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Introduction

A meaningful definition of health as a “healthy state of well being” should address the whole person,
“the general condition of body and mind.” After all, “health” derives from the Greek word meaning
“whole.”

The World Health Organization describes health as “a state of complete physical, mental and social
well being and not merely the absence of disease or infirmity.”  In order for an individual to be viewed
as generally healthy, one should look at the complete person with all that involves. Mental well being
cannot be separated from physical well being.  To look at one aspect without the other does a disservice
to the overall health of the individual. Mental and physical health and illness represent crucial parts of
life that are deeply interdependent.

It has been stated that there are five areas of health or wellness to focus on when considering optimal
health.  Those are Physical Health, Emotional Health, Social Health, Spiritual Health and Intellectual
Health.  We will bring attention to
the physical and emotional parts of
total wellness for our 2004
campaign.

Studies have shown that each has a
major impact on the other: cancer,
cardiovascular disease, diabetes,
HIV/AIDS, and other illnesses
should not be viewed in isolation
from the possible mental and
psychological issues of an
individual. The World Health Organization has emphasized that the presence of major physical
diseases affects the mental health of individuals as well as of entire families. And, further, that mental
health is as important as physical health to the overall welfare of individuals, societies, and countries.

It is common for an individual to have two or more mental disorders at the same time; the same is
true with mental and physical disorders. It has been shown that people with schizophrenia experience
far more physical health problems influencing overall health and life expectancy than people in the
general population. Many of these problems result from behaviour issues causing obesity, smoking,
and substance abuse that lead to hypertension, heart disease, diabetes, and cancer. Others relate to
medications given for one disease that create other illness. Individuals with schizophrenia tend to be
either reluctant or unable to report other problems, according to Dr. Ian Banks of the United
Kingdom. These patients also often delay going to the doctor for treatment.

An Australian study shows that individuals with schizophrenia were found to be 2.9 times more likely
to die of natural causes, especially cardiovascular disease, than those in the general population. It
appears that detection of physical illness in people living with schizophrenia is very poor. There are
some apparent reasons why diagnosis and treatment of physical illness in this population is difficult:

• Some non-psychiatrists are hesitant to treat people with serious mental illness.
• There may be a lack of follow-up of patients with mental illness, due to the patient’s lack of

motivation.
• There are often a number of changes of the treating doctors, thereby keeping the person’s

history from being developed.
• Some psychiatrists believe that a general practitioner should handle physical health matters.
• Physical examinations are conducted far too infrequently by psychiatrists.
• There is not enough time and money for physical examinations in mental health care.

Many people with chronic physical diseases, such as
diabetes and cancer, experience emotional  and
psychological problems that often  aren’t detected or
treated adequately.  Also, many  people with a mental
illness often have an undiagnosed physical illness.

- Australian Dept. of Health and Ageing
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Anxiety and depression often cause adverse changes in a person’s immune system thus making way for any
number of physical illnesses. A person’s mental health has a profound effect on his or her behaviour as far as diet,
exercise, sexual practices, smoking, etc. which may further the chances of adverse physical illnesses. Mentally ill
individuals can have difficulty communicating their physical needs and problems. Many mentally ill people have a
very high tolerance for pain and a reduction in pain sensitivity due to antipsychotic medications. People frequently
seek help for physical ailments that may actually be symptoms of depression, such as allergic reactions, ulcers, or
other disorders. It is clear that primary care physicians should look at potential mental health causes and
consequences of physical illness in order to provide the best possible treatment. Too often this important link is
overlooked.

The Pan American Health Organization indicates that many discoveries in behavioural health are already
successfully applied to clinical medical and public health problems and that technology dealing with behavioural
change must be applied to health promotion in many more nations and communities and must be taught in every
school for health professionals.

A ground-breaking meeting at the U.S. National Institute for Mental Health (NIMH) entitled The Unwanted
Cotraveler: Depression’s Toll on Other Illnesses was held in March 2001 and brought together government
officials, researchers, academics, mental health professionals, mental health consumers, and members of the
public. The former NIMH Director, Dr. Steven Hyman, stressed the fact that depression is a brain disease
profoundly affecting the physical being, including the structure of the brain. Thus, the same chemistry that affects
the brain also affects major physical illnesses such as diabetes, cardiovascular disease, and others. A number of
participants in this meeting discussed about the role of stigma in these equations. As long as mental illness is seen
as existing apart from physical illnesses, it will not receive the attention – or the funding – that it needs. A
representative of the National Depressive and Manic-Depressive Association spoke of a survey completed by her
organization showing that 78 percent of Americans with depression had not experienced complete control of their
illness within the previous two months. She noted that if a chronic illness, such as diabetes, wasn’t completely
controlled for the same percentage of diabetics, there would be a public outcry. She further stated that if people and
their doctors can’t recognize the symptoms of depression or if people refuse to get treatment, depression would
remain highly undiagnosed and untreated.

The World Health Organization has been in the forefront of development of mental health services, especially in
developing countries. This organization has reported that 4 of the 10 leading causes of disability in the United
States and other developed countries are mental disorders, including major depression, bipolar disorder, and
schizophrenia.  One of the first initiatives in developing countries was a project in Brazil, Colombia, Egypt, India,
Philippines, Sudan, and Senegal to examine the feasibility of integrating mental health in general health care
(1975-1981). The most recent effort is the publication of the World Health Report 2001 on Mental Health.  The
World Health Report 2001 has supported the movement to integrate mental health care into general health
services in developing countries. A number of countries have used this approach to organize essential mental
health services. In developing countries with limited resources this has meant a new beginning of care for people
with mental disorders. India started training primary health care workers in 1975, forming the basis of the
National Mental Health Programme formulated in 1982. Currently the government supports 100 district level
programmes in 30 states. In Cambodia, the ministry of health trained a core group of personnel in community
mental health, who in turn trained selected general medical staff at district hospitals.  In the Islamic Republic of
Iran, efforts to integrate mental health care started in the late 1980s and the programme has since been extended
to the whole country, with services now covering almost the whole of the rural population (about 20 million people).
Countries such as Afghanistan, Malaysia, Morocco, Nepal, Pakistan, Saudi Arabia, South Africa, the United
Republic of Tanzania, and Zimbabwe have adopted similar approaches. Some studies have been carried out to
evaluate the impact of integration, but more are urgently needed.

We live in an exciting time for innovations in treatment of illnesses. Many of the most feared illnesses of the body,
such as cancer, heart disease, diabetes and more are increasingly seen as treatable, survivable, even curable

Human behaviour plays a central role in the maintenance of health and the
prevention of disease.

U.S. Institute of Medicine (2001)
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ailments. Yet, despite unprecedented knowledge gained in recent decades about the brain and human behaviour,
mental health is not given the priority that it deserves and needs. In 1999, the U.S. Surgeon-General’s report on
Mental Health recognized the extremely close relationship between our mental and physical health and well being.
Then-Surgeon General David Satcher, M.D., Ph.D., stated that “Indeed, one of the foremost contributions of
contemporary mental health research is the extent to which it has mended the destructive split between ‘mental’
and ‘physical’ health.”

There have been many studies supporting
the need to view physical and mental
health together. A New York City
Community Health Survey showed that
significant emotional distress could affect
physical health. A person who is very
depressed or anxious may be more likely
than others to engage in behaviour that
may increase poor physical health and, in
turn, physical illness may increase or
even cause depression and anxiety. It’s a
vicious cycle. The good news is that
appropriate treatment for emotional
problems can greatly improve the
functioning of someone with physical
illness. This study, along with many
others, demonstrates that primary care
providers can learn to recognize, treat, or
make referrals for people with mental
health problems.

A joint position paper prepared by the
Canadian Psychiatric Association and the
College of Family Physicians of Canada
stated, “In theory, the family physician
and the psychiatrist are natural partners
in the mental health care system.  While
neither may be able to meet every need of
a client with a mental disorder, each can
offer complementary services, which
enables them to play a key role at different
stages of an episode of illness and the
subsequent period of recovery.
Collaborative care between the family
physicians and psychiatrists is a critical step toward improving the overall care received by people with mental
disorders.” This paper highlights mental health problems in family medicine where it indicates that approximately
a third of all family practice patients have identifiable mental health problems and that the statistics may be even
higher for teenagers and the elderly. In addition, these organizations explored the difficult issues of access between
mental health professionals and family practitioners, problems in communication, and a lack of personal contact.
These researchers urge the promotion of an integrated and holistic approach to physical and mental health
problems to ensure a greater continuity of care.

The World Health Organization’s “Guide to Mental and Neurological Health in Primary Care” states that in a
general-practice surgery, every third or fourth person seen has some form of mental disorder. This document
indicates that the way in which services are provided emphasizes the importance of primary care as a setting for
mental health care – showing the importance of people in primary care working more closely with those in mental
health services. Good mental health care is a collaborative effort that includes primary care physicians, nurses,
school counsellors, and mental health professionals.

The U.S. Institute of Medicine (2001) has reported that one of the greatest advances in determinations of disease
over the past two decades has been the identification of social and psychological conditions that influence mortality.

For integration of mental health into general health care to
be successful, policy-makers need to consider the following:

•General health staff must have the knowledge, skills and
motivation to treat and manage people living with mental
disorders.

•There needs to be sufficient numbers of staff with the
knowledge and authority to prescribe psychotropic drugs at
primary and secondary levels.

•Basic psychotropic drugs must be available at primary and
secondary care levels.

•Mental health specialists are required to provide support to
monitor general healthcare personnel.

•Effective referral links between primary, secondary and
tertiary levels of care need to be in place.

•Funds must be redistributed from tertiary to secondary and
primary levels of care or new funds must be made available.

•Recording systems need to be set up to allow for continuous
monitoring, evaluation and updating of integrated activities.

World Health Organization, 2001 World Health Report
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Medical science is making huge advances on understanding chronic illnesses like dementia, diabetes,
Parkinsonism, etc. But at the same time, the world is faced with dramatic increases in non-communicable diseases
such as mental disorders, cardiovascular disease, cancer, etc. A full understanding of interactions between health
and behaviour is important in the prevention and treatment of many diseases plaguing the world today.

Dr. Richard Nakamura of the U.S. National Institute
of Mental Health urges primary care physicians to
watch for individuals who experience many different
illnesses because there may be signs of depression
that mask or cause other illnesses. He has indicated
that physical symptoms that mask depression can be
allergic reactions, ulcers, or other disorders. He
believes that viewing physical symptoms as unrelated
to mental disorders, or vice versa, is missing the
entire picture of the individual.

The American Psychiatric Association (APA) has emphasized that there is growing evidence supporting the strong
link between mental disorders and physical illnesses. The more serious the medical condition, the more likely the
person will experience a mental health problem. The risk of depression is generally higher for people with serious
medical illnesses such as heart disease, cancer, and diabetes. In addition, people with a mental illness may have
more difficulty functioning on a day-to-day basis and may be unable to adhere to treatments that have been
prescribed. People who are diagnosed and treated for co-existing illnesses often experience an overall improvement
in their medical condition and their quality of life. The APA further states, “the link between mental disorders and
physical illnesses must be addressed if both are to be treated successfully.” It is clear that mental health problems
can have the same symptoms as physical problems; poor physical health can make mental health problems worse.
It is extremely important, according to the Royal College of Psychiatrists, for a prompt assessment of physical
health to be carried out in people being admitted to mental health units.

Antipsychotic medications are very important to the medical management of many  psychotic conditions, as shown
in a 2003 Consensus Development Conference of the American Diabetes Association, the American Psychiatric
Association, the American Association of Clinical Endocrinologists, and the North American Association for the
Study of Obesity and published in the Journal of Clinical Psychiatry. The so-called “second generation
antipsychotics” (SGAs) have been improved from the first such medications available, there are also some side
effects that may influence diseases such as diabetes and cardiovascular diseases. It was shown, for example, that
there is considerable evidence that treatment with these medications, especially with individuals with
schizophrenia, can cause a rapid increase in body weight in the first few months, increasing the risk of these other
types of diseases.

Physical activity and good nutrition have been shown to be important factors in good mental health and
psychological well being. Activity and nutrition helps individuals avoid mental disorders, recover from mental
disorders, and improve the quality of life for everyone. These same behavioural factors influence physical health as
well – in areas of prevention, diagnosis, and treatment. Thus, an interdisciplinary approach incorporating the
physical and mental states of an individual has been proven to be the most effective way of addressing all health
issues. Motivation towards wellness is a mental health issue and can go a long way in helping solve physical
problems.

An Australian study has recommended steps that should be taken to further the diagnosis and treatment of co-
existing mental and physical disorders:

• Physicians should routinely collect data on a standard checklist and core information data sheet
concerning physical health.

• Psychiatric services should be adequately equipped to carry out basic medical needs.
• Refresher training should be regularly provided for psychiatrists and key members of multidisciplinary

community psychiatric teams. This should include elements of detection, management and preventive
counselling.

• Specific interdisciplinary teams with broad medical and psychiatric expertise and training should be
created. These could serve in enhanced models of shared care.

Recent years have witnessed the accumulation of a
great number of studies in both areas of basic and
clinical sciences showing a clear relationship
between biological, psychological and socio-economic
aspects of human life in health and disease.

Dr. Ahmad Mohit, WHO-EMRO
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• Formal programmes to address training and other issues should be set up at a national or regional level in
each country.

While many mental disorders may present themselves in primary care settings, major depression is one of the
more prevalent conditions, afflicting an estimated 5-9% of those who see a general physician. There is also
evidence that shows that most people with depression receive mental health care from primary care
physicians, therefore, prompting special attention to the integration of mental health services and
primary health care. It has also been shown that a barrier to the integration of mental health services
and primary health care is the lack of motivation on the part of consumers, providers, and payors.

As the facts are brought to our attention, we must focus our efforts on educating health systems to help
change existing assumptions that split the person into unequal parts of “body” and “mind.” As Dr. Patt
Franciosi, WFMH President, stated, “Why, with all the evidence available now, do the myths and the
separation of mind and body care continue? The systems of health care across the globe need a shift
in policy and the delivery of health services.  There would be no more excuses for marginalizing
funding for the delivery of mental health services, and we would have to insure that prevention of
mental illness and promotion of mental health receive their fair share of public health resources.”

The 2004 World Mental Health Day packet will bring to light just a few of the many co-occurring
disorders that are highly documented in current research and medical findings across the globe.  We
open this topic as our 2004 focus and we will present information on four physical illnesses –
Cardiovascular Disease, Diabetes, Cancer and HIV/AIDS – and the mental disorders that tend to be
most prevalent, such as anxiety, depression, schizophrenia and stress.   There is much to learn and
more to bring attention to as we explore the topic this year and in the future.  We encourage everyone to
continue to learn more about physical and mental health and empower change in our communities and
in our lives.
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“Physical Illness and Mental Health”
The Royal College of Psychiatrists of the UK – www.rcpsych.ac.uk

Many of us will, at some time, have a serious physical illness. Both the illness, and the treatment
for it, can affect the way we think and feel. This leaflet is for anyone who has a serious physical
illness and for their friends or relatives. It describes:

• The emotional effects of having a serious physical illness.

• What does it feel like to be anxious or depressed?

• Why are depression and anxiety more likely to happen if we have a physical illness?

• What might make you more likely to become anxious or depressed?

• When should you seek help?

• How can depression and anxiety be helped?

• How can you help yourself?

• How can family and friends help?

The emotional effects of having a serious physical illness

A serious physical illness can affect every area of your life. Our relationships, our work, our
spiritual beliefs and how we socialize with other people may all be affected. A serious illness can
make us feel sad, frightened, worried or angry.

It may be because:
• We are uncertain about:

• what exactly is wrong

• how we will cope with the pain of surgery or the side-effects of medication

• whether the treatment will help

• We feel out of control of our body and our situation generally. We may feel that there is
nothing that we can do.

• We feel lonely and isolated from family and friends. Sometimes it can be difficult to talk
about the illness with those close to us. We don’t want to worry or upset them.

For some of us, the emotional impact of a serious physical illness can be overwhelming. Cancer or
heart disease, for example, can make us very anxious and depressed. It can stop us from doing the
things we need to do in our daily lives.

What does it feel like to be anxious or depressed?

Anxiety and depression affect both our mind and body. Often the two happen at the same time.

Anxiety feels like:
• Constant worrying thoughts, often about the illness and its treatment.

• Fearing the worst, for example, that our illness will get worse or that we might die.

WORLD MENTAL HEALTH DAY
The Relationship Between Physical and Mental Health
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• Being very aware of our heart beating (palpitations).

• Tension and pains in our muscles.

• Being unable to relax.

• Sweating.

• Breathing too fast (hyperventilating).

• Feeling dizzy.

• Feeling faint.

• Indigestion and diarrhea.

Depression feels like:
• Feelings of unhappiness that don’t go away, and are there nearly all the time.

• Being unable to enjoy anything.

• Losing interest with life.

• Finding it hard to make even simple decisions.

• Feeling utterly tired.

• Feeling restless and agitated.

• Losing appetite and weight (some people find they do the reverse and put on weight).

• Difficulty in sleeping and waking up earlier than usual.

• Losing interest in sex.

• Losing self-confidence and feeling useless, inadequate and hopeless.

• Avoiding other people.

• Feeling irritable.

