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Abstract

In this study, we researched the association between the schizophrenia and physical illness in
Egyptian schizophrenic patients, Ain-Shams University Hospitals. A comparison was done
between 200 random schizophrenic patients according to ICD 10 criteria (study or main group
from Institute of Psychiatry) and control group I, 25 patients (medical group with chronic
physical illnesses from internal medicine Department). Then we did comparison again
between the main group and control group II, 25 patients (Dermatological group with chronic
psoriasis from Dermatology Department). Control groups were assisted clinically by using
General Health Questionnaire (GHQ) to exclude any psychiatric disorders. Schizophrenic
patients who had associated physical illness represented®91 patients (45.5%), with mean age
34.8 £9.96 years, showed significant difference regarding patients without associated physical
illness 109 patients (54.5%), with mean age 30.08 +8.1 years (P<0.01). Also there was
significant difference regarding severity of condition (P<0.001), positive family history
(P<0.001), and smoking habits P<0.05, with older patients presentation. The paranoid subtype
predominated to 27 patients (29.68%) and the least the catatonic schizophrenic patients
5(5.49%). Hypertension predominated (52.9%) among cardiovascular disorders (17 patients
of physical illness), with paranoid subtype more be affected (41.2). Comparison between
schizophrenic patients with physical illnesses, control groups I, 25 (100%) and II, 11(44%)
patients showed significant difference regarding presence of physical illness (P<0.01), non-
marital state (P<0.001), site of interview (inpatient) (P<0.001) and smoking habit (P <0.05).

Most of physical illnesses diagnosed for the first time in schizophrenic patients were 55% and
26% chronic unknown (missed diagnosed) and 19% chronic known to the patient. Control
group I maximum percent was in chronic known to the patient 60%, while newly diagnosed
was 24% and 16% chronic unknown. Also control group II newly diagnosed represented
24%, chronic known 12% and chronic unknown 8%. Follow up 3 and 6 months later was
done after proper treatment and physical examination with using Brief Psychiatric Rating
Scale (BPRS), showed high significant improvement of psychiatric and physical condition
according to the base line examination. It is concluded that (1) there was high percent of
physical illnesses in schizophrenic patients (45.5%) with paranoid subtype pr.edomlpance
(29.68%). (2) Significant improvement of schizophrenic condition after proper 41agno§1s gnd
treatment of physical illnesses. (3) Routine physical examination and }abqratory investigation
are primary to all mental diseases at the beginning of psychiatric examination and repeatedly.
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Introduction

Schizophrenia is a heavily biological and Weinberger, 1990). Researchers
determined  psychiatric  disorder with speculated  about  the existence of
evidence of major genetic component in its relationship between physical dlsease_apd
transmission (Freedman et al., 1990; Hyde schizophrenia, with increased morbidity
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and mortality (Lipper & Werman,

1979;Josiassen &  Schindler, 1996).
Schizophrenics may be at increased risk for
breast cancer, respiratory and

cardiovascular diseases, but at reduced risk
for developing rheumatoid arthritis or lung
cancer in particular (Harris 1988).

The chronically ill, the aged and alcoholic
contributed to most of the excess death
among schizophrenics. Smoking habits may
be mediating factor between physical
disorders and schizophrenia, such as
cerebral trauma, epilepsy and Parkinsonism
(Fink, 1990). The symptoms of
schizophrenia may reduce the patient’s
capacity to recognize or articulate emerging
on consulting for medical illnesses
(Viewieg et al., 1995). Also such patients
may be treated with sub-therapeutic doses
of antidepressants or antipsychotics leading
to greater duration of physical symptoms
(Honig et al., 1989).

Psychiatrists often don’t do or loses their
skills of performing complete physical
examination (Pa Herson, 1978). Also,
reduced recognition of presence of somatic
symptoms contributed to poor prognosis
(Honig et al, 1989). Others refer their
patients for physical examination without
an idea of the medical practitioner why he
is seeing the patient. There are sometimes
positive findings with routine laboratory
(Pa Herson, 1978) or
electroencephalography screening, although
there is no short test to be reasonable
knowledge for physical illness.

