methods and adj ust  la-
mot rigine doses (by evaluat ing plasma levels) if  est rogens 

are used. Psychoact ive drugs with the lowest  teratogenicity 
risk should be used.

Therapeut ic measures:  In case of  pregnancy,  individual 
risk-benefi t  should be assessed regarding t he desirabil i t y 
of  cont inuing or  int er rupt ing psychopharmacological 
t reatment  during t he fi rst  quart er of  pregnancy,  drawing 
at t ent ion t o t he possible risks for t he mother and t he fe-
tus.  This should be considered high risk,  and thus involves 
det ermining plasma values for al l  possible drugs (espe-
cial ly for l i t hium, valproate,  and carbamazepine) as well 
as t est ing for l iver and kidney t oxicit y and rul ing out  ges-
tat ional diabetes and thyroid abnormalit ies.  Furthermore, 
i f  ant iconvulsant s or l i t hium are being used,  fet al  mor-
phology has t o be assessed and screening for neural t ube 
malformat ions and heart  disease (fetal echocardiography) 
performed.

Treatment  during pregnancy should be simplifi ed t o t he 
utmost ,  considering adj ust ing the dose according to blood 
dilut ion during the second and third quarter of the pregnan-
cy. If  the pat ient  is taking valproate or carbamazepine, sup-
plements of  fol ic acid should be administered t hroughout  
gestat ion.

Management of Addictions
Diagnost i c measures:  record subst ance use at  basel ine 
and at  each visi t .  Complet e blood count  should be per-
formed to determine mean corpuscular volume (MCV) and 
l iver funct ion t est s t o determine markers of  alcohol con-
sumpt ion.

Prevent ion measures:  psychoeducat ion should be provided 
on the risks associated with the consumpt ion of substances 
in relat ion to the natural history of disease and possible in-
teract ions with the t reatment .

Therapeut ic measures:  pat ients who smoke should be en-
couraged t o fol low a smoking cessat ion program and use 
nicot ine replacement  t herapy,  such as pat ches 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 pat ient  to health care centers specializing 
in dual pathology.

Mortality/Suicide Prevention
Diagnost ic measures:  bipolar disorder should be diagnosed as 
early as possible, and suitable t reatment  init iated. 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 affect ive episodes, rapid cycling, 
bipolar type II,  etc). Elicit  informat ion on any background of 
personal suicide at tempts, as well as substance abuse.

Prevent ion measures:  Explore suicidal ideat ion at  each 
visit .  When necessary prescribe admission.

Other Medical Disorders
Diagnost ic measures:  gather informat ion on any personal 
history of  pept ic ulcers,  migraine,  respiratory disease and 
allergies.
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Therapeut ic measures:  take into account  possible interac-
t ions bet ween l i t hium and non-st eroid ant i inf lammat ory
drugs used for the symptomat ic t reatment  of migraine. The 
presence or onset  of kidney failure should be monitored and 
l it hium doses adj usted accordingly.  The cort icoid steroids 
used for asthma cont rol and lung diseases can provoke affec-
t ive episodes.

Consensus Decalogue
 1.  The Spanish Society of Psychiat ry (SEP) and the Span-

ish Societ y of  Biological Psychiat ry (SEPB) in collaborat ion 
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 st riking deteriorat ion in physical health, and dis-
abil i t y due t o fact ors inherent  t o t he disorder it sel f ,  less 
awareness regarding healthy habit s and the ef fect  of  some 
of the t reatments.

 2.  The Spanish St rategy for Mental Health and the Euro-
pean St rategy for Mental Health,  as well as WHO, promote 
the improvement  of physical health in pat ients with mental 
i l lnesses and t he use of  prevent ive measures t o promot e 
health.

 3.  Bipolar disorder pat ients present  a greater incidence 
of cardiovascular, metabolic, respiratory, neurological,  and 
infect ious diseases than the general populat ion, greater to-
tal mortality (cardiovascular, respiratory, and infect ious dis-
ease), and an increased risk of suicide.

 4.  Access to health care resources needs to be improved 
for pat ients with bipolar disorder,  as well as the degree of 
coordinat ion between secondary and primary health services 
in order t o provide bet t er care regarding t he ment al and 
physical health of these pat ients.

 5.  A full clinical history is essent ial as well as providing 
integrated t reatments that  include caring for t he physical 
health of bipolar disorder pat ients.

 6.  Measures are recommended (prot ocol  for physical 
health monitoring in bipolar disorder pat ients) aimed at  the 
prevent ion, diagnosis, and management  of concomitant  dis-
eases, factors,  and risky behaviour associated with bipolar 
disorder.

 7.  Monitoring and specifi c care are required for the most  
vulnerable pat ient s wit h bipolar disorder,  such as elderly 
people, children and adolescents and women of childbearing 
age.

 8.  Psychoeducat ional programs will incorporate aspects 
aimed at  promot ing physical health and improving lifestyles, 
in addit ion t o t hose direct ly related t o mental healt h and 
relapse prevent ion.

 9.  In order to improve physical health in bipolar disorder 
pat ient s,  cont inuous educat ion is needed for cl inical psy-
chiat rists, primary care physicians, and other health profes-
sionals.

10.  Final ly,  t he sponsoring societ ies (SEP, SEPB, SEMER-
GEN and semFYC) urge the greatest  possible disseminat ion 

of this Spanish Consensus to promote caring for the physical 
heal t h of  bipolar disorder pat ient s as an int egral  part  of 
their t reatment .

Conclusions

This proj ect  was promoted by the Spanish Society of Psychi-
at ry (SEP) and the Spanish Society of  Biological Psychiat ry 
(SEPB),  in col laborat ion wit h t he Spanish Societ y of  Rural 
and General Medicine (SEMERGEN) and the Spanish Society 
of  Family and Communit y Medicine (semFYC),  and est ab-
lished a Consensus on the Evaluat ion of Physical Health and 
the problems of  bipolar disorder pat ients throughout  their 
lifet ime. This consensus decalogue summarizes the most  rel-
evant  points in this regard, in the hope that  it s dissemina-
t ion wil l  have an impact  on t he psychosocial funct ioning, 
qual i t y of  l i f e,  and l i f e expect ancy of  t hese pat ient s in 
Spain.
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