• Feeling hopeless about ourselves, our situation and the world generally. We may feel as if we are
never going to get better, or that we are worthless.

• Thinking of suicide - this is common in depression. It is much better to talk about it than to try to
hide it.

Some of these symptoms, such as feeling tired, poor sleep and loss of appetite, may be similar to those
caused by the physical illness or its treatment. If you talk through how you are feeling with a doctor or
nurse, they can help to sort out whether it is your physical illness or depression that is responsible.

Why are depression and anxiety more likely to happen if you have a serious physical illness?
• People become depressed and anxious when they are stressed for any reason. Being ill and having

treatment are stressful. This is probably the most common reason.

• Some drug treatments, such as steroids, affect the way the brain works and so cause anxiety and
depression directly.

• Some physical illnesses, such as an under-active thyroid, affect the way the brain works. They
cause anxiety and depression directly.
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• Anxiety and depression are common. You may just happen by chance to become anxious or
depressed at the same time as you become physically ill.

What might make you more likely to become anxious or depressed?
You are more likely to experience severe anxiety and depression when you are physically ill if:

• You have been anxious or depressed before.

• You do not have any family or friends you can talk to about your illness.

• You are female (women report more anxiety and depression than men).

• You have other problems or stresses going on in your life at the same time. For example,
redundancy, a divorce or the death of a loved one.

• You are in a lot of pain.

• Your illness is life threatening.

• Your illness stops you from looking after yourself.

The times when we are most likely to become anxious and depressed are:
• When you are first told about your illness.
• After having major surgery or if there are unpleasant side effects to your treatment.

• If the illness comes back, after you seemed to be feeling better. For example, a recurrence of cancer
or a second heart attack.

• If your illness stops responding to treatment.

When should you seek help?
If your feelings of anxiety and depression:

• Are worse than the fears, worries and sadness that you have had before.

• Don’t seem to be getting any better with time.

• Begin to affect your feelings towards family and friends, your work and your interests.

• If you feel that life is not worth living, or that other people would be better off without you.

You may not realize you are depressed, if:
• You think all your symptoms are due to the physical illness.

• You blame yourself for being lazy or feeble.

Other people may have to reassure you about this. They may need to remind you that seeking help is not
a sign of weakness. Some of us try to cope with our feelings of anxiety and depression by keeping busy.
This works for some people, but can also be an excellent way of making ourselves even more stressed and
exhausted. Sometimes anxiety and depression may not show themselves as feelings of unhappiness and
fear, but may produce bodily pain, headaches, or sleeplessness.

It may be enough to talk things over with a relative or friend, who may be able to help you through this
difficult time. But, if this doesn’t seem to help, it is probably a good idea to talk to one of the doctors and
nurses who are looking after you.

Is feeling like this a good enough reason to ask for help?
It can be difficult asking for help with anxiety and depression when we are physically ill because:

• You may feel your distress is understandable and therefore there is nothing that can be done about
it.
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• You don’t want to appear ungrateful, or as if you are complaining to the doctors and nurses who
are providing your physical care.

• You don’t want to interfere with the treatment of your physical illness, by admitting that you are
having difficulty coping.

• You may feel that the doctors and nurses are too busy looking after your physical illness to be
interested in your anxiety and depression.

• You feel the doctors and nurses are more interested in your physical problems than your emotional
ones.

Of course we can all understand when someone with a serious physical illness becomes anxious and
depressed. This does not mean that you should ignore it. Doctors and nurses are concerned about all
aspects of your health, including any depression or anxiety that you are feeling. They can help by:

• Knowing about your worries and concerns about your situation.

• Making sure you know enough about your illness and its treatment.

• Helping you to talk about your feelings.

• Deciding if you need treatment for anxiety or depression.

How can depression and anxiety be helped?

There are several different types of professional who may be able to help you. These include your family
doctor (GP), trained counsellors, psychotherapists, clinical psychologists and psychiatrists. Any treatment
suggested will depend on your symptoms, the severity of your anxiety and depression, and your
circumstances. It may involve talking, antidepressant tablets or both.

Talking treatments
It can be hard to express real feelings, even to close friends. It may be easier to do this with an interested
professional. He or she can help you to get things in perspective and to find ways of sorting out your
problems. Talking therapies are usually brief, involving up to 8 sessions. You might see somebody on your
own or as part of a group. If you have a partner or carer, it could be helpful for her or him to be involved.
There are many types of talking treatments but all have the following ingredients:

• A trusting relationship between the patient and the professional.

• An opportunity to talk freely and openly about your thoughts, feelings and problems.

• Help coping with worrying thoughts, bad feelings and practical problems.

Will  it help?

The thought of seeing someone just to talk may seem frightening or pointless, or both. However, once
started, most people with a serious physical illness find it very helpful.

How does it work?

Talking treatments work by helping you to be clearer about what is happening to you emotionally. They
help us to find ways of coping better with feelings, thoughts and practical problems. It’s also helpful to be
able to talk freely with someone who you trust and who doesn’t pass judgment on you.

How quickly does it work?

Some people feel better straight away, simply from being able to talk about their worries. For others, it
may take a few weeks.
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Antidepressant drugs

If your anxiety and depression is particularly bad, or goes on for a long time, a course of antidepressants
may be helpful. They help people with anxiety and depression to feel better, so that they can start to enjoy
life and deal with their problems effectively again. They are not tranquillizers, although they may help
you feel less anxious and agitated. They can also help pain and disturbed sleep.

Will you feel better straight away?

Probably not. Unlike many medicines, you won’t feel the effect of antidepressants straight away. People
often don’t notice any improvement in their mood for two or three weeks, although some of the other
problems may improve more quickly. For instance, people often notice after a few days that they are
sleeping better and feeling less anxious.

What about the side effects?

Like all medicines, antidepressants do have some side effects, although these are usually mild and tend to
wear off as the treatment goes on. Different antidepressants have different effects. Your doctor can advise
you what to expect and will want to know if anything is worrying you. If necessary, you can also take
them with painkillers, antibiotics and the contraceptive pill. However, you should avoid too much alcohol -
alcohol can make you very sleepy if you drink it while taking antidepressant tablets. Your doctor will
advise you whether they will interfere with any treatments that you are taking for your physical illness.

How can you help yourself?

As well as seeking professional help, there are a number of things you can do to help yourself.

• Share your fears and concerns with people close to you. You may be surprised - rather than finding
this a burden, you may also be relieved to talk about these things.

• Ask your doctor questions about the illness. If there are aspects of the illness or its treatment that
you are uncertain about - ask. If you know about your illness, you are likely to cope better with it.

• Try to eat a balanced diet. If you have lost your appetite because of worry or depression, you may
lose weight. This can make your physical health worse.

• Balance the demands of your illness and the demands of your life. You will need to try and find the
balance between “giving into the illness” and “pressing on regardless.”

• Look after yourself. Make sure that you build relaxation, pleasurable activities and, if possible,
physical exercise in your daily routine.

• Try not to drink too much alcohol to make you feel better. It can actually make anxiety and
depression worse and it may interfere with your tablets.

• Try not to worry about not sleeping properly. This happens in anxiety and depression and usually
gets better when your mood lifts.

• Don’t change the number of tablets you are on, or stop taking them, or try other remedies, without
discussing it with your doctor. If the tablets have unpleasant side effects, tell your doctor or nurse.
Don’t suffer in silence.

How can family and friends help?

It is often a relative or friend who first notices anxiety and depression coming on in someone with a
physical illness. If you have noticed someone close to you becoming depressed, gently encourage him or
her to seek help. Explain that anxiety and depression are quite common and that, with help, they get



world federation for mental health - www.wmhday.net

better in the great majority of cases. To see a professional, such as a psychiatrist or a psychologist, is not a
slur on the patient or their family, or a sign of weakness.

• It is helpful to spend time with someone who is anxious and depressed. They don’t need to be
nagged, but they do need to be encouraged - perhaps to talk, but also to keep going with some of
the things they normally do.

• Reassure the person who is anxious and depressed that they will get better - they may find it hard
to believe that they can.

• Try to make sure they are eating a well balanced diet and help them to avoid drinking too much
alcohol.

• If the anxious and depressed person is getting worse and has started to talk of not wanting to live
or has hinted at harming himself (or herself), take these statements seriously and make sure that
their doctor knows about this.

• Try to help the person to accept the treatment prescribed. If you have doubts about the treatment,
discuss them with the doctor.

Caring for someone who is both physically ill and troubled with anxiety and depression can be exhausting.
If you are getting worn out, do ask for help.
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Diabetes mellitus is a major and growing health problem in almost all countries.  At least 177
million people worldwide suffer from diabetes; this figure is likely to be more than double by
the year 2030, states the World Health Organization.

Diabetes can have a significant impact on the quality of life for individuals, their families,
friends, carers and the wider society.  The emotional and social effects are often
underestimated.  During the last few years, the co-morbidity of mental disorders with chronic
health conditions has surfaced as a topic of considerable interest.  Diabetes is considered one
of the most psychologically demanding of the chronic illnesses because it requires such a strict
daily routine.

Individuals with diabetes commonly must undergo extensive lifestyle changes in order to
properly manage their disease, and often experience substantial stress and negative affect.
Studies confirm that people with diabetes frequently experience emotional disorders: diabetics
are reported to have almost three times the rate of anxiety and at least three to four times the
rate of depression found in the general population. A Johns Hopkins University 13-year
study of nearly 2,000 people found that those who were depressed were more than twice as
likely as others to develop the disease.

Diabetes often goes undiagnosed for years, particularly among those with mental illness. In
fact, according to the American Diabetes Association, approximately one-third of patients with
diabetes in the U.S. population are undiagnosed. In its early stages, type 2 diabetes is often
asymptomatic, and the onset, and even the existence, of symptoms frequently goes unnoticed
- particularly in people with mental
illness - impairing the ability to
recognize or describe symptoms or
changes in physical conditions.
Diagnosis of diabetes may be delayed
an average of 4-12 years. At the time
diagnosis is made, about 50% of
patients already have diabetes
complications.

Certainly, everyone with diabetes feels
sad from time to time which is only
natural considering the extra
responsibilities, restrictions, and worries that they face everyday. But people with diabetes
may be at greater risk.  Diagnosing depression in those with diabetes is challenging. Not only
do many believe that depression is a normal reaction to the pain or incapacity caused by
diabetes, both depression and diabetes share many of the same symptoms, namely sudden
weight loss, low energy and sleep disturbances.  In addition, there are studies that show that
diabetes disturbs the natural balance of bodily hormones and brain chemistry. As well,
depression induces hormonal changes that directly affect the body’s resistance to insulin, in
turn aggravating the underlying diabetes. When depression occurs in people with diabetes, it
usually is associated with poor metabolic control, poor diet and adherence to treatment, and
negative effects on quality of life.

Those with both conditions find it more difficult to control their diabetes. Certain symptoms
associated with depression, such as loss of energy and changes in eating habits, can impede a
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patient’s ability to follow the recommended diabetes care regimen. This increases their risk for developing
diabetic complications such as heart disease, blindness, stroke, kidney disease, birth defects, nerve damage
and amputation.

A German study revealed that diabetes could also be associated with an increased likelihood of anxiety
disorders. While people with diabetes were not shown to be more likely to have a mental disorder than
individuals without diabetes, the relationship between diabetes and anxiety disorders remained significant
after considering the age, sex, marital status, and socioeconomic status of the people being studied.
However, these individuals were also shown to be controlling their diabetes adequately.

Some clinicians believe that eating disorders are more common among people with diabetes than in the
general population. While diabetes does not cause eating disorders, it can set the stage for their
development, making successful outcomes difficult to attain. When a diabetic has an eating disorder or an
eating disturbance, he or she often falls into the dangerous behaviors of dieting, restricting and bingeing;
the most dangerous practice being the misuse of their insulin. Medical complications as a result of
improper use of insulin or bingeing for diabetics with eating disorders include kidney failure, heart
disease, blood circulation difficulties, and eyesight damage. Diabetics with eating disorders have a
threefold risk of retinopathy (permanent damage to the retina of the eye). Diagnosing an eating disorder
in a diabetic can be extremely difficult, even for professionals. The dietary concerns of diabetes can easily
mask the eating disordered behavior. It is often hard to tell if the behaviors are symptoms of an eating
disorder or just careful dietary management of the diabetes. When confronted, eating disordered diabetics
often claim that they are just practicing good dietary control. One tell-tale sign of trouble is poorly
controlled blood sugars for unexplained reasons.

The best treatment is often a multidisciplinary team effort where many professionals are involved with the
individual and the family: a physician to manage the diabetes and the effects of eating disorders, a mental
health therapist to help define and deal with emotional issues, a family therapist to help the family, and a
dietitian to provide nutritional counselling and education.

On another note, studies have shown that people with schizophrenia may be at increased risk for Type II
diabetes because of the side effects of antipsychotic medication, poorer overall physical health, less healthy
lifestyles, and poorer health care.

Some psychiatric medications appear to cause weight gain, thus complicating the risk and treatment for
diabetes.  The possibility of such an association is important to explore given that compared to the general
population, those with schizophrenia appear to have an increased risk for developing serious health issues
and seem to lack health care that focuses on the total wellness of the individual.

Health professionals, patients, family members and caregivers should be aware of the signs and symptoms
of diabetes and especially those associated with acute diabetes conditions, such as diabetic ketoacidosis.
Patients, family members, and caregivers also need to know that treatment with some atypical
antipsychotics may be associated with weight gain and therefore a heightened risk of developing diabetes.

Growing concerns about the impact of antipsychotic treatment of these factors and the implications for the
overall health of an already vulnerable group of people have led to the need for more awareness of the
importance of careful screening and ongoing monitoring of patients to ensure their long-term health.
Studies in Sweden have shown that certain newer medications, called atypical antipsychotics or SGAs, are
associated with an increased risk of glucose intolerance and diabetes mellitus.  In contrast, however, other
older medications did not have the same association. Difficulties in glucose regulation and type-2 diabetes
mellitus can, thus, occur more commonly in schizophrenia and, possibly, in family members of patients
compared with healthy individuals. This concern is not only because of current medications since
abnormalities in glucose regulation were first reported in schizophrenia before the introduction of
antipsychotic medications. This leads to further concern that glucose regulation problems caused by
antipsychotic treatment of non-diabetic patients with schizophrenia may well increase the chances of
getting the disease.
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Compared with the general population, people with schizophrenia appear to endure higher rates of
obesity-related illnesses such as those mentioned above, even though the prevalence of obesity in people
with schizophrenia appears to be the same as in the general population. There is evidence that one major
side effect of antipsychotic treatment is weight gain that can lead to diabetes, as well as other diseases.
This is a strong case for the need to bring both the mind and the body into an overall health care approach
and reduce the chances of damaging health care issues going unnoticed.

One study of over 38,000 patients compared the association between the use of atypical antipsychotics to
that of typical antipsychotic medications and diabetes. The authors report that for patients under the age
of 40, all of the atypical antipsychotics were associated with an increased risk of diabetes, and for patients
older than 40, all of the atypical antipsychotics except for one were associated with an increased risk of
diabetes. Such conclusions recently led Japan and the European Union to require some atypical
antipsychotics to include warnings about diabetes-related complications in product information sheets.

On the contrary, however, two related University of Buffalo studies examining  conditions among
individuals with schizophrenia or bipolar disorder indicate that it is the illness itself, not the atypical
antipsychotic medications, that contributes to the increased incidence of diabetes. The authors of these
studies indicate that, while the incidence of diabetes has increased in the general population since the
1940s and 1950s, it has gone down significantly in patients being treated with antipsychotic medications;
thus, the medications may actually have a protective effect.
They do suggest that psychiatric care be modified to include
routine screening for diabetes, hypertension, and obesity.  This
is a strong case for the need to bring both the mind and the
body into an overall health care approach and reduce the
chances of damaging health care issues going unnoticed.

A recent report of the World Health Organization and
International Diabetes Federation has drawn attention to the
importance of encouraging psychological well being in people
with diabetes.  The establishment and maintenance of
psychological well being is recognized as an important goal of
diabetes management, which is expected to reduce the
occurrence of metabolic problems and complications.  Education in emotional
self-regulation may have particular clinical relevance in diabetes, as emotional disturbances and
ineffective coping styles have been associated with significantly poorer glycemic control, the increased
report of clinical symptoms, decreased compliance and increased risk for complications.  Emotional stress
can contribute to the exacerbation of diabetes by direct physiological effects on glucose regulation, as well
as by reducing adherence to self-care behaviours.  Conversely, studies have shown that significant
relationships exist between self-efficacy, self-care and measures of glycemic control.  Thus, multiple lines of
evidence clearly support the integration of an effective stress reduction and emotional management
intervention program as a fundamental component of any diabetes management regimen.

Given the serious health risks involved with both diabetes and the above-mentioned mental disorders, it is
extremely important for both patients and their doctors to understand the close connections between
mental health and diabetes for the most effective treatment throughout one’s life cycle.  Early intervention
is the key to managing all health factors and living a more productive life.

Most middle & low income countries
devote less than 1% of their health
budgets to mental health and an
estimated 25% of the world’s nations
have not made any specific provision
for diabetes care in national health
plans.