In this study we screened a group of chronic
schizophrenic patients for the possibility of
presence of physical illness in relation to
control groups. Notice the effect of
presence of physical illnesses and its
management on the course of psychiatric
state.
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Subjects and Methods

Random patients were collected for this
study from Ain-Shams University

Hospitals Departments in and outpatient
clinics,

The patients were 200 schizophrenic
patients with mean age 32.22 + 9.29
years from Institute of psychiatry,
control group I 25, mean age 35.23
+10.64 years, suffering from chronic
physical  illnesses from Internal
Medicine Department and control group
I 25, mean age 32.28+ 9.45 years, from
Dermatology Department with chronic
psoriasis, as skin disease is the most be
associated with psychiatric disorders.

Comparison between schizophrenic patients
and control group I was done, then between
schizophrenic patients again and control
group II, for matching and studying the
differences and characteristics between
them after proper management.

Methods:

The schizophrenic group was diagnosed as
schizophrenia and its subtypes according to
criteria of ICD 10 and their severity was
evaluated by using BPRS (Overall &

Gorham, 1962). Patients excluded,
included significant organic brain disease,
acute  psychiatric episodes, mentally

retarded, and drug abusers. Examination
was also fulfilled with exclusion of history
of premorbid physical or social disturbance
immediately prior to the onset of
schizophrenia, presence of physical illness
which don’t have exacerbation, remission
course, ‘due to use of psychotropics or
resolved with specific  treatment of
schizophrenia (Hall et al., 1980).
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GHQ (Goldberg and Williams, 1988;
Okasha et al, 1988) are given to the
members of the two control groups to
exclude any psychiatric problem especially
schizophrenia The results were negative,
the cut off points are > 8.

Full physical history for all systems and
full examination to all patient groups were
done.  Ophthalmic examination with
correction of refractive errors, audiometry
and auroscopic examination if needed.

Laboratory and radiological assessment
included full blood picture, erythrocyte
sedimentation rate, folate and vitamin B12
levels in blood, urine and stool analysis for
two specimens, occult blood, culture if
needed, tuberculin skin test, VDRL and
ELISA for AIDS, HBs Ag., sputum
analysis with culture if needed, cholesterol,
triglycerides, uric acid and sugar levels in
the blood. Urine and blood toxicology
screen, kidney-liver-respiratory-thyroid
function tests, x-ray chest. Specific
investigations were done if needed as CAT
scan, MRI, lumbar puncture, specific x-
rays, ultrasound, hormonal and
immunological assessment as RW, ANA,
anti nDNA, Sm antibodies.

Physical diseases were classified according
to a) Non compensating (severe) others
compensating (moderate) or early mild
disease (mild) -b) chronic unknown (being
missed) or chronic known disease to the
patient and newly diagnosed. Follow up
prior to discharge for inpatient and one
month after treatment for outpatients. Re-
evaluation of the diagnosis and effect of
treatment three and six months later for all
groups through rating severity BPRS, GHQ
and physical examination guided by
investigations if needed.
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Results

When matching group ages, it was found
out, non significant difference between
study and control groups (P>0.05), it was
peaking in schizophrenic group at 18-30
years (47%), while in control groups at ages
between 31-40 years, control 132% and IT
44%(Table, 1).

Comparison between
control groups regarding to
socioidemographic data showed non
significant difference in gender with male
predominance (P>0.05). There is high rate
of non-married either single or divorced in
the study group (84.5%), but control groups
showed higher marital status (68%, 48%)
(P<0.001). Regarding to site of interview of
patients there is high significant difference
in inpatients (80%) of the study group and
outpatient of control groups (64%, 92%)
respectively (P<0.001). .Habits of smoking
represented 77.5% of study group and 22%,
56% of control groups respectively with
significant difference (P<0.001). There is
non-significant difference  regarding
education and economic levels with middle

classes more representative among all
groups (P>0.05). (Table, 2).

