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How does severe mental illness impact on cancer outcomes in individuals 

with severe mental illness and cancer? A scoping review of the literature 

Laura Charlesworth 

∗, Colette Fegan and Russell Ashmore 

College of Health, Wellbeing and Life Sciences, Sheffield Hallam University, Sheffield, England 

ABSTRACT 

Introduction: Individuals living with severe mental illness (SMI) have 
a reduced life expectancy of approximately 15-20 years compared to 
the general population 1,2 . Individuals with SMI and comorbid can- 
cer have increased cancer related mortality rates compared to the non 
SMI population. This scoping review examines the current evidence 
in relation to the impact on cancer outcomes where individuals have 
a pre-existing SMI. 

Methods: Scopus, PsychINFO, PubMed, PsycArticles and the 
Cochrane Library were searched for peer reviewed research articles, 
published in English language between 2001 and 2021. Initial title 
and abstract screening, followed by full text screening sourced articles 
reporting on the impact of SMI and cancer on: stage at diagnosis, sur- 
vival, treatment access or quality of life. Articles were quality appraised, 
and data were extracted and summarised. 

Results: The search yielded 1226 articles, 27 met the inclusion crite- 
ria. The search yielded no articles that met the inclusion criteria that 
were from the perspective of the service user or that were focused on 
the impact of SMI and cancer quality of life. Three themes were de- 
veloped following analysis: Cancer related mortality, stage at diagnosis, 
and access to stage appropriate treatment. 

Discussion: The collective study of populations with comorbid SMI 
and cancer is complex and challenging without a large-scale cohort 
study. The studies yielded through this scoping review were heteroge- 
nous and often study multiple diagnoses of SMI and cancer. Collec- 
tively these indicate that cancer related mortality is increased in the 
population of individuals with pre-existing SMI and the SMI pop- 

ulation are more likely to have an increased likelihood of metastatic 
disease at diagnosis and less likely to receive stage appropriate treat- 
ment. 

Conclusions: Individuals with pre-existing SMI and cancer have in- 
creased cancer specific mortality. Comorbid SMI and cancer is com- 
plex, and individuals with SMI and cancer are less likely to receive 
optimal treatments, experience increased interruptions and delays to 
treatment. 

RÉSUMÉ
Introduction: Les personnes atteintes de maladie mentale grave 
(MMG) ont une espérance de vie réduite d’environ 15 à 20 ans par 
rapport à la population générale [1 , 2] . Les personnes atteintes d’une 
maladie mentale grave et d’un cancer comorbide présentent des taux 
de mortalité liés au cancer plus élevés que ceux de la population non 
atteinte d’une maladie mentale grave. Cette revue de cadrage examine 
les preuves actuelles concernant l’incidence sur les résultats du cancer 
lorsque les personnes ont une MMG préexistante. 

Méthodologie: Des recherches ont été menées dans Scopus, Psych- 
INFO, PubMed, PsycArticles et la Cochrane Library pour trouver 
des articles de recherche évalués par des pairs, publiés en anglais en- 
tre 2001 et 2021. Un premier tri des titres, suivi d’un tri des ré- 
sumés et du texte intégral a permis de trouver des articles traitant de 
l’incidence de la MMG et du cancer sur le stade du diagnostic, la 
survie, l’accès au traitement ou la qualité de vie. Les articles ont fait 
l’objet d’une évaluation de la qualité, et les données ont été extraites 
et résumées. 
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Résultats: La recherche a généré 1226 articles, dont 27 répondaient 
aux critères d’inclusion. La recherche n’a révélé aucun article répon- 
dant aux critères d’inclusion et présentant le point de vue de 
l’utilisateur de services ou portant sur l’incidence de la MMG et la 
qualité de vie liée au cancer. Trois thèmes ont été développés à la suite 
de l’analyse : La mortalité liée au cancer, le stade du diagnostic et l’accès 
à un traitement adapté au stade. 

Discussion: L’étude collective des populations souffrant de comor- 
bidité de la maladie mentale grave et du cancer est complexe et difficile 
sans une étude de cohorte à grande échelle. Les études obtenues dans 
le cadre de cette revue de la littérature étaient hétérogènes et étudiaient 
souvent des diagnostics multiples de maladie mentale grave et de can- 

cer. Collectivement, elles indiquent que la mortalité liée au cancer est 
plus élevée dans la population des personnes souffrant d’une MMG 

préexistante et que la population atteinte de MMG est plus suscepti- 
ble d’avoir une probabilité accrue de maladie métastatique au moment 
du diagnostic et moins susceptible de recevoir un traitement adapté au 
stade. 

