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Figure 1. Leading causes of death in general populations (All) and public
mental health clients (MH) nationwide and statewide in Missouri, 1997 to

2000.
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Figure 3. Leading causes of death in general populations (All) and public
mental health clients (MH) nationwide and statewide in Rhode Island, 1999
and 2000.
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Figure 4. Leading causes of death in general populations (All) and public
mental health clients (MH) nationwide and statewide in Texas, 1997 to

Colton et al. 2006




FACTEURS DE RISQUE

CARDIOVASCULAIRE

Population psychiatrique =
population a risque

=>Tabac, sédentarit€, surpoids
etc...

Deépres et al. 2006




DEFINITION

Table 5 International Diabetes Federation metabolic syndrome world-

wide definition

Central obesity

Raised
triglycerides
Reduced HDL-
cholesterol

Raised blood

pressure

Raised fasting
plasma glucoset

Waist circumference * +—ethnicity specific

(see Table 7) plus any two of the following:

> 1.7 mmol/l (150 mg/dl)

or specific treatment for this lipid abnormality

< 1.03 mmol/l (40 mg/dl) in males

< 1.29 mmol/l (50 mg/dl) in females

or specific treatment for this lipid abnormality
Systolic: = 130 mmHg

or

Diastolic: = 85 mmHg

or treatment of previously diagnosed hypertension
Fasting plasma glucose > 5.6 mmol/l (100 mg/dl)

or previously diagnosed Type 2 diabetes

If > 5.6 mmol/l or 100 mg/dl, oral glucose tolerance
test is strongly recommended but is not necessary to
define presence of the syndrome

*For guidelines on how to measure waist circumference accurately, see

Table 7.

11f body mass index is > 30 kg/m? then central obesity can be assumed,
and waist circumference does not need to be measured.

fIn clinical practice, impaired glucose tolerance is also acceptable, but all
reports of the prevalence of the metabolic syndrome should use only the
fasting plasma glucose and presence of previously diagnosed diabetes to
assess this criterion. Prevalences also incorporating the 2-h glucose
results can be added as supplementary findings.

Table 6 Country/ethnic-specitic values tor waist circumterence

Country/ethnic Waist circumferencet
group (as measure of central obesity)
Europids* Male >94 cm
Female >80cm
South Asians} Male >90 cm
Female >80cm
Chinese Male >90 cm
Female 2=80cm
Japanese§ Male >85cm
Female >90cm
Ethnic South and Use South Asian

Central Americans

Sub-Saharan Africans

Eastern Mediterranean
and Middle East

recommendations until more
specific data are available

Use European data until

more specific data are available
Use European data until

more specific data are available
(Arab) populations

Alberti et al.2006



DEFINITION

USA:25/30%

France:
Homme: env. 0%
Femme 6/7%
<40ans:5%: H et 2.2%:F

=> Effets lieux, age, sexe++++




FACTEURS DE RISQUE

° Genetic and « Energy-dense diet « Stress
environmental ° Genetic variation * Neuroendocrine abnormalities
f * Age and sex « Steroid hormones
determinants . - . -
« Lack of physical activity * Susceptible endocannabinoid system
* Smoking * Drugs

Visceral
obesity/
Ectopic fat

Adipokines '

<

Insulin
resistance/

_/

T Insulin

YT

Inl . Impaired ETBIuod EAtherogenic D i X
" ammatloni fibrinolysis { pressure i dyslipidemia i ysglycemia

» Syndrome X (Reaven)
* Insulin resistance f—- Based on key pathophysiological markers
syndrome

e + Metabolic syndrome ——> Based on clinical tools:
(NCEP-ATP Ill or IDF) = Waist girth = HDL cholesterol = Blood pressure
= Triglycerides = Glucose