Careful physical examination is done for all
patients with laboratory investigations
which reveal that 91 patients (45.5%) of
main group having associated physical
illnesses significancantly when compared to
control group I (100%) and control group II
(44%) (P<0.001) (Table, 3).

Comparison between schizophrenic patients
with and without physical illnesses
regarding to socioidemographic data
showed that there is non significant
difference in gender, marital status, site of
interview, education and economic levels
(P>0.05), except age there is high

study group and
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significant difference (P<0.001) (Table, 4).
The schizophrenic patients with physical
illnesses are more older with paranoid
subtype predominance, also having a severe
condition (P<0.001) with positive family
history P<0.001 and smoking, significantly
(P<0.05). As regards duration of illness
showed non significant difference between
schizophrenics with and without physical
illness (P>0.05) (Table, 5).

Evaluation of physical illnesses in groups
presentation showed that the most
prevalence disorder is cardiovascular
system (18.7%, 32%, 12%) respectively
with moderate severity predominance in
main and control group I (45%, 24%)
respectively but control group I mild
severity predominated (48%). Most of
physical illnesses diagnosed for the first
time in schizophrenic group is 55% with
equal percentage in control groups 24%.

Chronic  unknown (missed illnesses)
represented also a high frequency in
schizophrenic patients 26% and 16%, 8% of
control groups respectively. Chronic known
diseases were represented in a high

Table (1): Age Dlstrlbutlon of schlzophremc group and control groups.

| Vnables

Schlzophremc '

' Contol Group

Current Psychiatry

percentage only in control group I(60%)
(Table, 6). Hypertension is high in
schizophrenic ~ patients (52.9%) with
paranoid  subtype predominance in
cardiovascular disorders, which showed
higher percentage of newly diagnosed
disorder followed by chronic known. The
next disease is tuberculosis in respiratory
(30.8%), followed Dby seizures in
neurological (27.3%), diabetes mellitus in
endocrine (50%), Acne vulgaris, tinea and
scabies in skin (each 20%), urinary tract
infection in urogenital (33.3%), peptic ulcer

in digestive disorders (37.5%)(Table, 7-8-
9).

Follow up of all groups at presentation and
3,6 months later showed high significant
difference  (P<0.001), which reflected
marked improvement of both physical and
psychiatric conditions. Severe cases were
improved in physical condition from 21 to 2
patients and in psychiatric condition, 40 to
5 patients only. Also control groups gained
complete recovery in 16 and 5 patients
respectively (Table, 10-11-12).

“Control Group II

N 200 N25 N 25
Age No % No % No %
94 47 8 32 10 40
70 35 8 32 11 44
28 14 5 20 4 16
4 4 10 - 0
Mean = SD 32.22+9.29 35.23 £10.64

170




Vol. 7 No 2 July 2000

Current Psychiatry

Table (2): Comparison between the study group and control groups. (Socioidemographic

data

Variables Control Control Analys1s
Group Group 1 Group II
N 200 n 25 n 25
No | % No | % | No % X2 | DF P
Gender ‘
Male 134 | 67 17 68 | 14 56 2287 | 2 0.318 |
female 66 | 33 8 32 11 | 44 NS |
Marital Status
Single 109 | 545 2 8 6 24 4232 | 8 | 0.0000 |
Married 60 | 30.0 17 68 | 12 48 VHS |
Divorced 18 9.0 0 0 2 8
Separated 6 3.0 4 16 4 16
Widow 7 3.5 2 8 1 4
Education Level !
Illiterate 34 | 17.0 8 32 4 16 1042 | 8 0.236 |
Primary 29 | 145 1 4 3 12 NS |
Preparatory 38 19 4 16 2 8
Secondary 48 | 24.0 8 32 7 28
University 51 | 25.5 4 16 9 36
Economic Level
Low 19 9.5 0 0 1 4 3.33 4 0.538
Middle 123 | 61.5 19 76 | 18 72 NS
High 58 29 6 24 6 24
Site Interview
In patient 156 | 78 9 36 2 8 66.92 | 4 | 0.0000
Out patient 40 20 16 64 [ 23 92 VHS
Emergency room 4 2.0 0 0 0 0
Habits
(Smoking)
Positive

Comparison between schizophrenic and control groups for presence of
physical illness.