World Health Organization
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WORLD MENTAL HEALTH DAY
The Relationship Between Physical and Mental Health

METABOLIC ISSUES IN THE TREATMENT OF SERIOUS MENTAL DISORDERS:
A MATTER OF GROWING ATTENTION

Among the many advances that have come about over the past decade in the understanding and
treatment of serious mental and behavioral disorders, including schizophrenia and depression, has been
the development of second-generation antipsychotic medications (SGAs). As these new medications have
come available and have offered improved treatment outcomes, their use has increased rapidly. Although
the SGAs have demonstrated many benefits when compared to their earlier counterparts, their use has
been associated with reports of negative physical health problems, including dramatic weight gain,
diabetes, and increased LDL cholesterol and triglyceride levels and decreased HDL cholesterol. (Diabetes
Care 27:596-601, 2004).

A brief search of the World Wide Web easily demonstrates the level of media attention, public
concern, and interest of governmental regulatory bodies that has been generated around reports of these
negative and potentially harmful risk factors associated with SGAs in the treatment of mental disorders.
Particular concern has focused on the question as the whether persons being treated with SGAs for
schizophrenia are put at greater risk for diabetes as a consequence of these medications. Interest in this
question is further heightened due to the high incidence of obesity and other often unrecognized and
untreated physical health problems among persons with serious mental illnesses, and because of the close
associations between obesity, diabetes, and dyslipidemia and cardiovascular disease.

To gain a better understanding of the relationship between the SGAs and the development of these
major risk factors, the American Diabetes Association, the American Psychiatric Association, the American
Association of Clinical Endocrinologists, and the North America Association for the Study of Obesity
convened a consensus development conference in November 2003 on the subject of antipsychotic drugs
and diabetes (Diabetes Care 27:596-601, 2004).

The consensus meeting addressed five basic questions:
(1) What is the current use of antipsychotic drugs?
(2) What is the prevalence of obesity, pre-diabetes, and type 2 diabetes in the populations in

which the SGAs are used?
(3) What is the relationship between the use of these drugs and the incidence of obesity or

diabetes?
(4) Given the identified risks, how should patients be monitored for the development of

significant weight gain, dyslipidemia, and diabetes, and how should they be treated if
diabetes develops?

(5) What research is needed to better understand the relationship between these drugs and
significant weight gain, dyslipidemia, and diabetes?

From the exploration of these questions, a number of findings and recommendations were
articulated, among them:
(1) “Overall, the limited amount of epidemiological data available suggests an increased

prevalence of obesity, impaired glucose tolerance, and type 2 diabetes in people with
psychiatric illness. Whether this is a function of the illness itself versus its treatment is
unknown. Studies using the proper diagnoses of glucose intolerance and more complete risk
factor characterization are necessary in order to resolve this issue.” (Diabetes Care 27:596,
2004)

(2) “Given the serious health risks, patients taking SGAs should receive appropriate baseline
screening and ongoing monitoring. The panel recommends that baseline screening
measures be obtained before, or as soon as clinically feasible after, the initiation of
treatment of any antipsychotic medications, including for personal and family history of



obesity, diabetes, etc., weight and height, waist circumference, blood pressure, fasting
plasma glucose, and fasting lipid profile.” (Diabetes Care 27:596, 2004)

(3) “The panel recommends that nutrition and physical activity counseling be provided for all
patients who are overweight or obese, especially if they are starting treatment with an SGA
that is associated with significant weight gain. Referral to a health care professional or
programme with expertise in weight management may also be appropriate.” (Diabetes Care
27:596, 2004)

In summary, the panel recommended:
• Consideration of metabolic risks when starting SGAs
• Patient, family and care giver education
• Baseline screening
• Regular monitoring
• Referral to specialized services, when appropriate.

In its summary statement, the panel concluded:  “SGAs are of great benefit to a wide variety of
people with psychiatric disorders. As with all drugs, SGAs are associated with undesirable side effects. One
constellation of adverse effects is an increased risk for obesity, diabetes and dyslipidemia. The etiology of
the increased risk for metabolic abnormalities is uncertain, but their prevalence seems correlated to an
increase in body weight often seen in patients taking an SGA…. These three adverse conditions are closely
linked, and their prevalence appears to differ depending on the SGA used…the choice of SGA for a specific
patient depends on many factors. The likelihood of developing severe metabolic disease should also be an
important consideration. When prescribing a SGA, a commitment to baseline screening and follow-up
monitoring is essential in order to mitigate the likelihood of developing CVD, diabetes, or other diabetes
complications” (Diabetes Care 27:596, 2004)
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Depression and Diabetes
American Diabetes Association - www.diabetes.org

Feeling down once in a while is normal. But some people feel a sadness that just won’t go away. Life seems
hopeless. Feeling this way most of the day for two weeks or more is a sign of serious depression.

At any given time, most people with diabetes do not have depression. But studies show that people with
diabetes have a greater risk of depression than people without diabetes. There are no easy answers about
why this is true.

The stress of daily diabetes management can build. You may feel alone or set apart from your friends and
family because of all this extra work.

If you face diabetes complications such as nerve damage, or if you are having trouble keeping your blood
sugar levels where you’d like, you may feel like you’re losing control of your diabetes. Even tension
between you and your doctor may make you feel frustrated and sad.

Just like denial, depression can get you into a vicious cycle. It can block good diabetes self-care. If you are
depressed and have no energy, chances are you will find such tasks as regular blood sugar testing too
much. If you feel so anxious that you can’t think straight, it will be hard to keep up with a good diet. You
may not feel like eating at all. Of course, this will affect your blood sugar levels.

What to do?

Spotting depression is the first step. Getting help is the second. If you have been feeling really sad, blue,
or down in the dumps, check for these symptoms:

· Loss of pleasure You no longer take interest in doing things you used to enjoy.

· Change in sleep patterns You have trouble falling asleep, you wake often during the night, or
you want to sleep more than usual, including during the day.

· Early to rise You wake up earlier than usual and cannot get back to sleep.

· Change in appetite You eat more or less than you used to, resulting in a quick weight gain or
weight loss.

· Trouble concentrating You can’t watch a TV program or read an article because other thoughts
or feelings get in the way.

· Loss of energy You feel tired all the time.

· Nervousness You always feel so anxious you can’t sit still.

· Guilt You feel you “never do anything right” and worry that you are a burden to others.

· Morning sadness You feel worse in the morning than you do the rest of the day.

· Suicidal thoughts You feel you want to die or are thinking about ways to hurt yourself.

If you have three or more of these symptoms, or if you have just one or two but have been feeling bad for
two weeks or more, it’s time to get help.

Getting Help

If you are feeling symptoms of depression, don’t keep them to yourself. First, talk them over with your
doctor. There may be a physical cause for your depression.

WORLD MENTAL HEALTH DAY
The Relationship Between Physical and Mental Health
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Diabetes that is in poor control can cause symptoms that look like depression. During the day, high or low
blood sugar may make you feel tired or anxious. Low blood sugar levels can also lead to hunger and eating
too much. If you have low blood sugar at night, it could disturb your sleep. If you have low blood sugar at
night, you may get up often to urinate and then feel tired during the day.

Other physical causes of depression can include

• alcohol or drug abuse

• thyroid problems

• side effects from some medications

Do not stop taking a medication without telling your doctor. Your doctor will be able to help you discover if
a physical problem is at the root of your sad feelings.

If you and your doctor rule out physical causes, your doctor will most likely refer you to a specialist. You
might talk with a psychiatrist, psychologist, psychiatric nurse, licensed clinical social worker, or
professional counsellor. In fact, your doctor may already work with mental health professionals on a
diabetes treatment team.

All of these mental health professionals can guide you through the rough waters of depression. In general,
there are two types of treatment. One is psychotherapy, or counselling. The other is antidepressant
medication.

Psychotherapy with a well-trained therapist can help you look at the problems that bring on depression. It
can also help you find ways to relieve the problem. Therapy can be short term or long term. You should be
sure you feel at ease with the therapist you choose.

If medication is advised, you will need to consult with a psychiatrist (a medical doctor with special training
in diagnosing and treating mental or emotional disorders). Psychiatrists are the only mental health
professionals who can prescribe medication and treat physical causes of depression.

If you opt for trying an antidepressant drug, talk to the psychiatrist and your primary care provider about
side effects, including how it might affect your blood sugar levels. Make sure that the doctors will consult
about your care when needed. Many people do well with a combination of medication and psychotherapy.

If you have symptoms of depression, don’t wait too long to get help. If your health care provider cannot
refer you to a mental health professional, contact your local psychiatric society or psychiatry department of
a medical school, or the local branch of organizations for psychiatric social workers, psychologists, or
mental health counsellors.
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The diagnosis of cancer can sometimes lead to depression and anxiety, which can have a
profound effect on the overall health of the person dealing with the illness.  Studies
demonstrate that a lack of treatment in this situation can prolong the length of
hospitalization, hamper effective treatment, and ultimately reduce the chances of survival.
Treatment can, conversely, have a positive effect on the quality of life of the individual and
decrease the number of hospital visits and increase survival rates. It is important that people
diagnosed with cancer benefit from early intervention and primary care clinicians and
oncologists adequately should be able to identify mental health symptoms in their clients.

Ray Berard, M.D., from South Africa has noted, however, that an oncologist rarely has the
time to make a thorough mental health assessment as would be done by a mental health
professional in making a diagnosis. He recommends that a more rapid method for screening
needs to be developed, although it must also be deemed to accurately make any assessment.
He believes that there are three main obstacles to the effective treatment of depression and
anxiety in those with cancer: 1) the difficulty in diagnosing the person because of the overlap
of symptoms for the person living with cancer and one suffering from depression and anxiety;
2) the clinician may not have time to spend on the assessment of psychiatric illness; and 3)
there is simply not enough clinical trial data on psychiatric strategies for those dealing with
depression and anxiety in oncology treatment.

The evaluation of depression in people with cancer should include:
• A careful evaluation of the person’s thoughts about the diagnosis;
• Medical history;
• Personal or family history of depression or suicide;
• Current mental status;
• Physical status;
• Side effects of treatment and the disease;
• Other stresses in the person’s life; and,
• Support available to the patient.

Suicide is the most serious concern in cancer patients with depression. If the individual is
significantly depressed, the issue of suicide requires immediate attention to assure his or her
safety. The incidence of suicide in people being treated for cancer may be as much as 10 times
higher than the rate of suicide in the general population.

People who face a diagnosis of cancer experience different levels of stress and emotional
upset. Fear of death, interruption of life plans, changes in body image and self-esteem,
changes in the social role and lifestyle, and money and legal concerns are important issues in
the life of any person with cancer. Sadness and grief are normal reactions to the crises faced
with cancer, and will be experienced at times by all people. It is important, however, to
distinguish between the “normal” levels of sadness and clinical depression (WHR 2001, Figure
1.3). Some people may have more trouble adjusting to the diagnosis of cancer than others and
may need help in doing so.

Of course, there are those who have a diagnosis of mental disorders prior to having a
diagnosis of cancer. One study has concluded that women with a recent diagnosis of
depression are at a greater risk for receiving non-definitive treatment and experience worse

Cancer and Mental Disorders
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survival rates after a diagnosis of breast cancer. There is speculation that this may apply to other forms of
cancer as well.

When people discover that they have cancer, they may have feelings of disbelief, denial, or despair.
Various psychological symptoms that may emerge during that time usually lessen as a person adjusts to
the diagnosis and is usually demonstrated by the person’s active involvement in daily life and continuing
functions as spouse, parent, employee, etc. All patients may well benefit from counselling but when
symptoms are intense and long-lasting, more intensive treatment is important.  One study of women with
breast cancer found that those who attended weekly support groups lived an average of 18 months longer
than those who didn’t.

Depression affects approximately 25% of all people with cancer and can damage the person’s immune
system, thereby weakening the body’s ability to cope with disease. People facing both depression and
cancer have an array of challenges to face: they are distressed; they tend to have trouble with everyday
tasks, and often find it difficult to follow medical advice. Doctors believe that depression, if left untreated,
can shorten the life of a person with cancer. It is important to note that some of the symptoms of
depression are similar to those in individuals undergoing cancer treatment, such as fatigue, lack of
concentration, sleeplessness, and loss of appetite. Thus, a clear diagnosis is particularly important so that
the depression doesn’t go undetected.

The opportunity for mental health professionals to consult with oncologists is particularly important in
making such a diagnosis. It is also important to not complicate the treatment of one illness with the
treatment for another, especially when medication is involved. In some cases, however, anti-depressant
medication can have some pain-relieving aspects that would help people being treated for cancer.
Whatever the treatment, the clinicians needs to have a proactive approach, making sure that therapy fits
the needs of each individual patient based on the clinical needs. Dr. Berard states, however, “What is
common to all cancer patients, however, irrespective of the type of cancer or stage of disease, is the need
for appropriate management of their psychological distress.”

The question as to whether depression is a factor in causing cancer is still being studied but there is some
evidence that shows that there may be some truth to the association. The National Institute of Ageing
recently shook up the medical world with the results to their study tracking 4,825 people ages 71 and
older.  The researchers found that those who were clinically depressed for at least six years had an 88
percent greater risk of developing cancer within the next four years.  The researchers speculated that
depression might fuel cancer by damaging T-cells and other parts of the body that fight the disease. They
have, however, indicated that more studies are needed to prove cause and effect.

The good news is that, according to researchers, a person with cancer and depression can get treatment for
the mind that is a huge help for the body. A Stanford University study led by David Spiegel, M.D., showed
that women with advanced breast cancer who attended a weekly support group lived approximately twice
as long as another group of women who didn’t have a support group. Dr. Spiegel says that treating
depression in people with cancer not only eases symptoms of pain, nausea, and fatigue but it may also
help these people live longer and have a better quality of life.

People who have been chronically depressed for at least six years had
an 88 percent greater risk of developing cancer within the following four years.

 – U.S. National Institute on Aging
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An equally remarkable trend was found in a later study of people with malignant melanoma in that the
people who participated in group therapy were three times more likely to be alive five to six years later
than those who didn’t receive therapy.

Unfortunately, needed mental health treatments are not often provided for people with cancer. It is
estimated that about 25% of all individuals with cancer are depressed, but only about 2% receive
treatment for the depression. There are several psychiatric therapies that have been found to be beneficial
for the treatment of depression related to cancer. These therapies are often used in combination and may
include crisis intervention, psychotherapy, and thought/behaviour techniques. These therapies usually
consist of 3 to 10 sessions and explore methods of lowering distress, improving coping and problem-solving
skills; enlisting support; reshaping negative and self-defeating thoughts; and developing a close personal
bond with an understanding health care provider.

A considerable amount of work has been accomplished in Asia related to the psychological aspects of
cancer and its treatment. Drs. Xu Guangwei, Zhang Zongwei, and ZhuYunfeng of Beijing, China, report
on the work of the Committee of Cancer Patients’ Rehabilitation of the Chinese Anti-Cancer Association
that is dedicated to improving the quality of life for people with cancer as well as supporting research and
treatment for China’s most prevalent cancers. This committee groups people according to cancer type and
facilitates a support network for individuals who might not otherwise have the opportunity to interact with
other people with cancer. They also offer psychological treatment, physical therapy, nutrition counselling,
and medical assistance. The Taiwan Cancer Friends New Life Association reports that research shows that
social and emotional support, as well as psychological assistance, can help people recover from cancer.
People with cancer need emotional consultation as well as medical services. More information about their
work focusing on the mind/body/spirit therapies can be found in Section VI.

In order to produce the most positive outcome, it seems clear that cancer, no matter what type, should not
be treated in isolation. Mental health concerns should be reviewed carefully by the treating physician, the
patient, and close family and friends who provide primary support for the individual.
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Anxiety Disorders and Cancer
The National Cancer Institute – www.nci.nih.gov

Anxiety is a normal reaction to cancer but it can interfere with a person’s quality of life and the ability to
follow through with cancer therapy. One may experience anxiety while undergoing a cancer screening
test, waiting for test results, receiving a diagnosis, undergoing cancer treatment, or anticipating a
recurrence of cancer. Anxiety associated with cancer may increase feelings of pain, interfere with one’s
ability to sleep, cause nausea and vomiting, and interfere with the patient’s (and his/her family’s) quality
of life. If left untreated, severe anxiety may even shorten a patient’s life. Intense anxiety associated with
cancer treatment is more likely to occur in those with a history of anxiety disorders and patients who are
experiencing anxiety at the time of diagnosis. Many cancer medications and treatments can aggravate
feelings of anxiety.

Anxiety disorders include:
• Adjustment disorder
• Panic disorder
• Phobias
• Obsessive-compulsive disorder
• Post-traumatic stress disorder
• Generalized anxiety disorder
• Anxiety disorder caused by other general medical conditions.

Adjustment Disorder includes behaviours or moods more extreme than expected in a reaction to a cancer
diagnosis. Symptoms include severe nervousness, worry, jitteriness, and the inability to go to work, attend
school or be with other people.

Panic Disorder causes the person to experience intense anxiety; they may suffer shortness of breath,
dizziness, rapid heartbeat, trembling, profuse sweating, nausea, tingling sensations, or fears of “going
crazy.”

Phobias are ongoing fears about or avoidance of a situation or object; patients usually experience intense
anxiety and avoid situations that may frighten them. Some people with cancer may fear needles, for
example, or small spaces such as those they would be in for magnetic resonance imaging (MRI) scans.

