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Medical comorbidity in schizophrenia
Timothy J R Lambert, Dennis Velakoulis and Christos Pantelis
HAVING A MENTAL ILLNESS has been, and remains, a
barrier to effective medical care. Schizophrenia and, indeed,
most mental illnesses are associated with undue medical
morbidity and mortality.1
There are two key issues relating to comorbidity: detecThe Medical
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high blood pressure, alcohol consumption, obesity, high
blood cholesterol level, diabetes, breast cancer and bowel
cancer. Although all of these conditions and behaviours are
known to be particularly problematic for people with schizophrenia or various other mental illnesses,1 this group, as a
whole, receives less than satisfactory attention to its medical
needs. The preventive role undertaken by general practitioners would be of great service to the community if it were
applied more broadly to people who suffer from serious
mental illness.
Mortality

Schizophrenia has been described as a “life-shortening
disease”,5 and there is growing evidence to support this
claim.6-9 Without discounting suicide, which accounts for
less than a third of premature deaths, people diagnosed with
schizophrenia can expect to live 9–12 years fewer, on
average, than those in the general population.
Australian data support the findings of overseas studies.
For example, in a study based on Victoria’s Psychiatric Case
Register and State coronial data, patients with schizophrenia
were found to be 2.9 times more likely to die of natural
causes, especially cardiovascular disease, than people in the
general population.10 Studies in Western Australia1 and
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ABSTRACT
■

Schizophrenia has been described as a “life-shortening
disease”, and physical comorbidity accounts for 60% of
premature deaths not related to suicide.

■

People with schizophrenia and other mental illnesses have
a higher rate of preventable risk factors such as smoking,
high alcohol consumption, poor diet, and lack of exercise.

■

Recognition and management of morbidity in people with
mental illness are made more difficult by barriers related to
the patient, the illness, the attitudes of medical practitioners,
and the structure of healthcare delivery services.

■

Improved detection and treatment of medical illness in
people with schizophrenia will have significant benefits for
their psychosocial functioning and overall quality of life.
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New South Wales7 have also shown that mortality is higher
in people with schizophrenia and other mental illnesses.
It is an unfortunate situation that psychotic patients
present less and are hospitalised less often for a variety of
medical conditions, but are at the same time over-represented in population-matched mortality figures. This suggests that morbidity in these people is less efficiently
detected.
Comorbidity

People with schizophrenia and other mental illnesses also
have high rates of physical comorbidity. However, several
US studies have shown that the detection rate of physical
illness among people with mental illness is very poor. Koran
et al11 estimated that 45% of patients in California’s public
mental-health system had physical disease and, of these,
47% were undetected by the treating doctor. A substantial
proportion of these illnesses were judged to be either
causing or exacerbating the patient’s mental illness. A study
by Koranyi12 of psychiatric clinic patients revealed remarkably similar findings: 43% of patients had physical illnesses
and, of these, 46% had not been diagnosed by the referring
doctor (non-psychiatrist physicians had missed 33%; psychiatrists had missed 50%). Hall et al13 found that 46% of
patients admitted to a research ward had an unrecognised
physical illness that either caused or exacerbated their
psychiatric illness; 80% had physical illnesses requiring
treatment; and 4% had precancerous conditions or illnesses.
Morbidity data for psychiatric populations in Australia are
scant.
Illnesses that should be high in the medical practitioner’s
awareness are summarised in Box 1, which relates common
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1: Common physical conditions found in patients with mental
illness, and relationship between physical illness and
psychiatric condition, medication and lifestyle factors
Diabetes 14-16
■ Increased risk in people with schizophrenia of developing glucose-regulation
abnormalities, insulin resistance and type 2 diabetes mellitus.
■ Lifestyle factors (poor diet, sedentary behaviour) exacerbate the problem.
■ All antipsychotic agents (atypicals more than typicals) increase the propensity
to develop diabetes.
Hyperlipidaemia 17
■ Antipsychotic mediations have been associated with the development of
hyperlipidaemia (both related to, and independent of, weight gain).
■ Some typical antipsychotics (eg, haloperidol) have no effect on lipids;
phenothiazines (eg, chlorpromazine) tend to raise triglyceride levels and reduce
levels of high-density lipoproteins.
■ Dibenzodiazepine-derived atypical antipsychotics (eg, clozapine, olanzapine)
are associated with increased levels of fasting glucose and lipids compared
with risperidone.
Cardiovascular disease (hypertension, cardiac arrhythmias) 1,18-20
■ People with mental illness have higher rates of cardiovascular and respiratory