" Variables Schizophrenic | Control Group I Control Group II
n 200 n 25 n 25
frequency | % | frequency | % | frequency %
With physical illness 91 45.5 23 100 11 44
Without physical 109 54.5 0 14
illness

Chi square 31.184
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Table (4): Comparison between schizophrenic with and without physical illness
‘Schizophrenic |  Analysis

with physical without
illness physical illness

N=91 N=109
Age Mean + SD. 34.8 £9.96 30.08 £ 8.1 T 3.66 HS
No % No % X2 DF

Gender
Male 58 76
Female 33 33
Marital Status
Single 42
Married 31
Divorced 11
Separated
Widow

Education Level
Illiterate

Primary

Preparatory
Secondary
University

Economic Level
Low
Middle
High
Site Interview

In patient
Out patient
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Table (5): Comparison between schizophrenic with physical illness and without physical
illness

Schizophrenic Schi ]
with physical without physical Analysis

illness n=91 illness n =109
Frequency % Frequency | % DF

Schizophrenic
subtypes
Undifferentiated
Hebephrenic
Paranoid
Residual

Simple
Catatonic

Severity of
schizophrenia
Mild
Moderate
Severe

Duration of illness
From 2-6 years
From 6-12 years
More than 12 years.

Family history of
illness

Positive

Negative

Habits (Smoking)
Positive
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Freq
uenc

y

%

Frequency

Y%

Frequency

%

1-Cardiovascular 17 18.7 8 32 3 12 |
2-Respiratory 13 14.3 2 8 2 8
3-Neurology 11 12.1 4 12 0 0
4-Endocrine 10 10.9 3 16 t 4
5-Skin 10 10.9 - - - -
6-Uro-genital 9 9.9 1 4 1 4
7-Digestive 8 8.8 3 12 2 8
8-Miscellaneous Disease 13 14.3 4 16 2 8
Total 91 45.5 25 100 11 44
Combined Cases
included in the above:
System 1+7+8 1 1 1
System 1+6+8 1 1 0
System 2+4+8 2 1 0
System 1+4 2 1 0
Total 8 4 1

Illness criteria

Moderate (compensating)

3- chronic Known

174

Severe(non-compensating) | 21 23 6 24 1 4
Timing of Diagnosis

1-Newly diagnosed 50 55 6 24 6 24
2- chronic Unknown 24 26 4 16 2 8
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Table (7): Distribution of physical illnesses according to bodily systems in the study

group (no. 91)

System ness Frequency % otal
Cardiovascular Hypertension 9 52.9 17
System Angina pectoris 2 11.8

Arrhythmia 2 11.8
Congestive Heart Failure 1 59
Myocardial Infarction 2 11.8
Deep Venous Thrombosis 1 5.9
Respiratory System Tuberculosis 4 30.8 13
Bronchitis 3 23
Bronchial Asthma 1 7.7
Emphysema 2 15.4
Pneumonia 2 154
Cancer Lung 1 7.7
Neurological System Seizure Disorder 3 27.3 11
Migraine 2 18.1
Parkinson 2 18.1
Sciatica 1 9.2
Degenerative Disc Lesion 2 18.1
Carpal Tunnel Syndrome 1 9.2
Endocrine System D. M. 5 50 10
Thyrotoxicosis 1 10
Morbid Obesity 1 10
Hypothyroidism 3 30
Skin Acne Vulgaris 2 20 10
Tinea 2 20
Eczema 1 10
Leucoderma 1 10
Psoriasis 1 10
Scabies 2 20
Dermatitis 1 10
Urological 7 Genital U.T.L 3 333 9
C.R.F. 1 11.1
Renal Calculi 2 223
Cancer Bladder 1 11.1
Dysmenorrhea 1 11.1
Cystic Ovary 1 11.1
Digestive system Peptic Ulcer 3 37.5 8
Hepatitis 1 12.5
Liver Cell Failure 1 12.5
Colitis 3 37.5
Miscellaneous Anaemia 4 30.8 13
Osteoarthritis 1 1.1
Cataract 1 7.7
Glaucoma 1 7.7
Otitis media 1 7.7
Hearing Loss 2 15.4
Hernia 2 15.4
Dental abscess 1 7.7

Dental caries

175

Included in
combined disease



Vol. 7 No 2 July 2000 Current Psychiatry

Table (8): Distribution of physical illness, which affected bodily system on schizophrenic

Endo. Urog. | Neur.
2 2 4
1

Resid.

