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A study of mortality for all patients with schizophrenia admitted to the University Hospital of North Norway
during 1980–2006 was performed, with a special focus on gender differences and changes in mortality during
a period of transition from hospital-based to community-based care. A total of 1111 patients with
schizophrenia were included, and the cohort was linked to the Causes of Death Register of Norway. Males and
females had 3.5 and 2.6 times, respectively, higher mortality than the general population. The standardized
mortality ratios were higher during the last nine years than the first nine years, and for women admitted after
1992, we found evidence for an increasing difference in mortality compared to the general female population
as well as an increase in absolute mortality. In the subgroup of patients who had always been admitted
voluntarily, women tended to have higher mortality, and a particularly high standardized mortality rate
(SMR) was found in this group of female schizophrenic patients. Our results confirmed a persisting mortality
gap between patients with schizophrenia and the general population over a period of 27 years, with a
tendency of increasing standardized mortality ratios over time. The SMR for total mortality of women with
schizophrenia is rising and becoming just as high as for men, both for unnatural and natural causes of death.
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1. Introduction

Several studies showa significantly higher risk of premature death in
persons with schizophrenia than in the general population (Harris and
Barraclough, 1998; Brown et al., 2000, 2010; Eaton et al., 2008;McGrath
et al., 2008). A review by Saha et al. (2007) based on standardized
mortality ratios from 25 different nations concludes with an increasing
mortality gap between persons with schizophrenia and the general
population, affectingmen and women equally. Male patients have been
shown to have higher SMRs than female (Mortensen and Juel, 1993;
Ösby et al., 2000), but higher SMR due to unnatural deaths are found for
female patients (Ösby et al., 2000 and Brown et al., 2010).

Many patients with schizophrenia are admitted to hospital by use of
coercion. Previous studies (Crisanti and Love, 1999; Honkonen et al.,
2008) indicate that involuntarily admitted patients have higher SMRs.
There are, however, fewstudies concerning the importanceof coercionon
mortality, anddifferent legislation and variation in application of coercion
between countries make comparisons of mortality and commitment
status difficult.

In Norway,mortality of patientswithmental illness has been reported
regularly since 1916 (Ødegård, 1936, 1951, 1952; Ødegård, 1967;
Saugstad and Ødegård, 1979,1985; Hansen et al., 1997). A previous
study based on the case register of the University Hospital of North
Norway with follow-up 1980–1992 (Hansen et al., 2001) documented
increase in SMRs compared to earlier periods, especially high formen. The
focus on deinstitutionalization was from 1998–2008 augmented with a
nationwide plan for decentralized follow-up of psychiatric patients, in our
cohort illustrated by a significant reduction in length of stay.

The aim of the present studywas to investigate the differences in age-
adjusted mortality rates between men and women with schizophrenia,
and standardized mortality ratios (SMR) compared to the general
population over a follow-up period of 27 years. We also wanted to
investigate the relationship between use of coercion andmortality in this
group of patients.

2. Materials and methods

2.1. The study cohort

The University Hospital of North Norway is the only psychiatric
hospital covering the twonorthern-most counties inNorway; Tromsand
Finnmark. These counties comprise a vast area of 26000 km2, with a
total of 224407 inhabitants (2000). Information about each admission
has been collected since 1980, and this computerized register has been
regularly checked for validity against patient files. The information used
was the unique 11-digit person number assigned to every Norwegian
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resident; date of admission; commitment status; date of discharge and
diagnoses at discharge. All admissions from January 1st 1980 to
December 31st 2006 are included. During this 27 years period there
was a stable bed-to-population ratio of approximately 4 per 10000
inhabitants.

The personal identification number was used for linkage with the
national Cause ofDeathRegister and information concerningemigration
held by Statistics Norway (2000).

In the study period there were 22434 admissions; 5840 persons
were admitted, 2724 females and 3116 males. A total of 1111 patients,
426 women (38%) and 685 men (62%), received at some point a
schizophrenia diagnosis. Schizophrenia was defined according to the
International Classification ofDiseases (ICD-9: 295, ICD-10: F20, F21 and
F25). Before 1985, ICD-8wasused, and thediagnoses in this periodwere
converted retrospectively to ICD-9 codes (World Health Organization,
1967, 1978, 1992).

