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Abstract
A serious mental illness (SMI), such as schizophrenia, bipolar disorder, or major depression, can reduce a person's 

life expectancy by 10 to 20 years. This is explained by an elevated risk of physical illness, notably cardiovascular 
disease for which type 2 diabetes is a significant risk factor. SMI is linked to a two- to three-fold greater incidence of 
type 2 diabetes, according to cohort studies and a health gap that may be getting wider for some mental disorders 
despite little research, there may be circumstances when people with diabetes are more at risk of developing macro 
vascular and microvascular problems. People with SMI as opposed to those without According to clinical guidelines 
developed in the US and Europe to promote the delivery of the best diabetic care, providing good clinical treatment for 
diabetes and managing the disease on one's own can help lower the risk of complications[1].

According to earlier findings, patients with SMIs could not get the best clinical care. The findings of these studies 
may not necessarily apply to universal healthcare settings since the majority of this research comes from non-universal 
healthcare contexts where access to care may be modified by having health insurance [2]. There are conflicting results 
from universal healthcare environments, with two UK-based research stating that SMI status had no bearing on how 
people received care.

Introduction
While other research found variations in how the care measures 

under study were received. However, several of these research only 
involved individuals with schizophrenia; bipolar disorder and major 
depressive disorder were the subjects of far fewer investigations [3]. 
Most only examined the receipt of care over a brief follow-up period, 
and many only looked at a few care indicators. To find persons with 
type 2 diabetes, we used data from a 2019 extract of the Scottish Care 
Information - Diabetes (SCI-diabetes) database. SCI-Diabetes, which 
comprises demographic and clinical data from primary and secondary 
care diabetes outpatient clinics, includes >99% of all people in Scotland 
who have been diagnosed with diabetes since [4]. The Community 
Health Index number, a distinctive identification for people registered 
with the National Health Service in Scotland, is used to link it to 
national routinely collected health information, including general and 
mental hospital admission data and mortality data. Diabetes types 
type 1 and type 2 were distinguishedutilising data on medications that 
have been prescribed, clinically reported diagnoses, and age at diabetes 
diagnosis [5]. All persons who were 18 years of age or older and had 
type 2 diabetes as of January 1, 2009, were included. Since all Scottish 
health boards began retinopathy screening in 2009, we included 
participants from that year.

Subjective Heading
From 1981 onward, we were able to access routinely gathered 

national general and psychiatric hospital data from which we were able 
to ascertain a SMI's history [6]. We discovered SMI from the diagnosis 
fields of hospital admissions that took place after the person turned 18 
but before they were given a diabetes diagnosis. The following ICD-
10 and ICD-9 codes were used to define each SMI: bipolar disorder 
(ICD-10 F30 through F31 and ICD-9 296.0-296.1 and 296.4-296.7); 
schizophrenia (ICD-10 F20 and F25 and ICD-9 295.0-295.3 and 295.6-
295.9); and depression (ICD-10 F32 to F33 and ICD-9 296.2–296.3, 
298.0, and 311). When more than one SMI was reported, we employed 
a severity hierarchy to place persons in only one category, classifying 
diseases as schizophrenia, bipolar disorder, and depression. SMI 
groupings were mutually exclusive. an individual with a diagnosis [7,8].
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Discussion
From 1981 onward, we were able to access routinely gathered 

national general and psychiatric hospital data from which we were 
able to ascertain a SMI's history [9,10]. We discovered SMI from 
the diagnosis fields of hospital admissions that took place after the 
person turned 18 but before they were given a diabetes diagnosis. The 
following ICD-10 and ICD-9 codes were used to define each SMI: 
bipolar disorder (ICD-10 F30 through F31 and ICD-9 296.0-296.1 and 
296.4-296.7); schizophrenia (ICD-10 F20 and F25 and ICD-9 295.0-
295.3 and 295.6-295.9); and depression (ICD-10 F32 to F33 and ICD-9 
296.2–296.3, 298.0, and 311). When more than one SMI was reported, 
we employed a severity hierarchy to place persons in only one category, 
classifying diseases as schizophrenia, bipolar disorder, and depression. 
SMI groupings were mutually exclusive an individual with a diagnosis of 
which retinopathy examination is carried out [11,12]. For the majority 
of persons with type 2 diabetes in Scotland, monitoring of most of 
these indicators with the exception of retinopathy screening takes 
place in primary care. For all patients with SCI-diabetes, the results of 
blood tests for HbA1c and cardiovascular risk variables gathered in all 
primary and secondary care settings are included [13,14].

