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Schizophrenia - definition, dimensions and their consequences

Positive symptoms, such as delusions,  

thought disorder and hallucinations co-

-exist in differing proportions with negative 

symptoms, which include reduced volition 

(will-dependent action focused on goal-

-oriented activities) and emotionality, inclu-

ding autism, eventually reflected in reduced 

level of individual and social functioning. 

SchizoPhreniA
- DefiniTion, DiMenSionS AnD conSequenceS

Positive symptoms in schizophrenia:
Delusions, thought disorder and halluci-
nations 
Negative symptoms in schizophrenia: 
communicational dysfunction, reduced 
emotional expression, loss of interest 
in social interaction, loss of motivation, 
reduced capacity to experience pleasure 
(anhedonia), apathy

Schizophrenia is a mental disorder which can be defined as a clinical  
presentation or set of symptoms that usually exist together, but it is extremely 
difficult to formulate a clear and straightforward definition of it.  

These include dysfunctional communication, 

reduced emotional expression, loss of interest 

in social interaction, reduction or inability to 

experience pleasure, loss of motivation, an-

hedonia, apathy, and in extreme cases com-

plete lack of volition, known in psychopatho-

logy as avolition1. Negative symptoms more 

than positive symptoms are more responsi-

ble for reduced functioning2. A number of 

publications, as well as clinical observations 

point to a correlation between the increase 

in negative symptoms and their detrimental 

impact on the patients’ occupational and 

social functioning, as well as their ability to 

live independently3. These limitations are par-

tially due to reduced initiative and motivation 

disorders, and partially due to the chronic 

nature of the disease process and its mostly 

progressive character. 

Further difficulty in providing an unambi-

guous definition of the disease lies in the 

fact that these groups of symptoms present 

in differing degrees of severity and – impor-

tantly from a clinical point of view – also in 

differing proportions4. In some cases, posi-

tive symptoms come to the forefront, but it 

is often the case ( especially among patients 

with a longer history of the illness) that seve-

rely debilitating negative symptoms are do-

minant. 

Therapeutic interventions should therefo-

re be aimed at influencing both dimen-

sions of the disorder, comprising different 

elements of its clinical presentation. Acute 

and relatively quickly apparent positive symp-

toms can be quite effectively extinguished 

with antipsychotic medication. Polish practice 

at this stage of the treatment process inclu-

des the use of first- and second-generation 

antipsychotics, available in different formu-

lations – tablets, capsules, oral dispersible 

tablets, fast-acting intramuscular injections 

and depots. Clinical experience shows that - 

in terms of improving the mental condition 

– it is more difficult to achieve good results 

against negative symptoms. Improvement in 

executive functions after an acute psychotic 

episode is slower and patients often fail to 

return to pre-exacerbation levels. Epidemio-

logical data and clinical experience suggest 

that reducing the risk of relapse is an worth-

while objective aside from suppressing acute 

psychotic symptoms.

Diagnostics
 

To facilitate correct diagnostics, doctors 

throughout the world apply disease clas-

sifications – standardized criteria that enable 

them to post or rule out a diagnosis. Euro-

pean countries generally use the Internatio-

nal Classification of Diseases 10, while the 

U.S. uses the fourth amended edition of the 

Diagnostic and Statistical Manual of Mental 

Disorders. Both classifications complement 

each other, and small differences reflect the 

different approach to clinical concepts in 

psychiatry. Thanks to the progress of scien-
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Schizophrenia - definition, dimensions and their consequences

ICD-10 DSM-IV-TR

F 20.0 Paranoid schizophrenia 295.30 Paranoid type 

F 20.1 Hebephrenic schizophrenia 295.10 Disorganized type

F 20.2 Catatonic schizophrenia 295.20 Catatonic type

F 20.3 Undifferentiated schizophrenia 295.90 Undifferentiated type

F 20.5 Residual schizophrenia 295.60 Residual type

F 20.6 Simple schizophrenia 

F 20.8 Other schizophrenia 

tific research into the pathogenetic issues of 

mental diseases, these classifications are in a 

sense dynamic – subject to updates like the 

recently (May 2013) presented and imple-

mented  DSM-V5. Aside from their statistical 

value, the guidelines contained in these clas-

sifications enable the formulation of clinical 

conclusions and the planning of appropriate 

Diagnostic criteria for schizophrenia 

ICD-10 DSM-IV-TR

G1. Either at least one of the syndromes, symptoms and 

signs listed below under (1), or at least two of thesymp-

toms and signs listed under (2), should be present for 

most of the time during an episode of psychotic illness 

lasting for at least one month (or at some time during 

most of the days)

a. Thought echo, thought insertion or withdrawal, or 

thought broadcasting, 

b. Delusions of control, influence or passivity

c. Hallucinatory voices giving a running commentary 

on the patient's behaviour, or discussing him be-

tween themselves, or other types of hallucinatory 

voices coming from some part of the body

d. Persistent delusions of other kinds that are cultural-

ly inappropriate

e. Persistent hallucinations in any modality, when oc-

curring every day for at least one month, when ac-

companied by delusions

f. Neologisms, breaks or interpolations in the train of 

thought, resulting in incoherence

g. Catatonic behaviour

h. Negative symptoms

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 success-

fully treated):

1. Delusions

2. Hallucinations

3. Disorganized speech

4. Grossly disorganized or catatonic behaviour 

5. Negative symptoms

G2. 

