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Abstract
AIM: This study aimed to adopt the use of the Health Improvement Profile in the Turkish context and to report the findings obtained during its
pilot implementation.
METHODS: This descriptive cross-sectional study consisted of 280 individuals, and data were collected using the Patient and Disease Characteristics
Form and the Health Improvement Profile between May and December 2019 in community mental health centers. The total content validity index
of the Health Improvement Profile (Female-Male) was 0.97.
RESULTS: Among the participants, 57.1% had a physical health problem, 58.1% had a diagnosis of a physical condition, and 41.9% had physical
symptoms only. Intergroup comparisons showed that individuals diagnosed with schizophrenia and other psychotic disorders slept for less than 3
hours, individuals diagnosed with bipolar disorder consumed more alcohol, and individuals diagnosed with major depressive disorders slept for more
than 8 hours, smoked more, consumed more caffeine, and practiced safe sex less consistently than individuals diagnosed with other psychiatric
disorders (p <.05).
CONCLUSION: The Health Improvement Profile is an assessment tool that psychiatric mental health nurses can use to evaluate the physical health
of individuals diagnosed with serious mental illness. The use of Health Improvement Profile in routine practice may allow determining the red-

flagged parameters and provide an opportunity improving these parameters with evidence-based interventions.
Keywords: health promotion, physical examination, psychiatric nursing, severe mental disorders

Introduction

Serious mental illness (SMI) is among the conditions that require
hospitalization and nursing care. Schizophrenia and other psy-
chotic disorders, bipolar disorder, and depressive disorders are
classified as SMI. Severe mental illness may encompass other
conditions such as substance use disorders, particularly when
there is a significant level of functional impairment (Evans et al,,
2016). According to the Global Burden of Disease (GBD) reports
for 1990-2019 published by the World Health Organization,
the percentage change in the disability-adjusted life years in
mental illness has increased (GBD 2019 Diseases and Injuries
Collaborators, 2020). Individuals diagnosed with SMI and their
relatives face psychosocial problems, such as health inequal-
ity, discrimination, and stigma, which affect the former's health
condition. In addition to psychosocial problems, physical prob-
lems are frequently seen in individuals diagnosed with mental
disorders (Erginer, 2016).

The physical health of individuals diagnosed with SMI is often
neglected. Studies have shown that mortality and morbid-
ity rates are higher in affected individuals than in the general
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population (Gray et al.,, 2009; Erginer, 2016; Demir et al., 2016).
lliness-related factors, such as psychiatric and physical symp-
toms of mental illness, treatment and rehabilitation processes,
unhealthy lifestyle behaviors, and sedentary lifestyle, are among
the factors affecting the life of individual diagnosed with SMI
(Gray et al., 2009; White et al,, 2009). Among the physical dis-
eases that reduce the quality of life of individuals diagnosed with
SMI include cardiovascular diseases (CVDs), diabetes mellitus
(DM), hypertension, and obesity (Gray et al., 2009; Demir et al,,
2016; Hussain et al., 2017; Kisa et al., 2008). In a study involving
142 mental health patients, 51.4% had physical illness. Among
these physical illnesses, endocrine and neurological disorders
appear to be the most common (Demir et al,, 2016).

In addressing mental disorders, the adoption of healthy lifestyle
behaviors among patients often receives less attention. Health
concerns arise in individuals diagnosed with SMI due to over-
looked physical health problems. The most common reasons
for such an oversight include not dealing with physical health
because patients could not manage the symptoms and sever-
ity of their mental disorder, not being aware of their physi-
cal health problems, or not reporting any identified problems

Received: March 22, 2023

Revision Requested: January 8, 2024
Last Revision Received: May 7, 2024
Accepted: May 9, 2024

Publication Date: June 28, 2024

This work is licensed under a Creative Commons Attribution-NonCommercial 4.0


http://orcid.org/0000-0002-5704-6814
http://orcid.org/0000-0003-0596-4258
mailto:murat.merve@yahoo.com
mailto:merve​.mura​t@ogr​.iuc.​edu.t​r

Florence Nightingale J Nurs 2024, 32(2): 168-183

to nurses (Gal et al,, 2017). Another difficulty encountered in
evaluating physical health problems in mental health patients is
that nurses primarily deal with mental disorders. This is because
psychiatric mental health nurses (PMHNSs) prioritize the inter-
ventions related to patients’ mental state and the evaluation of
related physical problems (e.g., psychosomatic symptoms) or
because they lack equipment or knowledge to assess patients’
physical health (Carson et al,, 2016; Aci & Kutlu, 2019). Besides,
the health system and health policies affect the determination
of physical health problems in individuals diagnosed with SMI
(Gal et al.,, 2017).

The high incidence of physical health problems, as research
has revealed, does not coincide with the idea of holistic care.
Psychiatric mental health nursess play an important role in
detecting unhealthy behaviors, and they may play a direct role in
performing physical examinations to reduce morbidity and mor-
tality (Yalgin et al,, 2019). However, the inadequate guidelines
for in-service training cause PMHNSs to perceive themselves as
incompetent in this area and render them indecisive as to take
on the role of a PMHN (White et al,, 2009). The PMHNs' atti-
tudes toward physical health, in addition to the lack of tools,
may also lead to the provision of substandard care (Yalgin et al.,
2019).

Various measurement tools help to diagnose physical health
problemsinindividuals diagnosed with SMI (Pettipher & Ovens,
2015; Shiers et al.,, 2014). One of the tools that could assess
the physical health status and lifestyle behaviors of psychiatric
patients is the Health Improvement Profile (HIP) (White et al,,
2009). The HIP was developed to address the inadequacy of
the existing tools used for physical health assessment in areas
other than cardiovascular health; moreover, the HIP offers
many advantages. The use of the HIP also draws attention to
the evaluation of results specific to the patient's gender or the
diagnosis of psychiatric disorder. This is believed to be help-
ful in the presentation of more comprehensive epidemiologi-
cal data. The profile allows PMHNs to provide patients with
holistic care based on the international standard (Bos et al.,
2021; White et al.,, 2009). Compared with the previous tools,
the HIP is more structured, effective, and time-saving, and it
can be easily used by PMHNs who lack sufficient experience
in the field.

Studies conducted in different countries have aimed to improve
the health of individuals diagnosed with SMI and to identify
physical health problems. However, these studies have focused
on one or more physical health parameters only and thus are
not considered holistic (Ashour et al,, 2019; Hussain et al., 2017).
Although psychometric adaptation studies on the HIP have
already been conducted (Bressington et al., 2018; Bressington
etal,2014; Brown et al., 2020; Shuel et al., 2010; Werkkala et al.,
2020), which have provided information on the physical health
of individuals diagnosed with SMI, studies assessing the physi-
cal health status of individuals diagnosed with SMIin Turkiye are
limited (Demir et al,, 2016; Kisa et al., 2008; Kuguk et al., 2018).
Moreover, previous studies have not evaluated individuals’
physical health based on HIP parameters, gender, and psychi-
atric disorders. Besides, the quality of the tools used to profile
the physical health status of patients admitted to psychiatric

clinics warrants improvement. This study aimed to adopt the
use of the HIP in the Turkish context and to report the find-
ings by comparing them according to both patients’ gender and
psychiatric disorder obtained during its pilot implementation of
this tool in Turkiye.