Simp.

Catato.

Table (9): Distribution of physical illness, which is concomitant to schizophrenic group
according to timing of diagnosis

System chronic chronic Newly Diagnosed Total
Known unknown

Cardiovascular 6 3 8 17
Respiratory 3 3 7 13
Neurological 4 2 5 11
Endocrine 2 6 2 10
Skin 1 4 5 10
Uro/genital 1 - 8 9
Digestive - 2 6 8
Miscellaneous - 4 9 13
Total 17 24 50 91

Table (10): Changes in physical condition after follow-up I and 11

Schizophrenia Control group I Control group 1I
Base | F1 F1I Base | F1 FII Base F1 | FII
Line Line Line
No physical 109 | 109 109 0 17 16 14 15 19
Mild 29 60 77 12 7 6 4 4 4
Moderate 41 29 12 7 1 3 6 4 1
Severe 21 2 2 6 0 0 1 2 1
Chi square 32.619 DF=9 P 0.0001 HS.
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oroup using BPRS

Severe

Freq.

%

Fregq. %

Base line

43

47.2

40 44

Follow up 1

34

36.3

11

| Follow up II

27 29.6 5 55 |

Table (12): Changes in psychiatric condition and severity of schizophrenia subtypes
after follow up I and II using BPRS

Variables Base line Follow-up 1 Follow-up 11
Mi | Moder. | Sever. | Mil Moder. | Sever. | Mil | Moder. | Sever.
d d d
Undifferenti 3 5 13 11 8 2 16 5 0
ated
Hebephreni 1 13 1 9 6 0 9 6 0
c
Paranoid 1 10 16 7 14 6 16 8 3
Residual 2 3 12 2 0 12 2 0
Simple 1 5 3 5 2 2 3 5 1
Catatonic 0 4 2 2 1 3 1 |
Total 8 43 40 46 34 11 59 27 5
Chi square 43.235 DF 5 P 0.000 VHS

Discussion

The schizophrenic patients mean age is
32.22 19.29 years, peaking at twenties (10-
30 years) with males females ratio 2:1
(67%: 33%) while those with physical
illness were older (mean age 34.8 £9.69
years) peaked at thirties with male female
ratio also 2:1 (63.7%: 36.3%). This isin
accordance to (Eastwood, 1975); (Korongi,
1979); (Sartorius et al. 1986); Harris,
(1988); (Fink, 1990) and (Davis, 1994
)who stated that schizophrenia started at an
early age with male predominance and
patients with physical illnesses were older
and peaked at thirties. Controversy (Adler,
1972); (Koranyi, 1972, 1979) and (Muller,
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1991) suggested that female schizophrenics
are more susceptible to physical illnesses
more than males.

Patients with physical illnesses represented
45.5% of schizophrenic patients, while
control groups were 100% and 44% with
mean age of 34.84+9.96,35.23 £10.64 and
33.09 +9.68 years respectively. The control
groups with physical illnesses peaked at
thirties with male predominance as in
schizophrenic patients and control group II
represented nearly the same percent of
schizophrenic  patients with physical
illnesses of 44%.
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(Haridge, 1960) (Koranyi, 1979) (Lipper
and Worman, 1979); (Hall, 1980 and
Bunce et al, 1982) stated that
schizophrenics  with physical illnesses
represented 50% of schizophrenic patients
(Summers et al, 1981 )who stated a
percent of 42.7%. Which are nearly equal to
our result of 45.5%. (Lipper and Worman,
1979) stated also that young patients with
chronicity were more affected which is in
accordance to our results. On the other
hand, (Maquire and Granville Grossman,
1968) stated that schizophrenic patients
with physical illnesses represented 67% of
schizophrenic patients, which is more than
our results.