1. Exclusion of manic and/or depressive episode,

2. The disorder is not attributable to organic brain 

disease (in the sense of F0), or to alcohol- or drug-

-related

3. Intoxication, dependence or withdrawal

B. Social/occupational dysfunction

C. Duration: Continuous signs of the disturbance persist 

for at least 6 months. This 6-month period must inclu-

de at least 1 month of symptoms (or less if successfully 

treated) that meet Criterion A (i.e., active-phase symp-

toms) and may include periods of prodromal (sympto-

matic of the onset) or residual symptom

D. Schizoaffective and Mood Disorder exclusion

E. Substance/general medical condition exclusion

F. Relationship to a Pervasive Developmental Disorde 

(delusions or hallucinations present for at least a month)

treatment, including  necessary rehabilitati-

ve interventions. This approach is particular-

ly important  in psychiatry, because mental 

disorders are some of the most chronic and 

debilitating diseases affecting the popula-

tion, as proven - among other sources – in 

subsequent replications of the Global Burden 

of Diseases study.

1.

2.

(Wciórka J., 2008, Wciórka J., Pużyński S. (red), 1988)6

(Wciórka J., 2008, Wciórka J., Pużyński S. (red), 1988)6

Types of schizophrenia
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TreATing
SchizoPhreniA

Treating schizophrenia
 

Treating a disorder with a complex presenta-

tion and broad impact on the lives of affec-

ted people requires a multi-dimensional ap-

proach – both in strictly medical interventions 

and in rehabilitative procedures. It should be 

considered that a medical intervention is de-

Treating schizophrenia requires 

a multidimensional approach 

– both strictly medical and 

rehabilitative.  

Poland’s current psychiatric treatment 
model is moving from care based on 
large, independent psychiatric hospitals 
to community-based psychiatric models. 

Patients can contact their psychiatrist in an 

outpatient mode, without prior referral from 

a primary healthcare doctor. There are cur-

rently 1 1358 mental health clinics, which in 

2012 conducted a total of 14 498 ‘first-time’ 

consultations which concluded in a schizoph-

renia diagnosis.

 

In emergency situations it is possible to ac-

cess psychiatric consultations in an admis-

sion room of a psychiatric or general hospital 

with a psychiatric ward. According to the IPiN 

Statistical Yearbook, in 2010 there were 53 

full-time psychiatric hospitals in Poland. Ho-

spitalizations can also be effected in a day-ca-

re system. Services provided by these types 

of wards in Poland are usually rehabilitative 

in character9. They are designed for patients 

who have achieved remission in outpatient or 

inpatient treatment, but still require intensive 

treatment interventions.

Available data points to the significant 

impact of social- and psychotherapeu-

tic interventions such as: social skills training, 

cognitive-behavioural therapy, cognitive and 

social-cognitive improvement training on cli-

nical outcomes10-14. Combination therapy is 

associated with improved compliance - less 

drug switching and/or fewer treatment di-

scontinuations, reduced risk of relapse, im-

proved introspection into the mental disorder 

(“awareness of being ill”) and – importantly 

– improved quality of life and better social 

functioning14.

fined as conducting diagnostics and sugge-

sting treatment in line with state of the art 

knowledge. In chronic diseases it is very im-

portant - sometimes crucial - how the medi-

cal services are provided and how accessible 

they are. Poland’s current psychiatric treat-

ment model is moving from Thornicroft’s first 

to second stage in the development of psy-

chiatry7. The first stage involved treatment in 

large, independent psychiatric hospitals, whi-

le stage two represents a community-based 

psychiatric model.

Psychopharmacotherapy

Psychopharmacology now enables a bro-

ad scope of influence on a dysfunctio-

nal central nervous system. Available means 

include drugs used since the middle of the 

previous century with proven efficacy and 

well understood scope of potential adverse 

effects. Their mechanism of action  has been 

proven and works by blocking dopamine re-

ceptors – mainly of the D2 class. Reducing 

the access of dopamine to its receptors is re-

sponsible for the antipsychotic action which 

reduces symptoms such as delusions and hal-

lucinations. The strength of antidopamineri-

gic action has become the criterion by which 

these drugs are classified as first generation 

antipsychotic drugs (LPIG). These drugs 
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Non-hospital community psychiatric care facilities in 1990 – 2007 (National Health Program) 

general psychiatric 

day wards

53 full-time psychiatric 

hospitals in Poland

265

53
24h

continue to be used in acute psychotic pro-

cesses, and in clinically warranted cases also 

in long-term treatment – mainly as injections.

Second generation antipsychotics are 

now most often used in the pharmacologi-

cal treatment of schizophrenia. Unlike classic 

(LPIG) drugs, their antidopaminergic action 

is weaker, and their main mechanism of ac-

tion is based on blocking serotonin signalling 

– primarily mediated by subclass 2A 5HT re-

ceptors. Despite differences in various repre-

sentatives of this group of medicines, it can 

be said that they are free from the consequ-

ences of excessively strong blocking of the 

dopaminergic system (i.e. iatrogenic Parkin-

sonism) which negatively affects patient-do-

ctor cooperation and reduces compliance, 

increasing the risk of relapse. Atypical drugs 

are usually better tolerated by patients, but 

even they bring delayed adverse effects. It 

is worth noting that injectable formulations 

of LPIIG are becoming more frequently used, 

mainly in non-compliant patients and/or pa-

tients with poor tolerance of first generation 

antipsychotics.