Research Questions

1. Whatis the context validity index value of Turkish version of
the HIP?

2. What are the physical health problems in individuals diag-
nosed with SMI according to HIP?

3. Isthereagender difference in terms of the HIP parameters?

4. Are there psychiatric disorders difference in terms of the
HIP parameters?

Methods

Design
This study is a descriptive, and cross-sectional research, wherein
the Strengthening the Reporting of Observational Studies in
Epidemiology reporting checklist was used as a guide (Cuschieri,
2019).

Sample

Data were collected in two community mental health centers
(CMHCs) between May and December in 2019. Community
mental health centers provide psychosocial support services
(e.g., skill training and individual and group therapies), follow-up
and treatment, home visits, and patient-family training when
necessary.

ollen (1989) recommended taking 5 or 10 observations per
estimated parameter for the sample size calculation (Bollen,
1989). Although the HIP is a checklist rather than a scale, the
study sample was calculated by taking five times the number
of items included in the HIP adaptation used in another cul-
ture (Carpenter, 2018) (N =280). Given that two profiles will be
used (one for the males and another for the females), an equal
number of female and male participants were included in the
study sample. In addition, this sampling method was chosen
because there are patients who are registered but do not visit
the CMHCs regularly.

The inclusion criteria were as follows: aged =18 years, have
been registered at the participating CMHCs for at least 6
months, and have been diagnosed with schizophrenia and
other psychotic disorders, bipolar disorder, or major depres-
sive disorder. Regardless of the sampling method, all partici-
pants who met the inclusion criteria (N=280) were enrolled
in this study.

Data Collection Tools

Patient and Disease Characteristics Form

This form consists of 14 questions and was devised to deter-
mine the individual (such as gender, marital status, working
status, and income) and disease characteristics (such as psychi-
atric diagnosis, drug use, physical problem or illness, and symp-
toms) of the participants (De Hert et al.,, 2011; Demir et al., 2016;
Erginer, 2016).
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Health Improvement Profile

The HIP form was developed by White et al. (2009) as an evi-
dence-based assessment checklist that helps nurses to pro-
file the physical health conditions and health behavior risks of
individuals diagnosed with SMI. This tool evaluates all physical
health problems that are more prevalent in individuals diag-
nosed with SMI than in the general population. It was developed
to address physical health problems and to provide guidance
toward a range of subsequent investigations and evidence-
based interventions.

The HIP forms for the male and female participants slightly dif-
fer from each other, although both consist of 27 items and cover
four sub-dimensions. A dedicated section (i.e., upper portion of
the HIP document) collects the following information: age, eth-
nicity, weight, height, and completion date. The HIP form is A3
in size, comprises green- and red-colored areas for normal and
abnormal values, respectively, and provides detailed recommen-
dations for red-flagged parameters. There was no evaluation
method to calculate the total or subscale scores of the checklist.
A copy of the accomplished HIP form was given to each patient,
and another copy was attached to the patients’ file, if available, or
sent to their respective physicians. The average completion time
varies between 20 and 30 minutes (White et al., 2009).

Procedures

Translation

The HIP was translated into the Turkish language by two aca-
demics; one is an expert in mental health and psychiatric nurs-
ing and the other is a lecturer specializing in English and Turkish
languages. The scale was translated back into English by a pro-
fessional translator, who was blinded to the original scale, and
then compared with the original scale in terms of language
equivalence. The final version was again translated into the
Turkish language and presented to experts to seek their opinion
on content validity.

Content Validity

The content validity of the Turkish HIP forms was evaluated by
experts using the Davis technique (Davis, 1992). The selected
14 experts were academic staff for mental health and psychiat-
ric nursing working in universities. The experts’ opinions on the
necessity, clarity, and specificity of the items, as well as on the
appearance validity of the scale, were obtained; their suggestions
as regards the expressions that were previously indicated to be
changed/removed/added were also sought. Moreover, the item
and total content validity indices (I-CVI and HIP-CVI, respectively)
were obtained. The I-CVI of the HIP-female and HIP-male forms
ranged from 0.90 to 1.00, and the HIP-CVI of both forms was 0.97.

Pilot Study

The forms prepared according to the expert's feedback were
administered to a pilot group of 10 people representing the tar-
get sample in order to identify incomprehensible items, if any.
Necessary revisions were also made.

Data Collection
Data were collected face-to-face in the CMHCs. Taking into
account patient privacy, the researcher conducted physical

examinations in a suitable room. The individuals who agreed
to participate in the study accomplished a patient and dis-
ease characteristics form, and physical examination was sub-
sequently performed according to the HIP. All equipment for
physical examination were provided by the researcher. Data col-
lection took approximately 15-30 minutes for each participant.

Statistical Analysis

For language equivalence, only the content validity of the HIP
checklist was evaluated. Data analysis was performed using the
Statistical Package for Social Sciences version 24.0 software
(IBM Corp.; Armonk, NY, USA). For descriptive statistics, per-
centage distribution, average, frequency, and minimum-maxi-
mum values were analyzed. Before comparisons, normality of
distribution was determined using the Kolmogorov-Smirnov
test, which revealed that the data were not normally distrib-
uted. The Mann-Whitney U-test was used for two-group com-
parisons while the Kruskal-Wallis H-test was used for three or
more group comparisons. p < .05 was considered statistically
significant.

Ethical Considerations

This research was approved by the Biruni University Non-
Interventional Ethics Committee (Approval no: 2018-13-23;
Date: February 26, 2018). Permission to conduct research in the
identified centers was obtained through the Health Promotion
Unit of the istanbul Governorship Provincial Health Directorate
(Approval no: 16867222-604.01.01; Date: April 26, 2019).
Patients who met the inclusion criteria and agreed to partici-
pate were informed prior to the conduct of the study in accor-
dance with the Declaration of Helsinki, and their verbal and
written consents were also obtained.

Results

The Patients’ Sociodemographic, Psychiatric Disorders, and
Physical Health Status Characteristics

The patients’ average age was 42.3 = 11.0 years, and equal
numbers of male and female patients were included. Of the
participants, 82.5% were single; 35.4% had attained primary
education; and 32.9% were working, but 49.3% of whom
were making an income that was lower than their expenses.
Nearly three-quarters (72.9%) of the participants lived with
their families. In terms of mental health conditions, 58.5% had
schizophrenia and other psychotic disorders, 28.6% had bipo-
lar disorder, and 12.9% had a major depressive disorder. The
participants' average diagnosis time was 19.2 + 10.0 years. As
regards the distribution of psychopharmacologic drug use, the
most frequently used medications were antipsychotic drugs
(79.3%) (Table 1).

Of the participants, 57.1% had a physical health condition as well
as a mental disorder, 58.1% had been diagnosed with a physical
disease, and 41.9% had complaints about their physical health.
Among the physical diseases suffered by the participants, DM
had the highest prevalence rate (20.4%). As regards the symp-
toms experienced by the participants but without a diagnosis,
the most common were stomach symptoms (26.8%). Less than
a third of the participants with physical health problems used
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Table 1.