Obsessive-Compulsive Disorder causes a person to have persistent thoughts, ideas, or images (obsessions)
that are accompanied by repetitive behaviours (compulsions). These patients may be unable to follow
through with cancer treatment because they are disabled by thoughts and behaviours that interfere with
their ability to function normally. These disorders are rare in those who didn’t have the OCD before being
diagnosed with cancer.

Generalized Anxiety Disorder may cause some people to experience extreme and constant anxiety or
unrealistic worry. They may worry that their normally very supportive family and friends won’t care for
them or that they can’t pay for their treatment. A person with generalized anxiety may feel irritable or
restless, have tense muscles, shortness of breath, heart palpitations, sweating, dizziness, and be easily
fatigued.

Treatment depends on how the anxiety is affecting daily life for the patient. Anxiety that is caused by pain
or another medical condition, a specific type of tumor, or as a side effect of medication, is usually controlled
by treating the underlying cause. Treatment for anxiety begins by giving the patient adequate
information and support. Developing coping strategies such as the patient viewing his or her cancer as a
problem to be solved, obtaining enough information in order to fully understand his or her disease and

WORLD MENTAL HEALTH DAY
The Relationship Between Physical and Mental Health
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treatment options, and utilizing available resources and support systems, can help to relieve anxiety.
Patients may also benefit from other treatment options for anxiety, such as psychotherapy, group
therapy, family therapy, participating in self-help groups, hypnosis, and relaxation techniques or
biofeedback. Medications may be used alone or in combination with these techniques.

After cancer therapy has been completed, a cancer survivor may be faced with new anxieties. They
may experience anxiety when they return to work and are asked about their cancer experience, or
when confronted with financial problems. A survivor may fear subsequent follow-up examinations
and diagnostics tests, or they may fear a recurrence of cancer. Survivors may experiences anxiety
due to changes in body image, sexual dysfunction, reproductive issues, or post-traumatic stress.
Survivorship programmes, support groups, counselling, and other resources are available to help
people readjust to life after cancer.
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The Body Mind Connection – Cancer
Counseling Notes – www.counselingnotes.com

Every year, people around the world are diagnosed with cancer. For example, every year about 185,000
women in the United States are surprised by a diagnosis of breast cancer, and more than 75% of them do
not have a known risk factor.

The uncertainty and distress that accompanies the diagnosis continues long after that first visit to the
doctor. Cancer treatment is a long process with new problems and challenges to be faced all along the way.
Family, work, and social relationships are often affected. Fatigue, stress, anxiety and depression may set
in.  It’s normal to feel overwhelmed with such devastating news. It’s also important to check to make sure
that you give yourself the tools and help you need to cope with this new challenge. Counseling can help
you to:

• Adjust to the diagnoses
• Cope with treatment
• Come to terms with the impact cancer has on your life
• Cope with the depression that often accompanies cancer

Tools for the Body:
• Diet. This means good nutrition. Balanced meals, rich in vitamins and nutrients

• Sleep. When your body is working hard, you need sleep more than ever. Establishing good
sleeping habits will help you get the rest your body needs

• Exercise. Check with your doctor for a programme that will work well for you. Exercise helps
digestion, reduces stress, helps with depression and can help you sleep better

• Healthy habits. Alcohol, cigarettes, caffeine and other drugs only add problems. You have enough
to cope with without adding more stress to your body.

Tools for the Mind:
A significant number of people with cancer experience depressive symptoms. Depression makes it more
difficult to cope with illness and disease. Depression leads to missed appointments, poorer conformity with
medical advice, and less ability to use social support.

Mental health care professionals can help people with cancer learn to cope with their physical, emotional
and lifestyle changes. Problem solving strategies are used to help you: 

• Work through fear and grief 

• Decide how to explain the illness to children or other family members  

• Assertively ask questions at medical visits. If you are more fully engaged in choices and treatment,
you will understand the cancer and its treatment better, and will be more willing to cooperate in
doing what needs to be done to get well again      

• Decide on treatment options and hospital

• Stress management. Because stress suppresses the body’s ability to protect itself, it makes sense to
learn good stress management and coping skills

• Family and Individual Counselling provide emotional and practical support for spouses, children,
parents and friends      

WORLD MENTAL HEALTH DAY
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• Relaxation and imagery exercises relieve the nausea and vomiting that may accompany
chemotherapy. 

Cognitive Behavioural Therapy typically emphasizes understanding and changing our patterns of
thinking and behaving. A combination of individual and group treatment sometimes works best,
depending on individual preference. Groups offer the chance to give and receive emotional support and to
learn from the experience of others who also have cancer.

Tools for the Soul:
Emotional recovery often takes longer than the physical recovery and it’s usually less predictable.
Although our society pressures cancer survivors to quickly return to normal, cancer survivors need time to
create a new self-image that incorporates both the experience and any changes in their bodies.

Because we can’t change the diagnosis, our best options, then, seem to be to find a way to turn the
experience into an opportunity for life-enhancing personal growth. Searching for purpose or meaning in
life is a quest that provides spiritual growth and balance. Each one of us has to decide on our own path or
journey and then take that first step. There are as many paths are there are people, and there are an
equal number of ways to complete the journey.  Practicing meditation, relaxation and imagery are all good
ways to start on your path.
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About one in five people have an episode of major depression in their lifetimes. That number
climbs to about one in two for people with heart disease. Three to five percent of the
population is depressed at any given time; 18% of heart patients are depressed at any given
time. The risk of heart disease is double in people with depression.

Mental stress and depression can have a profound effect on cardiovascular disease; serving as
causation and implications of recovery. Studies have shown that mental stress increases
oxygen demand because blood pressure and heart rates are elevated, according to David S.
Sheps, M.D. from the University of Florida Health Sciences Center. An Ohio State University
study of 8,000 subjects found that depressed men were 70% more likely to develop heart
disease. Women had a significantly lower rate of 12% but with a dramatic increase to 78% for
those cases of severe depression. A British study of 5,623 patients found that depressed men
are three times more likely to develop heart damage from blockages of blood and are at
higher risk for subsequent episodes than those who do not suffer from depression. The more
attacks a person has, the more depressed he/she is likely to become, which may well affect the
arteries and heart. It is a vicious cycle.

According to Rutledge and Con, there is compelling evidence that high levels of psychological
distress in women are associated with an elevated risk of developing coronary artery disease
as well as creating a more challenging diagnosis of the disease. While many reports place
prime time for onset of coronary artery disease in women being after menopause, this study
shows that it is a disease of lifetime accumulation and, thus, psychological and behavioural
factors affect the potential for the disease long before menopause. Recent studies have also
suggested that women with higher levels of anger and depression symptoms are more likely
to smoke, abuse alcohol, be overweight, and have low levels of “good” cholesterol. Thus, this
shows that psychological symptoms among women may increase their risk of cardiovascular
disease directly because of biological changes or indirectly because of unhealthy lifestyle
behaviours. Exclusive to women is the fact that psychological factors can have an effect in
women before menopause by compromising ovarian function. Stress causes certain changes
that cause a decrease in estrogen, the hormone that is believed to provide some protection to
coronary artery disease.

Japanese women who report high levels of mental stress have twice the risk for stroke-related
and heart-related deaths than those reporting low stress levels. Researchers, led by Hiroyaso
Iso, M.D., for the Japan Collaborative Cohort Study for Evaluation of Cancer Risk, analyzed
data from 30,180 men and 43,244 women between the ages of 40 and 79 and reported that
8,656 women and 6,891 men reported high mental stress. After adjusting for cardiovascular
risk factors and psychological variables, women in the high-stress group had 2.24 times
greater risk for stroke and 2.28 times greater risk for coronary heart disease. They also had
1.64 times the risk of any cardiovascular death. High stress women were about five years
younger, more educated, more sedentary, and lower mean values of body mass index than
those women reporting low mental stress. They were also more likely to have a history of
diabetes and hypertension than those with less stress. These women were also more likely to
be angry, feel rushed, hopeless, and unfulfilled.

Cardiovascular Disease and Mental Disorders

Approximately  one-half of people with heart disease suffer an episode of  major
depression.  The risk of heart disease is double in people with depression.
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There was a similar association in men, according to this Japanese study, between mental stress and heart
attack. Men reporting medium or high mental stress had 1.74 times greater risk of heart attack after
adjusting the physical cardiovascular risk factors.

The Center for Disease Control in the U.S. undertook a study of 3,000 men with normal blood pressure; in
the 16 years of follow-up, anxiety and depression were found to double or triple the risk of developing
high blood pressure. The Johns Hopkins Precursors Study of 1,190 male medical students followed for 40
years showed that those who were depressed had a substantially higher likelihood of developing coronary
heart disease than did their peers and that increased risk continued up to ten years after an episode of
depression. The journal Psychosomatic Medicine (March 2001) documented that in persons with high
blood pressure, a history of depression substantially increases the risk of heart disease; in fact, those with
depression had twice the risk for heart attack as those without a history of depression. Another long-term
study (the National Health and Nutrition Examination Survey) found that the risk of heart disease
among 5,000 women was nearly twice as high for those who had depression even though the risk of death
from heart disease was unaffected by their depression. The risk of heart disease in men was found to also
be nearly twice as high for those with depression while the risk of death from heart disease was much
higher.

A Duke University Medical Center study has shown that mild to moderate levels of depressive symptoms
combined with feelings of hostility in healthy men may raise a certain kind of protein (IL-6) that is
associated with clogged arteries and a greater risk of heart attack. A test was administered to 90 healthy,
non-smoking men between the ages of 18 and 45 whereby they answered two questionnaires to determine
their level of depressive symptoms and hostility. Those who showed the highest levels of symptoms had IL-
6 protein levels that were two to five times higher than men who scored low on each test.

Other studies have shown that psychological distress and loneliness can put a serious strain on the heart
and can turn a survivor of heart disease into a victim. Dean Ornish, M.D. wrote in his book Love and
Survival: The Scientific Basis for the Healing Power of Intimacy “Among heart patients, depression is as
good a predictor of imminent death as smoking, obesity, or a previous heart attack. Study after study
shows that people who are lonely, depressed, and isolated are three to five times more likely to die
prematurely than people who feel connection in their life.”  Researchers at the Montreal Heart Institute
tracked 222 heart attack survivors and found that those with depression were approximately six times
more likely than others to die within six months of their attack. These researchers later found that
depression also led to a 8-fold increase in death rates 18 months after a heart attack. A Duke University
study of 1,400 men and women with at least one severely blocked artery found that the unmarried
patients without close friends were three times more likely than the others to die over the next five years.

A study at Johns Hopkins University showed that depression might even be implicated in the development
of heart disease. This 13-year study of 1,500 subjects found that an episode of depression increased the
risk of heart attack more than four-fold, even when taking smoking and other factors into account. This
shows that there is very strong evidence that depression alone is very damaging to the heart. Why?
Depression seems to affect the normal regulatory process of heart rate, indicating that the organ may be
weaker and less flexible. Mental distress tends to encourage blood cells to clump together, which may be
the beginning of blood clots.

It has been shown that postmenopausal women who experience symptoms of depression have a 50 percent
greater chance of developing or dying from cardiovascular disease than women without depressive
symptoms. In a study of 93,000 postmenopausal women, 15.8 percent scored positive for depressive
symptoms.

A Danish study followed 730 men and women, all born in 1914 and were tested in 1964 and again in
1974 for physical and psychological symptoms of depression. Those with a high measure of depressive

Anxiety and depression double or triple the risk of developing high blood pressure, a primary
reason for cardiovascular disease.

The U.S. Center for Disease Control
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symptoms had a 70% increased risk of heart attack and, in fact, those with signs of depression at the
beginning of the study were 60% more likely to die early from any cause.

This leads to consideration of the effects of depression and stress on management of and recovery from
cardiovascular disease. It is estimated that people with major depression are two to four times more likely
to die in the months following an infarction or blockage of blood circulation to an organ, leading to tissue
death. This suggests that individuals, particularly women, would benefit from depression intervention
programmes at the hospital level. Women would particularly benefit because of the fact that they are
much more likely to meet the depression criteria, thus, they are at a higher risk for complications and,
even, death. Studies have shown that psychosocial treatment that reduces stress can reduce the rates of
re-hospitalization and death rates and that both men and women respond favorably to these programmes.

It has also been shown that individuals who receive treatment for depression after a stroke have a better
chance of restoring mental abilities, which are often damaged during a stroke, such as orientation,
memory, language, and hand-eye coordination.

In addition, it has been determined that a stress-
management programme cuts the chances that a
heart patient would suffer a heart attack or need
surgery by 74 percent. There is also reason to be
optimistic about the theory that anti-depressants
can help fight heart disease. A psychiatrist at
Emory University School of Medicine has found
that giving this type of medication to heart attack
survivors made their platelets less “sticky” and
reduced their risks of blood clots.

Depression has been shown to be common in individuals who survive heart attacks and major forms of
depression are persistent in the majority of individuals. Once discharged from the hospital, people often
must take new medications, give up smoking, and make changes in their lifestyles. There may be a loss of
employment, concern about the effect of normal activities on the heart, and frequent visits to the doctor.
These changes may cause anxiety, feelings of dependency, concern for the future, and despair. The
individual’s ability to make the needed changes may be even more difficult if he/she has an emotional
disturbance. It is true that treating depression should enable a person to be more active in his/her health
care and result in better and earlier recognition of symptoms of heart disease and adherence to
recommendations for reducing the risks of further heart problems.

Prevention of chronic hostility and chronic depression may be as important to learn, as it is to quit
smoking, manage cholesterol, and exercise, according to some studies. One study of individuals
undergoing balloon angioplasty (a popular treatment where a thin catheter is used to open an artery so
that a balloon can be inflated to allow more blood to flow to the heart) demonstrated that more than 1/3 of
these patients required a repeat procedure within six months.

It was noted by Mark Goodman, a behavioural medicine specialist, that those people who were referred to
him for stress reduction training because of repeat angioplasties tended to be very angry, hostile, and
difficult to deal with. Other studies show that individuals with these types of personalities have higher
levels of stress hormones in their blood making their arteries more likely to constrict and form blockages.
On this basis, the authors of one study have developed a behaviour modification programme as part of
rehabilitation for angioplasty patients in order to help them reduce their hostility and, thereby, reduce the
chances that another procedure will be needed.

We have often heard the saying “think positively.” Many studies have now shown that there is hard
medical evidence for the benefits of this idea in terms of heart disease. It appears, unfortunately, that the
physicians who treat heart disease rarely address the possibility of depression.

While much work has been accomplished on the relationship of stress and depression on heart disease, it is
important to point out other mental illnesses that may also have an impact on the person experiencing
cardiac disease. Michael Davidson, M.D. of Tel Aviv University in Israel, has studied the risk of

One study has shown that there are two main
causes of mental impairment after a stroke:

• Physical damage caused by the stroke, and,
• Post-stroke depression
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cardiovascular disease and sudden death in schizophrenia. He has found that, in general, people with
schizophrenia are at a higher risk for medical illnesses than people in the general population and are 2 to
4 times more likely to die prematurely – at least ten years earlier than their counterparts of the same age.
One reason for these statistics may be the use of antipsychotic medications. These medications can cause
weight gain as well as changes in the blood flow that may cause certain heart conditions.

Cardiovascular disease is the most common cause of mortality among people with schizophrenia,
accounting for 34% of deaths among male patients and 31% in female patients, according to a British
study. A Swedish study supports these findings in that cardiovascular disease was the largest single cause
of death in both males and females with schizophrenia and mortality rates were higher than those in the
general population. In addition, another study of long-term follow-up over 34-38 years of over 400
patients with affective disorders showed higher mortality compared with the general population.

Smoking is a prevalent risk factor for cardiovascular disease and it is a common habit in people living with
schizophrenia. Smoking also changes the way the antipsychotic drugs manifest themselves, thereby
sometimes causing the person to need higher doses to achieve the desired effect. Unfortunately, it appears
that people with schizophrenia are less likely to receive adequate health care than those individuals in the
general population, thereby, decreasing the opportunities for prevention of heart disease. They also seem
to have a considerably higher tolerance for pain that may hinder a proper diagnosis of heart pain. It is
clear that the lack of integration of the medical and mental health care systems can result in numerous
additional problems for individuals with schizophrenia as well as other mental disorders.

Diagnosis and treatment of mental disorders in conjunction with treatment of cardiovascular diseases goes
a long way in the successful outcomes of both categories of illnesses. These diseases should not be viewed
as isolated entities if any treatment is to achieve the maximum effectiveness.
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Heart Disease and Depression are Common Companions
The Depression Treatment website – www.depression-treatment.com

Depression is the leading cause of disability worldwide, and heart disease is by far the leading cause of
death in the United States (it’s currently estimated that one in three Americans will die of some form of
heart disease).

Research over the past two decades has shown that depression and heart disease are common companions.
Findings from recent studies indicate that depression is a significantly important risk factor for heart
disease that’s nearly equal to the risks presented by high blood cholesterol and high blood pressure. While
it’s estimated that one in six people will experience an episode of major depression at least once in their
life, the number rises to one in two for people with heart disease.

Depression can appear after heart disease and/or heart disease surgery. In one investigation, nearly half
of the people studied one week after cardiopulmonary bypass surgery experienced serious cognitive
problems, which for some people can contribute to clinical depression.

