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A B S T R A C T

COVID-19 can worsen the physical health of individuals with serious mental illness, a vulnerable group already
facing physical health disparities. COVID-19 is further reducing access to physical health care due to shutdown
of services deemed “non-urgent” and overcrowding of emergency services. Management of chronic diseases,
highly prevalent in this group, is undermined due to exacerbation of psychiatric disorders, reduction in avail-
ability of social support, and worsening of negative social determinants of health. In this commentary, we discuss
the challenges experienced by this group and offer mitigation strategies to reduce: (1) inequalities in access to
physical health care; and (2) disruptions to the management of chronic physical conditions in the face of COVID-
19. Recommendations include coordinated efforts by health authorities, primary and mental health care orga-
nizations, researchers, policymakers, and other stakeholders. These efforts should ensure equitable access to
physical health care and implementation of innovative programs to protect the physical health of people with
serious mental illness during and following the pandemic.

1. Introduction

Novel coronavirus-19 (COVID-19) was declared a pandemic in
March 2020. Rapid person-to person transmission, lack of population
immunity and limited access to COVID-19 testing caused a surge in
cases and placed unprecedented pressure on health systems which in
turn reduced non-urgent services [1]. To slow the spread of COVID-19,
governments instigated social distancing measures and a widespread
shutdown of education, commercial and other community functions
deemed “non-essential” [2]. Unintentionally, these actions are con-
ducive to inadequate physical health care and deterioration of physical
health conditions among individuals with serious mental illness (SMI).
Previous articles have focused on the heightened risk for infection and
mortality from COVID-19 in people with schizophrenia [3], challenges
to delivery of community-based psychiatric services [5] as well as in-
patient care [6] during the pandemic and related psychological con-
sequences of self-isolation and quarantine [7]. However, the deleterious
impact on access to physical health care and on physical health con-
ditions in people with SMI also needs attention in the short and inter-
mediate term as the pandemic response evolves over time. Given the
pre-pandemic health gap this group faces [8] we discuss two major
challenges in the context of COVID-19 (1) inequalities in access to
physical health care and (2) disruptions to the management of chronic
physical conditions and then offer potential strategies to mitigate the
risks to the physical health of this vulnerable group.

2. Physical health care inequities in the face of COVID-19

2.1. Access to physical health care prior to pandemic

Fragmented health care systems pose a major barrier for physical

health care in people with SMI. Patients have difficulty navigating the
health care system and oftentimes rely on family or peer support [9].
Many cannot find nor afford physical health care in the vicinity of their
homes [10]. Most mental health care services do not offer physical
health care such as screening and management of cardiometabolic risk
factors [11] while primary care struggles to deliver adequate care to
this group due to patient complexity and unique needs which are not
accounted for in organization of care and remuneration models [12].
Health care providers who are unfamiliar with SMI and its presentation
contribute to pervasive stigma and discrimination [10] which deters
health-seeking behavior in this group [13]. Patient factors such as
disorganization, lack of prioritization of physical health, low health
literacy, communication challenges and affective or psychotic symp-
tomatology are barriers that limit patients' ability engage with primary
[14] and specialist physical health services [15] in a sustained manner.
Taken together, these factors limit access to physical health care for this
group.

2.2. Challenges in access to physical health care in face of COVID-19

COVID-19 has placed tremendous pressure on health care systems.
To address this demand, health organizations redeployed doctors,
nurses, allied health personnel and administrators to support acute
care. In turn, “less urgent” routine physical health care is harder to
navigate than before [1]. Changes to physical health care delivery in-
cluding masked providers, interaction with unknown replacement
clinicians, and long wait times among strangers may be a barrier to
seeking care for those with underlying paranoia or anxiety. Further-
more, social support such as family or paid support workers, a known
enabler for health-seeking behavior in this group [16] is nearly elimi-
nated by the pandemic's social distancing rules. Even when support is
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available, health services' restrictions, denying patients the ability to
visit with an accompanying person, undermine care for those who rely
on others for travel or communication needs.