Distribution of Participants by Characteristics, Mental Disorders, and

Physical Health Status (N=280)

Table 1.
Distribution of Participants by Characteristics, Mental Disorders, and
Physical Health Status (N=280) (Continued)

Variables n % Variables n %
Gender Female 140 50 Diagnosis (n = 93) Diabetes mellitus 19 20.4
Male 140 50 Other (ENT diseases, glaucoma, 14 15.0
Marital status Married 49 175 cancer, cholesterol, reflux, and
ulcer)
Single 231 825 Cardiovascular disease 10 10.8
Education status llliterate 1 3.9 Hypertension 9 97
Literat 44 15.7
rerate Orthopedic diseases (e.g., 9 9.7
Primary education 99 35.4 fractures, calcification, hip
Second education 91 325 prosthesis)
Graduate 35 125 C.hromc obstructive pulmonary 7 75
disease/asthma
Working status ves 92 829 Rheumatoid arthritis 7 7.5
N 188 671
© Neurologic disease (e.g., 7 75
Profession (n=92) Laborer 48 522 migraine, epilepsy)
Officer 15 16.3 Hypothyroidism/hyperthyro 6 6.5
Self-employed 29 315 idism
Income status Less than income 138 49.3 Urinary incontinence 5 54
Income is equal to expenses 118 421 Symptoms (n = Pa!n (e.g., headache, muscle 17 25.4
67) pain)
More than income 24 8.6 o
Heart palpitations 15 22.4
With whom does  Alone 41 14.6
he/she live? _ ) Stomach symptoms (e.g., 18 26.8
With family 204 72.9 burning, nausea)
Other (with a friend or relative) 35 125 Respiratory difficulty 17 254
Psychiatric Schizophrenia and other 164 58.5 Drug use for Yes 81 289
disorder diagnosis sychotic disorders ical i
g psy physical iliness No 199 711
Bipolar disorder 80 28.6
Major depressive disorder 36 12.9 medication, and the average duration of drug use was 8.9 + 6.6
Drug use (*More than one option can be marked) years (Table 1).
Antipsychotic * Yes 222 79.3 . . .
Gender-Based Physical Health Status in Individuals
No 8 20.7 Diagnosed with Severe Mental lliness
Antidepressant*  Yes 91 325 In the "Measurements” sub-dimension of the HIP, 30.7% and
No 189 675 44.3% of the female and male participants, respectively, had
o ' body mass index (BMI) values ranging between 25 and 29.99
Anxiolytic Yes 123 439 kg/m? and thus were overweight. The waist circumference of
No 157  56.1 nearly all (98.6%) female participants was 80 cm, whereas =294
) o S
Mood stabilizers*  Yes 62 29 1 cmin 81.4% of t.h.e male participants. In terms of h(?artbe'at, over
80% of the participants recorded 60-100 beats/min, which falls
No 218 779 within the normal range. As regards blood pressure, 51.4% and
Antiepileptic* Yes 77 275 52.1% of the female and male participants, respectively, had
No 203 725 readings higher than 120/80 mm Hg. The body temperature of
o ' nearly all participants ranged between 36.0°C and 37.5°C, which
AntiParkinson Yes s 4141 falls within the normal range (Table 2).
No 165 58.9
Physical health Problem present 160 571 In the Blgod Test. sub-dimension of the HIP, the rates of
access to information on blood tests performed were 43.6%
No problem 120 429 and 58.6% for the female and male participants, respectively.
Physical illness Have a diagnosis 93 58.1 Equal proportions of female (565.7%) and male (57.3%) par-
(n=158) ticipants had undergone liver function tests more than three
Have symptoms 67 41.9 . . .
months ago, and their alanine aminotransferase (ALT) and
(Continued) aspartate aminotransferase (AST) levels were mostly within
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Ziﬁ:;gr.ison of Health Improvement Profile Forms Measurement and Blood Tests Sub-dimensions with the Patient’s Gender (N = 280)
Female (n=140) Male (n=140)
Total Total
Measurement Sub-dimension Mean + SD Mean + SD Test p
Height 164.1+6.2 169.2 +52
Weight 75.0+13.0 83.9+10.3
Waist circumference 97.5+11.4 107.4 £13.7
Pulse 87.8 127 86.0+12.2
Systolic blood pressure 121.7 £ 11.8 1235 +10.7 9.189t >.05
Diastolic blood pressure 76.8+8.8 80.2+76 75531 <0.01
Temperature 36.3+0.3 36.5+0.3
n % n %
Body mass index <18.50 kg/m? Underweight 2.9 1 0.7 8.680" >.05
18.50-24.99 kg/m2 Normal 41 29.3 22 157
>25-29.99 kg/m? Overweight 43 30.7 62 443
>30-34.99 kg/m?: Class | obesity 34 243 45 321
>35-39.99 kg/m?: Class Il obesity 16 11.4 9 6.4
>40 kg/m?: Class Il obesity 2 1.4 1 0.7
Waist circumference <80cm/ <94 cm 2 14 26 18.6 8.120% <.01
280 cm/z 94 cm 138 98.6 114 81.4
Pulse 60-100 bpm 113 80.7 121 86.4 9.011t >.05
>100 bpm 27 19.3 19 13.6
Blood <120/80 mm Hg 68 485 67 47.9
Pressure >120/80 mm Hg 72 51.4 73 521
Temperature <36.0°C 8 57 1 0.7 8.386% <.05
36.0-37.5°C 132 94.3 139 99.3
Total Total
Blood test sub-dimensions Mean + SD Mean + SD Test p
Alanine Aminotransferase Test (ALT) 251 +113 309 +121
Aspartate Aminotransferase Test (AST) 298 +13.3 326 £135
Total cholesterol (TC) 180.8 + 43.4 169.3+£325
Low-density lipoprotein (LDL) 1145 £272 112.7 £28.9
High-density lipoprotein (HDL) 67.4+14.5 526 £13.7
Triglyceride (TG) 143.3 + 471 126.2 + 45.0
Blood sugar (fasting) 89.9+11.6 89.9+14.2
Blood sugar (postprandial) 125.0+17.4 1240+ 316
n % n %
Individuals’ response to Information accessed 61 43.6 82 58.6
blood tests questions Information could not be accessed 79 56.4 58 414
Liver function <last 3 months 27 44.3 35 427
>last 3 months 34 557 47 57.3
ALT: <7 U/L (SGPT) 0 0.0 0 0.0 1745t <.01
ALT: 7-55 U/L (SGPT) 55 90.2 70 85.4
ALT: >55 U/L (SGPT) 9.8 12 14.6
AST: <8 U/L (SGOT) 0.0 0 0.0 2.110t >.05
AST: 8-48 U/L (SGOT) 54 88.5 79 96.3
AST: >48 U/L (SGOT) 7 1.5 3 3.7
(Continued)
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Zzzizgr.ison of Health Improvement Profile Forms Measurement and Blood Tests Sub-dimensions with the Patient’s Gender (N = 280) (Continued)
Total Total
Blood test sub-dimensions Mean + SD Mean + SD Test p
Lipid levels TC <200 mg/dL 25 71.4 35 85.4 0.619F >.05
TC 2200 mg/dL 10 28.6 6 14.6
LDL <130 mg/dL 30 83.3 23 74.2 0.5391 >.05
LDL =130 mg/dL 6 16.7 8 258
HDL =50 mg/dL/>40 mg/dL 31 86.1 25 80.6 0.255% <.01
HDL <50 mg/dL / <40 mg/dL 5 13.9 6 19.4
TG <150 mg/dL 17 60.7 21 77.8 0.298t >.05
TG =150 mg/dL 11 39.3 6 22.2
Glucose Fasting: <70 mg/dL 1 2.3 0 0.0 111371 >.05
Fasting: 70-100 mg/dL 36 83.7 47 825
Fasting: 2100 mg/dL 6 14.0 10 17.5
Postprandial: <140 mg/dL 79 81.3 72 86.7 3.4481 >.05
Postprandial: 2140 mg/dL 18 18.8 11 13.3