Despres 2012



PHYSIOPATHOLOGIE

Role de I'obésite intra
abdominale+++

=> Sd metabolique:
Hypertriglycéridémie

Energy-dense food Lackof physical
(T fat +sugar content) activityexercise

Positive
energy balance

+ Smoking
* Unfavourable’ genotype
* Maladaptive response

FUNCTIONAL ADIPOSE TISSUE DYSFUNCTIONAL ADIPOSE TISSUE

Hyportrigycerdemic waist

T W:In girth | A 1 W;ht girth

= Favourable genotype * Unfavourable genotype
= Healthy diet = Unhealthy diet
= Physically active Normal = Sedentary

= Insulin sensitive triglycerides = Insulin resistant

HYPERTRIGLYCERIDEMIC WAIST: RELATIONSHIPS WITH METABOLIC ABNORMALITIES/CLINICAL OUTCOMES
= Presence of atherogenic metabolic triad = 7 Risk of cardiovascular disease
» 7 Cholesterol/HDL cholesterol * 7 Risk of coronary artery disease
= Postprandial hyperlipidemia = 1 Annual progression rate of aortic calcification
* Glucose intolerance » 7 Risk of type 2 diabetes
= Hyperinsulinemia
= 7 Blood pressure

Despres 2006,2012




PRISE DE POIDS ET RCV

Figure 1. Associations of Weight Gain From Early to Middle Adulthood With the Risk of a Composite Outcome Measure of Major Chronic Diseases

E Allwomen (median follow-up, 18 y; IQR, 12.0-20.0)
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PHYSIOPATHOLOGIE

Despres et al. 2012 °
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etal.2013

PHYSIOPATHOLOGIE

TROUBLES BIPOLAIRES

Bipolar Patients. Healthy Controls Sd. Std. Me:
S or Mean  SD Total Mean  SD Total IV, Random, 95% CI IV, Random, 95% C!
9.2.1 Euthymic
Cetin 2012 18849 769 45 11612 4846 23 278% 1.04[0.51,1.57) =i
Subtotal (95% CI) 45 23 21.8% 1.04 (0.51,1.57) e
Heterogenelty: Not applicable
Test for overall effect Z= 3.82 (P = 0.0001)
9.2.3 Manic
Maes 1995 879 361 10 683 208 21 197% 1.08(0.28,1.89) —
Tsai 2001 451 86 31 436 63 31 290% 0.18 [-0.32,0.68] =t
Subtotal (95% CI) 4 52 48.6% 0.58 [-0.30, 1.46] e
Heterogenelty: Tau®= 0.29; Chi*= 3.50, df=1 (P = 0.06), = 71%
Test for overall effect Z=1.29 (P = 0.20)
9.2.4 Vanous affective states
Rapaport 1999 2252 428 17 2128 597 18 236% 0.23 [-0.44,0.90] s -
Subtotal (95% CI) 17 18 23.6% 0.23[-0.44, 0.90) e
Heterogeneity: Not applicable
Test for overall effect Z=0.68 (P = 0.50)
Total (95% CI) 103 93 100.0% 0.61[0.11,1.11] <
Heterogeneity: Tau*= 0.16; Chi*= 7,88, df= 3 (P = 0.05), F= 62% i 2]
Test for overall effect Z= 241 (P=002)
Healthy Controls  Bipolar Patents
Test for subaroup differences: Chi*= 3.56, df= 2 (P=0.17). F= 438% 4 #
Bipolar Paents Healthy Controls Std. Mean Difference Std. Mean Difference.
Study or Subgr Mean SO Total _ Mean _ SD Total Weight _IV.Random,95% Cl V. Random. 95% C1
9,41 Euthymic
Barbosa 2011 1688 2133 19 2326 4817 38 79%  -0.150070,040] 1
Barbosa 2012a 19585 2453 30 12811 13471 30 80%  034}017,085 o
Barbosa 20120 57225 105745 25 1752513 25693 25 79%  051(006,1.07] -
Orexhage 2011 167 412 3 1316 22 79%  017[}035,070) r
Guloksuz 2010 32 15 A 401 131 16 78%  0190042,079 r
Kapezinski 2011 176 179 20 458 833 80 80%  -037(086,012 1
Remiinger-Molenda 2012 052 105 66 049 174 76 82%  002£031,035
(95% CI) 29 87 S57%  0.08(013,0.29]
Heterogenefty: Tau™ = 0.02; Ch*= 7.47, df= 6 (P = 0.28), F'= 20%
Testfor overall effect Z= 0.75 (P = 0.45)
9.4.2 Depressed
Kapezinski 2011 515 888 20 458 833 80 80% 007042056
OBrien 2006 1845 269 9 1005 13 21 60% 452(3.06,5.97) —
Ortiz-Dominguez 2007 398 541 10 1683 078 33 47% 85865510861 o
Sublotal (95% CI) 134 1868 431[.0.57,9.19] e ool
Heterogenefty: Tau® = 18 03; Chi*= 89,86, df= 2 (P < 0.00001); P'= 98%
Testfor overall effect Z=1.73 (P = 0.08)
9.4.3 Manic
Barbosa 2011 4054 898 34 2026 4817 30 60%  0244022,071) +
Kapezinski 2011 73 8M 20 458 833 80 80%  0320017,081) r
OBrien 2006 2312 248 12 1005 13 21 49% 7.05(5.10,8.99) =
Ortiz-Dominguez 2007 3696 533 10 1683 078 33 48%  835(6.37,1033 —t
Subtotal (95% C1) 1 72 257N 3.68(1.35,6.01) -
Heterogenelty. Tau® = 5.14; Chi*= 104.12, df= 3 (P « 0.00001), = 7%
Testfor overall eflect Z= 3.10 (P = 0.002)
Total (95% CI) 344 593 100.0% 1.52(0.86,2.18]
Heterogeneity: Tau® = 137, Ch*= 22011, df = 13 (P < 0.00001); F'= 34% +