Conclusions: Les personnes souffrant d’une MMG préexistante et 
d’un cancer présentent une mortalité accrue liée au cancer. La comor- 
bidité MMG et cancer est complexe, et les personnes souffrant de PMI 
et de cancer sont moins susceptibles de recevoir des traitements opti- 
maux, de subir des interruptions et des retards accrus dans le traite- 
ment. 

Keywords: Cancer; Comorbidity; Mental health; Mortality; Oncology; Severe mental illness; Stage at diagnosis; Long Term Conditions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Individuals with SMI, such as schizophrenia or bipolar disorder
are reported to die prematurely when compared to the general
population [1 , 2] , with the life expectancy of individuals living
with SMI being 15-20 years less compared to individuals living
without SMI [3] .It is estimated that approximately 38% of in-
dividuals with SMI also experience a comorbid physical illness
[4] , such as cancer. There were 17 million new cases of cancer
diagnosed worldwide in 2018 [5] , with a greater number of in-
dividuals living with and beyond cancer with the effects of the
disease and treatment. 

Prior to a diagnosis of cancer, the uptake of cancer screening
has been shown to be reduced in the SMI population [6] . Non-
attendance at screening reduces the potential for early detection
and in several cancer histological types, can decrease overall sur-
vival rates [7] . Many individuals with a diagnosis of SMI have
experienced reduced acceptance of physical health complaints
by their primary care clinician and decreased access to diagnos-
tic tests and treatment [8] . Following a cancer diagnosis, indi-
viduals with SMI are reported to experience reduced quality of
life and reduced ability to manage physical side effects, com-
pared to those without SMI [9–11] . 

Although the overall mortality gap for individuals with SMI
is well documented, the impact on outcomes specific to comor-
bid cancer and SMI is not fully understood or explained. To
date, a scoping review has not been undertaken to understand
the impact of comorbid SMI and cancer on cancer outcomes.
This review aimed to identify and synthesise the research
undertaken to demonstrate the impact on outcomes when
an individual experiences comorbid SMI alongside a cancer
diagnosis. 

Methods 

A scoping review provides preliminary assessment of the
available research literature, and it can be utilised to answer a
broad research question [12 , 13] . This scoping review was con-
ducted using the methodological framework proposed by Ar-
L. Charlesworth, C. Fegan and R. Ashmore / Journal of Medical 
skey and O’Malley [13] . The PRISMA-ScR [14] checklist was
used to ensure transparency, rigour and a systematic approach
to the review. CASP checklists were completed to appraise ar-
ticles [15] . 

Identifying the research question 

The review aimed to address the following research question:
how does severe mental illness impact on cancer outcomes? All
cancer and SMI diagnoses were included as defined by authors
in the studies retrieved, with the exclusion of dementia. Out-
comes were defined using search terms outlined in Table 1 . 

Identifying relevant studies 

The review was conducted using a systematic search of the
literature for the period 2001 – 2021 and written in English.
The following information databases were searched; Scopus,
PsychINFO, PubMed, PsycArticles and the Cochrane Library.
Grey literature was not sought, however reference lists of in-
cluded studieswere searched for additional relevant literature. 

Study selection 

Identified articles were imported into Refworks. Initial title
and abstract screening occurred followed by full text screening
conducted by a single author. 

Charting the data 

In line with Arskey and O’Malley’s framework [13] , key
items were charted from the research data. Where available, the
following categories were documented; Author, year of publica-
tion, study location, intervention type, and comparator, period
of follow up and control group, study populations, cancer his-
tology, SMI diagnoses, how SMI diagnoses determined, aims
of the study, methodology, outcome measures and significant
findings. 
Imaging and Radiation Sciences 54 (2023) S104–S114 S105 



Table 1 
Search terms. 

Concept 1: Severe Mental Illness Concept 2: Cancer Concept 3: Outcomes 

Synonyms/ 
Alternatives 

Psychiatric Oncology Treatment 
Schizophren ∗ Neoplasm QOL 
Psychosis Malignancy Quality of life 
Bipolar Tumo ∗ Survival 
Manic Depress ∗ Carcinoma Stage 
Serious mental illness Stage at diagnosis 
Psychotic Mortality 

Prevention 
Incidence 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Collating, summarising and reporting the results 

Data were extracted using NVivo 12 software [16] , iden-
tifying codes relevant to outcomes: all-cause mortality, cancer
related mortality, access to treatment, treatment compliance,
stage at diagnosis, metastatic disease at diagnosis and health-
care utilisation. 