TKruskal-Wallis H-test, ¥chi-square test, p <.05.

the normal ranges. Regarding lipid values, 28.6%, 16.7%,
13.9%, and 39.3% of the female participants had abnormal
total cholesterol, low-density lipoprotein (LDL) cholesterol,
high-density lipoprotein (HDL) cholesterol, and triglyceride lev-
els, respectively; among the male participants, 14.6%, 25.8%,
19.4%, and 22.2% had abnormal total cholesterol, LDL, HDL,
and triglyceride levels, respectively. As with the liver function
tests, access to information on lipid values was limited. Blood
glucose was measured during physical diagnosis. Among the
female participants, 14% and 18.8% had high fasting blood
sugar and postprandial blood glucose levels, respectively.
Among the male participants, 17.5% and 13.3% had high fast-
ing blood sugar and postprandial blood glucose levels, respec-
tively. Among the parameters in the measurements and blood
test sub-dimensions, body temperature, waist circumference,
diastolic blood pressure, and ALT and HDL levels (Table 2) sig-
nificantly differed between genders.

In the “Screening” sub-dimension, 11.4% of the female par-
ticipants (2.1% for <3 years aged 21-29 and 9.3% for <5 years
aged 30-65) had submitted their cervical smear samples for
assessment, and 4.3% of the male participants had been
undergoing monthly prostate and testicular examinations. In
the last 12 months, 17.1% and 31.4% of the female and male
participants, respectively, had undergone a dental examination,
whereas 11.4% and 18.6%, respectively, had undergone an eye
examination. Of the female participants, 29.3% paid atten-
tion to foot care and 23.6% performed monthly breast self-
examination. Of the male participants, 10% paid attention to
foot care, and none of them performed regular monthly breast
self-examination. Among the female participants, 60.7% had
an irregular menstrual cycle and 35.7% had experienced less/
more bleeding. Regarding urine and bowel movements, the
daily urine volume was 1-2 liters, which fall within the normal
range, in 52.1% and 57.1% of the female and male participants,

respectively. However, corresponding proportions of 56.4% and
50.7% suffered from constipation or diarrhea and 24.3% and
32.9% experienced excessive urgency and straining or needed
laxatives (Table 3).

In the “Lifestyle” sub-dimension of the HIP, 61.4% and 45.7%
of the female and male participants, respectively, slept for 7-8
hours a day, and 82.9% and 77.9%, respectively, did not exercise
daily; corresponding proportions of 42.9% and 70.7% smoked
cigarettes and 27.1% and 32.9% consumed alcohol. There was
no substance use among the female participants, whereas the
rate of substance use among the male participants was 12.1%
(Table 3).

The participants’ food consumption was assessed based on
the information provided by the participants. Consumption
of vegetables and fruits, fats, and carbohydrates was evalu-
ated on a per-portion basis, whereas salt consumption was
evaluated on a gram basis. One-third of the participants con-
sumed five portions of fruits and vegetables and one portion
of fat during the daytime. Moreover, 26.4% and 34.3% of the
female and male participants, respectively, consumed 3-7
portions of carbohydrates, and 67.9% and 50%, respectively,
consumed 1-3 liters of fluid a day; similar proportions (75.0-
77.9%) consumed 2-5 cups of coffee. As regards the level of
safe sexual activity, 84.3% and 85.7% of the female and male
participants, respectively, inconsistently engaged or never had
safe sex. Moreover, corresponding proportions of 62.1% and
44.3% indicated their dissatisfaction with their sexual activi-
ties (Table 3).

The genders significantly differed in terms of satisfaction levels
for dental and foot care in the Screening sub-dimension and
in terms of smoking status, substance use, and sexual activity
in the Lifestyle sub-dimension (Table 3). These findings were
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Zzz:‘;gr'ison of Health Improvement Profile Forms Screening and Lifestyle Sub-Dimensions with the patient’s gender (N = 280)
Female (n=140) Male (n=140)
Total Total Total Total
Screening Sub-Dimension n % n % Test p
Prostate and testicles Once a month (testicular self- - - 6 4.3
examination)
Never - - 134 95.7
Cervical smear <8 years (aged 21-29) 3 2.1 - -
>3 years (aged 21-29) 12 8.6 - -
<5 years (aged 30-65) 13 9.3 - -
> 5 years (aged 50-64) 112 80.0 - -
Teeth <12 months 24 171 44 31.4 8.4007 <.01
>2 years 116 82.9 96 68.6
Eyes <2 years 16 1.4 26 18.6 9.100" >.05
>2 years 124 88.6 114 814
Feet Self-check occasionally 41 293 14 10 7.910" <.01
Never check 99 70.7 126 90
Breast Self-check occasionally 33 23.6 0 0.0
Never check 107 76.4 140 100.0
Menstrual cycle Regular 28-day ovulation cycle 55 39.3 - -
(range: 24-35 days)
Irregular/Absent 85 60.7 - -
Normal 90 64.3 - -
Reduced/excessive 50 35.7 - -
Urine <1 L/day 46 32.9 47 33.6 9.364"1 >.05
1-2 L/day 73 521 80 571
>2 L/day 21 15.0 13 9.3
Bowels No constipation/diarrhea 61 43.6 69 49.3 9.100" >.05
Diarrhea/ constipation 79 56.4 71 50.7
Excessive urgency, straining, laxative 34 243 46 32.9 8.960° >.05
use
No excessive urgency/ straining/ 106 75.7 94 67.1
need for laxatives
Total Total
Lifestyle sub-dimension Mean * SD Mean * SD Test p
Smoking status (cig/day) 17.8+£10.3 21.6+10.8
Alcohol intake (mL) 81.7+37.9 942+ 420
n % n %
Sleep <8 h/day 20 143 38 2741 9.0861 >.05
7-8 h/day 86 61.4 64 457
>8 h/day 34 243 38 271
Smoking status Nonsmoker 80 571 41 293 8.470°1 <.05
Passive smoker/ smoker 60 42.9 99 70.7
Exercise 30 minutes a day 24 171 31 221 9.310t >.05
None 116 82.9 109 77.9
(Continued)
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Zzzizgr'ison of Health Improvement Profile Forms Screening and Lifestyle Sub-Dimensions with the patient’s gender (N = 280) (Continued)
Total Total
Lifestyle sub-dimension Mean * SD Mean * SD Test p
Alcohol intake Never 102 72.9 94 671 9.240% >.05
Occasional/regular 38 271 46 329
Diet: literacy 5 a day, fat, 5 fruit/veg a day 53 37.9 46 32.9
salt, carbohydrateintake _ 5 ¢ i 7eg 2 day 87 62.1 94 67.1
< 20-35% of daily energy intake is 44 31.4 36 257
fat (<1 serving)
> 20-35% of daily energy intake is 96 68.6 104 74.3
fat (>1 serving)
<5-6 g salt /day 52 371 45 321
>6 g salt /day 88 62.9 95 67.9
< 45-60% of the daily energy taken 37 26.4 48 343
carbohydrates (3-7 servings)
> 45-60% of the daily energy taken 103 73.6 92 65.7
carbohydrates (>7 servings)
Diet: function Able to cook and shop 96 68.9 74 52.9
Unable to cook or shop 44 31.4 66 741
Access to cooking facilities 106 75.7 110 78.6
No access to cooking facilities 34 243 30 214
Fluid intake <1 liters/day 37 26.4 54 38.6 9.090° >.05
1-3 liters/day 95 67.9 70 50.0
>3 liters/day 8 5.7 16 1.4
Caffeine intake 2-5 cup/day 105 75.0 109 77.9 8.520t >.05
>6 cup/day 35 25.0 31 221
Substance Use Never 140 100.0 123 87.9 8.610% <.001
Occasional/regular 0 0.0 17 121
Safe sex Always 22 15.7 20 14.3 9.660" >.05
Inconsistently/never 118 84.3 120 85.7
Sexual satisfaction Satisfied 53 37.9 78 557 8.050t <.001
Dissatisfied 87 62.1 62 443