Depression may make it harder for individuals to take the medications needed and to carry out the
treatment for heart disease. Furthermore, studies have shown that most people with heart conditions
aren’t treated for depression, which could be the result of doctors either missing the diagnosis of the
condition or attempting to treat the person’s symptoms with sedatives that make depression worse.

For Many, Heart Disease Follows Depression - There are also multiple studies indicating that heart disease
can follow depression. The kind of psychological distress experienced during depression can cause:

• Rapid heartbeat

• High blood pressure

• Faster blood clotting

• Chronically elevated levels of stress hormones, such as cortisol and adrenaline

• The activation of the sympathetic nervous system (part of the instinctive fight or flight response)
can cause the heart to work harder, and

• The body’s metabolism is diverted away from the type of tissue repair needed to counter heart
disease.

With Treatment, Comes Hope - Depression is highly treatable. Knowing what the symptoms of depression
are and getting therapeutic help at the very first signs of the condition can save you untold emotional pain
and physical suffering. Regardless of which comes first—depression then heart disease, or heart disease
then depression—effective treatment of depression is imperative.

Preventative interventions based on cognitive-behaviour therapy can promote adherence and behaviour
change that can help avoid adverse outcomes associated with both depression and heart disease. With the
advent of the effective medications to treat depression, more people with heart conditions can be effectively
treated without risking the complicating cardiovascular side effects of many of the previously available
drugs. Ongoing research is also investigating whether these treatments also reduce the associated risk of a
second heart attack.

Exercise is another important measure towards reducing both depression and heart disease. Observational
studies continually indicate that exercise is related to fewer depressive symptoms and adequate exercise is,
of course, a major protective factor against heart disease as well. Experts recommend adopting a regimen
of at least 20 minutes at a time three or more times a week, such as brisk walking.
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Positive Mental Health and Heart Disease
The Irish Heart Foundation – www.irishheart.ie

The presence of social support and social networks are maybe as important as physical risk factors (not
smoking, exercise and healthy cholesterol and blood pressure levels) in improving health and preventing
premature deaths;

• People who do not have a warm integrated community of contacts are 2-4 times more likely dying
from heart disease, stroke, cancer, respiratory disease or gastrointestinal disease.

• People who have a warm loving relationship with parents are less likely to develop heart disease,
high blood pressure, ulcers, cancer or commit suicide in mid-life.

• People who feel loved are more likely to choose practices that enhance health.
• People who do not feel loved in an intimate relationship are 3 times more likely to die from heart

attack, stroke, and other diseases.
• Psychological distress is a predictor of fatal ischemic stroke. (Stroke 2002 Jan; 33 (1): 7-12.)

Five key variables have been identified as possible psychological risk factors for Coronary Heart Disease:
• Acute and chronic stress
• Hostility
• Depression
• Social support and
• Socio-economic status. (Annual Review of Psychology 2002;53;341-69)

Other research shows that:
• Cardiac mortality increases on psychological stressful occasions. (BMJ 2001 Dec 22;323)
• Negative emotions, familial and social support are linked with cardiovascular disease. (Herz 2001

Aug; 26(5): 316-25)
• Negative emotions can intensify a variety of health threats. Negative emotions are related to a

range of diseases whose onset and course may be influenced by the immune system including
cardiovascular disease, Type 2 diabetes. Resources such as a close personal relationship that
diminish negative emotions enhance health in part through their positive impact on immune
regulation. (Annu Rev Psychol 2002; 53:83-107)

• Deterioration in negative affect is associated with a high long-term mortality risk. Warding off
deterioration in negative affect is mechanism that may explain the beneficial effect of
comprehensive rehabilitation on prognosis in patients with CHD. (Circulation 2001 Oct 23;104
(17):2018-23)

• Stress is recognized as a major contributor to heart disease and researchers recognize that one of
the most profound influences is of how stress affects the cardiovascular system. (RS Eliot. From
Stress to Strength. New York: Bantam Books, 1994)

• Stress can be life threatening to a person who already has coronary heart disease; the result is
coronary occlusion, damaged heart tissue and sometimes cardiac arrest. (Stress can make you
sicker. Consumer Report on Health December: 1993, 133)

• Humans who reduce stress enjoy the benefit of lower blood pressure. (S Berwer. Anti-old-age
stress. Longevity June: 1990, 82.)

• A growing body of research has shown that, among heart disease patients, mental stress is as
dangerous to the heart as physical stress. (CN Bairey, et al. Mental stress as an acute trigger of left
ventricular dysfunction and blood pressure elevation in coronary patients. American Journal of
Cardiology 66: 1991, 28G)

• Heart disease is summarized as “some interaction of mind, body and behaviour.” Your coronary risk
probably depends on how your mind interprets situations, how your body reacts, and how often
your behaviour leads you into stressful situations. (Stress, Success and Samoa. Hippocrates May/
June: 1987, 84)
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Individuals with HIV/AIDS must pay close attention to their
physical health but, in addition, there are important mental
health conditions associated with the disease. Common
psychological disorders associated with HIV/AIDS are
depression, anxiety, and dementia. Psychiatric symptoms
arise in HIV/AIDS for numerous reasons, including the direct
effect of the illness on the central nervous system and the
psychological reactions secondary to the stigma and fear
associated with this condition. Often loved ones have died
because of the disease and this adds to the fear and grief.
People with HIV/AIDS have to take many medications that
may have side effects and the quality of their lives may be
changed forever because there is yet no cure for the disease.

Mental health care for the person with HIV infection should
be a collaborative effort involving primary care practitioners,
patients, mental health clinicians, case managers, and also,
when appropriate, substance abuse counselors or domestic
violence service providers.  The stage of HIV infection and the
severity of the psychiatric disorder should determine whether
the medical practitioner or the psychiatrist should be the
primary care practitioner. Care should be coordinated
between medical and psychiatric practitioners and primary
care practitioners should assist mental health clinicians in
coordinating ongoing care when patients are referred to a
mental health treatment program. Practitioners should
develop and maintain the necessary skills to recognize and
address the psychiatric disorders commonly associated with
HIV and the factors that may trigger distress in persons
living with HIV.

Depression is the most common psychological problem in HIV-infected individuals. While
there is clearly a connection between HIV disease and depression, it is not a direct one; there
is rarely a cause-and-effect relationship between the two. Many HIV-infected people with
current depressive disorders have a history of depression prior to contracting HIV/AIDS.
Nonetheless, depression may result in:

• low self-esteem
• anxiety
• forgetfulness
• sleep problems
• changes in appetite
• weight loss or gain
• less interest in sex
• a sense of hopelessness

Anxiety may cause a sort of numbness and emotional detachment.  There is a kind of dementia
called AIDS Dementia Complex (ADC) that is very common among people with advanced HIV
disease. These people have problems thinking clearly and they may experience:

HIV/AIDS and Mental Disorders

At the end of 2003,
an estimated 40
million people
worldwide were
living with HIV/
AIDS.  An
estimated 5 million
new HIV infections
occurred worldwide
during 2003; that is
14,000 new
infections each day.
More than 95
percent of these
new infections
occurred in
developing
countries, and
nearly 50 percent
were among
females.
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• a lack of concentration
• loss of memory
• social withdrawal
• sluggish thinking
• a short attention span
• poor coordination
• impaired judgment
• vision problems
• altered personality

Treatment for mental disorders and dementia include medications and professional counselling; while one
can be used without the other, results are best when the two methods are used together.

There is evidence that HIV positive individuals often respond differently to medications than those
without the illness. They may be more sensitive and may need a “start low and go slow” approach. In
addition, people living with HIV/AIDS are usually on multiple medications and there is more of a chance
of drug interactions. Side effects of medications may also be quite different than in the non-HIV
population; some  may be helpful and some may  make the current symptoms of the HIV infection worse.

Certainly, HIV/AIDS is a distressing illness and sadness is a real part of that. This sadness can relate to
the illness or death of family and friends and fear related to one’s own future. The good news is that there
is evidence that depression does not increase over time.  It is complicated to diagnose depression because
the symptoms of that disease are often very similar to that of the HIV disease itself. A loss of physical
energy and a loss of interest are two different things but closely related. The fact that clients may have to
push themselves to do things or they have stopped doing pleasurable activities may be due to depression,
fatigue, or a lack of physical ability. To judge a lack of interest vs. a lack of capacity, a therapist might ask,
“If you had the energy, are there things you’d like to do today?”

There is also evidence from studies since 1990 confirming and strengthening the impressions that people
with schizophrenia have a much higher than average risk for developing HIV/AIDS and that they have
special needs for protection as a public health measure.  In addition, people with HIV/AIDS may be at
greater risk in some countries, such as South Africa, than people in some parts of the developed world
because of their additional and potentially stressful living conditions including high rates of
unemployment and poverty, poor and unstable housing, inadequate social services, and high rates of
crime and domestic violence.

There is much more recognition now of the mental health aspects of HIV/AIDS than during the first
couple of decades of the epidemic. Marshall Forstein, M.D., a psychiatrist who has treated many people
living with HIV/AIDS and who has been very active in the AIDS programme at the American Psychiatric
Association stated in 1999 that in these early years, mental health was seen as a luxury item and not an
integral part of primary assessment and treatment. He believes that it is very cost effective for physicians
to address the mental health needs because counselling can make a tremendous difference in whether or
not a person stays on his or her medications.  As well, many mental health care providers lack experience
in diagnosing, assessing, and addressing the mental health needs of people affected by HIV/AIDS. Others
need training to feel more comfortable with providing services to people with HIV/AIDS.

The United States Center for Mental Health Services started a program that targets prevention,
education, and delivery of quality mental health treatment services to people living with HIV/AIDS.  This
programme is called the CMHS Mental Health Care Provider Education (MHCPE) in HIV/AIDS Program.
The MHCPE II program was designed to enhance the Nation’s ability to make an impact on the HIV/AIDS
epidemic. Training was provided for traditional mental health care providers (psychiatrists, psychologists,
nurses, social workers, counselors, marriage and family counselors), other first line providers of mental
health services (medical students, primary care physicians), and nontraditional providers (the clergy and
other spiritual providers, alternative health care workers). The program studied dissemination methods in
mental health and HIV/AIDS and also assessed, via Participant Feedback forms, the quality of the
training and education provided. An ethics curriculum was also introduced.
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To treat HIV-related depression effectively, therapists need to be flexible in terms of availability during
illness episodes, willingness to make home visits, and the scope of their attention during the late stage
illness when loved ones may be at the bedside. They should be prepared to talk to the individual about an
increasing physical decline, approaching death, and the circumstances of death.

A positive outlook, determination and discipline are required to successfully deal with the extra stress and
helping to avoid high-risk behaviours. It is very helpful for those with HIV/AIDS to keep up with the
latest scientific advances, while adhering to complicated medication regimens, reshuffling schedules for
doctor visits, and grieving over the death of loved ones. Depression keeps an individual from having these
vital characteristics. People with HIV/AIDS can also suffer from anxiety disorders such as panic disorders.

Depression has a significant effect on quality of life, progression of disability and ability to obtain good
medical care. Since the development of medications that have the potential of controlling HIV infection
and increasing one’s life span, treatment of major depression is even more critical. If depression is
untreated, it can keep people from taking their medication and may increase the disabling effects of the
illness. There is also some evidence that chronic depression may hasten the death of people living with
HIV/AIDS.

Children have very special needs when they are living with HIV/AIDS and/or their parents and
caregivers have the disease. UNAIDS figures in 2000 estimate that globally, 21.8 million adults have died
of AIDS since the epidemic began, leaving a huge number of children as orphans. In addition, it was
estimated at that time that 1.4 million children are living with HIV/AIDS around the world. Africa is home
to 70% of the adults and 80% of the children living with HIV globally. There are special psychological
effects of the disease that affect children, in addition to the economic, educational and social effects:

1. Children with sick parents worry about the future, where they will go and who will care for them –
and they may assume that they will also have HIV/AIDS. There are times when parents don’t
disclose the illness to their children or explain how it is spread. This lack of information may also
have a severe psychological effect on the children, as they instinctively know that the parent is not
the same as before; they may internalize the situation and feel a sense of personal responsibility.

2. Loss of consistent nurture, which can lead to serious developmental problems and a loss of
guidance, makes it more difficult for children to reach maturity and integrate into society.

3. Psychological damage can appear at any time after the onset of HIV/AIDS. It is often very helpful
to establish a peer group where children can share similar experiences and support each other.

4. Children may not understand the situation and, thus, not be able to express their grief in a normal
way. Even if they want to express their feelings, there is often no one to listen. If they have the
opportunity of discussing the situation, the children’s fears are alleviated and they will be able to
cope better with the stress.

5. The psychological effects on children are the least visible and, often, these consequences are
overlooked. Children need to be prepared, as much as possible, for the death of someone terminally
ill. It can be very helpful to give the child a role in helping to care for a terminally ill parent, as it
reduces the child’s grief at the time of the actual death. Bereavement counselling can be very
helpful prior to a death as well as after the death.

6. Emotional suffering appears in various forms, which may be different in each person. The
consequences may include depression, aggression, drug abuse, inability to sleep, malnutrition, and
a ‘failure to thrive’ where children don’t grow physically or emotionally to meet their potential.

On the other hand, clinicians have, at times, reported that working with HIV-infected people can be
surprisingly gratifying because the possibility of a shorter-than-average life may help individuals focus on
what is really important to them, and motivate them to accomplish goals that they have aspired to in the
past. Time is often quite limited but life can be more worthwhile and productive if there is a set time limit
known in advance.
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Some countries have become quite sensitive to the psychological and behavioural aspects of the care of
persons with HIV/AIDS.  One example is the programme in the Republic of Iran, where an integrated
service for persons with HIV/AIDS, under the title of ‘Triangular Clinics,’ has been started.  These user-
friendly services increase the adherence to treatment as well as decrease the stigma and discrimination.

In 2001, members of Parliament from the countries of the World Health Organization’s South-East Region
made recommendations related to the disastrous social and economic outcomes of HIV/AIDS and mental
illness. They recognized the important role played by parliamentarians in educating the public about the
problems of these illnesses and in providing enough money for their prevention, management, and care.
These are national epidemics and governments have an important role to play. This group emphasized the
role of the family and community in the management and care of mental illness and HIV/AIDS, as well as
the need for political will on the part of lawmakers around the world.
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Depression and HIV/AIDS
The National Institute of Health  - www.nimh.nih.gov

Research has enabled many men and women, and young people living with human immunodeficiency
virus (HIV), the virus that causes acquired immunodeficiency syndrome (AIDS), to lead fuller, more
productive lives. As with other serious illnesses such as cancer, heart disease or stroke, however, HIV often
can be accompanied by depression, an illness that can affect mind, mood, body and behavior. Treatments
for depression helps people manage both diseases, thus enhancing survival and quality of life.

Despite the enormous advances in brain research in the past 20 years, depression often goes undiagnosed
and untreated. Although as many as one in three persons with HIV may suffer from depression, the
warning signs of depression are often misinterpreted. People with HIV, their families and friends, and
even their physicians may assume that depressive symptoms are an inevitable reaction to being diagnosed
with HIV. But depression is a separate illness that can and should be treated, even when a person is
undergoing treatment for HIV or AIDS. Some of the symptoms of depression could be related to HIV,
specific HIV-related disorders, or medication side effects. However, a skilled health professional will
recognize the symptoms of depression and inquire about their duration and severity, diagnose the
disorder, and suggest appropriate treatment.

Depression Facts

Depression is a serious medical condition that affects thoughts, feelings, and the ability to function in
everyday life. Depression can occur at any age. NIMH-sponsored studies estimate that 6 percent of 9 to
17-year-olds in the U.S. and almost 10 percent of American adults, or about 19 million people age 18 and
older, experience some form of depression every year. Although available therapies alleviate symptoms in
over 80 percent of those treated, less than half of people with depression get the help they need.

Depression results from abnormal functioning of the brain. The causes of depression are currently a
matter of intense research. An interaction between genetic predisposition and life history appear to
determine a person’s level of risk. Episodes of depression may then be triggered by stress, difficult life
events, side effects of medications, or the effects of HIV on the brain. Whatever its origins, depression can
limit the energy needed to keep focused on staying healthy, and research shows that it may accelerate
HIV’s progression to AIDS.

HIV/AIDS Facts

AIDS was first reported in the United States in 1981 and has since become a major worldwide epidemic.
AIDS is caused by the human immunodeficiency virus (HIV). By killing or damaging cells of the body’s
immune system, HIV progressively destroys the body’s ability to fight infections and certain cancers (http:/
/www.nci.nih.gov/).

HIV is spread most commonly by having sex with an infected partner. HIV also is spread through contact
with infected blood, which frequently occurs among injection drug users who share needles or syringes
contaminated with blood from someone infected with the virus. Women with HIV can transmit the virus to
their babies during pregnancy, birth, or breast-feeding. However, if the mother takes the drug AZT
during pregnancy, she can reduce significantly the chances that her baby will be infected with HIV.