Technological progress in drugs and wi-

despread treatment access has resulted 

in efforts to systematize current psychophar-

macological knowledge.

Polish treatment protocols and recom-

mendations include guidelines for schizo-

phrenia treatment. They cover first and sub-

sequent episodes, maintenance treatment, 

drug switching and other detailed clinical 

situations15-17. These compilations are conti-

nuously updated based on new scientific fin-

dings and clinical practice data.

Available drugs

First-generation antipsychotics whose mechanism of action is based on 
blocking dopamine receptors, primarily of the D2 subclass.

Second-generation antipsychotics work by blocking serotonin signalling, 
mediated primarily by subclass 2A 5HT receptors.

Facilities 1990 r. 1995 r. 2000 r. 2005 r. 2007 r.

                                          Community care facilities

number of units 12 16 17 29 35

number of patients 1206 1941 1833 3988 5192

                                         Day wards

number of facilities 76 99 132 203 240

number of places 1948 2160 2823 4290 5257

                                          Hostels

number of facilities 7 9 7 12 12

daily average 
(patients)

61 77 45 152 210
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Prognosis

Observational studies in schizophrenia 

have shown that long-term remission 

of symptoms was achieved in 33% of pa-

tients, long-term high quality of life in 27%, 

and 13% of patients experienced long-term 

remission in general functioning19. Medium- 

and long-term cohort observations have 

shown that around 20% experienced com-

plete recovery, a total of 40% have regain a 

good level of social functioning and 16% of 

patients recovered in a later phase of treat-

ment20-24.

  
Cooperating with the 
patient - compliance

Failure to comply with doctors’ recommen-

dations is widespread – regardless of the 

medical area in question, it is believed that 

50% of patients fail to take their medications 

as prescribed25. In psychiatry, this has serious 

consequences – both in terms of the natural 

process of mental disorders and in economic 

terms. Effective pharmacotherapy reduces 

the frequency of long-term, costly hospitali-

zations while reducing the risk of stigmatiza-

tion and social exclusion. It has been shown 

that discontinuing antipsychotic treatment 

increases the probability of exacerbation of 

psychosis 3.5-fold26-27. For patients diagno-

sed with schizophrenia, the incidence of non-

-compliance is greater than in patients treated 

for somatic illnesses – the problem is wide-

spread at 20-90%28-30. A study of patients in 

their first psychotic episode showed that half 

of them were not sufficiently compliant or fa-

iled to comply within a year of starting tre-

atment31. Leucht showed that within 10 days 

as of hospital discharge, fewer than 25% of 

schizophrenia patients complied only partially, 

or did not comply at all, and this percentage 

grew to 50% within one year and 75% within 

two years of hospitalization32. Non-complian-

ce is also related to the type of institution pro-

viding care. Non-compliance is less frequent 

in hospital patients, and more frequent (up 

to 90%) in community therapy with limited 

medical supervision29. Available data points to 

the scale of the problem of limited complian-

ce which remains a challenge to the medical 

community.

National Program

Based on a number of legislations and ini-

tiatives of the European Union, as well as 

World Health Organization guidelines, on 28 

December 2010, the Prime Minister issued a 

regulation establishing the National Mental 

Non-compliance is widespread; it is believed that 50% of patients fail to take 

medication as instructed. This has serious consequences in psychiatry – both 

in terms of the process of mental disorders, and in economic terms. Effective 

pharmacotherapy reduces the frequency of long-term, costly hospitalizations 

while reducing the risk of stigmatization and social exclusion.

Health Program. This document outlined the 

directions of action, schedule, scope of respon-

sibilities and budget in order to “bring access to 

psychiatric care closer” to where patients and 

their families live. Based on the Program, local 

initiatives (similar to those in the majority of ad-

vanced countries) are developing a network of 

community support. This model has yet ano-

ther very important task in the social context 

– the ‘de-stigmatization’ of patients burdened 

by the schizophrenia experience. 

National Health Program passed  on 28 December 2010 
This document outlines the directions of action, schedule, scope of 
responsibilities and budget to “bring access to psychiatric care closer” 
to where patients and their families live.
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globAl
ePiDeMiology
of ShizoPhreniA

Our understanding of the epidemiology 

of schizophrenia has become much de-

eper over the last thirty years. During this time 

diagnostic criteria have become more preci-

se and attention has been turned to genetic 

factors and interactions of the genotype with 

environmental factors. 

The relatively stable incidence of 

schizophrenia, estimated at 

around 15 cases per 100 

000 persons per year 

supports the hypo-

thesis of the gene-

tic aetiology of the 

disease33. However 

a number of studies 

conducted in recent 

years confirms the influ-

ence of various factors on 

discrepancies in the incidence of 

psychoses; these factors include: urban 

or rural environment, resource levels and in-

tegration in local communities, and – proba-

bly of biggest importance – the percentage 

of immigrants in the studied population34-38. 

Results of the ÆSOP epidemiological study 

have shown that the incidence of all psychotic 

disorders is around 30/100 000 person-years. 

The decisive majority were non-affective psy-

choses which matched the definition of schi-

zophrenia. Unlike the generally accepted pro-

portion of incidence among men and women 

of 1.4:1.0, the authors estimated the disorder 

in question to be twice as likely in 

men33,39. 