Values in bold indicate statistical significance.
fMann-Whitney U-test, p < .05.

observed because the female participants paid more attention
to foot care than the males, the male participants gave more
importance to dental care and had higher levels of smoking
and substance use than the females, and the female partici-
pants had lower satisfaction levels for sexual activities than
the males.

Psychiatric Disorders Based Physical Health Status in
Individuals Diagnosed with Severe Mental lliness

In the intergroup comparisons according to the patient’s psy-
chiatric disorder, individuals diagnosed with schizophrenia and
other psychotic disorders slept for less than 3 hours and had
higher BMI values; individuals diagnosed with bipolar disorder
consumed more alcohol; and individuals diagnosed with major

depressive disorders slept for more than 8 hours, smoked more,
consumed more caffeine, and practiced safe sex less consis-
tently (Tables 4 and 5).

Discussion

This investigation mainly aimed to adopt the use of the HIP in
the Turkish context. It also aimed to present the results for the
pilot use of the HIP, according to sociodemographic and clinical
variables.

Turkish Health Improvement Profile Language Equivalence
The CVI of the HIP-Female and HIP-Male forms was 0.97. In the
Finnish adaptation of the HIP, the reported comprehensibility
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Table 4.
Comparison of Health Improvement Profile Forms Measurement and Blood Tests Sub-Dimensions with the Patient’s Psychiatric Disorder (N = 280)
Major
Schizophrenia Bipolar Disorder Depression

(n=164) (n=80) Disorder (n =36)
Measurement Sub-dimension n % n % n % Test P
Body mass index <18.50 kg/m?: Underweight 0 0.0 5 6.25 0 0.0 8.097t  <.05
18.50-24.99 kg/m? Normal 36 22.0 19 23.75 222
>25-29.99 kg/m? Overweight 57 34.8 35 43.75 13 36.1
>30-34.99 kg/m?: class | obesity 53 323 14 17.5 12 33.3
>35-39.99 kg/m? class Il obesity 17 10.4 5 6.25 3 8.3
240 kg/m?: class Ill obesity 1 0.6 2 25 0 0.0
Waist circumference <80cm/ <94 cm 20 122 7 8.75 1 2.8
>80 cm/z 94 cm 144 87.8 73 91.25 35 97.2
Pulse 60-100 bpm 132 80.5 70 87.5 32 88.9 1.1941 >.05
>100 bpm 32 19.5 10 12.56 4 11.1
Blood <120/80 mm Hg 75 45.7 40 50 20 55.6
Pressure >120/80 mm Hg 89 54.3 40 50 16 44.4
Temperature <36.0°C 4 2.4 4 5 1 2.8 67311 <.05
36.0-37.5°C 160 97.6 76 95 35 97.2
Blood test sub-dimensions n % n % n % Test p
Individuals' response to Information accessed 74 4541 50 62.5 19 52.8
blood tests questions Information could not be accessed 90 54.9 30 375 17 472
Liver function <last 3 months 34 45.9 23 46.0 5 26.3
>last 3 months 40 541 27 54.0 14 73.7
ALT: <7 U/L (SGPT) 0 0.0 0 0.0 0 0.0 0.151% <.01
ALT: 7-55 U/L (SGPT) 67 90.5 43 86.0 15 78.9
ALT: >55 U/L (SGPT) 7 9.5 14.0 4 2141
AST: <8 U/L (SGOT) 0 0.0 0 0.0 0 0.0 1.139% >.05
AST: 8-48 U/L (SGOT) 70 94.6 46 92.0 17 89.5
AST: >48 U/L (SGOT) 4 5.4 4 8.0 2 10.5
Lipid levels TC <200 mg/dL 30 81.1 20 80.0 10 66.7 0.358"  >05
TC =200 mg/dL 7 18.9 5 20.0 5 333
LDL <130 mg/dL 26 81.3 18 75.0 9 81.8 29357  >05
LDL =130 mg/dL 6 18.8 6 25.0 2 18.2
HDL =50 mg/dL / 240 mg/dL 26 81.3 21 875 9 81.8  4.305t >.05
HDL <50 mg/dL / <40 mg/dL 6 18.8 3 125 2 18.2
TG <150 mg/dL 18 66.7 14 70.0 6 75.0 2.074% >.05
TG =150 mg/dL 9 33.3 30.0 2 25.0
Glucose Fasting: <70 mg/dL 1 1.8 0 0.0 0 0.0 1,113t >.05
Fasting: 70-100 mg/dL 45 78.9 25 89.3 13 86.7
Fasting: 2100 mg/dL 11 19.3 3 10.7 2 13.3
Postprandial: <140 mg/dL 95 88.8 40 76.9 16 762  3.448t  >05
Postprandial: 2140 mg/dL 12 1.2 12 231 5 23.8

Values in bold indicate statistical significance.
TKruskal-Wallis H-test, p < .05
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Table 5.

