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Schizophrenia and associated multimorbidity
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ABSTRACT
Psychiatric comorbidities are common in patients with schizophrenia. However, emerging data indicates that non-psychiatric comorbidities
may be even more common in these patients. These associated diseases greatly contribute to the shortened life span these patients
experience. They also are responsible for the significant polypharmacy seen in this population. Schizophrenia should be considered a multi-
morbid disease and medical care should be shared and coordinated with general medical professionals.
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1. INTRODUCTION

Schizophrenia is a common and well studied disease (APA, 2000; Sullivan et al, 2003; Woo et al, 2004). Its worldwide prevalence is
approximately 1%. (Bhugra 2005) It is responsible for 2.8 percent of the global burden of disability. (WHO, 2001) Patients with schizophrenia
have a two to three fold higher mortality rate compared to the general population. (Laursen et al, 2007; Saha et al, 2007; Brown et al, 2010)
This has been attributed to unhealthy and often violent lifestyles, (Wildgust et al, 2010l Foti et al, 2010; Fazel et al, 2009) unwanted effects of
anti-psychotic drugs, (De et al, 2010) sub-optimal medical care, (Mitchell et al, 2010) and psychiatric (Buckley et al, 2009) and medical co-
morbidities. (Goldman, 1999; Lambert T et al, 2003) As a result of all these factors, patients with schizophrenia suffer from shortened life spans
(Allebeck, 1989) with a 10-25 year reduction in life expectancy. (Laursen et al, 2012) Approximately ten percent America's totally and
permanently disabled people suffer from szhizophrenia. (Rupp et al, 1993) This study was done to evaluate the presence of non-psychiatric co-
morbid conditions in institutionalized patients with schizophrenia.
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2. METHODS

Four residential institutions for patients with schizophrenia were chosen for the study. All patients had been diagnosed to be suffering from
schizophrenia by psychiatrists according to the criteria established by the revised fourth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV-TR). All patients met the three diagnostic criteria: A. Characteristic symptoms: Two (or more) of the following, each
present for a significant portion of time during a 1-month period (or less if successfully treated): (1) delusions (2) hallucinations (3)
disorganized speech (e.g., frequent derailmentor incoherence) (4) grossly disorganized or catatonic behavior(5) negative symptoms,
i.e., affective flattening, alogia, or avolition. B. Social/occupational dysfunction: For a significant portion of the time since the onset of the
disturbance, one or more major areas of functioning such as work, interpersonal relations, or self-care are markedly below the level achieved
prior to the onset (or when the onset is in childhood or adolescence, failure to achieve expected level of interpersonal, academic, or
occupational achievement). C. Duration: Continuous signs of the disturbance persist for at least six months. This 6-month period must include
at least one month of symptoms (or less if successfully treated) that meet Criterion A (i.e. active-phase symptoms) and may .include periods
of prodromal or residual symptoms. During these prodromal or residual periods, the signs of the disturbance may be manifested by only
negative symptoms or two or more symptoms listed in Criterion A present in an attenuated form (e.g., odd beliefs, unusual perceptual
experiences). (DSM-IV, 2000) All patients were regularly seen by their psychiatrists and were stable on anti-psychotic medications. An extensive
review of the charts, medication records and hospital records was done. In this study, only medical conditions being treated with
pharmaceuticals were counted and taken into consideration.

3. RESULTS

There were a total of 145 patients with schizophrenia. The first had 48 patients, males 30 and females 18, the second had 42 patients; 29 males
13 females, the third had 27 patients; 13 males and 14 females and the fourth had 28 patients; 15 males and 13 females. Overall, there were 87
males (60%) and 58 females (40%). Their ages ranged from 28 to 82 years. Medications were reviewed for the following co-morbid conditions:
hypertension, diabetes mellitus, COPD/Chronic bronchitis, hypercholesterolemia, arthritis, hgypothyroidism, osteoporosis and miscellaneous.
Treatment records revealed that the comorbid conditions being treated were as follows: hypertension: 82 (56%); diabetes mellitus: 39 (27%);
lung disease 37 (26%); hypercholesterolemia 50 (35%); arthritis 28 (19%), hypothyroidism 11 (6%), osteoporosis 7 (5%) and others 50 (35%).
There were only 24 (17%) patients who had no treatment for any co-morbid conditions.