The incidence rate is esti-

mated at 4.6/1000 (po-

int-based), 3.3/1000 

(periodically) and 

4.0/1000 (lifetime)33 

Poland is yet to con-

duct an epidemiologi-

cal study of schizophre-

nia. Data from statistical 

card registries in psychiatric 

care is published in the IPiN He-

althcare Organization Office Statistical 

Yearbooks in Warsaw. Individual psychotic 

disorder diagnosis rates per 100 000 inhabi-

tants in the 1997-2009 period derived from 

this data are presented in Table 140.

1 Year

15person

person

frequency of schizophrenia between men and women 
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Year

Hospitalizations Ambulatory care 

Total First Time Total First Time

F20 F21-29 F20 F21-29 F20 F21-29 F20 F21-29

2009 89,9 26,1 14,2 8,8 343,7 130,7 40,7 20

2008 86,6 28,4 13,7 9,3 333,8 144,2 38,2 23,1

2007 78,7 34,3 11,4 11,5 326,4 147,9 34,3 22,3

2006 80,8 35,7 12,6 12,8 313,7 148 37 25,2

2005 80,8 35,3 15,3 14,2 327,9 150,7 39,6 27

2004 81,6 34,8 16,1 14,2 331,7 160,9 38,8 28,9

2003 82,6 35 15,4 14,5 320 155,3 38,7 30,5

2002 83,2 34,9 15,1 14,4 303,4 153,5 34,6 26,7

2001 78,7 32,1 13,8 13,4 281,1 147 31,9 26,8

2000 80,8 31,3 14 12,8 270,3 137,1 29,7 24,8

1999 80,2 28,9 13,5 11,6 255,1 129,8 27,6 22,2

1998 80,5 27,7 11,9 10,8 246,5 121,7 23,5 21,8

1997 82,5 27,8 12,4 10,7 230,3 115,5 22 19,3 

Psychotic disorder hospitalization and ambulatory care rates in Poland (F20-29), 1997-200940.

Illus. 1. Full-time hospitalization rate in 1997 – 2009 (per 100 000 inhabitants)40

Illus. 2. Psychotic disorder ambulatory care rate in 1997 - 2009 (per 100 000 inhabitants)40

Illus. 3. First-time psychotic disorder ambulatory care rate in 1997 – 200940

The total rates of hospitalizations for 

schizophrenia (F20 according to ICD-10) 

and other psychotic disorders (F21-29 accor-

ding to ICD-10) in 1997 were, respectively 

82.5/100 000 and 27.8/100 000. This rate 

peaked for F20  (89.9/100 000) and bot-

tomed for F21-29 (26.1/100 000) in 2009. 

2007-2009 saw the strongest expression of 

the growth trend in stationary hospitaliza-

tion rates for schizophrenia and the stron-

gest decline in diagnoses of other F21-29 

psychotic disorders (Illus. 1)

The period under review revealed a si-

gnficant upward trend in ambulatory 

treatment following F20 diagnosis and a 

somewhat weaker, downward trend in am-

bulatory treatment following other F21-F29 

psychotic disorder diagnoses. (Illus. 2).

As far as first-time treatment in ambu-

latory care for F20-F29 is concerned, 

more dynamic changes were observed with 

a strong upward trend in the F20 schizoph-

renia rate (Illus. 3). 

This phenomenon has been analyzed as 

part of the assessment of the impact of 

Polish reimbursement policy on the psychotic 

disorder incidence index in the population. A 

clear association has been shown between 

the overdiagnosis of schizophrenia and limi-

tations in access to reimbursable 2nd gene-

ration drugs for patients with non-schizoph-

renia psychotic disorders41.

F 20

F21-29

F 20

F21-29

F 20

F21-29
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Co-morbidities are an important issue 

from the perspective of evaluating 

the costs of mental disorders. Schizoph-

renia – considered an indicator disease 

for the purpose of this paper – often 

co-exists with somatic diseases or other 

mental disorders. Psychiatric patients 

more often than the general population 

suffer from respiratory diseases - Chronic 

Obstructive Pulmonary Disease (COPD), 

hypothyroidism and HCV. Results of 

Brown’s study have shown that Standard 

Mortality Rates in schizophrenia patients 

are higher than in all causes of death 

analyzed by researchers, which included: 

cardiovascular diseases (SMR 2.58), respi-

ratory diseases (SMR 4.99), cancers (SMR 

1.49), digestive system diseases (SMR 

2.89)42. Results of the quoted mortality 

study confirm cancer incidence estima-

tes, whereby neoplastic processes of the 

throat, lung, large bowel and breast are 

more frequent in persons with diagnosed 

schizophrenia43. Crump has shown that 

men with schizophrenia died 15 and wo-

men 12 years earlier than representatives 

of the general population. Main causes 

of death included: ischemic heart disease 

and cancer. Schizophrenia patients were 

less likely than healthy persons to be dia-

gnosed early with ischemic heart disease 

(26.3% vs. 43.7%) and cancer (73.9% 

vs. 82.3%) which represents a challenge 

to public health specialists44. Around half 

of patients suffering from this psychosis 

are addicted to alcohol, nicotine or can-

nabinoids , with all the consequences 

– including somatic – of using psychoac-
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tive substances45. The frequency of nicotine 

addiction is three time higher in schizophrenia 

patients than in the general population, 88% 

and 25-30% respectively46. The problem of 

withdrawal treatment of psychiatric patients 

is a serious challenge not only to addiction 

therapists but also to the entire healthcare 

system, primarily due to frequent relapses of 

the indicator disease, poor compliance and 

limited availability of facilities specializing in 

patients burdened by this so-called “double 

diagnosis”.