Comparison of Health Improvement Profile Forms Screening and Lifestyle Sub-Dimensions with the Patient’s Psychiatric disorder (N = 280)

Schizophrenia

Bipolar Disorder

Major

Depression

(n=164) (n=80) Disorder (n=36)
Screening Sub-Dimension n % n % n % Test p
Prostate and testicles Once a month (testicular self- 6 6.1 0 0.0 0 0.0
examination)
Never 93 93.9 28 100.0 13 100.0
Cervical smear < 3years (aged 21-29) 1 14.3 0.0 40.0
> 3 years (aged 21-29) 6 85.7 3 100.0 3 60.0
< 5 years (aged 30-65) 5 8.6 122 11.1
> 5 years (aged 50-64) 53 91.4 43 87.8 16 88.9
Teeth <12 months 44 26.8 18 225 6 16.7 1.8461 >.05
> 2 years 120 73.2 62 775 30 83.3
Eyes < 2years 26 15.9 11 13.75 5 13.9 0.2267 >.05
>2 years 138 84.1 69 86.25 31 86.1
Feet Self-check occasionally 35 213 12 15 8 222 1539t >.05
Never check 129 78.7 68 85 28 77.8
Breast Self-check occasionally 21 12.8 8 10 12 333
Never check 143 87.2 72 90 24 66.7
Menstrual cycle Regular 28-day ovulation cycle 28 4341 14 26.9 13 56.5
(Range: 24-35 days)
Irregular/absent 37 56.9 38 7341 10 435
Normal 42 64.6 28 53.8 20 87.0
Reduced/excessive 23 35.4 24 46.2 3 13.0
Urine <1 liters/day 57 34.8 31 38.75 13.9 67637  <.05
1-2 liters/day 83 50.6 44 55 26 72.2
>2 liters/day 24 14.6 5 6.25 5 13.9
Bowels No constipation/ diarrhea 86 52.4 29 36.25 15 417 1.480% >.05
Diarrhea/ constipation 78 47.6 51 63.75 21 58.3
Excessive urgency. straining, laxative 43 26.2 25 31.25 12 33.3 11221 >.05
use
No excessive urgency/ straining/ 121 73.8 55 68.75 24 66.7
need for laxatives
Major
Schizophrenia Bipolar Disorder Depression
(n=164) (n=80) Disorder (n=36)
Lifestyle Sub-Dimension n % n % n % Test P
Sleep <3 h/day 39 23.8 15 18.8 4 1141 72407  <.05
7-8 h/day 92 56.1 39 48.8 19 52.8
>8 h/day 33 20.1 26 325 13 36.1
Smoking status Nonsmoker 61 37.2 42 525 6 334 9989t <.01
Passive smoker/ smoker 103 62.8 38 475 24 66.6
Exercise 30 minutes a day 37 22.6 12 15.0 6 16.7 2172F >.05
None 127 77.4 68 85.0 30 83.3
(Continued)
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Table 5.

Comparison of Health Improvement Profile Forms Screening and Lifestyle Sub-Dimensions with the Patient’s Psychiatric disorder (N = 280) (Continued)

Schizophrenia

Major

Bipolar Disorder Depression

(n=164) (n=80) Disorder (n=36)
Lifestyle Sub-Dimension n % n % n % Test p
Alcohol intake Never 121 73.8 47 58.8 28 77.8 6.950% <.05
Occasional/regular 43 26.2 33 413 8 222
Diet: literacy 5 a day, fat, 5 fruit/veg a day 64 39.0 23 28.8 12 33.3
salt, carbohydrateintake ;¢ /oo 2 day 100 610 57 713 24 667
< 20-35% of daily energy intake is 45 27.4 27 3338 8 222
fat (<1 serving)
> 20- 35% of daily energy intake is 119 72.6 53 66.3 28 77.8
fat (>1 serving)
<5—6 g salt /day 53 323 33 41.3 11 30.6
>6 g salt /day 111 67.7 47 58.8 25 69.4
<45-60% of the daily energy taken 61 37.2 16 20.0 8 222
carbohydrates (3-7 servings)
> 45-60% of the daily energy taken 103 62.8 64 80.0 28 77.8
carbohydrates (>7 servings)
Diet: function Able to cook and shop 92 56.1 55 68.8 23 63.9
Unable to cook or shop 72 43.9 25 31.3 13 36.1
Access to cooking facilities 119 72.6 68 85.0 29 80.6
No access to cooking facilities 45 27.4 12 15.0 7 19.4
Fluid intake <1 liters/day 56 34.1 25 31.3 10 27.8 11651 >.05
1-3 liters/day 91 555 53 66.3 21 58.3
>3 liters/day 17 10.4 2 25 5 13.9
Caffeine intake 2-5 cup/day 130 79.3 64 80.0 20 55.6 9.9711  <.001
> 6 cup/day 34 20.7 16 20.0 16 44.4
Substance Use Never 153 93.3 76 95.0 34 94.4 0.293% >.05
Occasional/regular 11 6.7 4 5.0 2 5.6
Safe sex Always 20 12.2 19 23.8 3 8.3 7.046t  <.05
Inconsistently/never 144 87.8 61 76.3 33 91.7
Sexual satisfaction Satisfied 74 45.1 37 46.3 20 55.6 1.3671 >.05
Dissatisfied 90 54.9 43 53.8 16 44.4

Values in bold indicate statistical significance.
TKruskal-Wallis H-test, p < .05.

CVIwas 0.70 (Werkkala et al., 2020). Meanwhile, in the HIP adap-
tation studies in the Thai context by Thongsai et al. (2016) and
in the Chinese and Hong Kong contexts by Bressington, Mui,
et al. (2014) and Bressington, Chien, et al. (2018), respectively,
the opinions of experts on the items comprising the HIP were
solicited after the translation and necessary editing were made.
However, in these studies, comprehensibility was not evaluated
using the content validity approach (Bressington et al,, 2018;
Bressington et al, 2014; Thongsai et al., 2016). In the present
study, it can be said that the Turkish linguistic equivalence was
achieved given that the content validity was higher than 0.80.

The Patients’ Sociodemographic, Psychiatric Disorders, and
Physical Health Status Characteristics

In this study, 57% of the participants had physical health
problems, 58.1% had a physical disease, and 41.9% had
problems with their physical health. The incidence of physi-
cal illness in individuals diagnosed with mental disorders
was 51% in Demir et al.'s (2016) study, 38% in Kisa et al.'s
(2008) study, and 59% in Erginer's (2016) study. The pres-
ent findings are consistent with the literature, highlighting
the importance of a holistic approach in managing individuals
diagnosed with SMI.
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The physical diseases in individuals diagnosed with mental
disorders (58.1%) included DM, CVD, hypertension, orthope-
dic diseases, and rheumatoid arthritis. In the study of Demir
et al. (2016), endocrinologic and neurologic disorders ranked
first, whereas CVD topped the list in the study of Lawrence
et al. (2013), followed by cancer. In a large-scale meta-analysis,
comorbid CVD was seen in 10% of individuals diagnosed with
mental disorders aged over 50 years, and the risk of develop-
ing CVD was approximately 78% (Correll et al, 2017). Other
than CVD, metabolic syndrome and DM also had prevalence
rates higher than those of other diseases. Among individuals
diagnosed with mental disorders, those diagnosed with schizo-
phrenia most commonly displayed metabolic syndrome (Bly
et al, 2014). Metabolic syndrome, DM, and CVD are related to
genetics and lifestyle, and their high incidence rates demand
attention on modifiable risk factors. Also, patients who had
concerns about their physical health but had no diagnosis had
experienced stomach, respiratory, or cardiovascular symptoms
or pain. Similarly, in the study of Kisa et al. (2008), 23% of the
participants had symptoms but without a physical disease.