Results 

The search yielded 1226 articles. Articles over 20 years old
were removed, alongside biochemical articles and duplicates re-
sulting in 411 articles remaining Fig. 1 . Following title and ab-
stract screening, 108 articles remained for full text screening
and 27 articles met inclusion criteria ( Appendix 1 ). The search
yielded no articles meeting the inclusion criteria that were from
the perspective of the service user or that were focused on the
impact of SMI and cancer quality of life Fig. 1 . 

Study design and characteristics 

All 27 studies were variations of cohort studies, consisting
mostly of retrospective cohort studies. Studies were conducted
across several countries, with the highest single country contri-
bution from the United States of America (n = 10). Data from
studies were extracted by outcome: all-cause mortality, cancer
related mortality, access to treatment, treatment compliance,
stage at diagnosis, metastatic disease at diagnosis and healthcare
utilisation. Several studies reported on more than one outcome
with most studies focused on mortality rates. Results were cat-
egorised into three themes: cancer specific mortality, stage at
diagnosis and, access to stage appropriate treatment. 

Discussion 

Theme 1 - cancer specific mortality 

Studies reported mortality rates in cohorts with SMI and
cancer. With the exception of one study, all studies assessing
mortality rates in the cancer and SMI population demonstrated
higher mortality compared to non-SMI populations. Findings
in this section are reported by cancer histological type. Some re-
sults in this section are presented as hazard ratios. This is a com-
mon method used to compare probability of events across two
S106 L. Charlesworth, C. Fegan and R. Ashmore / Journal of Medical 
cohorts, in this case cancer only or cancer and SMI. A hazard
ratio of 1 indicates equal events, those above 1 indicate greater
probability and those less than 1 indicate reduced probability. 

Collective cancer histological types 
Several studies reported cancer histological types collectively,

demonstrating increased cancer mortality risk in individuals
with SMI and cancer compared to those with cancer only. 

In one article, cancer specific mortality rates in psychiatric
patients were compared to the general population of West-
ern Australia [17] . Findings indicated higher mortality in both
males and females with cancer and psychiatric illness compared
to those with cancer only. A further study [18] provides sim-
ilar findings, in which cancer mortality was 72% higher in
males and 59% higher in females in contact with mental health
services. Chang et al [19] reported similar findings in which
individuals with SMI had significantly poorer survival. The
hazard ratio was reported as 1.74; statistically significant for
schizophrenia (1.90) and schizoaffective disorder (2.33). Hem-
mington [20] et al reported mortality in the 12 months from
cancer decision to treat. In the SMI group this was reported as
32.4% compared to 18.3% in the population without SMI. 

Batty et al [21] compared survival times from first cancer
diagnosis to cancer death in men with and without a psychiatric
hospital admission. Men with psychiatric illness had increased
risk of death at 2, 5 and 10 years following cancer registration
and were more than twice as likely to die from their cancer.
Crump et al [22] presented similar findings specific to bipolar
disorder, in which a hazard ratio of 1.30 for females and 1.09
for males was reported. 

Breast cancer 
A Finnish nationwide population study [23] reported in-

creased breast cancer mortality in populations with non-
affective psychosis, mood disorder and substance use disorder,
with hazard ratios of 1.51, 1.16 and 1.34. These findings are
supported by Cunningham et al [24] , in this study individu-
als with schizophrenia, schizoaffective disorder, bipolar affec-
tive disorder or other nonorganic psychosis were more likely to
die from their breast cancer than females without a history of
mental illness. A further Danish population-based cohort study
also reported the increase in breast cancer mortality in cases of
comorbid SMI observed by other studies [25] . The increased
Imaging and Radiation Sciences 54 (2023) S104–S114 



Fig. 1. PRISMA flowchart. 

 

 

 

 

 

 

 

 

 

 

 

mortality risk in breast cancer and SMI populations is further
supported by a study by Iglay et al [26] in which the mortality
in individuals over the age of 68 years with breast cancer and
bipolar disorder, schizophrenia or other psychotic disorders was
reported as 1.20. It should be considered that this study has a 5
year follow up only and reports on the over 68-year population
only. 
 