The high numbers of singles and non-
married in schizophrenics (84.5%) than
control groups because this illness causes
financial and social disability while control
groups are having more stabilized life.
Schizophrenic patients admitted in the
hospital for treatment represented 80% of
them, in contrast, control groups who
received treatment were more in the
outpatient's Clinics, except in serious
condition.  This is because rejection of
medication in  schizophrenic patients
accounts for one third of rehospitalization
among schizophrenic individuals (Weiden,
1994). Also three-fold increase in risk of
relapse was seen in individuals who remain
on outpatient medication (Gilbert et al.,
1995)

In this work schizophrenics with physical
illnesses have high percent of positive
family history (37.36%) than
schizophrenics without physical illness and
control groups which is in agreement with
previous researchers (Freedman et a.,
1990; Hyde and Weinberger, 1990).
Controversially, North, 1989 stated that
family interaction does not appear to play a
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role in the development of schizophrenia.
Also, Schlaff, 1993 suggested that
schizophrenia with physical illnesses were
at lower risk among biological relatives of
schizophrenics than was found in the earlier
studies.

The smokers represented a high percent of
schizophrenic  patients (80.2%) with
physical illnesses, which is in accordance
with Goff et al., 1992. Nicotine increases
the release of dopamine from nuclear
accumbens, which has a beneficial effect on
the negative symptoms of schizophrenia
(Andreasen and Flaum, 1991) as apathy,
lack of motivation through increased
reward system activity. The paranoid
subtype is more presentable either from
positive family history or smoking habits
with increased percent of physical illness
(29.68%), especially  cardiovascular
affection which is in accordance with
Baldwin, 1979.

Lack of early proper physical diagnosis of
schizophrenic patients explains the high
percentage of newly diagnosed patients of
55% more than both control groups (24%
each) and of chronic unknown to 26%,
16%, 8% respectively. This percent is more
than that of Regire et al. (1985) who stated
that 30% had a comorbid psychiatric
disorder and 9% had some functional
impairment were secking the attention of
primary care physical illness. Summers et
al. (1981) stated that 611 physical findings
led to unsuspected (new) physical illness of
65% of patients, each patient averaged .
5.3% new findings and 2.8%
chronicfindings, which is more than our
results. The presence of physical illness in
association with schizophrenics leads to
poor outcome of the state and causing
serious complication (Honing et al., 1992).
Failure of discovery of physical illness in
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schizophrenia may be due to that mental
disorders are noted by friends, relatives
(Andreasen and Flaum, 1991) which is the
same as in case of physical disorders that
the patient was in need of medical attention.
Schizophrenics positive symptoms (Mc
Glashan and Fenton, 1992), as delusion,
command hallucination deficit processing
of sensory information may not cooperate
adequate physical examination or diagnosis
(Adler, 1972). Many diseases appear to be
masqueraded by symptoms common to both
physical and mental state as weakness,
fatigue, loose motion, epigastric discomfort,
flatulence, anorexia, shortness of breath,
tachycardia, tremors, dizziness, poor
concentration and depression. These
symptoms may be improved by
improvement of mental condition. Altered
mood or delusion can occur without
physical sign of disease like vit. B
deficiency or cerebral mass lesion
(Baldwin, 1979; Fink, 1990 and Honing et
al., 1992). Also, lack of psychiatrist skills
due to insufficient physical training may be
a factor (Paherson, 1978; Honig et al.,
1989).