Gender and Psychiatric Disorders Based Physical Health
Status in Individuals Diagnosed with Severe Mental lliness

In the measurements sub-dimension of the HIP, the BMI results
for most of the participants indicated overweight, and the male
participants had higher BMI than their female counterparts and
there was no significant difference. By contrast, in the Finnish
(83% red-flagged) and Thai (44% red-flagged) samples, the
females had higher BMI than the males (Thongsai et al., 2016;
Werkkala et al., 2020). The BMI percentage for the Finnish
sample in Werkkala et al.'s (2020) study was higher than the
BMI percentages in Tlrkiye, Thailand, Hong Kong, and Scotland
(Bressington et al, 2014; Shuel et al, 2010; Thongsai et al,
2016; Werkkala et al.,, 2020). In the study of Depp et al. (2014),
individuals diagnosed with schizophrenia had the highest BMI,
whereas in the study of Gurpegui et al. (2012), individuals diag-
nosed with bipolar disorder had the highest BMI. In both stud-
ies, a high BMI negatively affected the individuals’ quality of life
regardless of their diagnosis (Depp et al,, 2014; Gurpegui et al,,
2012). The present findings are similar to those reported in the
literature, and it can be said that intermittent follow-up of BMI
values, which are indicators for obesity and other disorders, is
important.

As regards waist circumference, the values obtained for 98.6%
and 81.4% of the female and male participants were in the
upper limits. In a Finnish HIP study, waist circumference was
red-flagged in females (96.3%) than in male patients (65.0%)
(Werkkala et al., 2020). Two studies involving patients diagnosed
with schizophrenia also showed that waist circumference was
larger in females than in males (Grover et al., 2012; Challa et al,,
2022). In the present study, the participants had a high rate of
psychopharmacologic drug use, which had an influence on their
high waist circumference.

The last parameter examined in the Measurements sub-dimen-
sion is blood pressure. The blood pressure values in 51.4% and
52.1% of the female and male participants, respectively, were
above 120/80 mm Hg and the body temperature of nearly all
participants ranged within the normal range. High blood pressure

and normal body temperature were also observed in Finnish
(21.3% 2140/90 mmHg, 10.6% <36.0°C) and Hong Kong (8.7 %
2140/90 mmHg, 8.7%<36.0°C) samples (Bressington et al,
2014; Werkkala et al., 2020). High blood pressure causes hyper-
tension and increases the risk of CVD (Fuchs & Whelton, 2020).
In a study by Depp et al. (2014), a correlation was observed
between overweight or obesity and hypertension in individu-
als (n = 417) diagnosed with schizophrenia, but not in patients
diagnosed with bipolar disorder (n = 341).

In the HIP Blood Tests sub-dimension, liver function tests
were evaluated first. Among the female and male participants,
55.7% and 57.3%, respectively, had undergone liver function
tests more than three months ago. The ALT and AST levels of
the majority of the participants were within the normal ranges.
In a review, Hosseini et al. (2019) reported that high AST and
ALT levels are important factors in the increasing incidence
of alcoholic liver disease. The literature shows that individuals
diagnosed with alcohol and substance use disorders generally
undergo liver function tests (Hosseini et al., 2019; Dadiomov,
2020). The AST and ALT values obtained in the present study
contradict the published results, and this disparity is presumed
to be due to the lack of patients diagnosed with alcohol use
disorder in the participating CMHCs and due to limited access
to information. However, it has been observed that individuals
with abnormal values have long been using antipsychotics.

Lipid levels are one of the important parameters for the car-
diovascular system; in the present study, abnormal levels of
total cholesterol, LDL, HDL, and triglycerides were observed,
as in the previous HIP studies (Bressington et al, 2018; Shuel
et al, 2010; Thongsai et al, 2016; Werkkala et al., 2020).
Psychopharmacologic drugs, sedentary lifestyle, and eating
habits are among the causes of dyslipidemia (Fentie & Yibabie,
2023). Studies were conducted in Brazil, Australia, India, and
Japan, taking into account the International Diabetes Federation
criteria. It has been found that lipid values were higher in patients
diagnosed with mental disorders and diagnosed with comorbid
metabolic syndrome than in the general population (Gordon
et al, 2013; John et al, 2009; Sugawara et al,, 2010; Hussain
et al, 2017). Indeed, lipid values are an important parameter in
the follow-up of metabolic syndrome and CVD. Meanwhile, the
sedentary lifestyle of an individual contributes to abnormal lipid
values.

In the screening sub-dimension of the HIP, a greater number of
female participants had been providing smear samples for cer-
vical screening tests compared with the number of males who
had been undergoing monthly prostate and testicular exami-
nations. As regards dental and eye examinations, the rates for
clinic visits in the last 12 months were low, and the rates were
higher in the male than in the female participants. By contrast,
more female than male participants paid attention to foot care
and breast self-examination. Wootten et al. (2022) reported
that although the cancer risk is higher in individuals diagnosed
with schizophrenia than in the general population and individu-
als diagnosed with psychotic disorders have a higher risk for
breast, esophageal, colorectal, testicular, uterine, and cervical
cancer, and a lower risk for skin, prostate, and thyroid cancer.
In Pettersson et al.'s (2020) study, breast cancer risk is higher
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among females diagnosed with schizophrenia. In another study
conducted in Sweden, liver cancer had the highest incidence
ratio among the other cancer types in patients diagnosed with
schizophrenia (Ji et al., 2013). Additionally, in Wootten et al.
(2022)'s meta-analysis, the rate of cancer development accord-
ing to gender shows that a high cancer development rate was
observed in women. In Tirkiye, the Ministry of Health Cancer
Screening recommends routine cervical cancer screening in
women aged 30-65 years and routine prostate cancer screen-
ing in men aged over 40 years (General Directorate of Public
Health, 2019). Although routine cancer screening programs are
in place, practices possibly vary between countries, leading to
varied results. For foot care, as opposite, mostly were green-
flagged in the HIP studies conducted in Finland, Scotland, and
China (Bressington et al., 2018; Shuel et al., 2010; Thongsai
et al, 2016; Werkkala et al.,, 2020).