4. DISCUSSION

Schizophrenia is a life shortening disease. (Laursen et al, 2007; Saha et al, 2007; Brown et al, 2010) Patients with schizophrenia have a higher
rate of suicide and accidents (Saha et al, 2007) They also have unhealthy lifestyles. These include poor diets, lack of exercise and excessive
smoking and alcohol intake. (Wildgust et al, 2010) Schizophrenia patients also are more likely to be homeless or incarcerated due to crimes.
(Fazel et al, 2009) Anti-psychatics also appear to contribute to this excess mortality due to adverse effects. (De et al, 2010) Patients with
schizophrenia often receive sub-optimal medical care. (Mitchell et al, 2010) Schizophrenia patients also suffer from high rates of psychiatric
(Buckley et al, 2009) and medical co-morbidities, (Lawrence et al, 2001) contributing to their premature mortality. Detection and management
of these co-morbidities is also unfortunately, often poor in this population. (Koran et al, 1989; Nasrallah et al, 2006)

4.1 Psychiatric Co-morbidity

Patients with schizophrenia often have psychiatric comorbidities. (Cassano et al, 1998) These include depression, (Johnson, 1981; Moller, 2005)
anxiety, (Pokos et al, 2006; Garvey et al; 1991) panic disorder, (Labbate et al, 1999; Goodwin et al, 2002) post-traumatic stress syndrome
(Strauss et al, 2006) and obsessive-compulsive disorder. (Cosoff et al, 1998; Kayahan et al, 2005) Substance abuse is also very common.
(Westermeyer et al, 2008; Green et al, 2008; Foti et al, 2010) These psychiatric comorbidities are very common in patients with schizophrenia
— it is estimated that 50% have depression, 47% a history of substance abuse, 29% posttraumatic stress disorder, 23% obsessive compulsive
disorder and 15% panic disorder. (Buckley et al, 2009) These comorbidities also contribute in part to the high rates of polypharmacy observed
in patients with schizophrenia. (Cascade et al, 2008)

4.2 Medical Co-morbidity

4.2.1 Hypertension

Hypertension is common in patients with schizophrenia. (Liao et al, 2011) We found that 56% of our patients were being treated for
hypertension. This along with other cardiovascular co-morbidities, deleterious life style factors and adverse metabolic effects of certain
antipsychotic drugs increase the risk of cardiovascular morbidity and mortality in these patients. (Davidson, 2002)

4.2.2 Diabetes mellitus

Dysglycemia, including prediabetes, is common in patients with schizophrenia. (Hsu et al, 2011) In our institutionalized population, 27% were
on anti-diabetic therapy. Obesity, physical inactivity, diet and atypical antipsychotics contribute to this increased prevalence. Dysglycemia
increases the morbidity and mortality seen in these patients. (Tardieu, 2003)
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4.2.3COPD

Patients with schizophrenia have extremely high rates of smoking. (Poirier et al, 2002) In our cohort, 26% of the patients were on
bronchodilators and other medicines for obstructive lung disease. This again contributes to the higher respiratory and cardiovascular morbidity
and mortality seen in these patients. (Filik et al, 2006)

4.2.4 Hypercholesterolemia

Dyslipidemia is not uncommon in patients with schizophrenia. (Liao et al, 2011) Our population showed a 35% incidence of dyslipidemia under
treatment. Life style factors and atypical antipsychotics contribute to its presence. (Huang et al, 2005) Dyslipidemia also increases the risk of
developing cardiovascular disease.

4.2.5 Arthritis

No specific association has been noted between osteo-arthritis and schizophrenia in the literature. Our patients had a 19% incidence of treated
osteo-arthitis. This obviously has the potential of further enhancing physical inactivity and further contributing to the pill burden in this
population.

4.2.6 Hypothyroidism

Thyroid dysfunction is not uncommon in patients with schizophrenia. Etiologically, there is a genetic linkage with autoimmunity and thyroid
disorders (William et al, 2006) and an effect of antipsychotic treatment. (Kelly et al, 2005) 6% of our schizophrenia patients were on treatment
for hypothyroidism.

4.2.7 Osteoporosis
5% of our schizophrenic population was on treatment for osteoporosis. Osteopenia and osteoporosis is very common in this population.
(Wyszogrodzka-Kucharska et al, 2005) This cormorbidity may be disease (Halbreich et al, 1996) or drug treatment related. (Inder et al, 2011)

4.2.8 Miscellaneous

35% of our patients with schizophrenia were also on treatment for other medical comorbidities. These included HIV/AIDS, skin infections,
hepatitis C, gastric disorders etc. Since this was a treatment based study, comordities such as obesity and hyper-prolactenemia, both common
in this population, do not show up in the medication group.

4.2.9 No Medical Comorbidity
Only 17% of our institutionalized patients with schizophrenia exhibited no medical comorbidity requiring drug therapy.

5. CONCLUSION

Schizophrenia is a clinically heterogenous disease. It has significant psychiatric and medical comorbidities. The vast majority (83%) of our
institutionalized patients with schizophrenia were on medications for multiple non-psychiatric co-morbid conditions. Most psychiatrists are
aware of the excess burden of psychiatric comorbidities suffered by these patients. However, they and other health care providers need to be
cognizant of the presence of the overwhelming medical comorbidies also existing in this population. Schizophrenia is a multimorbid disease.

SUMMARY OF RESEARCH

Considerable experimental, epidemiological and clinical evidence has documented a marked presence of both psychiatric and medical
comorbidities in patients with schizophrenia. Our research shows that only 17% of our institutionalized patients with schizophrenia were not on
any medical (non-psychiatric) treatment. Aggressive attention to medical comorbidites will help curb the extremely high morbidity and
mortality experienced by these patients.
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