disorders than the general population.
■ Antipsychotic agents contribute to metabolic syndrome X (hypertension,

hyperlipidaemia, hyperglycaemia, insulin resistance and obesity).
■ Lifestyle factors (smoking, alcoholism, poor diet, lack of exercise) contribute to

increased risk of cardiac problems.
■ Mortality due to ischaemic heart disease, cardiac arrhythmias and myocardial

infarction is higher in people with mental illness.
Obesity 21,22
■ 40%–62% of people with schizophrenia are obese or overweight.
■ Both typical and atypical antipsychotics can induce weight gain.
Dibenzodiazepine-derived atypicals (eg, clozapine, olanzapine) cause rapid
weight increase in the short term. Long-term differences between agents are
less clear.
■ Lifestyle factors and poor ability to modify behaviour also influence obesity.
Malignant neoplasms 23,24
■ People with schizophrenia are no more likely to develop cancer overall, but, in

the event of cancer, have a 50% lower chance of survival.
■ Differences exist for individual cancers in people with mental illness (eg,

increased risk of breast cancer for women; reduced risk of lung cancer for men).
HIV/AIDS 25,26
Incidence of HIV/AIDS in people with schizophrenia (estimated to be 4%–23%)
appears higher than in the general population. Associated factors include “unsafe
sex”, drug injection and non-injected drug use.
Hepatitis C 25
■ Increased prevalence in people with schizophrenia compared with the general
population.
Osteoporosis 27
■ Accelerated rates of osteoporosis in people with schizophrenia are attributed to
antipsychotic-driven decreases in oestrogen and testosterone, reduced
calcium due to smoking and alcoholism, and polydipsia.
Hyperprolactinaemia 28
■ High doses of typical antipsychotics and the atypical antipsychotics risperidone

and amisulpride raise prolactin levels, causing galactorrhoea, amenorrhoea,
oligomenorrhoea, sexual dysfunction and reduced bone mineral density, and
contributing to cardiovascular disease.
Other physical illnesses 29,30
■ Incidence of irritable bowel syndrome in people with schizophrenia is 19%

(versus 2.5% in the general population).
■ Prevalence of Helicobacter pylori infection is significantly higher in people with

schizophrenia (odds ratio, 3.0).
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physical illnesses to psychiatric conditions, psychotropic medications and lifestyle factors. For
any individual patient, biological proneness to
mental and/or physical illness is likely to interact
with the patient’s treatment and lifestyle. This
once again reinforces the preventive notions
expounded by the RACGP.3
The influence of lifestyle factors

High mortality and morbidity in schizophrenia
may be attributed to an environment in which
unhealthy and high-risk behaviours such as smoking, substance abuse, lack of exercise and poor
diet are prevalent.31 An Australian study examining lifestyle factors that increased cardiovascular
risk found significant differences between people
with mental illness and the general population:
70% v 50% were smokers or ex-smokers; 11.5% v
3.1% used harmful levels of alcohol; and 40% v
8% were obese.18 The rates of obesity (body mass
index [BMI] ⭓ 30 kg/m2) may in fact be even
higher, approaching 51% in particular groups of
mentally ill patients, with a considerable number
being overweight (BMI 25–29.9 kg/m2).32 Jablensky and colleagues’ landmark survey of Australian
low-prevalence psychotic disorders33 reported
that 73% of men and 56% of women with a
psychotic disorder were current smokers, while
38% of all people with a psychotic illness had
been drinking daily, or for several days per week,
in the year preceding the study interview. These
data are consistent with overseas findings.34
Smoking-related fatalities are significantly
higher in people with schizophrenia than in the
general population.8 Smoking is a good example
of how behaviour and treatment interact to
increase morbidity at a number of levels. It is a
risk factor for respiratory and ischaemic heart
disease and stroke, and, by reducing available
plasma levels of antipsychotics (notably olanzapine and clozapine), it may influence the patient’s
behaviour and the treatment outcome. With
respect to diet, the cognitive and social deficit
symptoms of schizophrenia may make patients
prone to choosing easily obtainable “fast” foods
(high in saturated fats and low in fibre) as their
major source of nutrition. The same deficits,
especially those to do with motivation, often leave
the patient without any desire to keep physically
active to counter the effects of their poor diet and
maintain general fitness. This is further complicated by psychotropic side effects (particularly
Parkinsonism, sedation and neuroleptic-induced
cognitive deficits), which can compound these
problems (see Lambert and Castle, page S5735).
Substance misuse, a major contributor to both
mortality and morbidity, and common in people
with schizophrenia, is discussed by Lubman and
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2: Barriers to recognition and management of
medical illness in people with schizophrenia and
other mental illnesses