Much data points to the co-existence of 

schizophrenia and diabetes and meta-

bolic syndrome. It is estimated that around 

15% of patients with this psychosis have 

diabetes compared to 6% in the general po-

pulation. The prevalence of diabetes in the 

families of psychiatric patients is also higher 

than the expected population average, which 

according to authors may point to a common 

pathomechanism47. However, research in this 

area has been inconclusive. Obesity is wide-

spread among schizophrenia patients. It has 

been shown that patients are 1.5 to 4.0 times 

more likely to be obese compared to the gene-

ral population, which constitutes yet another 

metabolic syndrome risk factor48,49. Obesity 

is conducive to the development of diabetes 

and constitutes a component of the metabolic 

syndrome, increasing the risk of cancer – pri-

mary liver cancer, colon and pancreas cancer, 

as well as breast and endometrium cancer in 

women, and liver cancer and bladder cancer 

in men50. The synergic pathogenic co-existen-

ce of several different disease risk factors is 

particularly important in psychiatric patients. 
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The above mentioned late diagnostic of so-

matic diseases, poor compliance and limited 

social functioning necessarily classify patients 

as a population at risk of higher morbidity. 

It seems necessary to implement solutions to 

counteract this phenomenon – both on the 

healthcare system level and in daily practice, 

by working to achieve better compliance and 

maintaining remission.

In more than 2/3 of schizophrenia patients, 

the cause of death is ischemic heart dise-

ase, compared to around 50% in the general 

population55. Important risk factors, many of 

which are interconnected, include: smoking, 

poor dietary habits, low physical activity, obe-

sity, relative poverty and inadequate quality 

of healthcare56,57. 

An analysis of 11-year Finnish registers has 

shown that mortality rates of schizoph-

renia patients who take antipsychotic medi-

cation are lower than those of persons not 

on treatment58.

Co-morbidities are one important aspect in estimating the costs 

associated with mental disorders. Schizophrenia – which for the 

purpose of this paper is considered an index disease – often co-exists  

with somatic illnesses.

Various data figures show that the risk of death in persons with diagnosed 

schizophrenia is 2-3 times higher than in the general population, and 

2/3 of deaths are due to natural reasons34.Causes of increased risk 

include higher suicide rate and the above mentioned risk of somatic co-

morbidities34, 42, 51-54.

of schizophrenia
patients have diabetes 

15%

x4
Up to 4 times more likely to be
obese than general population  

3x higher risk of death from cardiovascular disease 

3x higher risk of death from digestive system disease 

5x higher risk of death from cancer 



Schizophrenia cost Schizophrenia cost 

22
23

Schizophrenia related cost

Apart from the direct burden of disease 

experienced by patients with schizoph-

renia and their close friends and relatives, the 

disorder also creates significant financial cost 

to economy as a whole. Its largest component 

are indirect costs which can be mitigated by, 

among other ways, appropriate medical care. 

The analysis of the costs of schizophre-

nia and other diseases differentiates be-

tween direct and indirect costs. Direct costs 

include all expenses involved in the use of 

resources required to provide medical care, 

such as costs of hospitalization and ambu-

latory care, costs of drugs and others. A full 

analysis should also include indirect costs 

which affect the economy more broadly 

and are often difficult to define precise-

ly. One example can be the permanent or 

temporary inability to work due to disease, 

which reduces productivity and increases 

the disease-related burden to the economy.

Direct costs cover all expenses involved in the use of resources requires to provide medical 

care, such as costs of hospitalization and ambulatory care, cost of drugs, etc.

 

Indirect costs affect the economy more broadly and are often difficult to define precisely. One 

example can be the permanent or temporary inability to work due to disease, which reduces 

productivity and increases the disease-related burden to the economy

In 2010 Poland spent 7% of GDP (PLN 99 billion) on healthcare. Central Statistical 
Office – National Healthcare Spending 2010. It is estimated that psychiatric healthcare 
makes up 3.5% of this amount.

In 2011, Poland spent 6.9% of its Gross Do-

mestic Product (PLN 104 billion, including 

public and private funding) on healthcare, 

which is much less than the OECD average, 

and less than in Hungary, the Czech Repu-

blic or Slovakia59. Nearly 30% of this amount 

were private expenses. These figures do not 

specify the funding allocated to psychiatric 

healthcare. However, it is estimated that in 

Poland these expenses constitute 3.2% of 

public healthcare spending. In relation to di-

rect costs of treating just schizophrenia, de-

pending on the methodology of the study, 

the period of time in question and the gi-

ven country’s healthcare system, these costs 

amounted to between 1.9% of total health-

care spending in Belgium82, through 2.5% in 

the U.S.83 to 2.8% in Great Britain60. 