Test for overall effect Z= 4 49 (P < 0.00001)
Test for subaroup differences: Chi*= 11.98, df= 2 (P = 0.003), I'= 83.3%

0 5 10
Healtn; Conrols Bipolar Patients

TABLE 1 | Summary of alterations in serum levels of cytokines in schizophrenia, based on meta-analyses [18, 20, 21).

Increased levels

Cytokine

IL-6
TNF-o
IL-1p
IL-12
TGF-B

IL, interfeukin; TNF, tumor necrosis factor; TGF, transforming growth factor; IFN, interferon; Pl, pro-inflammatory cytokine; TH1, T-helper 1 cytokine; TH2, T-heiper 2 cytokine; TR, T-

Type

Pl
Pl
Pl
TH1
TR

SCHIZOPHRENIE

Non-altered levels

Cytokine Type
IL-2 TH1
IL-4 TH2
IL-17 TH17

regulatory cytokine; TH17, T-helper 17 cytokine.

Increased or non-altered

Cytokine Type
IL-8 Pl
IFN-y TH1

Increased or decreased or
non-altered

Cytokine Type

IL-10 TR

Momtazmanesh et al. 2019



SYNDROME METABOLIQUE ET TROUBLE
BIPOLAIRE

Health Systems Metabolic Syndrome

Economics
latrogenic
Neurobiology: OBESITY
“Neurometabolic [ Ly pERTENSION
BIPOLAR (e.g., insulin) LOW HDL
DISORDER 'ge!m',”"a'“mawfv DYSLIPIDEMIA
‘Qxidative Stress  \HYPERGLYCAEMIA

——t

Fig. 2. Association between metabolic syndrome and bipolar disorder: mediating and moderating factors. Adapted from (Sarchiapone et al., 2001).




SYNDROME METABOLIQUE ET TROUBLE

BIPOLAIRE

FIGURE 4. Metabolic Syndrome Prevalence Rates in Bipolar

Disorder Patients Across Geographical Regions
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EN FRANCE?

* Santé publiquet+++
* Fréquent!