3: What should be done?

Doctor/healthcare system factors
■ Reticence of non-psychiatrists to treat people with serious mental
illness.6
■ Lack of adequate follow-up of patients with mental illness, due to
patients’ itinerancy and lack of motivation.8
■ Changes of treating doctor, with the result that many patients do
not have a longitudinal history available.6,37
■ Perception by specialist psychiatrists that physical health matters
should be the province of referring doctors.37
■ Specialists’ attention focused principally on patients’ psychiatric
problems,38 with physical examination conducted infrequently.
■ Physical complaints regarded by psychiatrists as psychosomatic
symptoms.38
■ Time and resources for physical/medical examinations not
available in current mental-health service settings.6

■ Psychiatric services should be adequately equipped to carry out

Patient/illness factors
■ Poor general treatment compliance.8
■ Avoidance or neglect of contact with general practitioners or
general healthcare services.6
■ Unawareness of physical problems because of cognitive deficits
associated with mental illness.6,38
■ Patients’ difficulty in communicating their physical needs and
problems in general.
■ Physical symptoms unreported/masked because of high pain
tolerance in some patients, and reduction in pain sensitivity
associated with use of antipsychotic drugs.37,38
■ In some patients, reluctance to discuss problems or volunteer
symptoms and/or general uncooperativeness.6,37
■ Patients’ difficulty in comprehending healthcare advice and
carrying out required changes in lifestyle.

Current mental health services in many parts of Australia
are under-resourced for the care of people with serious
mental illness. GPs are also faced with increasing responsibilities and limited support. For those with serious mental
illness, an active alliance, supported by Divisions of General
Practice, State and federal health departments and government policy, is needed to ensure adequate treatment and
positive outcomes.

■ Collection of a standard checklist and core information data

concerning physical health should be routine.39
basic physical medicine tasks.40
■ Refresher training should be regularly provided for psychiatrists
and key members of multidisciplinary community psychiatric
teams. This could encompass elements of detection,
management and preventive counselling.
■ Specific interdisciplinary teams with broad medical and
psychiatric expertise and training should be created. These could
serve in enhanced models of shared care.
■ Formalised programs to address training and other issues should
be set up at a state or regional level. These could be modelled on,
for example, the MH-OAT program in New South Wales,41 or the
educational tools being developed by the Alliance of NSW
Divisions of General Practice in collaboration with NSW Health.

Acknowledgements
Thanks to Shelda Alcock and Eleanor Page for their help in preparing this manuscript.

Competing interests

Sundram (page S71).36 Together, these lifestyle factors
increase the risk or severity of medical conditions, particularly the development of metabolic syndrome X (obesity,
insulin resistance, dyslipidaemia, impaired glucose tolerance
and hypertension).19
Barriers to detection and treatment of medical
comorbidity

Despite the high comorbidity and mortality rates in people
with serious mental illness, there are significant barriers to
the early detection and treatment of physical comorbidity.
One patient’s family described the difficulty of accessing
adequate care as “falling between the cracks”.
Barriers to effective physical healthcare for mentally ill
patients include patient-related elements, the nature of the
illness, the medical system and available resources, and the
attitudes of medical practitioners themselves (Box 2). In
community-based models of psychiatric care, as practised in
Australia, it is reasonable to suggest that all members of
multidisciplinary teams should receive support and training
in the management of physical comorbidity, as they play a
major role in influencing patients’ day-to-day functioning
and behaviour. Strategies that may help improve outcomes
for mentally ill patients with physical comorbidity are outlined in Box 3.
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