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Physical Illness and Schizophrenia. By S. Leucht, T.

Burkard, J. H. Henderson, M. Maj and N. Sarotorius.

(Pp. 208 ; $58.00 ; ISBN 978-0-521-88264-4.) Cam-

bridge University Press : New York, 2007.

A person suffering from schizophrenia is often in

double jeopardy. While enduring the direct conse-

quences of this devastating mental disorder, the indi-

vidual with schizophrenia also has to bear a much

higher burden of physical disorders than others in the

general population. Stefan Leucht and colleagues

systematically catalogue in this book all the physical

co-morbidities that have been associated with schizo-

phrenia. This knowledge in itself is not new and over

the last 100+ years, numerous studies have docu-

mented this. However the major studies have typically

focused on the epidemiology of the co-morbidity,

and case reports discuss treatment of the co-morbid

conditions. Recently, the second-generation antipsy-

chotics have been associated with weight gain and the

metabolic syndrome, and a body of literature has

sprung up examining the increased risk for cardio-

vascular and metabolic disorders in schizophrenia.

There is, however, no single comprehensive work that

brings this vast literature together in one place, and

this book attempts to fill the void. As such, this is a

valuable addition to our libraries and can serve as

a quick reference to check-up on the co-occurrence

of a vast array of specific physical disorders with

schizophrenia. This exhaustive listing, however,

comes with a price, namely that the material presented

for most illness groups is limited, and there is typically

minimal discussion of the reasons for, and impli-

cations of the co-morbidity. Additionally, all co-

morbid conditions are treated alike, as if their medical

import is equal, which it is not. For example,

Borelliasis, ‘dental disease’ and ‘temporomandibular

joint disease’ get the same amount of space and dis-

cussion as autoimmune disorders, epilepsy and deaf-

ness. The reader will recognize that the latter disorders

have major aetio-pathological, treatment, and qual-

ity-of-life implications in schizophrenia, while the

former do not. Thus, to paraphrase a common cliché,

while thoroughly and precisely counting the trees,

the authors miss the landscape of the co-morbidity

forest. In fact, there are 84 small sections devoted

to individual disorders or groups of disorders!

Therefore, the reader is likely to get bogged downwith

the minutiae of various rates of this exhaustive listing

of disorders and possibly put away the book for

another day.

The best part of the book is the Preface (page ix),

introduction (pages 1–2), and the last 2 pages of

chapter 4 (Discussion). In these, the authors highlight

the sad fact that psychiatrists are reluctant to treat

physical illness and their medical skills become rusty

soon into their psychiatric practice. On the other hand

internists and medical specialists often fail to ad-

equately recognize mental disorders and when they

do, under-treat them. Integration of medical skills

into psychiatric practice and psychiatric skills into

medical practice is badly needed. The brief mention of

these deficiencies is insufficient given the paramount

importance of these issues and the overwhelming

costs of co-morbidity. The authors have simply missed

out on the opportunity to present the policies, pro-

cedures, educational needs, personnel, logistics, and

costs and benefits of integrated treatment models

as well as the current state-of-this-art, and to inform

the readers what works and what does not. While the

Preface mentions briefly what needs to be done, the

reader looking for a more thorough discussion in

subsequent chapters will be disappointed to find there

is none.

The methodology utilized in documenting the

various co-morbidities is an extensive literature search

resulting in more than 475 references. Sections 3.1 to

3.23 form the bulk of the book and list the results of

the literature search, with brief comments by the

authors. The sections on HIV, cancer, cardiovascular

disorders, diabetes, obstetric complications, rheuma-

toid arthritis and cancer are more thoroughly covered

and well referenced, with extensive tables. Disorders

with higher prevalence in schizophrenia seem to fall

into two categories – (1) those that could be attributed

to the lifestyle of persons with schizophrenia, for ex-

ample HIV, obstetric complications, obesity, cardio-

vascular disorders, diabetes and sleep disorders, and

(2) those that may have a subtle but more direct aetio-

pathological connection, for example neurodevelop-

mental abnormalities, autoimmune disorders, epi-

lepsy and hearing impairment. Interestingly, there are

a few disorders with a reported lower prevalence in

schizophrenia, such as rheumatoid arthritis, myas-

thenia gravis, certain cancers and pain syndromes. It is

not clear whether somehow the biology of schizo-

phrenia offers a protection against these disorders, or

that schizophrenia patients with these disorders seek

treatment less often and hence remain under-reported.
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Again this reviewer sincerely wished that these interest-

ing data were ploughed through more thoroughly and

their broader implications were presented.