However, compared to other mental disor-

ders, the costs connected to schizophre-

SchizoPhreniA

coST
nia borne by the healthcare system are high 

due to long-term hospitalizations, which in 

Poland in 2011 amounted to 36.9 days and 

frequent re-hospitalizations62.  It is worth 

emphasizing that during the 8-year period 

of 2003-2011 the length of hospitalizations 

had shortened by just one day (from 37.9 to 

36.9 days), whereas the hospitalization rate 

grew from 4501/10 000 to 4887/10 000 ma-

inly due to schizophrenia63. A large number of 

chronically sick patients, often suffering co-

-morbidities, constitutes a serious burden to 

the healthcare system mainly because of the 

high rate of unemployment and pension be-

nefits, and social security support64.  People 

with schizophrenia face more difficulty acces-

sing jobs, partially due to the disease process, 

and partially due to the stigmatizing diagnosis 

of mental illness.. This pertains not only to the 

competitive job market, but also to jobs in sup-

ported employment enterprises. It is estimated 
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that in the EU, the most frequent cause of job 

loss (around 30%) are mental disorders, ahe-

ad of muscle and bone diseases (around 21%), 

cardiovascular diseases (around 11%) and can-

cer (around 10%). In 2010, mental disorders 

in Poland were the fourth reason (10.9%) of 

disability certification after cardiovascular dise-

ase (23.4%0, cancer (23.2%), and muscle and 

bone disease (12.0%)65. In terms of the length 

of sick leave, out of all employed in 2010, psy-

chiatric patients constituted the second (after 

cancer) group with absence duration longer 

than 16 days, compared to an average of 12 

days66. In 2010, expenses on job disability so-

cial insurance benefits constituted pensions 

(52.0% of total expenditures). The second 

position were expenses due to sick absence 

(39%), followed by social pensions (5.4%) and 

rehabilitation benefits (3,2 %)67. It should also 

be emphasized that in 2009, ranking among 

the largest sources of job disability-related 

expenses, schizophrenia generated 3.2% of all 

expenses and was the fourth disease-related 

cause of job disability, generating the highest 

expenditures on related benefits.

Schizophrenia can lead to “double” public expenditures: on one hand, poorly controlled 

schizophrenia means costly hospitalizations, creating a burden to the National Health Fund, 

and on the other hand burdens the public budget with disability benefit spending (ZUS) .

In 2009, ZUS job disability spending on patients with schizophrenia was double the amount 

spent by NHF on schizophrenia treatment and care spending. 

Focusing on maintaining social roles with appropriately early psychological-social-medical 

interventions, through activating and enhancing the independence of patients can reduce the 

number of hospitalizations and indirect costs burden. 

Schizophrenia-related job disability social security expenditures

Job disability certification in Poland in 2010 by cause65:

In 2010, schizophrenia patients’ job disability-

-related social insurance benefits amounted 

to PLN 940 537 092.44. Sick absence benefits 

constituted only 2% of these expenses.

In terms of the length of sick leave, out of all employed in 

2010, psychiatric patients constituted the second (after 

cancer) group with absence duration longer than 16 days, 

compared to an average of 12 days66.

16
DNI??

cardiovascular diseases 

23,4%
cancers 

23,2%

12%
bone, joint and muscle diseases 

10,9%
mental disorders 

0 30%10% 20%
The presented specialist psychiatrist care figures have been made available to the authors by the SII

Dane ZUS

In 2010, schizophrenia-related job disability 

social security benefits amounted to over 

PLN 940 million. The main component were 

job disability pensions, which constituted 98% 

of the expenditures.

940 537 mln zł
907 148 mln zł2009y.

2010y.

Schizophrenia-related pension 
expenditures in Poland

The presented specialist psychiatrist care figures have been made available to the authors by the SII
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Direct costs of 
Schizophrenia 

In 2009, the National Health Fund allocated 

nearly PLN 450 million to healthcare bene-

fits in schizophrenia treatment, wherein the 

largest component was the cost of hospital 

care.  In schizophrenia, one day of hospita-

In 2010, schizophrenia-related job disability 
social security benefits amounted to over PLN 
940 million. The main component were job 
disability pensions, which constituted 98% 
of the expenditures79.

According to NHF figures, 175 945 persons80 were 
covered by specialist psychiatric care in 2009 year.

lization up to 70 days costs PLN 172.5, and 

for hospitalizations longer than 70 days, the 

daily cost is PLN 115

Looking at healthcare benefits in 2009, the 

NHF allocated a comparable amount to schi-

zophrenia drug reimbursements – PLN 112 

million, and PLN 351 million in schizophrenia 

and bipolar disorder; this constitutes 6% of 

National Health Fund healthcare benefit expenditures on the schizophrenia 
indication68 

caregiver

inpatient

day care, community treatment, 
hostels 

outpatient
PLN 940 537 092.44PLN 940 537 092.44

Share of individual job disability related social security benefit expen-
ditures due to schizophrenia78

Sickness absence

Job disability + Social pension

Other (rehabilitation)

0 100%

0,6%
1,8%

97,6%

Number of beneficiaries80

102 735
102 7962009r.

2010r.
reimbursement expenditures. Expenditures 

on these two drug groups fell in 2012 compa-

red to 2009 by 15%, mainly due to reduced 

spending on oral olanzapine, which constitu-

tes nearly 40% of all drug group expenditu-

res. Schizophrenia disability pensions are by 

far the largest component of total costs.

The burden of schizophrenia reduces not 

only the social, but also the individual le-

vel of functioning. The natural disease process 

not only hinders the achievement of socially 

expected competencies, but also – due to its 

progressive nature – reduces the utilization 

of previously acquired resources. This directly 

impacts the capacity to function socially and 

to generate domestic product, translating 

into a high share of indirect costs in the full 

picture of the costs of schizophrenia.