Patients with SMI are over-represented in acute physical health care
episodes treated in general emergency room and hospital settings [17].
This trend is likely to increase during the pandemic given the reduction
in access to physical health services. Pre-pandemic, authors have
pointed to the low quality of care given in acute settings for conditions
such as acute coronary syndrome [18] and chronic obstructive pul-
monary disease [19] in this group. Hence, the burden placed on acute
health care settings by COVID-19 may disproportionally affect people
with SMI. Furthermore, this could increase stigma and discrimination
against this group if their visit is perceived as an “avoidable” or “un-
necessary” admission by healthcare providers, already stretched to their
limit.

Physical health services have moved to telehealth care in order to
protect providers and patients from the spread of COVID-19 [20]. This
undermines service availability for people with SMI who lack access to
phone and internet or do not have digital literacy skills necessary for
virtual care [21,22]. Additionally, the recovery of the health system in
the aftermath of the pandemic will cause the backlog of preventive and
routine care likely to overwhelm existing primary care services [23].
This may prove especially deleterious for people with SMI who already
lag behind the general population in receipt of preventive services [24]
and might not get first priority access to those services.

2.3. Mitigation strategies and opportunities to improve access to physical
health care

Rapid change in health care delivery during COVID-19 requires
concomitant flexibility in regulatory and payment systems to mitigate
potential risks to this group, especially if anchored within vulnerable
population-centered policies. To address increased health care demands
during the pandemic, professional regulatory bodies have allowed
providers to practice beyond their scope. At this time, mental health
providers who maintain ongoing care with their patients may be the
sole medical professional accessible to them. Therefore, basic inquiry
on the state of chronic physical conditions, medication adherence and
its availability could be included [25] while extended visit times can be
accounted for in remuneration models [5]. Following the pandemic,
anticipated demand for physical health care services for people with
SMI may be adequately addressed by integration of physical health care
into routine mental health services. While care integration is not a new
concept [26], COVID-19 could serve as its ideal catalyst and provide the
well needed justification for nationwide implementation into mental
health services. Different models of care integration exist including
coordination, co-location and full integration [27] allowing for a wide
range of solutions according to local resources and organizations' ca-
pacity. Technology-enabled care coordination in which care co-
ordinators and patients engage via technology has been successfully
used to improve access to primary care [28] and is a promising avenue
for development. Now, more than ever, psychiatrists and mental health
care providers need to be knowledgeable and skilled in integrated or
collaborative care models. To achieve this, a call has been issued to
include these topics as a core competency in residency programs [29].
Similarly, rapid review courses on physical health conditions need to be
offered and taken by providers using distance learning platforms.

As health policymakers deal with the aftermath of COVID-19, it is of
utmost importance that an equitable allocation of resources is achieved
[30]. As such, some jurisdictions have initiated primary care packages
that specifically recognize and address vulnerable populations [31]
while others bolstered community mental health services [5]. A timely
extension of the latter could expand capacity of mental health services
to address physical health needs. We call for future public policy to
support preemptive actions to safeguard the physical health of this
group by enabling low-barrier access to care [32].

3. Chronic physical health conditions in face of COVID-19

3.1. Disparities in physical health prior to the pandemic

Premature mortality in people with SMI is driven by chronic phy-
sical diseases which largely explain 10–15-year reduction in life ex-
pectancy relative to non-psychiatrically-ill populations [8]. In parti-
cular, cardiovascular disease and its risk factors including obesity,
hypertension, diabetes and dyslipidemia are found in rates 2–3 fold
higher relative to the general population as well as respiratory disorders
and cancers [33]. An intrinsic tendency for metabolic dysfunction [34],
compounded by metabolic side effects of antipsychotic and other psy-
chotropic medications [35], smoking and other unhealthy behaviours
[36] and substance use [37] are known contributors to this problem.
Clustering of negative social determinants such as poverty, unstable
employment and low social connectedness [38] together with illness
related factors such as communication difficulties, psychotic or affec-
tive symptoms and reduced ability to survey one's health [14,15] lead
to inadequate health promotion and preventive physical health care
[24]. These are further compounded by access challenges to physical
health care (discussed above).