Meanwhile, the increase in dental diseases is attributed to eat-
ing habits, oral hygiene, and smoking habits. In an Australian
HIP study, nearly half (45%) of the participants had not vis-
ited a dentist in the previous year (Brown et al., 2020). Studies
have shown that the increase/decrease in oral mucosa due to
the adverse effects of psychopharmacologic drugs, xerostomia,
excessive consumption of unhealthy (sugar-containing) food,
and heavy smoking increases the incidence of periodontal dis-
eases. In addition, the lack of motivation, irregular tooth brush-
ing, and insufficient financial resources for dental checkups
increase the incidence of dental problems. In Sogi et al.'s (2020)
study, the rate of individuals who had dental pain was 34.6%,
the rate of individuals who went to the dentist when there is a
problem was 39.6%, and the rate of individuals who never visit a
dentist was 41.7%. Additionally, Ashour et al. (2019) have found
that 91% of psychiatric patients had excessive sugar consump-
tion, which underpins the high incidence of dental diseases.

Regular ophthalmologic examinations are especially neces-
sary in monitoring lens opacity in cases of retinopathy, which
may occur due to alcohol and substance abuse, hyperten-
sion, DM, and metabolic syndrome. In this study, the ophthal-
mologic examination rates in both genders in the last 2 years
were low, consistent with the findings of previous HIP studies
(Bressington et al., 2018; Brown et al,, 2020; Shuel et al.,, 2010;
Thongsai et al., 2016; Werkkala et al,, 2020). A study has found
that glaucoma and/or other retinal disorders accompanying
physical diseases and the use of antidepressants play a role in
future development of cataracts (Erie et al, 2017). However,
contrary to popular belief, there is a study that denies the role of
antipsychotic drugs in the development of cataracts (Andrade,
2019). As mentioned in the literature, eye health is an important
parameter in the evaluation of the physical health of individuals
diagnosed with SMI.

Regarding urinary and intestinal discharge, although the par-
ticipants’ urinary discharge was within the normal limits, they
experienced constipation, pressure, and distension, and they
needed laxatives. Similarly, both urine and bowel items were
red-flagged in the HIP studies conducted in Finland, Thailand,
Scotland, and China (Bressington et al., 2018; Shuel et al., 2010;
Thongsai et al., 2016; Werkkala et al., 2020). Constipation can
be a serious health problem, which is influenced by fluid intake,

eating habits, and a sedentary lifestyle. It can result in paralytic
ileus, intestinal obstruction and perforation, and even death,
especially in later stages (De Hert et al., 2011).

In the lifestyle sub-dimension parameters of the HIP, the major-
ity of the male and female participants slept 7-8 hours, and
exercise is uncommon in a high proportion of both samples. In
studies examining the correlation between a sedentary lifestyle
and physical activity, low exercise levels have been associated
with male gender, being single and unemployed, low educational
level, having a high BMI value, long duration of illness, use of
antipsychotics and antidepressants, having cardiovascular and
respiratory symptoms, and having a diagnosis of schizophrenia
(Pengpid & Peltzer, 2019; Vancampfort et al,, 2017).

As regards smoking and alcohol consumption behaviors, it was
found that both behaviors were more common in males and that
some males had a history of substance use. In Erginer’'s (2016)
study, the smoking rate was 63%, and the alcohol consumption
rate was approximately 30% (Erginer, 2016). Consistent with
our results, smoking is one of the most red-flagged items in
individuals diagnosed with SMI (Bressington et al., 2018; Brown
et al, 2020; Shuel et al,, 2010; Thongsai et al., 2016; Werkkala
et al, 2020). However, there are conflicting publications about
the risk of lung cancer among individuals diagnosed with mental
disorders and with a high smoking rate (Barros et al., 2014).

In terms of food consumption, the female participants con-
sumed more fruits and vegetables, and their diet had higher fat
and salt contents than their male counterparts. Moreover, the
rate of carbohydrate consumption was higher in men. Eating
disorders affect the mental health and more especially the
physical health of individuals. Dietary habits are a key risk factor
for physical health problems, such as CVD, DM, metabolic syn-
drome, and hypertension. In one study, participants consumed
more fast food, had unhealthy eating habits, and were not eval-
uated for physical health problems, such as DM and/or CVD dur-
ing routine physician visits (Dipasquale et al., 2013).

Adequate fluid consumption and appropriate daily caf-
feine intake are important for physical and mental health. As
regards the fluid consumption of the participants, the females
consumed more water, whereas the males consumed more
caffeinated beverages. Sufficient fluid intake and caffeine con-
sumption play a role in cognition, concentration, and the regres-
sion of depressive symptoms. However, excessive caffeine
intake effectively increases the emergence and aggravation of
psychotic, manic, and anxiety symptoms (Radwan, 2022).

Data on sexual behavior showed that safe sex was inconsis-
tently practiced by both genders. However, the dissatisfac-
tion rate with sexual activity was higher in the female than
in the male participants. Similar results were found in the
HIP studies conducted in Finland, Hong Kong, and Thailand
(Bressington et al,, 2014; Thongsai et al,, 2016; Werkkala et al.,
2020). Psychopharmacologic drugs affect satisfaction with
sexual activity. For instance, Gonzales-Torres et al. (2010) have
found that individuals diagnosed with mental disorders were
more likely to display risky sexual behaviors (e.g., not using
contraceptives).
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In comparing different patient groups based on their psychi-
atric disorders, those diagnosed with schizophrenia and other
psychotic disorders slept for less than 3 hours and exhibited
higher BMI values. Individuals with bipolar disorder reported
higher alcohol consumption, while those with major depres-
sive disorders slept for more than 8 hours, smoked more, con-
sumed more caffeine, and were less consistent in practicing
safe sex. According to Vancampfort's systematic review and
meta-analysis, a comparison of metabolic syndrome preva-
lence among SMI revealed no significant difference when
directly comparing schizophrenia to bipolar disorder, or when
directly comparing bipolar disorder to major depressive disor-
der. However, the analysis found that individuals treated with
specific antipsychotic medications had a significantly higher
risk of metabolic syndrome (p < 0.001) compared to those
who were not treated with antipsychotics (Vancampfort
et al, 2015).

Study Limitations

Our study has several limitations. First, it covered only indi-
viduals registered in two CMHCs. Second, information on bio-
chemical evaluations and data were limited to those provided
by the participants; moreover, the participants provided infor-
mation only once regarding their blood test, and no follow-up
results were provided. Third, the respondents were not ques-
tioned as to whether they were registered with a family health
center where physical health problems are assessed and/or
addressed. Fourth, the data on health behaviors were self-
reported. Therefore, the participants may have provided more
socially desirable answers, resulting in a bias. Also, the find-
ings cannot be generalized to all psychiatric patients, and the
results are based on the limited number of samples included
in this study.

Conclusion and Recommendations

The content validity of the HIP-female and HIP-male forms
was 0.97, and their I-CVI ranged between 0.9 and 1.0. In the
HIP evaluation, most items were red-flagged. For this reason,
PMHNSs are recommended to perform comprehensive physical
examinations at least once a year using the HIP. Also, appropri-
ate interventions are recommended, and the identified prob-
lems must be followed up. In the future, research involving
larger study populations must be conducted, and experimental
and prospective research design, wherein measurements are
obtained at regular intervals, must be employed. With that, to
assess the effectiveness of nurse-led interventions in improving
the physical health of individuals with SMI, it is essential to use
HIP. It is also vital to provide educational courses that focus on
physical health problems and on health-promoting behaviors
among patients and their caregivers.
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