The authors chose to exclude mortality studies and

iatrogenic conditions such as adverse effects of medi-

cation. This is quite disappointing. If colleagues in

medical specialities are to be impressed with the

seriousness of physical co-morbidity in schizophrenia,

it is by learning the high mortality rates. Likewise,

leaving out iatrogenic illnesses from the otherwise

exhaustive review misses another opportunity of in-

forming practitioners and policy makers of the very

conditions that are most preventable, since they are

caused by us. It is this reviewer’s impression that

our medical colleagues are more eager to learn about

co-morbidities that they can do something about,

than risk factors that are beyond the practitioner’s

immediate control. For example, it is more useful

to know of the risk of death from benzodiazepines

prescribed to a schizophrenia patient with co-morbid

sleep apnoea than it is to be aware of the rates

of chlamydiasis, Gilbert syndrome, urinary inconti-

nence, etc.

All in all, a quick and easy reference guide and a

good starting point for trainees and readers interested

in co-morbidity but one that does not fully address the

challenges of co-morbidity nor exploit the potential for

advancement of knowledge from its study.
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Multidimensional Outcomes in ‘Real World ’ Mental

Health Services. Follow-up Findings from the South

Verona Outcome Project. Edited by A. Lasalvia and

M. Ruggeri. Acta Psychiatrica Scandinavica Sup-

plementum no. 437, volume 116. Blackwell. 2007.

Evaluations of mental health care usually only assess

small groups of atypical patients, using a narrow

range of outcomes, and report short-term follow-up

findings. This remarkable collection of papers presents

evidence that is far more important and also far more

difficult to amass, namely data on the course and out-

come for a large-scale case-series of routine patients

from across a whole catchment area, who are followed

up for 6 years with the regular use of standardized

assessments scales. The results are intriguing.

While the wild fires of debate on hospital or com-

munity care continue to rage, Lasalvia, Ruggeri and

their colleagues from the South Verona team simply

present here a vast treasure chest of high-quality

information compressed into the six papers of this

Acta supplement. They show that the transformation

of their mental health service to a system that uses

relatively few beds has taken place progressively over

30 years, and depends upon a having many layers

of services available outside hospital, which over

time have substituted for the need to provide many

hospital beds. Their follow-up data over 6 years (still

medium term in the context of long-term disorders)

tend to reinforce the earlier findings of Ciompi and

Harding that outcomes for people with psychotic dis-

orders are better where there is a more complete

ascertainment of cases and with longer term tracking.

On the other hand, the results for people with de-

pression are less reassuring showing hybrid pictures

of an improving mental state but deterioration in

physical symptoms.

The authors’ assessment of routine needs assess-

ment is also novel and produces striking findings,

namely that what staff and what patients recognize as

unmet needs are in different domains. They interpret

these findings using the Camberwell Assessment

of Needs to mean that both points of view are

valid, although almost non-overlapping, and that

a treatment plan should recognize both perspectives,

for example through some form of negotiating pro-

cess.

They continue this theme by examining in detail the

satisfaction with services of the patients they treat.

They have a distinct advantage, because the Verona

Service Satisfaction Scale which they created is one of

the few to have been shown to be sensitive to change.

Again the results have important implications because

their services were rated highly for coordination and

for staff treatment and behaviour. However, patients

were less impressed by the physical layout of facilities,

the quality of information given to them, and the low

level of involvement for relatives and family members.

If a service wants to identify weaknesses and to im-

prove the quality of care that it offers, then information

like this is exactly what it needs.

Extending this theme, the authors examined the

characteristics of patients who expressed their views

by choosing to stop attending for treatment. A specific

paper on this patient group reveals that the most

common reason for discontinuing treatment was dis-

satisfaction with care, and that people who did this

rarely subsequently sought help from other agencies.

Therfore it seems that for people whose conditions are

not so severe that they repeatedly have to make con-

tact in times of crisis, then there is a substantial pro-

portion who find the care offered, on balance,

unacceptable and who rarely give services a second

chance to help. The responsibility to help then usually
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