* Mais peu d’étude en psychiatrie....

USA Canada Brazil Belgium Spain ltaly Croatia Turkey Australia New Taiwan
ealand

O Range (The difference between the highest reported rate and lowest reported rate in countries where multiple
studies were conducted)

@ Prevalence of MeS in BD population (Calculated as either the difference between the general population rate
and the minimum MesS rate reported for the particular country, or simply as the prevalence, when general

ulation information was not available).
@ General Population (Reported only for countries where data was available)

Fig. 1. Comparison of Mes prevalence rates in bipolar disorder by country.

Vancampfort et al. 2013




CENTRES EXPERTS FONDATION
FONDAMENTAL

TROUBLES BIPOLAIRES

Préevalence= 18.5%
22.8%:H/ 15.5%F
HTA= 34.6%

Dyslipidemie= HDL bas: 32.8%/ Hyper
Triglyceéride: 28.9%

Obesité abdominale= 35.5% (38.2%
BMI>25 et 14.8% obese)

Hyper glycémie= 16.0%

SCHIZOPHRENIE

Prévalence= 24.2%
HTA= 34.8%

Dyslipidémie= HDL bas: 42.3%/ Hyper
Triglycéride: 28.3%

Obeésité abdominale= 39.8%
Hyper glycémie= 19.9%

Godin et al. 2014, 2015 e



Figure 1. Age-Specific Prevalence of Metabolic Syndrome? in
Patients With Bipolar Disorder
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CENTRES EXPERTS FONDATION
FONDAMENTAL

TROUBLES BIPOLAIRES SCHIZOPHRENIE

Figure 2. Prevalence of Treatment for Lipid Disorders, TTT adapté=
Hypertension, and Diabetes in Patients With These

Conditions o
[l Treated O Not treated I O A HTA

100
o, 4 5
w0 18% hyper glycémie
g 0| 8% dyslipidémie
& 40
U e N
0

Hypertension Hypercholesterolemia  High Fasting Glucose

Godin et al.2014, 2015 a



CENTRES EXPERTS FONDATION
FONDAMENTAL

BIAIS DE RECRUTEMENT+++++

Donnees identiques en population issue des soins




OBJECTIFS

|) Evaluer prévalence du syndrome meétabolique en France en
population présentant des troubles bipolaires et schizophréniques en
soins courant

2) modification des pratiques en fonction des résultats




|ERVOLET

Evaluer la prevalence du syndrome
metabolique

20



METHODOLOGIE

Population soins courants:
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METHODOLOGIE

Sondage en grappe

Le sondage en grappe consiste a tirer au sort non pas directement
un individu, mais des unités collectives (ici les établissements de la

FERREPSY).

Sélection d’établissements de la FERREPSY qui formeront les
grappes sur le critere tranches d’age et genre, et constitueront les
unités de sondage.

On interrogera seulement quelques “grappes” tirées au hasard (mais
tous les individus appartenant aux grappes sélectionnées seront
interroges).




METHODOLOGIE

Avantages:
Réduire le temps de recrutement sur un centre (une grappe)
Etre le plus exhaustif possible

Précautions:

Neécessité de « calibrer » la grappe en fonction de la population de
I'établissement: age, sexe et file active (pathologies etudiées)

Attention a |'effet cluster




EN PRATIQUE

Actuellement, état des lieux avec les DIM des éetablissements=> établir les
grappes.

Travail s/ le CRF de recueil des données
Participation sur la base du volontariat
Si volontaire, tirage au sort concernant:
la réalisation ou non d’une grappe
'ordre de passage
Photographie a un temps T = recueil de données

Pas d’action particuliere de la part des équipes




2EMEVOLET

Modifications des pratiques si necessaire

26



CONCLUSION

Evaluer la prévalence du syndrome meétabolique en « vie réelle »
Avec pour obijectifs:
D’améliorer nos pratiques

Donc la santé globale des patients