The 1111 patients were observed from the date of first admission
after January 1st 1980 until death, moving abroad or the end of 2006,
for a total of 16129 person years. In-hospital patients at January 1st
1980 were included, with start of follow-up the same day. All death
certificates are coded by a physician according to the current ICD-
system, The diagnoses recorded by the Cause of Death Register as the
underlying cause of death were used.

2.2. Statistical analyses

We studied the differences in age-adjusted mortality rates between
men andwomen in the study cohort, and gender differences in standar-
dizedmortality ratios (SMRs) for patients with schizophrenia compared
to the general population. These analyseswere also performed in several
subgroups of the cohort, including attained age, commitment status,
follow-up period (1980–1988, 1989–1997 and 1998–2006) and year of
first admission (1980–1992 and 1993–2006).

Thus,weperformedanalyses accordingboth to follow-upperiod and
years of first admission. Many of the patients were under follow-up in
two or three of the follow-up periods. The first hypothesis tested was
whether the relationship between gender and mortality, within the
cohort or compared to the mortality in the general population, differs
between follow-up periods characterized by an increasing degree of
deinstitutionalization. The second hypothesis tested was related to
differences between patients who have their first diagnosis before or
after 1992. When stratifying according to age at first admission, we
investigated more specifically whether relationship between gender
and mortality, within the cohort or compared to the mortality in the
general population, depended on when the patients had their first
admission. The year 1992 was chosen partly for analytical reasons (the
inclusion of enough deaths for a meaningful analysis in the last period)
and partly because we have previously published a follow-up ending in
1992 (Hansen et al., 1997, 2001).

Based on the total number of days admitted and the number of stays,
we computed themean length of each stay in theward. The distribution
of the length of stayvariablewaspositively skewedas somepatients had
admissions of very long duration.

Differences in the characteristics of male and female patients
(Table 1) were tested with t-test, Wilcoxon rank sum test (when the
distributions were markedly positively skewed) or chi-square test. Age
adjustments of the mortality rates were carried out applying a Poisson
regression model. Statistical testing of differences between mortality
rateswas donewith Poisson regression, including gender, person-years,
age (1-year interval) and number of deaths in the analyses. The relative
mortality in men compared to women was tested with Cox regression
with attained age as the time variable. For comparison with the
mortality of the general population of Norway, indirect age adjustment
was used. The number of deaths to be expected among the patients, if
themortality rates of the general population inNorway according to age
(5-year groups) and calendar year (5-year groups) during follow-up
had prevailed, was calculated. The ratio of the observed to the expected
number of deaths (SMR) expresses the relative mortality of the patient
group compared to that of the general population. Confidence intervals
for the SMRs were computed.

P-values b0.05 were considered statistically significant. Statistical
analyses were performed with SAS 9.2 (2007).

3. Results

3.1. Gender differences

Twenty-seven percent of the patients, 192 men and 103 women,
died during 1980–2006. Table 1 shows characteristics of the patient
population according to gender, Table 2 gives the number of deaths
according to gender and cause of death. Approximately 3 out of 4 deaths
weredue tonatural causes. The proportion that died of unnatural causes
was higher in men than in women.

The age-adjusted mortality rates were 21.7 and 11.7 per 1000
person-years inmenandwomen, respectively (pb0.001);male patients
in the cohort had nearly twice the mortality of female patients (Hazard
ratio (HR) 1.9 (95% CI: 1.5, 2.4)) (Table 3).

Age atfirst admissionwas significantly lower inmen than inwomen
(Table 1). We adjusted for this in a separate set of analyses, but this did
not influence our results (results not shown).Median length of staywas
significantly (pb0.001) higher for patients admitted for the first time
during1980–1992 (37 days) than for patients admitted for thefirst time
during 1993–2006 (25 days). Adjusting for length of stay did not,
however, influence the relationship between gender and mortality.

A total of 121 patients were already admitted to the hospital at the
first day of follow-up (January 1st 1980). These patients were in our
analyses registered as admitted at this date and 71 of themdied before
December 31st 2006. They contributed to the higher number of
person-years and deaths in patients admitted for the first time during
1980–1992 (Table 3). Exclusions of these patients from the follow-up
did not influence the results (HR 1.9 (95% CI: 1.4, 2.5)) (results not
shown in the table). Table 4 demonstrates that the higher mortality in
male than female patients was a consistent finding for all main causes
of deaths.