Many people do not develop any symptoms when they first become infected with HIV. Some people,
however, have a flu-like illness within a month or two after exposure to the virus. More persistent or
severe symptoms may not surface for a decade or more after HIV first enters the body in adults, or within
two years in children born with HIV infection. This period of “asymptomatic” (without symptoms) infection
is highly individual. During the asymptomatic period, however, the virus is actively multiplying, infecting,
and killing cells of the immune system, and people are highly infectious.

WORLD MENTAL HEALTH DAY
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Many people are so debilitated by the symptoms of AIDS that they cannot hold steady employment or do
household chores. Other people with AIDS may experience phases of intense life-threatening illness
followed by phases in which they function normally.

Over the past 10 years, researchers have developed antiretroviral drugs to fight both HIV infection and its
associated infections and cancers. Currently available drugs do not cure people of HIV infection or AIDS,
however, and they all have side effects that can be severe. Because no vaccine for HIV is available, the
only way to prevent infection by the virus is to avoid behaviors that put a person at risk of infection, such
as sharing needles and having unprotected sex.

Get Treatment for Depression

While there are many different treatments for depression, they must be carefully chosen by a trained
professional based on the circumstances of the person and family. Prescription antidepressant medications
are generally well tolerated and safe for people with HIV. There are, however, possible interactions among
some of the medications and side effects that require careful monitoring. Specific types of psychotherapy,
or “talk” therapy, also can relieve depression.

Some individuals with HIV attempt to treat their depression with herbal remedies. However, use of herbal
supplements of any kind should be discussed with a physician before they are tried. Scientists recently
discovered that St. John’s wort, an herbal remedy sold over-the-counter and promoted as a treatment for
mild depression, can have harmful interactions with other medications, including those prescribed for HIV.
If taken together, the combination could allow the AIDS virus to rebound, perhaps in a drug-resistant
form.

Treatment for depression in the context of HIV or AIDS should be managed by a mental health
professional—for example, a psychiatrist, psychologist, or clinical social worker—who is in close
communication with the physician providing the HIV/AIDS treatment. This is especially important when
antidepressant medication is prescribed, so that potentially harmful drug interactions can be avoided. In
some cases, a mental health professional that specializes in treating individuals with depression and co-
occurring physical illnesses such as HIV/AIDS may be available. People with HIV/AIDS who develop
depression, as well as people in treatment for depression who subsequently contract HIV, should make
sure to tell any physician they visit about the full range of medications they are taking.

Recovery from depression takes time. Medications for depression can take several weeks to work and may
need to be combined with ongoing psychotherapy. Not everyone responds to treatment in the same way.
Prescriptions and dosing may need to be adjusted. No matter how advanced the HIV, however, the person
does not have to suffer from depression. Treatment can be effective.

It takes more than access to good medical care for persons living with HIV to stay healthy. A positive
outlook, determination and discipline are also required to deal with the stresses of avoiding high-risk
behaviours, keeping up with the latest scientific advances, adhering to complicated medication regimens,
reshuffling schedules for doctor visits, and grieving over the death of loved ones.

Other mental disorders, such as bipolar disorder (manic-depressive illness) and anxiety disorders, may
occur in people with HIV or AIDS, and they too can be effectively treated.

Remember, depression is a treatable disorder of the brain. Depression can be treated in addition to
whatever other illnesses a person might have, including HIV. If you think you may be depressed or know
someone who is, don’t lose hope. Seek help for depression.
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Mind/Body Medicine and HIV/AIDS
Positive Words website – www.positivewords.com

Since the mid-1980s, researchers in mind/body medicine have studied how the mind and body connection
works together in HIV/AIDS. They have looked at why some people get sick and die from HIV, while
others remain free of symptoms and healthy. Some specifics follow:

1. Beliefs: believing that you must die from being HIV-infected can trigger fear, decreases in
immunity, avoidance of health-promoting behaviour and ultimately result in a shorter life-span.

2. Stress: being stuck in “survival stress” for many months — where you feel somehow unsafe or
threatened — can wear down immune system functioning and speed up the progression to
developing AIDS.

3. Grief: feeling grief is normal after a significant loss of an important person, pet or cherished goal. If
that grief is “held in” and not expressed for many months, it can trigger a decrease in immunity
and speed up the progression of disease.

4. Self-Disclosure to Trusted Support: science has learned that talking about your problems honestly
with someone you trust provides a boost to immune system functioning.

5. Life Purpose and Goals: research studies on HIV+ people who remain healthy for long periods
show that these individuals typically have “reasons to live,” whether they are general purposes (“I
want to enjoy my friends and family”) or specific goals (“I want to take a cooking class next
month”). It appears that “reasons for living” provide a boost to the immune system and survival.

6. Self-Assertiveness: is defined as the ability to say “no” to something you really do not want to do,
and “yes” to something that you want or like. Medical research shows that being self-assertive
promotes the strength and quantity of Natural Killer (NK) cells of the immune system. This is
important because NK cells can kill HIV in the body and can do so in people with very low CD4
counts.

7. Body Care: is defined as making sure that you are doing the right things on a regular basis to keep
your body healthy. This includes being aware of your breathing patterns and correcting any
problems (like shallow breathing or unconscious breath-holding). You should be drinking a
minimum of eight glasses of water every day and having good nutrition and eating patterns so
that all of your body, including immune cells, gets the nutrition it needs. Getting regular sleep that
allows you to wake up “feeling rested” most mornings is also important.

Finally, you should be getting regular (3 times per week), moderate physical exercise. An example of
moderate exercise is a 20-minute brisk walk that gets you to breathe a little harder and perhaps some
sweat on the forehead. Exercise also promotes the strength and quantity of these HIV-fighting NK cells.

It is important to use this new information about the mind/body connection to enhance your HIV+ health.
For each of the issues mentioned above, rate yourself on how well you are doing: good, OK or poor. Then,
make a list of the issues rated “poor” and pick someone to talk honestly with about each problematic issue.
You may want to pick different people for different issues. After the discussion, create a plan for
improvement for each “poor” issue and begin working on your plan.

For more information, visit the L.I.F.E. Programme website at www.Shanti.org.  Reprinted courtesy of
www.positivewords.com by Prochilo Health, Inc.
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Beginning in the 17th century, Western cultures separated the mind and body, giving medical
science the freedom to explore the physical body while leaving the mind to the church’s
domain. In the last thirty years, however, scientists around the world have been studying the
interconnections between the mind and body. James Gordon, M.D.,  of Georgetown
University School of Medicine in Washington, D.C. indicates that people who are beset with
poverty, job dissatisfaction, prejudice, cultural dislocation, long-term loneliness, or the sudden
loss of a loved one are far more vulnerable to illness and death than those who are fulfilled in
their social and interpersonal world. Mind-body medicine is considered by many to be a
revolutionary 21st century approach to health care that includes a wide range of behavioural
and lifestyle interventions, as important as traditional medical interventions. In the modern
world of today, many illnesses are caused as much by lifestyle, dietary habits, activity level
and stress as by traditional causes such as infection, virus, bacteria, and physical trauma.
Mood, attitude, and belief can affect every chronic illness: fear, cynicism, hopelessness and
helplessness can have a bad effect on health; whereas courage, good humour, a sense of
control and hopefulness can have a beneficial effect.

Many countries benefit from the experiences of traditional healers that use herbal medicines
and other natural methods of healing the sick. Often these healers work with medical and
mental health professionals but, particularly in countries with very few physicians, they often
work alone. Ritual and herbal medicines have been extraordinarily important to countries in
Africa, for example, and traditional healers have, at times, been using cures that were not
available in modern medicine. A good example is the Indian Ayurvedic medicine containing
Reserpine. This medicine in the form of SARPAGANDHA (snake-root) was used for treatment
of mental disorders for a few thousand years and was only discovered as a tranquilizer in the
middle of the last Century. One of the important aspects of these healers is that the
population trusts them and believes that they will get better if the healer helps them.
Successful efforts have been made to educate healers on all aspects of serious illnesses, such
as HIV/AIDS and there is
increased cooperation with
medical professionals, where
possible. This is the case, for
example, in Swaziland where
the health ministry has been
enlisting traditional healers
in efforts to contain HIV and
assist people with HIV-
related illnesses. Similarly in
Pakistan, mental health
professionals and traditional healers have developed a cooperative approach to care for
persons with neuro-psychiatric disorders. This cooperation reverses decades of separation
between traditional and modern medicine.

In recent years, comprehensive programmes of mind/body medicine have been established at
many universities and centers around the world, including Harvard University, Stanford
University, the University of California, and the University of Miami in the United States.
These are in addition to those in developing countries where these types of approaches have
been part of society for many centuries (yoga, meditation).   At these centers, patients with
chronic illnesses such as cancer, AIDS, and heart disease are learning to change their habits

The Mind and Body Connection

Worrying is making up a negative thought in our mind to
which our body responds - with tears, increased heart rate
and blood pressure, irregular breathing, increased muscle
tension, stomach tension, etc.  One thought has caused
millions of cellularbiochemical reations.
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and attitudes as well as their diets, exercise, and thinking. Studies have shown that these individuals are
functioning more effectively, feeling better and, in some cases, living longer.

To address this approach, partnerships are formed among specialists in the medical and mental specialties
and mind/body specialists. The former might include physicians, nurse practitioners, and psychologists,
and the latter may include biofeedback practitioners, chiropractors, nutritionists, spiritual counsellors, and
yoga teachers. If this approach is used, an integrated team of caregivers addresses the mind, body, and
spirit. Mind/body medicine makes use of many alternative medicine techniques and strategies including:
massage, bodywork, hypnosis, exercise, meditation, biofeedback, hypnotherapy, guided imagery, yoga,
herbal medicine, acupuncture, breath work, and relaxation techniques.

Individuals should remember that there are many people who are affected when one is seriously ill.
Consideration needs to be given to those close to the ill person and, especially, to the needs of any primary
caregivers. Mind/body connections are not meant to help people suppress their feelings about serious
illness. It is perfectly normal and reasonable to be upset about being critically ill; the mind/body connection
is to help the person who is ill and the significant others around the ill person to deal with the situation in
the best way possible and further the possibility of their maintaining a “fighting attitude” towards the
illness at hand.

The Women’s Center for Mind-Body Health has reported some remarkable studies showing the
effectiveness of the mind/body approach:

• In a study of women with infertility, the pregnancy rate of a support group that met once a week
for 10 weeks and included relaxation and imagery was 55%, vs. a regular support group with 52%,
and a control group of only 20%.

• People, who were able to utilize self-hypnosis to imagine healing genital herpes outbreaks,
decreased those outbreaks from an average of 2.5 episodes per six weeks to 0.84 episodes.

• Menopausal women with hot flashes who were taught to use the “relaxation response” had a
significant decrease in hot flash intensity. This group also significantly decreased depression and
anxiety symptoms.

• A group of women with premature labour treated with bed rest, who listened to a relaxation tape
from 5-20 minutes per day, had significantly longer pregnancies compared to a group at bed rest
alone and a non-compliant group. In addition, the relaxation group’s babies weighed significantly
more than the babies of the other groups.

• Relaxation decreased by almost 2/3 the need for hospital admission due to worsening pregnancy
complications of high blood pressure.

Most physicians acknowledge the importance of life-stress, diet and exercise, but these factors are often
addressed after the conventional treatments have failed.  Mind/body medicine addresses behavioural and
psychosocial interventions at the same time as conventional treatments. Individuals are given very active
roles from the beginning in developing a treatment plan and they take responsibility for psychosocial and
lifestyle parts of the plan. This approach stresses education and self-management as integral parts of
clinical practice. Some people have lost sight of the extraordinary power of the mind to affect the body.

There are some challenging problems in primary care that are best treated by the mind/body approach:
• Somatization disorder: when emotional problems bring about physical symptoms when there is no

physical basis for the symptoms. This may increase if doctors only look for physical reasons and
prescribe tests that might make the person even more fearful of having a serious physical illness.

• Undifferentiated complaints: when the person has very vague symptoms such as chest pain,
fatigue, dizziness, headache, back pain, inability to sleep, pains in the stomach, numbness,

How well one thinks one is may be the best predictor of wellbeing and future health.
-Ellen Idler and Stansilav Kasi
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coughing, weight loss, etc. It has been determined that a very small percentage of people who
complain about these symptoms have a clear physical problem.

• Psychophysiological disorders: when people have physical complaints that are increased by stress of
various kinds. Stress creates specific symptoms in different people – some may be related to the
heart, some to the muscles, some to the stomach, etc. These people can benefit greatly from
education in stress management.

• Post-traumatic conditions: when people have lasting effects of physical and sexual abuse, traumatic
experiences and losses. Those individuals who have had such a history have more somatic
symptoms than others and it is more difficult for the person in question or the physician to connect
current symptoms with previous trauma.

• Chronic conditions: when people have illnesses, such as diabetes, arthritis, hypertension, and
chronic heart disease, lifestyle, diet, exercise, smoking, substance abuse, and situational stress play
an important role in the management of such illnesses over a lifetime. It is difficult for medication
to work if these other factors are not addressed as well by the doctor and the person he/she is
treating.

The principles of mind/body medicine come from the view that energy is the underlying pattern of the
universe. There are similarities to many Asian philosophies that view human beings as part of an
interconnected, universal energy field and have believed for centuries that consciousness plays an
essential role in governing physical and psychological health.

In the case of the aboriginal population of Canada, the most serious mental health problems are
depression, substance abuse, family violence, high rates of suicide in certain communities, mental
disorders and grief over multiple loses and disruptions of lifestyle. They believe that when we experience
distress, we are “out of balance” and our minds and bodies cry out for some kind of help. If the imbalance
becomes too great, good health breaks down, whether on the level of the body, the spirit, the emotions, or
the mind. Neither mental illness nor physical illness can be seen as a problem separate from other aspects
of the individual’s life.

Mind/body medicine encompasses the following basic principles:
• Each person is unique. The reason one person becomes ill may be entirely different from another

person as well as the methods of recovery may be just as individual.
• Chronic stress. Stress and a lack of balance can contribute to illness; relaxation, positive methods of

coping with stress and restoration of balance can lead to health. British cardiologist Peter Nixon
explains that increased stress and arousal causes many changes in the body that interferes with
the immune system, use of proteins and functioning of the heart. On the positive side, stress
reduction can promote healing.

• Taking self-responsibility for healing. Lawrence LeShan, Ph.D., a specialist in mind/body
treatment for cancer, has shown that people being treated for cancer who took charge of their life
directions were more likely to recover than those who passively accepted their diagnosis. Taking
action decreases fear and depression that often comes along with serious illness.

• The body’s innate healing capabilities. The body has a natural tendency to move towards health
and healing and can, at times, heal itself which is clearly demonstrated in the “placebo effect”
which someone in a controlled study thinks that they are taking medication when, in fact, it is a
“sugar pill.” The effectiveness varies depending on how much the person expects to get better.
Those who think they will get better have a greater recovery rate than those who think they will
get worse.

In mind/body medicine, one looks beyond the immediate problem to include a larger
dimension of one’s life.  For example, a heart attack may be a signal for a person to
become less defensive and hostile, to become less competitive at work, and to give
more attention to relaxation, hobbies, family and the enjoyment of life.
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• The importance of client-provider relationship. It has been shown that a positive attitude of the
doctor can influence the outcome of a given treatment, whereas, discouraging statements can
undermine the ill person’s confidence and hinder the healing process. The ideal relationship has
the healing process viewed as a working partnership where both parties have and show respect for
the other’s knowledge and intuition.

• A systems approach. Human lives are influenced by many interrelated factors, including genetics,
family and socioeconomic background, diet, exercise, social support, risk-taking behaviours,
attitudes, and spiritual practices. An illness may manifest itself on the physical body but it may
begin in other aspects of the self, such as the mental or emotional state. Any specific
disease may be present in only a small part of the body, but the interactions with all parts of the
individual may be very complex.

• The energy field perspective.  Each person has various fields of energy that can be measured by
specific tests such as an EKG (electrocardiograph), EEG (electroencephalograph), or
electroacupuncture biofeedback testing that is based on measurement of energy of acupuncture
points. These energy fields are affected by changes in physical and psychological health and can be
influenced by the energy fields of others. Robert Becker, M.D., found that small electric currents
can stimulate cells to regenerate, fractures to heal faster, and tissue to repair itself. It is from these
facts that Dolores Krieger, Ph.D., R.N., developed the technique of “Therapeutic Touch” that has
been shown to be successful in decreasing anxiety, reducing pain, speeding the healing of surgical
wounds and helping to correct dysfunction of the nervous system. It is the absence of touch that
creates the “failure to thrive” syndrome in children when the pituitary gland does not secrete
enough growth hormone.

• Illness as message, not enemy. Illness can well be a messenger to people; it can serve as a warning
that other aspects in the emotional and psychosocial life need attention. Mind/body medicine
encourages individuals to see the whole picture since all aspects of one’s being are interrelated.