L. Charlesworth, C. Fegan and R. Ashmore / Journal of Medical 
Colorectal cancer 
Manderbacka et al stratified the effect of SMI on mortality

rates in colorectal cancer [27] . After controls, this was reported
as 1.72 for men and 1.37 for women with psychosis and col-
orectal cancer. This increase in mortality is supported by Cun-
ningham et al [24] who reported a nationwide study of adults
aged 18-64 years with colorectal cancer and SMI, in which indi-
Imaging and Radiation Sciences 54 (2023) S104–S114 S107 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

viduals with schizophrenia, schizoaffective disorder, bipolar af-
fective disorder or other nonorganic psychosis were three times
more likely to die from their cancer. Furthermore, a retrospec-
tive cohort study [28] reported on the survival of older adults
with colon cancer. The study population included individuals
over the age of 67 years between 1993 and 2005 with hazard
ratios of; 1.04 for mood disorder, 1.16 for psychotic disorder
and 1.12 for substance use disorders. 

Lung cancer 
Arffman et al [29] extracted data for individuals with lung

cancer and SMI. Increased cancer mortality risk was observed
for women with psychosis and small cell lung cancer (SCLC) or
squamous cell carcinoma (SCC). Hazard ratios were reported as
1.76 (SCLC) and 1.67 (SCC). Males with psychosis and SCC
had a hazard ratio of 1.24. A further study [30] focused on
lung cancer and SMI but specifically in the over 66 years pop-
ulation, in which a small increase in cancer mortality in the
schizophrenia population was observed. Although not statisti-
cally significant, it should be noted that this sample was limited
to individuals aged 66 years and over. 

Prostate cancer 
In a study of SMI and locoregional high grade, non-

metastatic prostate cancer in individuals aged 67 years and over,
individuals with prostate cancer and SMI had an increased risk
of cancer mortality at 5 years and a hazard ratio in this cohort
of 1.41 [31] . 

Gastrointestinal cancer 
Premature mortality in individuals with SMI and gastroin-

testinal cancer is reported by John et al [2] , with a cancer spe-
cific mortality ratio of 1.5. In all studies reported in this sec-
tion, increased mortality was associated with comorbid SMI.
The magnitude of increased mortality is varied across the evi-
dence base with a small number of studies reporting minimal
increase in mortality risk and others indicating gross inequali-
ties in mortality between the cancer only and the cancer in SMI
populations. 

Theme 2 - stage at diagnosis 

A total of thirteen studies reported stage at diagnosis varia-
tions between the cancer only and the cancer and SMI popu-
lations. Several studies also noted an absence of data to enable
reporting of stage at diagnosis. Findings in this section are re-
ported by cancer histological type. 

Collective cancer histological types 
Kisely et al [17] compared all-cause mortality rates in psy-

chiatric patients compared to the non-SMI population. Mor-
tality rates in both males and females were increased and the
proportion of cancers that were diagnosed with metastatic dis-
ease at presentation was significantly higher. Individuals with
breast and lung cancer had the greatest increase in metastatic
disease at presentation, however in some cancer types such as
S108 L. Charlesworth, C. Fegan and R. Ashmore / Journal of Medical 
prostate cancer, no increase in metastatic disease at presenta-
tion was observed. Manderbacka et al [32] presented findings
from a nationwide study of individuals with all cancer types
and substance misuse, psychosis and mood disorder. In all SMI
diagnoses, an increase in metastatic disease was observed when
compared to those without SMI. This was most significant in
individuals with substance misuse or psychosis. Toender et al
[33] presented similar findings. 

Breast cancer 
Ribe et al [25] explained that females with SMI were less

likely to present with localised disease, however following ad-
justment for tumour stage, this did not significantly impact on
mortality rates. The findings of Ribe et al [25] are supported by
Iglay et al [26] who identified that individuals with SMI were
more likely to have disease at advanced stage, an increase in
mortality was also observed. Interestingly, individuals with SMI
were also reported to be more likely to be smokers. It should be
noted that the increased use of tobacco observed in this study in
the SMI population could also be a contributing factor to mor-
tality. Ahlgren [23] reported that individuals with breast can-
cer and non-affective psychotic disorder were diagnosed with
metastatic disease at presentation more often when compared
to individuals without SMI. Dalton et al [34] did not report
stage at diagnosis but observed that females with breast cancer
and schizophrenia were reported to have larger tumours com-
pared to females without SMI. 