The SMRs compared to the general Norwegian population is
displayed in Table 5. Male and female patients had 3.5 (95% CI: 3.1 to
4.1) and 2.6 (95% CI: 2.1 to 3.2) times higher mortality, respectively,
than the general population (p=0.01 for the difference between the
genders). The gender differences for each of the examined causes of
death were not statistically significant, but the SMRs were higher for
men than for women for both natural (2.9 vs. 2.3) and unnatural (8.1
vs. 7.8) deaths. The SMR for cancer was lower than for all natural
causes combined, and was for women not significantly different from
the cancer mortality in the general population. As expected, very high
SMRs (17.0 (95% CI: 12.8 to 22.4) for men and women combined)
were found for suicides. If the mortality of the patients had been the
same as in the general Norwegian population, we would have
expected 85.5 and 8.5 deaths due to natural and unnatural causes
(suicide and accidents combined), respectively. Consequently, there
were 141.5 and 59.5 excess deaths due to natural and unnatural
causes. The excess mortality for cardiovascular mortality alone (64.7
deaths) was approximately the same as for all unnatural deaths (59.5
deaths).

3.2. Changes in mortality over time

The higher mortality in men than in women was a consistent
finding in the different strata (Table 3). The main exception was that
the association with gender was statistically significantly stronger in
patients admitted during the first period (1980–1992) than in
patients admitted for the first time after 1993 (p=0.02). The reason
was a 1.7 (95% CI: 1.0–2.8) times higher age-adjusted total mortality



Table 1
Unadjusted characteristics according to gender of patients with schizophrenia. University Hospital of North Norway, 1980–2006.

Men Women p-value

Number of patients 685 426
Age at first admission in years (mean, SD) 33.2 (12.8) 38.4 (15.6) b0.001
Follow-up time in years (mean, SD) 13.9 (8.2) 15.5 (8.2) 0.003
Total number of days admitted (Median, 1 and 3 quartile) 178 (60, 615) 199.5 (79, 723) 0.11
Length of stay (median, 1 & 3 quartile) 29.5 (16.9, 60.5) 34.7 (21.0, 68.3) 0.005
Number of admissions (median, 1 and 3 quartile) 5 (2, 10) 5 (2, 12) 0.67
Commitment status

Always voluntarily admitted (%) 74 (10.8) 47 (11.0)
Sometimes committed (%) 516 (75.3) 310 (72.8) 0.5
Always committed (%) 95 (13.9) 69 (16.2)

Figures are mean (standard deviations), median (1 and 3 quartile) or number of subjects (percentages).
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rate in womenwhowere admitted for the first time after 1992 than in
the previous period, while the opposite was the case in men
(HR=0.7, 95% CI: 0.5, 1.2). In accordance with this, we found that
Table 3
Mortality in men compared to women in the cohort of patients with schizophrenia.
University Hospital of North Norway,1980–2006.

Person-
years

Deaths HR p-
value

All subjects 16129 295 1.9 (1.5, 2.4) b0.001
Follow-up period

1980–1988 3386 50 1.9 (1.0, 3.5) 0.04
1989–1997 5663 110 2.2 (1.5, 3.4) b0.001
1998–2006 7077 135 1.7 (1.2, 2.5) 0.003

Date of first admission
1980–1992 13255 257 2.1 (1.6, 2.7) b0.001
1980–1992, follow-up 1980–
1992

5700 102 2.0 (1.3, 3.1) 0.002

1980–1992, follow-up 1993–
2006

7554 155 2.2 (1.6, 3.1) b0.001

1993–2006 2873 38 1.0 (0.5,1.9) 0.89
Attained age (years)

b50 11145 92 3.1 (1.8, 5.4) b0.001
50–59 2630 54 1.9 (1.1, 3.4) 0.03
60–69 1476 69 1.1 (0.7, 1.8) 0.62
≥70 876 80 2.1 (1.3, 3.3) 0.001

Commitment status
Always voluntarily admitted 1417 41 0.8 (0.4, 1.5) 0.43
Sometimes committed 12598 168 2.4 (1.7, 3.4) b0.001
Always committed 2113 86 1.5 (0.9, 2.4) 0.10

Number of admissions
1 2402 108 1.5 (1.0, 2.3) 0.04
2–5 5368 104 2.6 (1.7, 4.0) b0.001
N5 8359 83 1.6 (1.0, 2.6) 0.03

Total time of admission
b60 days 2736 72 1.9 (1.1, 3.2) 0.02
61–180 days 3942 72 1.9 (1.2, 3.1) 0.01
181–365 days 2468 33 3.9 (1.7, 9.4) 0.002
More than 365 days 6982 118 1.6 (1.1, 2.3) 0.03

Figures are hazard ratio (HR) (95% confidence intervals).