One might also want to examine alternative approaches to mental health care, including self-help, diet
and nutrition, pastoral counselling, animal assisted therapies, expressive therapies, culturally based
healing arts, yoga/meditation, massage therapy, etc. The better one’s mental health, the better equipped
an individual is to tackle physical ailments. Janet Meagher of Australia, reports on an October 2003
meeting in Taiwan on “Body, Mind and Soul Workshop – How to Fight Cancer and Depression” where she
met people living with cancer and others with mental illness who reported many of the same feelings.
Each person was overcome by the impact of their diagnosis, each suffered from the loss of a defined future,
loss of useful contribution to their society and loss of self image, accompanied by overwhelming grief and
depression. Each participant gained a great deal from contact with the other and there was genuine
empathy in the group. She also reported on a special back massage developed there because they had had
a lack of human touch and they had missed it a great deal. In the group, the individuals mutually
massaged each other’s back for 10 to 15 minutes. This left them feeling more accepted and cared about, as
human beings. After these sessions, tea or a meal was shared before leaving. The result of all of this is
that a supportive and caring community developed within this small group.

Studies have brought forward the importance of “remembered wellness” which means that each ill person
has stored the memory of being well. This is an important factor in the healing process when both the
person undergoing treatment and the health professional believe in the benefits of treatment. Belief can
well become reality. There are predictions that in the future there will be an integrated system of
behavioural and medical care, involving a partnership of behavioural practitioners, physicians and nurses
working together to solve the problems of a person who is ill. Dr. Gordon, mentioned earlier, believes that
there is a shift in opinions of many mainstream doctors about the mind/body link to serious physical
illnesses and alternative therapies to those illnesses. He has given the example of a distinguished
oncologist in Washington, D.C. who, five years ago, would not have sent patients to Dr. Gordon’s Mind-
Body Medicine’s Comprehensive Cancer Center. Currently, this same oncologist sends many patients to
Dr. Gordon and appreciates the outcomes of his regimens.
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WORLD MENTAL HEALTH DAY
The Relationship Between Physical and Mental Health

Lifestyle Factors Impacting on Medical Conditions
The Australian Psychological Society, Ltd.

Medical conditions, illnesses and injuries can place added strain on our already at times stressful and busy
lives.  When we have a medical condition it usually places limitations on our capabilities and causes
disruptions to our lifestyle.  These limitations and disruptions can range from simple restrictions and
changes to our normal routine through to major changes to our basic living pattern and lifestyle, including
areas of diet, work, family, recreation and leisure.

In managing medical conditions there are several factors related to our lifestyle that can impede our
recovery or cause an increase in symptoms.  These factors include worry and anxiety, stress and tension,
diet and exercise, sleep, and lack of social support.

Negative thinking – worrying
The problem of worrying
Worrying or negative, repetitive thinking about possible adverse situations is one of the most destructive
and harmful ways of thinking.  People who worry a lot tend to experience high levels of anxiety and
tension that adversely affect their physical health.  This can add further complications when combined
with a medical condition.

Reducing worry
Trying to stop worrying about things can be a seemingly impossible task.  Psychologists are highly skilled
and can assist in this area, having been trained extensively in the management of anxiety and worry.
Some initial strategies to get you started are outlined below:

• If you are lacking in any information about issues (i.e. prognosis or likely outcomes and timeframes
of medical conditions), pursue further information and education through appropriate sources (i.e.
medical or clinical specialists).

• Try to realistically assess your worries and develop other areas to think about.  Find a good friend
to talk to about your concerns and get their perspective on the problem.

• Increase the amount of activity and variety in each day so that you have other things to focus on,
such as reading, walking, watching a movie or any other activity that does not adversely impact
upon your medical condition.

• Limit your worry to a ‘worry period’.  Select a specific period each day in which the worrying takes
place.  When you become aware of your worrying through the day, make a conscious effort to
postpone it until your ‘worry period’.  Postponing your worry to the ‘worry period’ can help to
reduce the frequency and duration of your worrying.

• During your ‘worry period’ you can begin to problem-solve your worries in order to resolve them.
Do this by systematically writing down your concerns on a piece of paper.  Think about the possible
outcomes of your concerns, identifying both positive and negative effects. Select your preferred
outcome.  Make this a goal that you can work on achieving. In doing this you begin to diminish the
strength of your worry.

• Develop a list of ways that you can reach this goal.  Begin by developing as long a list as possible,
focusing on a range of different ways that you can reach your goal, even ones that may seem
unrealistic.  From this list you can select one or two strategies that you can adopt to help resolve
the problem that is causing you to worry.  Try these strategies for a while to see how well they
work. If they are not resolving the problem and reducing your worry, go back to your list and try a
different strategy.
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You can also use the ‘worry period’ to analyse your thoughts in order to reduce negative thinking  which
leads to worry.  Ask yourself the following questions:

• How likely is it that what you are worrying about will happen?
• If it does happen, can you manage it? Has it happened before?  If so, how did you manage

it then? How can you better manage it?
• Is there anything positive that can come out of this situation?  If so, what is it?  How can

you make sure it happens?

As you work through these questions identify answers that suggest that things can turn out all right.
Create statements from these answers that you can repeat to yourself when you are worrying.  For
example, statements such as “If it happens I’ll just deal with it” and “I’ve spent months worrying about
this and it hasn’t happened yet so it is unlikely to happen” can help to reduce your worry and allow you to
focus on better outcomes.

Stress and tension
Negative effects of stress and tension
Stress and tension refer to physical arousal in the form of muscle tension and contraction.  Stressful
muscle tension can be experienced in a variety of areas including the eyes, jaw, neck, shoulders, lower
back and abdominal area.  Prolonged muscle tension can lead to aches and pains ranging from mild
headaches or a stiff back to chronic migraines and muscular spasms and injury.

Reduction of physical tension and stress
Reducing the physical sign of stress through recognising and relaxing muscles in the body is not as easy
as it sounds.  First, you have to learn to recognise when you are stressed and which muscle groups are the
most tense.  Then you need to develop skills in systematically relaxing all your muscles – particularly those
that are most tense.  This takes a lot of practice and skill to master.  A psychologist can provide expert
training in relaxation and stress reduction.

The following information provides some starting points to assist you in reducing stress
and physical tension:

• Learn to recognise the signs of physical tension in your body.  This is done by stopping and
carefully thinking about how all the different muscles in your body are feeling at regular intervals
every day.  By doing this you will identify the muscle groups that hold the most tension when you
are feeling stressed.

• Practice slow and deep breathing.  Do this at regular intervals throughout the day, particularly
when you begin to feel tense and stressed.  As you exhale, say the word ‘calm’ to yourself in a
soothing manner.

• Begin learning to relax.  Develop pleasant imagery (i.e., scenery or pleasant memories) and
imagine music you find soothing and calming and invoke these images and sounds when stressed.

• Learn a form of progressive muscle relaxation.  This involves systematically contracting and
relaxing all the muscles in your body to induce a strong feeling of physical relaxation. It is
generally best to see your psychologist for initial training and instruction in this area.

Diet, exercise and sleep
The three big problem areas
Diet, exercise and sleep are three big areas that often cause further problems when people have medical
conditions.  Sometimes medications, treatments and symptoms such as pain can adversely impact upon
appetite, energy levels and sleeping patterns.

Improving diet, exercise and sleep
When coping with medical conditions it is essential that we do everything we can to maintain a healthy
diet, get regular exercise, and regular and satisfactory sleep. Some basic strategies and points to remember
are outlined below:
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• Make sure you eat regularly throughout the day.  Choose foods that are nutritious and preferably
enjoyable to eat. If you don’t feel like eating, continue to nibble at foods you can tolerate.  If you
are restricted in food choices, make sure that no inappropriate foods are accessible (i.e., throw them
away so you can’t be tempted).  Also, if possible advise family members or friends of what your diet
should be and get them to prompt you regularly.

• Keeping your body active is essential for both injury prevention and health promotion through the
release of body chemicals, which assist in making you feel good.  Maintaining activity is vital to
promote well being. In many cases, your medical condition may restrict your ability to engage in
previously enjoyed exercises.  In this case it is vital to learn other alternate exercises and engage in
them regularly.  See your medical or clinical specialist for advice on what exercises you can do and
develop a regular schedule of activity.

• Ensuring you get enough sleep is critical when you have a medical condition.  Make sure you
maximise your potential for good sleep by minimising naps during the day, not consuming
stimulants such as tea and coffee in the evenings and exercising during the day, so your body is
physically tired and ready for sleep at night.

Social Support
Loss of Social Support
When you have a medical condition it can often be a stressful, frustrating, isolating and lonely experience.
Often when you’re not feeling well your opportunities for social contact are reduced through both your
own limitations and restrictions (i.e., being unable to work with colleagues or engage in social recreational
activities) and lack of motivation.

Getting the Social Support You Need
When you are coping with a medical condition, social support has been proven to be an effective form of
assistance in maintaining your quality of life.  Previously available forms of support, such as work
colleagues and recreational friendships, may not necessarily be available, however other sources of social
support may still be accessible.

The following points provide some suggestions for cultivating quality sources of social support and
ensuring these needs are met:

• Take the time to think about all the people you still have possible contact with and develop plans to
contact some and catch up.

• When you do have contact with friends advise them of where you’re at and provide them with
some hints on how they can best support you.  Remember; if you don’t tell them how to support you
appropriately, then they’ll never know!

• Keep regular schedules of contact throughout the week. Book regular lunches, coffees and catch-
ups with people.  Plan ahead to avoid unpleasant isolating gaps through the week.

• If your available social support is inadequate, think about new sources of support such as support
groups, hobby and interest groups and volunteer opportunities.

A psychologist can assist in developing and implementing a plan to explore and develop more social
support opportunities for you.

Summary
A person’s emotional health is crucial to his or her recovery from physical illness or injury. When people
are ill they are more prone to anxiety and depression.  Addressing worries, physical tension and stress by
promoting positive thinking, good lifestyle habits around diet, exercise, relaxation, and sleep, and positive
experiences through social support can improve quality of life and speed recovery.

The Australian Psychological Society Ltd
contactus@psychsociety.com.au
www.psychology.org.au

ABN 23 000 543 788
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Complementary and Alternative Medicine
Taiwan Cancer Friends New Life Association – www.love-newlife.org.tw

Many people with serious physical illnesses are exploring complementary therapies that focus on the mind,
body, and spirit and add to the medical therapies. These therapies can reduce stress, lessen side effects of
treatment, and enhance well being. In addition, the patient may feel more in control of his/her treatment
and outcomes. Some of the therapies used in Taiwan, in addition to art therapy, humor, journaling, reiki,
music therapy, pet therapy, and others are:

Biofeedback:  a method of learning to control relaxation responses by obtaining feedback from a machine
that senses when the body shows signs of tension and when the body relaxes.

Distraction: the use of an activity which takes the mind off of worries or discomfort, such as reading, going
to movies, working with one’s hands in doing needlework, painting, puzzles, etc. watching television,
listening to radio, talking with friends, etc.

Hypnosis:  puts the person into a deeply relaxed state that can help reduce discomfort and anxiety.

Imagery:  a way of daydreaming that uses all of one’s senses; such as imagining when one is moving a ball
back and forth by one’s own breath. The ball may appear to get bigger and bigger as it takes away more
and more tension and discomfort.

Massage Therapy: involves touch and different methods of stroking and kneading the muscles of the body
with a healing touch. A trained and licensed massage therapist should do this therapy.

Meditation and Prayer: a relaxation technique that allows one to focus energy and thoughts on something
very specific. Another form is allowing thoughts, feelings, and images to flow through the mind. For those
who believe in a higher spiritual power, prayer can provide strength, comfort and inspiration throughout
the time of illness.

Muscle Tension and Release:  when one breathes in and out deeply while tensing, and then relaxing, a
particular muscle or group of muscles. This relates to “progressive relaxation” where one starts with the
toes and works upward, progressively tensing and relaxing all muscles in sequence until one reaches the
scalp.

Physical Exercise:  can help lessen pain, strengthen weak muscles, restore balance, and decrease
depression and fatigue.

Rhythmic Breathing:  breathing in and out slowing and comfortably through the nose while focusing on a
peaceful scene or with a clear mind. One might choose to keep the rhythm by counting along the way.

Visualization:  similar to imagery but where one creates an inner picture that represents the fight against
the illness, such as a person getting chemotherapy using images of rockets blasting away their cancer
cells.

Yoga:  a method whereby one has a quiet, comfortable place and some time each day to practice breathing,
stretching, and meditation. One might want to take a yoga class, review books, audiotapes, or videotapes
on yoga.

Herbal medicine, acupuncture, and related treatments are widely practiced in Taiwan and are covered by
the National Health Insurance programme. These ancient healing arts have gone through considerable
development, becoming scientifically -based branches of modern medicine as research gradually proves
their value and effectiveness. Chinese medicine today combines age-old practices with advanced
technology.

WORLD MENTAL HEALTH DAY
The Relationship Between Physical and Mental Health
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Individuals who have a severe and persistent mental disorder, including schizophrenia or
manic depression, very often present a variety of physical health problems, among them
obesity, high blood pressure, and diabetes. For many of these individuals, quality medical
care for their physical health needs is simply unavailable or inaccessible due to the lack of
health insurance coverage or personal financial resources. In many instances, medical prob-
lems may result from negative side effects of medication being taken to manage the mental
disorder; in turn, physical health problems may serve to encourage non-compliance with
prescribed psychiatric medications. This section will explore these and other issues relating to
physical health problems for persons with severe and persistent mental disorders.

“People with mental illnesses are among the most marginalized people in our community. The
consequences of mental illness often extend beyond the direct symptoms of the illness to affect
people’s social and economic well being and all aspects of their lives.”

“People with mental illnesses are often isolated from family and friends. Mental illness can
also affect people’s job prospects and make it difficult to secure and retain full-time
employment. They face a continual discrimination based on fear of mental illness. The
separation of health care for physical illnesses from [mental health] care often fragments the
total care offered to this group. These factors often result in people with a mental illness not
receiving adequate health care in relation to their overall health needs.”

These introductory paragraphs are from the Consumer Summary of the Duty to Care:
Physical Illness in People with Mental Illness study conducted by the Department of Public
Health and Department of Psychiatry and Behavioural Science at the University of Western
Australia from 1980 through 1998. It represents a major effort to determine the extent to
which users of mental health services have different rates of physical illness compared with
the general population. The study compared deaths, the total number of cancers that were
diagnosed and hospital admission rates in people with mental illness with the general
population.

The following excerpts from the Consumer Summary of the study’s findings provide an
overview of the major impact that unmet physical health problems have on people with
severe and persistent mental illnesses. The findings also serve as a call to action to mental
health professionals, advocates and patients/consumers throughout the world, as they
demonstrate the magnitude of global neglect in developing an integrated approach to health
care for those who experience major mental health problems.

The nature and delivery of psychiatric services changed dramatically in the 20th century. This
has resulted in a large reduction in the number of people with mental illnesses in hospitals
and other mental health care facilities. More effective treatment for mental disorders,
particularly the introduction of newer and more effective medicines has been the main reason
for this trend. It has allowed many people with mental illnesses to be treated outside of
institutions and helped them on the path to more normal lives.

“After heart disease, mental illness is the most common cause of premature death. Also, about
30% of the non-fatal disease burden on the community is due to mental illness. Depression is
the most common cause on non-fatal disease burden. A range of effective treatments exists for
most mental disorders. However, a powerful stigma, based on fear of mental illness, remains
a significant barrier to effective treatment and rehabilitation. Premature death is more

The Impact of Physical Health Problems
for Persons with Severe Mental Disorders
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common among people with mental illness. Higher rates of physical illness among people with mental
illness add to the difficulties of living with a mental illness.”

“Physical illness may also be the result of treatment received for a mental disorder (e. g., side effects of
some medications). Physical illness may not be diagnosed or properly treated and people with mental
illnesses may have their physical health problems diagnosed at a later stage.”

“Mental illnesses are often associated with behaviours that carry high health risks, such as smoking,
alcohol and other substance abuse, obesity, poor diet and lack of exercise. Mental illnesses can create
difficulty in communicating symptoms of physical illness that can further complicate diagnosis. People
with mental illness are also less likely to be in contact with general health services and more likely to not
have their illnesses identified and treated.”

“Cigarette smoking is a major risk factor for many commonly occurring physical illnesses. Smoking is
common among people with mental illness. The highest rates and heaviest consumption are among those
with the most serious disorders. In Western Australia, 43% of people with diagnosable mental illness
smoke compared with 24% of the overall population. Despite the adverse effects smoking can have on
people with mental illness, they are rarely encouraged to quit.”

“Alcohol abuse and use of illicit drugs are also common problems among people with mental illness.
Around half of people with psychotic disorders report illicit drug use. People with mental illness also have
high rates of obesity and poor nutrition.”

“If a mentally ill person has a physical illness when being treated for a mental illness, there is a strong
possibility that the physical illness will not be diagnosed. This can occur even when the physical illness is
either causing or exacerbating the mental disorder. Proper treatment of physical and mental conditions at
the same time improves the overall well being of the consumer. Barriers to effectively treating people with
mental illness in general practice setting have been identified. Also, some psychiatrists tend to regard
themselves as specialists who shouldn’t be called on to diagnose physical illnesses. The separation of
mental health services has led to fragmented care for people with mental illnesses.”