Sex, age, the calendar year that type 2 diabetes was diagnosed, 
the health board, ethnicity, area-based deprivation, a history of 
cardiovascular disease (CVD), a history of other comorbidities, a 



Citation: Jackson CA (2022) Type 2 Diabetes Care Quality and Severe Mental Illness: A Retrospective Population-Based Cohort Analysis. Int J Adv 
Innovat Thoughts Ideas, 11: 189.

Page 2 of 2

Volume 11 • Issue 5 • 1000190Int J Adv Innovat Thoughts Ideas, an open access journal

history of alcohol use disorder, and smoking status were all included 
as covariates in both the first year and longitudinal analyses. In the 
longitudinal study, we also took diabetes duration into account [15]. 
The Scottish Index of Multiple Deprivation (SIMD), which is divided 
into quintiles, served as the basis for defining area-based deprivation. 
The index employs An area's deprivation score is based on data on 
seven areas, including income, employment, education, health, access 
to services, crime, and housing).Hospital admission records and the 
SCI-Diabetes registration were used to collect data on ethnicity, which 
was then divided into mixed, other, and white categories. A 10-year 
look-back period was used to determine the history of CVD and 
alcohol use disorder from hospital admission records. Starting the day 
after the diabetes diagnosis (see Supplementary Tables 2 and 3 for ICD 
codes). Using a modified version of the Charlson Comorbidity Index, 
we defined the history of comorbidity. The Charlson Index calculates 
the total number of comorbid conditions, with a weight from 0 to 6 
indicating the severity of each illness. We employed a 10-year look-
back period starting from the date of diabetes diagnosis and excluded 
the conditions diabetes and diabetic complications. The Charlson index 
had a large amount of skew and To divide it into groups of similar 
sizes, we categorised it as 0, 1-8, and >8, respectively. Smoking status 
at the time of diabetes diagnosis was gleaned from the SCI-diabetes 
register using a window of six months before to and following diabetes 
diagnosis, and was classified as smoker, ex-smoker, and never smoked.

We conducted a complete-case analysis by include participants in 
the main analysis who had complete data on all variables. We utilised 
logistic regression to look at the relationship between each SMI and 
each process of care indicator in the first year analysis. To assess the 
receipt of repeat measurements of each care indicator, we utilised a 
generalised linear mixed effect model in the longitudinal study. To 
take into account the association between care indicators for the same 
person, we included individual-specific random intercepts. SMI and 
variables were used as fixed effects.

Based on our descriptive analyses and clinical understanding, we 
employed a serial adjustment modelling method in both analyses to 
account for variables that could possibly confound and/or mediate 
the link between SMI and receipt of care. Model 1 included the 
most fundamental demographic variables—age and sex—as well 
as the current year. Model 2 also included additional pertinent 
sociodemographic variables—poverty and ethnicity—as well as the 
health board. Additional variables that might skew the associations 
or possibly be on the causal pathway were added to model 3 (history 
of CVD, alcohol use disorder, comorbidity and smoking status). The 
length of diabetes was also included in Model 1 of the longitudinal 
analyses. Except for ethnicity, deprivation, and smoking status, which 
had at least one missing value for 9% of individuals, all other factors 
had complete data. We did multiple imputation on the data analysed 
in the first year analyses as part of a sensitivity analysis because it was 
computationally difficult to include variables with missing values 
in the longitudinal analysis (models took several weeks to run). For 
missing data on race, socioeconomic status, and smoking, we utilised 
Multivariate Imputations by Chained Equations (MICE) under 
the missing-at-random (MAR) assumption. All variables included 
in the models' dataset were used to impute the data, and using nine 
imputations. Each of the nine data sets was analyzed and Rubin’s rules 
was used to pool the results.

Conclusion
In Scotland, there is no variation in how frequently basic diabetes 

care indicators are received according on SMI status, and primary care 
practises provide high-quality monitoring. Uncertainty surrounds the 

QOF's contribution to this equality of monitoring, and future studies 
should rigorously examine the impact of its termination. The lower 
percentages of SMI patients who receive retinal screening underscore 
the need for additional programmes to increase screening adoption 
and lessen the risk of retinopathy in this vulnerable population. 
To determine the obstacles to adoption and to guide these actions, 
qualitative research is required. Initiatives to raise awareness of 
diabetic retinopathy screening may be necessary, and people with 
SMI may need improved support to schedule and attend screening. 
Future studies should also look into the absolute risk of retinopathy in 
individuals with SMI and the impact of reduced retinopathy screening 
uptake on eye problems. Examining measured indicator levels and 
whether successful management of these varies by SMI status was 
outside the purview of this investigation. There need to be more studies 
in this area as there haven't been many that look at this.To assess the 
size distribution and concentration of the library, an electrophoresis 
device was used.
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