According to current state of the art, the 

widely used pharmacological strategies 

reduces the frequency of relapses, lowering 

the rate of re-hospitalizations and there-

fore reducing the largest component of di-

rect costs. Despite differing country-specific 

74%
14%

6%

7%
0 25% 50% 75%

Costs of Schizophrenia in 2009, PLN millions 68,69,80

ZUS expenditures on job disability enefits 

NHF expenditures on health benefits 

Reimbursement expenditures  
(including bipolar disorder)

0 250 000 500 000 750000 1000 000

907,20

446,90

463,60
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Institutionalized patients diagnosed with schizophrenia experience 

a more complicated course of disease with poorer prognosis, lower 

education level, higher drug doses in treatment, more frequent 

combination therapy, longer hospitalisations and higher risk of type 

II diabetes.

Institutionalization
 – risk factors  

A Danish study defined factors that incre-

ase the risk of institutionalization, i.e. a 

long-term stay in a residential medical care 

facility. These included: the hebephrenic schi-

zophrenia subtype, co-existence of epilepsy, 

early disability qualification, male sex, earlier 

beginning of hospitalization, use of psychoac-

tive substances. Institutionalized patients dia-

gnosed with schizophrenia experience a more 

complicated course of disease with poorer 

prognosis (with the exception of reduced fre-

quency of suicide), lower education level, hi-

gher drug doses in treatment, more frequent 

combination therapy, longer hospitalisations 

and higher risk of type II diabetes71. 

Caregiver burden 

The burden of informal care is an issue that 

has been discussed for years by the scien-

tific community, both from the public health 

perspective and clinical strategies. Informal 

caregivers are persons who provide free of 

charge care in securing the basic necessities 

and maintaining daily activities. This form of 

care is usually provided by family members. 

The positive effect of informal care on schi-

zophrenia patients is undeniable, but it must 

Frequency 
of rehospitalisation
 

The frequency of rehospitalisation is one 

of the objective indicators of the course 

of disease. In recent years, in German-spe-

aking countries the number of full-time ho-

spitalizations increased while the  number of 

hospital beds declined. During a 12-month 

period of observation, 50% of patients par-

ticipating in the project were rehospitalised, 

most of whom over the first few weeks. Clini-

cal symptoms and social factors increased the 

risk of rehospitalisation, whereas the use of 

antipsychotics reduced that risk. That is why 

compliance, psychoeducation and social sup-

port are necessary to maintain remission70.

Compliance, psychoeducation and social support 

are necessary to maintain remission 

be remembered that it is not “free” care, as it 

generates social (indirect) costs. 

Caregiver burden is expressed as measura-

ble, detrimental changes in the functio-

ning of the caregiver, caused by – indirectly 

or directly – the illness and/or dysfunction of 

the dependant, involving significant changes 

in everyday household activities, occupatio-

nal activity, family and social relations as well 

as somatic health. This burden is incidental 

to the persistence of the disease process, se-

verity of symptoms and certain socio-demo-

graphic indicators, such as: age, sex, level of 

education and income levels of the caregiver 

and the patient, as well as degree of kinship 

between them72.

Also important is the influence of this 

type of care on an often hard to define, 

but important, mental discomfort resulting 

from remaining in a relationship with a per-

son affected by a mental disorder, and the 

‘stigmatization’ involved in providing care to 

that person. This is expressed as a subjecti-

reimbursement systems, the costs of phar-

macological treatment seem similar and are 

estimated to correspond to a low (2%) per-

centage of total direct costs*. Newer findings 

point to the validity of a therapeutic appro-

ach that focuses on the outcomes of inte-

rventions from the social perspective and the 

patients’ subjectively assessed quality of life 

(QoL)81. This approach also translates into re-

duced costs of disease through the activation 

and improvement of independence of pa-

tients. Acquired or recovered resources and 

skills impact the extent of social functioning 

and the potential reduction of indirect costs.

ve experience of burden, tension, pain and 

suffering connected to all kinds of psycho-

-social consequences, such as labelling74-76. It 

is worth noting that both the non-measura-

ble and measurable caregiver burden involves 

social costs. In schizophrenia, due to its rela-

tively early onset, persistence of the disease 

course and the socially pejorative perception 

of mental disorders, this factor is particularly 

important77. The caregivers’ objective burden 

can contribute to increased indirect costs 

through reduced occupational productivity. 

Caregivers more often limit their occupatio-

nal activity to provide care, or give up their 

free time to meet the obligations. Subjective 

burden measured by, among others, quali-

ty of life (QoL) indicators is connected to a 

decrease in the caregivers’ well-being due to 

stress, more frequent use of healthcare servi-

ces, higher number of sick leaves and earlier 

retirement, which also affects productivity. 

Both types of burdens also contribute to a 

significant increase in indirect costs of the 

mental disorder, often exceeding the direct 

cost of treatment.
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Schizophrenia 
and employment - the 
situation in Poland

A field study was conducted to identi-

fy the occupational status of patients 

in Poland. The study was carried out on 

a quota-random sample of 1010 patients 

with schizophrenia diagnosis (46% wo-

Average schizophrenia patient based on study results:

Co-morbidities hypertension diabetes obesity

men, 54% men) treated in psychiatric cli-

nics throughout Poland (the population co-

unt in individual regions corresponds to the 

structure of the general population.

As corroborated by international studies, 

schizophrenia in Poland co-exists with 

other co-morbidities such as diabetes and 

hypertension.