3.2. Challenges to management of chronic physical conditions in the face of
COVID-19

The general population [39] and people with mental health condi-
tions [40] exhibit an increase in psychological distress during the
pandemic. Previous disasters have disproportionally affected people
with SMI, who initially display high levels of avoidance coping and
absence of social support and later, high levels of stress [41]. Current
social distancing measures, while necessary to slow the spread of the
virus, can also be potentially harmful in the long run as social ties in
this group are closely linked with improved functioning and quality of
life [42]. Economic implications of the pandemic lead to loss of em-
ployment predominantly in those with precarious jobs, in which people
with SMI are overrepresented, thus adding financial stresses, housing
and food insecurities. Loss of medical health coverage or benefits is also
of concern, reducing ability to pay for prescription medication hence
causing non-adherence or even discontinuation [43]. Pre-pandemic
studies shed light on barriers for the management of chronic physical
conditions in this group including stress, absence of social support [44]
and psychotic and affective symptomatology [15] resulting in less
physical activity and healthful diets and medication non-adherence
[45]. It is therefore expected, that COVID-19 will lead to an abundance
of stressors likely to overwhelm scarce sources of social support which
will lead to poor physical health and reduced ability to monitor and
manage chronic physical conditions.

3.3. Mitigation strategies and opportunities to improve management of
chronic physical conditions

COVID-19 has resulted in a rapid uptake of telehealth across all
branches of medicine, including mental and primary health care ser-
vices [20]. The use of telehealth could help overcome some of the
challenges caused by COVID-19 including improved access to physical
health care (as discussed above), greater social support, training in
chronic disease self-management (CDSM) and longitudinal manage-
ment of chronic diseases. Given that travel and time commitments are a
barrier for attending physical health care in this group [10], telehealth
provides an adequate and acceptable solution [21].

When planning telehealth services for people with SMI, design
principles must consider the high prevalence of socioeconomic barriers
combined with cognitive difficulties that impede adoption. At present,
many do not have access to internet services. Therefore, ensuring access
to easy-to-use low-cost technology such as landline or cellular phones
and text messaging with a prepaid plan could help reduce healthcare
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disengagement during lockdowns. The use of smartphones to allow for
video telehealth and for the use of mobile health tools to support
emotional well-being and chronic disease management may be impeded
by poor digital literacy and cognitive challenges. Recent advancements
such as the Digital Opportunities for Outcomes in Recovery Services
(DOORS) program [46] may overcome digital literacy gaps in this
group and are key to successful use of digital health tools that aim to
better physical health. Lastly, equitable access to smartphone and in-
ternet services are urgently needed to ensure people with SMI are not
left behind when health systems adopt telehealth during and following
the pandemic [22].

Supporting healthy behaviours is the cornerstone of good physical
health and chronic disease management. Integrating remote delivery of
programs to improve health behaviours such as physical activity,
healthy diets and smoking cessation [47] could be seamlessly in-
tegrated into telepsychiatry services, now that those have become
routine in the context of COVID [48]. Additionally, considerable pro-
gress has been made in telehealth and mobile health tools to improve
mental health and emotional well-being in people with SMI [49] and
there is a need to expand these to include support for management of
chronic diseases with content that is tailored for unique barriers found
in this group. For example, remote adaptation of the successful in-
person CDSM program, the Health and Recovery Peer Program (HARP)
[50], could be particularly important at this time. Future digital tools
need to be co-designed with patients with SMI to ensure acceptability
and a mixed-methods inquiry of new tools is recommended to under-
stand barriers and enablers for successful adoption. Although telehealth
use for physical health care in this group holds numerous advantages, it
may not be suitable for all. For those with unstable psychiatric condi-
tions, severe cognitive issues, and language barriers in-person care is
most appropriate. Also, telehealth cannot replace all components of
physical health care including laboratory testing, physical health ex-
aminations and preventative screening for cancers.

4. Summary

COVID-19 threatens to worsen the fragile physical health of people
with SMI by limiting the availability of physical health care and in-
terfering with necessary components for chronic disease management.
Improvements in the physical health of people with SMI requires co-
ordinated action by health authorities, primary and mental health care
organizations, researchers, providers and those affected by SMI and
their families. The past decade has brought a proliferation of knowledge
related to physical health among people with SMI, with greater insight
into the biological, psychological and societal factors that dictate health
and disease, yet translation of the knowledge into large-scale practice is
lacking. COVID-19 is an unprecedented force which has rapidly
changed our lives; it provides a rare opportunity to achieve social
equity and redesign health services with a deliberate effort to correct
physical health disparities consistently seen in patients with SMI. These
efforts should be complemented by advocacy to ensure required
changes are anchored within emerging post-COVID health policies.
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