Colorectal cancer 
Manderbacka [27] demonstrated an increased likelihood of

unknown stage at diagnosis in individuals with colorectal can-
cer who also had substance use disorder or psychosis. Females
with psychosis had the greatest increase in metastatic disease
at presentation. Although stage at diagnosis was accounted for,
this did not explain the mortality rates observed in this popu-
lation. It should be noted that only individuals who were hos-
pitalised for SMI were included within this study and therefore
the overall number of individuals with SMI is likely to be un-
der reported. Baillargeon [28] also reported on individuals with
colorectal cancer and SMI, focused specifically on older adults
greater than 67 years. This study identified marginal decreases
in individuals diagnosed with stage 1 cancer in the SMI popu-
lation but no increase in stage 4 disease for those with SMI and
colorectal cancer. The study also acknowledged the significant
proportion of individuals with SMI who had unknown stage at
diagnosis. Similar findings were observed in a study conducted
by Cunningham [24] . When compared to those without SMI,
a reduced proportion of individuals with colorectal cancer and
schizophrenia or bipolar disorder were diagnosed with localised
cancer at presentation. The SMI population also experienced a
greater proportion of distant metastatic disease at presentation
when compared to individuals without SMI. 

Lung cancer 
Studies by Bergamo [30] and Arffman [29] reported on indi-

viduals with lung cancer and SMI. Bergamo [30] studied indi-
Imaging and Radiation Sciences 54 (2023) S104–S114 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

viduals aged 66 years and over with lung cancer and schizophre-
nia. The study observed a greater likelihood of receiving a diag-
nosis of early-stage lung cancer compared to the general popu-
lation. Although an increase in localised cancer was observed,
individuals with schizophrenia and lung cancer experienced
poorer outcomes. In contrast, Arffman [29] observed a reduc-
tion in localised disease at presentation in males and females
with non-affective psychotic disorder, and marginal differences
in localised and metastatic disease at presentation in individuals
with substance use disorder and mood disorder. A key finding
from this study was that 25% of individuals with non-affective
psychotic disorder had unknown stage at diagnosis. 

Several studies indicate a greater risk of metastatic disease at
presentation in the SMI and cancer population. The increase
in unknown stage at diagnosis in the SMI population makes
true comparisons challenging. Where later stage at diagnosis is
observed and accounted for, this does not fully account for the
increase in mortality observed in the SMI population. 

Theme 3 - access to stage appropriate treatment 

A total of thirteen studies reported on access to stage ap-
propriate treatment, which included treatment compliance or
treatment delays. Nine of the thirteen studies report specifi-
cally on schizophrenia, with a further four studies reporting on
mental illness diagnoses collectively, findings in this section are
reported to reflect this. 

Schizophrenia 
Dalton et al [34] reported that the likelihood of individ-

uals with breast cancer and schizophrenia or related disor-
ders, not being allocated to guideline treatment, was increased
when compared to those without schizophrenia. Individuals
with schizophrenia were more likely to have received non-breast
conser ving surger y and more likely to have received a mastec-
tomy compared to individuals without. This population were
also more likely to receive hormone therapy but less likely to
have received chemotherapy alone or chemotherapy combined
with hormone therapy when compared to individuals without
schizophrenia. Irwin et al [35] reported a small (n = 95) single
centre study of predictors of disruptions in breast cancer care for
individuals with schizophrenia. In this population, 50% of in-
dividuals with schizophrenia experienced at least one disruption
in their care for breast cancer and 20% did not receive stage ap-
propriate treatment. Individuals with schizophrenia and early-
stage breast cancer were twice as likely to receive a mastectomy
when compared to individuals without. The population of in-
dividuals with schizophrenia were also less likely to receive ad-
juvant chemotherapy or radiation therapy. In contrast, Sharma
[36] reported that schizophrenia does not adversely affect the
treatment of women with breast cancer in a small, single centre
study of 37 individuals. 

In another study [37] , individuals with breast cancer and
schizophrenia experienced a delay in diagnosis, with several in-
dividuals not receiving the surgery indicated. A total of 7 indi-
viduals delayed or refused surgery and 4 individuals delayed or
L. Charlesworth, C. Fegan and R. Ashmore / Journal of Medical 
refused indicated chemotherapy treatment. In a further study,
Hwang et al [38] aimed to quantify the clinical course of indi-
viduals with breast cancer and schizophrenia that were eligible
for adjuvant chemotherapy. Data were available for 46 individ-
uals, of these 39 were offered chemotherapy with 12 individu-
als refusing or uncompliant, although no explanation was pro-
vided to expand on how compliance was defined or supported
in this population. Of 38 individuals with adequate data that
should have been offered post operative endocrine therapy, 25
individuals were offered treatment and 8 refused or were non-
compliant. 