In the conclusions and recommendations drawn from their research and findings, the study’s authors
suggest some ways in which the negative impact of unrecognized and untreated physical health problems
among people with mental illnesses can be reduced. These recommendations can also provide specific
programme, service and policy advocacy opportunities and directions for organizations such as mental
health associations and other advocacy groups in their own communities and countries. For example, the
authors suggest that:

• “ More integrated and cooperative approaches to health care are required to effectively meet all of
the health needs of people with mental illness. Currently the fragmented approach to health care
for the mentally ill sees too many people falling through the cracks, too often resulting in illness
not being diagnosed or treated;

• Substance abuse and addiction are major problems for the mentally ill. Services to deal with
addiction need to be incorporated into every day care of people with mental illness. Programmes to
reduce smoking and other substance abuse among people with mental illness could lead to
significant reduction in physical illness in this group;

• People with mental illness have not benefited from public health campaigns aimed at reducing
major health risk factors. Specially targeted programmes would be welcome. More outreach services
and more proactive health care is needed for people with mental illness; otherwise, they risk
missing out on vital health care;

• Health care services must adapt to the needs of people with mental illness; otherwise this
vulnerable group will continue to have an unacceptably high death rate and reduced life
expectancy. There are several steps that could be taken to address these issues, including
programmes to reduce smoking and other substance abuse, promote healthier lifestyles, and
developing integrated health services that make diagnosing, treating and managing physical
health problems a priority in the overall health care of people with mental illness.”
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Concerns about the untreated physical health problems of women diagnosed with a serious mental illness
are growing, especially among consumers and advocates. The major reasons for this increasing
level of concern are the fact that women who experience a serious mental health problem are much more
likely than others to have their physical health complaints ignored and to have their requests for services
denied; secondly, the failure to address physical health problems in a timely fashion is likely to lead to
more costly interventions at a later time, resulting in negative outcomes for both the women who are
affected and for the overall health care system.

One of the most extensive investigations of extent and consequences of untreated physical health
problems among women diagnosed with serious mental illness was completed in June 1997 by Dr. Vivian
Brown and a group of colleagues comprising the Technical Expert Group on Women, Violence and Mental
Illness of the National Resource Center for the Prevention and Treatment of Alcohol, Tobacco, and Other
Drugs and Mental Illness, supported by the Substance and Mental Health Services Administration of the
United States Department of Health and Human Services.

As described in the Executive Summary of the report, “The population of women diagnosed with serious
mental illness includes women who have a variety of diagnoses, different treatment histories, functional
levels, prognoses, race, and ethnicity. What is common to most of these women is that they are often victims
of insensitive planning and inadequate physical and mental health services. Research suggests that
women diagnosed with serious mental illness suffer physical illness, and even die, at rates higher than
the general population.”

The report identifies a number of key barriers that preclude women diagnosed with a serious mental
illness from obtaining sensitive and coordinated health care. Among the barriers included are:

• Failure to diagnose and misdiagnosis: Both primary care physicians and mental health
professionals fail to diagnose illnesses in women with serious mental illness. In addition,
practitioners often fail to uncover trauma history in psychiatric settings, substance abuse
contributes to the failure to make accurate diagnosis, and there is a lack of routine gynecological
screening and care.

• Lack of gender-based studies of psychoactive medications, medication interactions, and ECT: The
result is that women are prescribed medications that have not been tested for dose-ranging and
side effect profiles on women. There is also a lack of long-term research on the effects of ECT and
psychotropic medications on women and fetuses.

• Stigma: For women diagnosed with serious mental illness, community response can be insensitive,
isolating and stigmatizing.

• Language and culture: Systemic factors, such as lack of bilingual, bicultural staff, untrained or
inadequately trained interpreters, and failure to reach out into the communities of color to create
an awareness of services, can all contribute to underservice and disservice.

Beyond systemic barriers to access and utilization of adequate and appropriate health care services,
women diagnosed with serious mental illness often have co-occurring and safety-related issues that
further complicate their access to care. Among these additional barriers are lack of regular and timely
prenatal care during pregnancy, substance abuse that serves to exacerbate physical morbidity associated
with mental disorders, homelessness, HIV/AIDS, and physical and sexual abuse.

As Dr. Brown points out, physical and sexual abuse can have particularly devastating effects on both a
woman’s mental and physical health and well being: “For many women, physical and sexual abuse is the
norm rather than the exception. A woman who has experienced abuse often neglects her own health,
because of fear of the disclosure of the abuse and/or fear of the medical system. However, even if the
woman enters the health system, she is rarely asked about physical or sexual abuse, even though such
abuse, whether experienced in childhood or as an adult, leaves a legacy of physical and mental health
damage.”
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Writing in a Commentary on the study’s findings and recommendations in the Summer 1998 Journal of
the American Medical Women’s Association, Dr. Brown called on the separate care systems for physical
and mental health to create linkages to promote integrated care and reduce the difficulty that women with
both a serious mental illness and major physical health problems have in locating and accessing the
services they need. The recommendations contained in Dr. Brown’s commentary also can provide an
guideline from which advocates for improved services for persons with co-existing serious mental and
physical health problems can work. These recommendations include:

• “Comprehensive assessment of physical health, mental health, trauma history, and substance
abuse at all entry points into the system. No matter where she enters, a woman’s needs must be
met.

• Training for service providers. Clinicians should be trained to follow practice guidelines that
focus on best practices for women diagnosed with serious mental illness and particularly on
ways to avoid re-traumatizing them. Primary care providers must learn to detect physical and
sexual abuse histories and to understand how these histories and possible concurrent substance
abuse may interfere with the woman’s ability to reveal specific health problems. Mental health
professionals must recognize and take responsibility for patients’ physical health problems.
Both primary and mental health care professionals must be aware of the potential interactions
between psychotropic medications and those prescribed for medical conditions.

• Reorientation from a focus on acute care to preventive health care.
• Access to dental care, as many women with serious mental illness and women with substance

abuse problems often have serious undiagnosed oral health problems.
• Promoting continuity of primary and mental health care and coordination among

practitioners. The high level of morbidity among women diagnosed with serious mental illness
argues for aggressive coordination among providers.”

The association between mental illness and poor physical health care has been long recognized. The
British Medical Journal first reported on this relationship in an article appearing over 60 years ago.
According to the authors of an editorial in BMJ in February 2001, subsequent research, in many
countries, has consistently confirmed that psychiatric patients have high rates of physical illness, much of
which goes undetected. Such investigations have led to calls for health professionals to be more aware of
these findings and for better medical screening and treatment of psychiatric patients. So far, according to
the authors, there is no evidence that this is happening, and the excess illness and mortality continue
unabated, with people being managed as psychiatric outpatients being nearly twice as likely to die as the
general population.

As pointed out in the editorial, “Several factors prevent people with mental illness from receiving good
physical health care. People with schizophrenia are less likely than healthy [individuals] to report
physical symptoms spontaneously. Some symptoms of the consequences of schizophrenia—cognitive
impairment, social isolation, and suspicion—may contribute to patients not seeking care, or adhering to
treatment. When they do present themselves their lack of social skills and the stigma of mental illness may
also make it less likely that they receive good care.”

“In most industrialised countries, reform in mental health care has led to the closure of long stay mental
hospitals and the development of community mental health teams. Such teams are expected to meet the
whole range of health and social needs. Hospital admissions are often short and infrequent, and physical
health care is not necessarily given priority. In Britain, the national service framework for mental health
states that people with a severe mental illness should have their physical needs assessed. However, many
mental health practitioners have little training in physical care. Physical assessments of psychiatric
inpatients by junior psychiatrists are poor, and the monitoring of physical health and health education by
community mental health staff is generally unsatisfactory.”

“Most patients with severe mental illness are in frequent contact with primary care services, and for many
this is their only contact with health services. However, such contact does not necessarily ensure that they
receive good physical health care. The orientation of primary care is reactive, and this does not fit well
with patients who may be reluctant, or unable, to seek help. Short consultation times make it difficult for
doctors to assess mental state and conduct a physical assessment, especially in vague or suspicious
patients. When mental health staff accompanies patients, more emphasis may be given to psychological
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and social issues. Doctors who are inexperienced in, or uncomfortable with, mental health work may resist
intensifying their engagement with a patient by actively asking about symptoms and performing a
physical examination.”

“The lifestyle of patients with severe mental illness suggests a need for health promotion—which can be
effective. For instance, group therapy is effective in helping patients with schizophrenia stop smoking. But
progress in this is hampered by negative staff attitudes. Initiatives in this area should be accompanied by
research, so that the most effective approaches can be identified and widely adopted.”

“The evidence suggests that it is possible to improve the physical health of this vulnerable section of the
population. Progress will, however, depend on both mental health and primary care staff being aware of
the problem and being willing to find imaginative solutions which are acceptable and useful to patients.”

Two meetings held recently in the United States addressed similar issues of the importance of primary care
and mental health professionals working collaboratively to better understand and meet the needs of
persons with severe and persistent mental illnesses who also have physical health problems. In November
2003, the Mental Health Association in New York City convened a symposium at which the connection
between mental and physical health were discussed by practitioners and researchers. As reported on
Medscape Medical News, Dr. Richard K. Nakamura, PhD, told the audience that “Depression is a systemic
disease that is a risk factor for the development of other diseases and illnesses. Depression is a risk factor
for the development of cardiovascular disease and stroke, and it can affect treatment of diabetes mellitus
and increase the risk of many other infections. Primary care physicians need to be on the lookout for
patients who present regularly with lots of different illnesses or ailments.”

A recent webcast organized by the Eli Lilly Company addressed the need for greater attention to the
physical needs of mental health patients at risk for weight gain and obesity-related complications. The web
cast brought together a panel of mental health experts to highlight the importance of closer monitoring of
the physical needs of patients with severe and persistent mental illnesses (SPMI) to help them reduce the
risk of weight-related health problems. The panel endorsed Complete Wellness: The Whole Person
Treatment Approach, which provides resources to help those living with SPMI to learn about diet, exercise
and healthy lifestyle modifications.

William M. Glazer, M.D., a panelist and associate clinical professor of psychiatry at Harvard Medical
School, Massachusetts General Hospital and president of Glazer Medical Solutions, explained the
timeliness of the webcast. “This event is of particular importance lately, given the recent requested label
change from the U.S. Food and Drug Administration for all atypical antipsychotics to include a warning
about additional information on hyperglycemia and diabetes,” Glazer said. “The label change is a positive
step for patient care because it reminds health care professionals about the need to pay attention to the
physical health - in addition to the mental health - of their patients.”

Panelists agreed that addressing the physical well being of patients with SPMI is as important as treating
their mental health. However, often too little attention is paid to the physical needs of this patient
population. To help address this unmet need, a new treatment approach was developed that combines
education and lifestyle intervention in order to advance patient care and outcomes. The Complete Wellness
approach helps patients combat primary mental illness symptoms and provides resources to mental health
professionals to help those living with SPMI learn about diet, exercise and healthy lifestyle modifications.
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Physical Health Care Needs of People with a Severe Mental Illness
RETHINK, the National Schizophrenia Fellowship (UK) – www.rethink.org

Rethink Policy
Rethink believes in a holistic approach to the assessment of a person’s needs. It is crucial that people with
a severe mental illness have routine checks, at least annually, of their physical health and receive the
physical health care that they need.

Policy development
1 By physical health care we mean:

• medical care for physical health problems
• monitoring the physical side effects of anti-psychotic medication
• promoting a healthy life-style, including exercise and nourishing diet
• dental and optical care and attention to hearing problems.

2 Routine physical checks should include:
• measurement of blood pressure and weight
• regular dental and optical appointments
• detection of diabetes and cancer, eg cervical smears for women
• monitoring chest and heart, which may be adversely affected by tobacco smoking
• detecting and monitoring the side-effects of medication.

3 Decisions on medication should be based on individual personal need, taking account of side-
effects in the short and long term, not on cost. Atypical anti-psychotic drugs should be considered
for all people who would benefit from them.

4 Doctors should:
• recognise any possible signs of harmful side-effects of medication as early as possible
• monitor other side-effects of medication, record service reports about side-effects and adjust
   prescribing, where possible
• listen carefully when physical health problems are reported and investigate them.

5 In hospital, patients should have opportunities for exercise, good quality, nourishing meals and
ready access to drinks (and snacks) at all times, recognising that some medication causes
dryness of the mouth.

6 In the community, mental health services should check that patients are getting adequate
meals, and arrange help with this, where necessary, including recommending a suitable diet.

7 Women of child-bearing age should be told whether the anti-psychotic medication they take
would be safe should they become pregnant. Particular care should be taken by mental health
services throughout a pregnancy to ensure that women get the help they need.

8 People with a severe mental illness who smoke tobacco should be offered free help and support to
give up smoking.

Action
Rethink is campaigning for people to be assessed and have their needs met holistically. This includes
consideration of their physical health care needs with an annual physical check-up.

WORLD MENTAL HEALTH DAY
The Relationship Between Physical and Mental Health
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Questions and Answers

Q Are people with a severe mental illness more likely to have physical problems?
A Yes. This can be because of:

• the physical side-effects of medication
• being socially isolated
• poor motivation and tiredness, which are long-term effects of chronic illness
• a poor life-style, which can include homelessness, a poor diet, lack of exercise, smoking and
   poor personal hygiene.

Q Do people with a severe mental illness get the medical care they need?
A Often they do not because they may:

• not register with a doctor or dentist
• neglect themselves and lack self-esteem
• not readily volunteer information about their physical health
• deal with services that tend to concentrate on their own particular specialism
• not always be listened to by doctors when they report physical problems, eg some may be seen as
hypochondriacs.

Background
1 People with a severe mental illness have the same range of physical health problems as

anyone else but, in addition, they may suffer further physical problems through:
• side-effects of medication
• tobacco-related problems
• substance abuse
• an unhealthy diet
• lack of exercise
• the effects of living on the streets.

2 In 1997, a working party led by Professor Malcolm Lader said that professionals should
bear in mind the following factors which may affect the physical health of people with a
severe mental illness:
• a chaotic lifestyle
• social circumstances, eg a downward social drift
• any tendency to self-harm
• social isolation
• self-neglect
• living in inappropriate accommodation
• delusional conduct, eg refusing food because they believe it has been poisoned
• accidents.

3 According to an international study, Excess Mortality of Schizophrenia, published in the
British Journal of Psychiatry in December 1997, 80% of people with schizophrenia die
from natural causes compared with 97% of the general population. The most
prevalent causes of mortality of people with schizophrenia in the study (compared with
100% as the rate for the general population) were:
• suicide 896%
• respiratory disease 226%
• accidents 205%
• digestive diseases 185%
• genito-urinary disease 161%.

4 It may be difficult for people with a severe mental illness to obtain medical care because:
• they may not be registered with a GP (e.g. they may be new to an area, or have
been excluded from a  GP’s list)
• they cannot give a coherent account of their symptoms
• the side-effects of their anti-psychotic medication may confuse the clinical picture.
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5 Newer (atypical) anti-psychotic drugs are more effective in treating schizophrenia and
generally have side-effects that can be better tolerated than the older medication. As a
result, people may feel more motivated to take them. However, the effectiveness of any
particular medication varies between individuals, as do the side-effects.

6 All medication has physical side-effects, which, for anti-psychotic drugs, can include:
• tardive dyskinesia, a disorder of the central nervous system linked to the use of old-style
medication; it involves uncontrollable muscular movements
• dystonia, a condition dominated by involuntary sustained muscle spasms, which can be
extremely painful seizures
• neuroleptic malignant syndrome, which involves changes in breathing and heart rate and can be
fatal
• restlessness, drowsiness, dryness of the throat and weight gain
• reduced sexual desire and sexual dysfunction; for women, changes in their menstrual cycle and
lactation
• feeling cold or being oblivious to cold or other discomfort
• disturbed heart rhythm and a fall in blood pressure.

7 Some anti-psychotic drugs are not safe to take during pregnancy.

8 The survey, A Question of Choice, (2000) undertaken jointly  by, MIND and the
Manic Depression Fellowship, found that the most prevalent physical side-effects of anti-
psychotic medication were weight gain (62%) and effects on eyes (38%).

9 According to research identified in Tobacco control policies within psychiatric and long-
stay units (2000), between 62% and 81% of people with a diagnosis of schizophrenia
smoke tobacco compared with 25% of the general population.  According to the
Department of Health, more than 120 thousand deaths each year in the UK result from
illnesses caused either entirely or partly by smoking.  Smoking can also result in a high
incidence of tooth decay.

10 A study by Menezes et al., Drug and alcohol problems among people with a severe mental
illness in South London (1996) found prevalence rates of nearly 32% for alcohol abuse
and 16% for the use of street drugs.

11 People with a severe mental illness may have a poor diet through:
• an inadequate income or an inability to budget efficiently
• an inability to purchase or prepare food
• a liking for fatty, processed foods, which can also result in tooth decay.

12 According to the Social Exclusion Unit, in 1998 there were still 2000 roofless people in
England each night; 10,000 over a year. Of these, between 30% and 50% suffered from
mental health problems.

13 A study, ‘The health of Single Homeless People’ by the University of York (1991) found
that roofless people had three times the incidence of multiple physical problems (e.g.
chest problems and arthritis, as the general population).

14 The report, Pressure Points (1999), by the national homelessness charity, ‘Crisis,’
estimated that:
• a third of people who are evicted from accommodation suffer from mental illness
• 60% of homeless people suffer from some form of mental distress
• 20% of roofless people have a severe mental illness
• people who sleep rough are 35 times more likely to kill themselves than the general population.

Author Mike Took May 2001
Rethink is the operating name of the National Schizophrenia Fellowship, UK.
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