The SiTuATion in
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Diagnosis, frequency 
of care

The average age at diagnosis is 27 years. 

In the definitive majority (73%) of pa-

tients diagnosis occurred before aged 30. 

Within the last 12 months, study partici-

pants visited their outpatient clinics 7 times 

on average.

In the duration of the disease, patients were 

hospitalized due to schizophrenia more than 

3 times on average.

Occupational  
status of patients

Analyzing the occupational status of pa-

tients, there is a clear rise in the per-

centage of persons on disability as the dise-

ase progresses (4% at diagnosis vs. 58% at 

evaluation), as well as a fall in employment 

levels (46% and 19%, respectively) employ-

ed (full time).

N
um

be
r o

f h
os

pi
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liz
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io
ns

occupational status of patients

student

pensioner 

unemployed
with benefits

unemployed
 without benefits

employed (full time)

others forms
of employed (full time)

own  business activity

Never been  employed

agriculturalist

 retired person

23%

4%

4%

4%

7%

7%

16%

34%

58%

5%

5%

6%

6%

5%

1%
0%

0%
1%

2%

11%

at diagnosis (n=1002) at present (n=1007)

0 60%20% 40%

The authors’ analysis of the occupational 

status of patients diagnosed with schi-

zophrenia and hospitalized in the first half 

of 2013 in Dolnośląskie Centrum Zdrowia 

Psychicznego Sp. z o.o. in Wrocław shows 

that out of 311 patients, 12 were employ-

ed, 9% (33 were employed on work agre-

ements, 7 ran a private business) Therefore 

the percentages of employment are similar 

in outpatient and hospitalized patients po-

pulations.

Employment 
vs. hospitalizations 

At diagnosis, 46% of people were em-

ployed, and as the disease progressed, 

nearly three quarters lost their jobs. 

 The percentage of people who 

lost employment grew with the number 

of hospitalizations. Among patients with 

5 or more hospitalizations, nearly 90% 

had lost employment, whereas in patients 

with fewer than 2 hospitalizations nearly 

half maintained their employment status. 

0

1

2

3-4

≥5

5%

0 30%

22%

20%
28%

25%



Schizophrenia and employment  – the situation in Poland 

34
35

Schizophrenia and employment  – the situation in Poland 

Pensions in schizophrenia 

At diagnosis, 4% of study subjects were 

on pensions, compared to 58% at the 

time of the study. Regions with the highest 

rates of approved schizophrenia-related 

pensions include: Podkarpackie 85%, Łódz-

kie and Warmińsko-mazurskie at 77% each, 

Podlaskie  and Zachodniopomorskie at 73%. 

employed at time of diagnosis 

0

1

2

4

3

≥5 44%

0 60%
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56%
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employment vs hospitalizations

0

1

2

3

4

≥5 93%

17%

18%

47%

41%

46%

7%

83%

82%

59%

53%

54%

lost employment (%)

still work (%)

0 100%25% 50% 75%

Patients on disability by education 

Persons qualifying for pensions (%)

Ed
uc

at
io

n

0

1

2

4

3

≥5 74%

0 80%

68%

58%

51%

34%

22%

Lowest rates were found in the following re-

gions: Opolskie 20%, Dolnośląskie 31% and 

Pomorskie 32%. 57% men and 52% wo-

men qualified for pension benefits. Persons 

with higher education (45%) and incomple-

te higher education (34%) were less likely 

to qualify for pensions compared to persons 

with lower vocational education (68%) and 

primary education (58%).
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The number of hospitalizations significantly 

influenced the increase of the pension qu-

alification rate. 22% of non-hospitalized pa-

tients received pension benefits, compared 

to 74% of patients who received 5 or more 

hospitalizations.

46%
of patients were employed
at the time of diagnosis 

72%
of those employed at diagnosis
have since lost employment 

58%

19%

of schizophrenia patients
collect disability benefits 

patients with
schizophrenia
are employed

In 2010, more than 102 000 people
collected schizophrenia-related
job isability pensions.

BILION
PLN
BILION
PLN

Older age at diagnosis negatively impacts 

not only the ability to remain employed, but 

also increases pension qualification rate. 

This rate is 47% for persons diagnosed with 

schizophrenia before age 20, and 61% for 

persons over the age of 30.

diagnosis, but 80% of hospitalized patients 

eventually lost employment. Among persons 

working at the time of diagnosis, as many 

as 65% qualified for pensions in the course 

of the disease. It should be noted that there 

were more than 102 000 people in Poland 

collecting schizophrenia-related pensions in 

2010, to which ZUS allocated more than PLN 

940 million 

Therefore, appropriate care for schizoph-

renia patients, aside from typically medi-

cal interventions, should also focus on main-

taining the patients’ social roles from the time 

of diagnosis, by enabling further education 

and retention in the job market.

Modern pharmacotherapy combined 

with a rehabilitative approach now 

enable a positive influence on the natural di-

sease process by reducing the frequency of 

relapses, limiting the risk of exacerbation of 

stigmatizing negative symptoms and minimi-

zing the somatic consequences of co-morbi-

dities.

These activities are also reflected in he-

alth economics. The high share of social 

costs involved in this disorder is reflected in 

direct costs, but mainly in indirect costs. One 

important element of these costs is the redu-

ced productivity of patients through loss of 

employment. The study has shown that ne-

arly 47% of persons had been employed at 

Summary       
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