Fond et al [39] reported on end-of-life care in individuals
with schizophrenia and cancer. The study compared access to
palliative care and high intensity end of life care between those
with and without schizophrenia. Patients with schizophrenia
were less likely than the control group to receive high intensity
end of life care, including chemotherapy, surgery, endoscopy,
imaging or blood transfusions and were more likely to receive
palliative care. A further study [40] focused on palliative and
high intensity end of life care in patients with schizophrenia and
lung cancer in comparison to a control group without SMI. In-
dividuals with schizophrenia were more likely to be admitted to
palliative care units in the last 31 days life and were less likely to
receive chemotherapy, surgery, artificial nutrition, and imaging
compared to those without. 

Mateen et al [41] reported on individuals with pre-existing
schizophrenia or schizoaffective disorder and lung cancer diag-
nosis, comparing disparity between individuals who received
less aggressive “state of the art” treatment for curable lung can-
cer relative to cancer stage. Within this small cohort, 5 of
17 patients experienced disparity in their cancer care. A fur-
ther study [30] focused on lung cancer in elderly individuals
with schizophrenia and identified that this population were less
likely to receive stage appropriate treatment for non-small cell
lung cancer. 

Other SMI diagnoses 
Wieghard et al [42] reported on rectal cancer and psychiatric

illness disparity in surgical management. In this population,
individuals with psychiatric illness were less likely to receive
sphincter sparing surgery for rectal cancer compared to those
without psychiatric illness. The study also compared length
of stay data and postoperative complications with no signifi-
cant differences identified between cohorts. In a study focused
[31] on the impact of SMI in older individuals with prostate
cancer, SMI was associated with reduced likelihood of receiving
surgery, or radiation therapy concurrent with hormone ther-
apy within 12 months following cancer diagnosis. Baillargeon
et al [28] also studied the impact of mental illness on cancer
treatment in the older population, focused on colon cancer. In-
dividuals with pre-existing mental illness had a greater chance
of non-receipt of treatment across all categories of mental ill-
ness compared to individuals without pre existing mental ill-
ness. Another study [23] identified that individuals with breast
cancer and SMI received radiation therapy treatment signifi-
cantly less often than individuals without SMI. 
Imaging and Radiation Sciences 54 (2023) S104–S114 S109 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In summary, the studies reviewed indicate reduced access to
stage appropriate treatment in individuals with SMI and cancer
compared to individuals without SMI. 

Summary 

In response to the research question; how does severe mental
illness impact on cancer outcomes? The studies from this scop-
ing review collectively demonstrate that individuals with SMI
and cancer experience inequalities in cancer outcomes when
compared to individuals without SMI. The findings of this re-
view demonstrate that individuals with comorbid SMI and can-
cer have increased cancer related mortality, often have greater
probability of metastatic disease at the time of cancer diagnosis
and have reduced access to stage appropriate treatment com-
pared to individuals without SMI. 

Complexity of comorbid SMI and cancer 

The collective study of populations with comorbid SMI and
cancer is complex and challenging without a large-scale co-
hort study. The studies yielded through this scoping review
are heterogenous and often study multiple diagnoses of SMI
and cancer. The complexity is further expanded when consid-
ering wider potential confounding factors such as, the impact
of medication, how SMI is diagnosed and reported time period
prior to and post cancer diagnosis. Although some clear themes
and implications can be drawn from the review of the studies
within this scoping review, due to the heterogenous nature of
the studies and populations, the above factors should be con-
sidered when interpreting the findings. Several studies within
this review also indicate absence of data, in several cases this is
absence of stage at diagnosis and comorbidity data, which also
impacts on the conclusiveness and interpretation of the find-
ings; in addition to potential underreporting of SMI within the
literature. 

It is acknowledged that individuals with SMI undertake in-
creased health risk behaviours [43 , 44] , however the impact of
modifiable risk factors is not captured across many of the stud-
ies included within this review. It is known that continued
smoking in individuals with cancer can increase mortality and
treatment related toxicity [45 , 46] . Should a greater number
of individuals within the SMI population continue to smoke
when compared to the non SMI population, this could also
increase mortality and adversely impact on treatment toxicity.
Further research to include accurate smoking behaviour at di-
agnosis, during treatment and follow up would provide more
definitive outcomes relating to the impact of smoking status on
cancer related mortality and treatment toxicity and compliance
in this population. 