Cardiovascular system  involvement
represented 18.7% (17 patients) of physical
illnesses which is more than that of
Magquire and Granville-Grossman, (1968),
who reported a percent of 13.4% (9 out of
67 patients). Hypertension represented in
52.9% (9 out of 17 patients), angina,
arrhythmias and myocardial infarction, each
were 11.8%, congestive heart failure and
deep venous thrombosis, each were 5.9% of
cardiovascular  disorders. Most studies
reported that cardiovascular disorders is the

first cause of death in schizophrenics
especially ischaemic  heart  disease
(Hoffman and Koron, 1984). This is

because of common risk factors especially
to outpatient clinics such as smoking,
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increased stresses of waste time, high
expressed emotion (EE) and obesity
(Elamin et al, 1997). Drug factor as
clozapine produces tachycardia, postural
hypotension  and arrhythmias, while
phenothiazine produces electro-
cardiographic (ECG) changes as T wave
abnormalities, = S-T  depression, QT
prolongation and left BBB (Martinez et al.,
1994). Anticholinergic drugs should be
used with caution also because of
tachycardia, which has been reported with
benztropine and benhexol (Stephen Bazire,
1998).

Chest diseases represented 14.3% of

physical illnesses, which is more than

control groups (each 8%). Tuberculosis

represented  30.8% of chest diseases and

improved by treatment, although it accounts

for the first cause of deaths in mental

hospitals previously (Baldwin, 1979). This

may be due to excessive smoking,

decreased immunity and negligence of rules

of self-hygiene. Patients presented by

pneumonia were 15.4% of chest diseases

and improved, while high mortality rate

have been reported with pneumonia and

asphyxiation previously (Hall, 1980).

Cancer lung represented 7.7% (one patient)

among chest diseases and 0.5% among

schizophrenic patients. Mortenson, 1994

stated that bronchogenic carcinoma is 10

times more common in cigarette smoking of
high tar cigarettes, although the percent of
deaths was not significantly different in
schizophrenic patients from that of general

population. This may be contributed to

cigarette smoking or pharmacological
evidences. The highest concentration of
phenothiazines in the body occurs in the .
lungs which clearly raising the possibilities
that medication may be a significant factor.

(Gulbinate et al., 1992; Harrison and
Maquire, 1994).
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Neurological disorders represented 12% (11
patients) of physical disorders while
patients with seizure concluded 27.3% (3
patients of neurological  disorders).
Baldwin, 1979 reported that there is
significant relative risk of major epilepsy
following  paranoid schizophrenia or
preceding it. Others stated that epilepsy and
schizophrenia  are  antagonistic  like
psychosis  following epilepsy. There is
hypothesized theory stated that disturbance
in epileptic renders them less prone than the
normal population to schizophrenia and
schizophrenia is less liable than the normal
subject to develop epilepsy (Mendez et al.,
1993). 1t is suggested that schizophrenic
patients are more liable to develop epilepsy,
especially temporal lobe type as it mostly
be associated, and temporal discharge is of
much indication to possible psychiatric
symptoms. Also, schizophrenic patients are
at increased risk to head trauma or birth
trauma besides that anti-psychotic drugs
makes patients at increased risk to epilepsy
as one of their side effects.
Chloropromazine, thioridezine, clozapine
and haloperidol, causes lower brain
threshold, clozapine can cause seizure and
the risk is rising steeply at doses above 600
mg/d. Loxapine can cause convulsion even
at normal doses (Stephen Bazire, 1998), so
it seems that the relationship between
epilepsy and mental disorders is complex.
Parkinsonism is the second neurological
disease (18.1%) of neurological disorders as
a side effect of anti-psychotic drugs,
occurring in the course of long standing
treatment.

Diabetes mellitus represented 50% of 10
patients, it may be due to obesity as a result
of bad habits in eating and self-health
negligence or as side effect of clozapine
because it causes obesity (Stephen Bazire,
1998). There is a reported case of
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hyperglycemia-required insulin, and
resolved on clozapine withdrawal has been
mentioned.

Skin diseases represented 10.9% of physical
disorders e.g. (eczema,tinea, scabies and
dermatitis), which may be due to self
negligence body care, bad health habits,
disturbed  behaviours and also the
malodorous dirty patients discourage close
careful examination by some doctors.