The heterogenous nature of the studies in relation to SMI
diagnosis in this study provides some useful considerations for
further research. The largest cohort of specific diagnosis stud-
ied focuses on schizophrenia. It is important to consider that
SMI diagnoses manifest very differently depending on the spe-
cific diagnosis; this can be observed in some of the studies in-
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cluded within this review in which individuals with schizophre-
nia, schizoaffective disorder or psychosis have less favourable
outcomes when compared to other specific diagnosis. 

Unexplained mortality gap 

Synthesis of the studies within this review indicate that even
when contributing factors such as comorbidities, stage at diag-
nosis and treatment are adjusted for, a mortality gap remains
in cohorts with SMI and cancer when compared to the non-
SMI population. Except for one study, no studies were yielded
where clinician or patient decision making was explored. This
could be an influencing factor associated with timely access to
stage appropriate treatment and therefore be one possible ex-
planation for the currently unexplained mortality gap. There is
also a paucity of research considering treatment tolerance. The
search strategy failed to yield any studies assessing quality of life
from the perspective of the individual, with only one study fo-
cused on toxicity post treatment. Without evidence to consider
if greater treatment related toxicity is experienced, treatment
compliance cannot be fully understood and again this could
therefore be an explanation for the unexplained mortality gap.

Although this scoping review did not focus specifically on
delayed cancer diagnosis, several studies do report on stage at
diagnosis. Collectively, SMI is a factor leading to later cancer
diagnosis. In several studies this has been accounted for in the
cancer related mortality statistics, but it is an important factor
that could have a further impact on clinician and patient deci-
sion making which is not explored by the literature. Diagnos-
tic overshadowing can occur when professionals make assump-
tions about the health symptoms an individual presents with,
where physical symptoms are sometimes attributed to mental
ill health and not explored otherwise. Diagnostic overshadow-
ing and reduced health seeking behaviours including reduced
uptake of cancer screening programmes are some potential ex-
planations for less favourable stage at diagnosis. 

Future research to explore the impact of SMI on quality of
life in individuals with cancer, from the perspective of the indi-
vidual would add greater understanding to this complex issue. 

Conclusion 

The findings from this scoping review show that individu-
als with pre-existing SMI and cancer experience inequalities in
cancer outcomes compared to those without. Individuals with
comorbid SMI and cancer have increased cancer related mor-
tality, are often at greater risk of metastatic cancer at diagno-
sis, are less likely to receive optimal treatments and experience
increased interruptions and delays to treatment. Although con-
founding factors such as later stage or metastatic disease at diag-
nosis accounts for some of the inequalities observed in mortal-
ity, this is not fully explained by stage at diagnosis alone. Accu-
rate note taking regarding decision making from the perspective
of the primary care givers and individuals with SMI and can-
cer would add further narrative to explain this phenomenon
alongside further information surrounding smoking status. 
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treatment, trial participation, 
informed consent compared to non 
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Breast cancer and schizophrenia Jan 1993 – March 2009. 

Wieghard et al [42] 2015 
USA 

Rectal cancer and psychiatric disease 23,914 patients who underwent surgery for rectal cancer 2004 
to 2011 identified. ICD-9 codes used to identify psychiatric 
diagnoses. Psychiatric diagnoses; anxiety disorders, mood 
disorders, schizophrenia and other psychotic disorders, and 
substance abuse and dependence disorders. 

Irwin et al [35] 2017 
USA 

Breast cancer and schizophrenia 
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95 patients from a single institution with Schizophrenia and 
breast cancer. Delays to diagnosis or treatment, deviations 
from stage-appropriate treatment, and interruptions in 
treatment in schizophrenia and non schizophrenia breast 
cancer population. Schizophrenia diagnosed at least 1 year 
prior to breast cancer diagnosis. 

Fond et al [39] 2019 
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Advanced cancer (patients aged 15 
years or older with a diagnosis of brain 
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2013 and Dec 2016. 

Individuals with advanced cancer and schizophrenia 
compared to individuals without schizophrenia. 2481 patients 
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died from terminal lung cancer in 
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Individuals with schizophrenia and lung cancer death 
compared to those with lung cancer death but without 
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