Urinary tract infection represented 33.3% (3
out of 9 patients) of urogenital disorders,
this is because of self-negligence of care
and bad health habits with decreased
immunity. Cancer bladder represented
11.1%(one patient) of this disorder,
although cancer mortality among paranoid
schizophrenic patients aged range from 50-
60 years is to be 3-4 times greater than
general  population rates which s
diminished with inpatient paranoid for long
time. Reduction in risk for gastrointestinal
cancer, prostate and bladder when
computed as percentage of deaths, were less
than pancreatic carcinoma where the
reported failed to find any correlation
(Ehrentheli, 1957 and Gulbinate et al.,
1992).

Schizophrenic patients with peptic ulcer
were 37.5% (3 out of 8 patients) of
digestive disorders and of 1.5% of the
schizophrenic patients. This is according to
that of Ehrentheli, 1957 who stated a
percent of 2.1% of schizophrenic patients,
while Baldwin, 1980 reported a non
significant decrease risk of gastric and
duodenal ulcer among schizophrenics. Two
patients have liver affection; one patient
(12.5%) of them suffered from
manifestations of hepatic cell failure and
the other with acute B virus. Psychotropic
drugs causing hepatic affection must be put
in mind, so raised transaminasees
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arereported with lexopine (Stephen Bazire,
1998). Also, phenothiazine causes
hepatolenticular cholestasis and suggestive
immunological liver damage up to coma
have been reported. Resperidone, increases
in liver diseases and the initial doses should
be halved in patients with liver disease
(Land and Salzman, 1994; Stephen Bazire,
1998).

Miscellaneous  diseases (13  patients)
included one case of osteoarthritis which
represented 7.7% of them and 0.5%of main
group. This is more than that reported by
(Baldwin, 1979 and 1980) who reported
one case among 2314 schizophrenic
patients (0.04%), this lower percent may be
due to increased prostaglandin synthesis in
schizophrenic patients which may play a
part in resisting inflammation and pain
(Harris, 1988). Iron deficiency anaemia
(hypochromic microcytic) present in 4
patients (30.8%) of miscellaneous diseases,
which 1is usually due to dietary factors.
Blood element changes have been
demonstrated in schizophrenic patients as a
result of side effects of psychotropics.
Eosinophilia ~ and  dramatic  raised
transaminases with clozapine (300-400) mg
/ day and normalized within 4-5 weeks of
drug stopping was noted. Also, leucopenia
with chlorpromazine and agranulocytosis
with clozapine have been demonstrated
(Kane, 1988, Land and Zalzman, 1994).

Improvement of physical condition of
schizophrenic patients is followed by
marked  improvement in psychiatric
condition. These changes occurred in all
schizophrenic subtypes especially paranoid.
This is in accordance with (Eastwood, 1972
and Vieweg et al 1995) who find such
correlation between severity of psychiatric
condition and the presence of physical
illness. So, treatment of physical conditions
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may be the first step toward successful
treatment of mental state significantly.

The psychiatrist must be aware by the
importance  of early detection and
recognition of physical illness among
schizophrenics.  Standardized medical
history and physical examination form is
important with doing regular review of
medical condition with proper laboratory
examination routinely. Maquire and
Granville-Grossman, 1968, found one third
of psychiatric inpatients have physical
disorder, which in half of cases had been
undiagnosed before admission. Also, a day
hospital survey as many as 50% of patients
were found to have physical disorders
(Burke, 1978). Thomas, 1979 found that
5% of 5,000-clinic patient presented by
some type of abnormal laboratory findings,
which may be raised as high as 10% or
even more. The screening tests are also
important for the detection of side effects of
any drug therapy, which is known today as
polypharmacy (Thomas, 1979).

In conclusion, it was found that: [1] 45.5%
of schizophrenic patients have significant
physical illnesses with predominating
cardiovascular disorders (18.7%). [2] The
most affected subtype is paranoid (30%)
and the least catatonic (5.5%). [3] Most of
physical diseases were rated, as of severe,
moderate degrees, while control groups
were mild. [4] Marked improvement of
psychiatric condition with improvement of
physical illness when using BPRS. [5]

Physical examination and laboratory
investigation are essential in mental
diseases routinely.
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