Table 2
Number of patients with schizophrenia, person-years and deaths according to gender.
University Hospital of North Norway, 1980–2006.

Men Women

Number of patients 685 426
Total number of person-years 9545 6584
Total number of deaths (% of patients) 192 (28.0) 103 (24.2)
Dead during first year of follow-up (% of patients) 15 (2.1) 8 (1.9)
Cause of death

Natural deaths (% of patients) 140 (20.4) 87 (20.4)
Cancer (% of patients) 28 (4.1) 16 (3.8)
Cardiovascular diseases (% of patients) 62 (9.1) 38 (8.9)

Unnatural deaths (total) (% of patients) 52 (7.6) 16 (3.8)
Suicide (% of patients) 40 (5.8) 9 (2.1)
female patients admitted for the first time after 1992 had significantly
higher SMRs (4.6, 95% CI: 2.9 to 7.2) than women admitted earlier
(SMR=2.4, 95% CI: 1.9 to 2.9) (p=0.009) (Table 5). Thus, there was
not only an increasing difference in mortality compared to the general
female population; but an increase in absolutemortality. The SMRs for
women admitted after 1992 were higher than for men for both
natural and unnatural causes of death (Table 6). Adjusting for length
of stay had no impact on the relationship between gender and
mortality in analyses stratified for year of first admission (1980–1992
or 1993–2006, respectively). When examining the SMRs according to
3 time periods of follow-up, the SMRs for both men and women were
higher during the 1998–2006 period than during the 1980–1988
period, (Table 5).

3.3. Commitment status

No increased mortality was found in men compared to women in
the group of patients who always had been voluntarily admitted
(Table 3) (p-value for interaction between gender and commitment
status=0.02). Therewere 25 and 16 deaths among the 74men and 47
women, respectively, who always had been admitted voluntarily.
Whereas the SMR for men, if anything, was positively associated with
degree of coercion, the oppositewas found inwomenwith a statistically
significant (p=0.005) inverse relationship between use of coercion
during admission and SMR (Table 5).

4. Discussion

A major strength of this study is the long follow-up and the
completeness of data. There is virtually no loss to follow-up as the
Norwegian Cause of Death Register must be considered complete with
regard to mortality.

Being the only regional psychiatric hospital, all residents from
these counties admitted to any psychiatric hospital in Norway are
transferred to the University Hospital of North Norway. It is possible
that some patients with schizophrenia are not included because they
are not admitted at all. This is particularly likely in the last part of the
27 year period because of more extensive out-patient care. In order to
explain the higher SMR for women admitted after 1992, these missed
Table 4
Cause-specific mortality in men compared to women in a cohort of patients with
schizophrenia. University Hospital of North Norway, 1980–2006.

Deaths HR p-value

All deaths 295 1.9 (1.5, 2.4) b0.001
Natural deaths 227 1.8 (1.4, 2.4) b0.001

Cardiovascular deaths 100 2.0 (1.3, 3.0) 0.002
Cancer 44 1.7 (0.9,3.2) 0.08

Unnatural deaths 68 2.3 (1.3, 4.1) 0.005
Suicides 49 2.8 (1.3, 5.8) 0.006

Figures are hazard ratios (HR) (95% confidence intervals).



Table 5
Standardized mortality ratio (SMR) for men and women in patients with schizophrenia. University Hospital of North Norway, 1980–2006.

Men Women

Number of deaths Expected number of deaths SMR Number of deaths Expected number of deaths SMR p-value⁎

Total mortality 192 54.4 3.5 (3.1, 4.1) 103 39.6 2.6 (2.1, 3.2) 0.01
Natural causes 140 47.9 2.9 (2.5, 3.5) 87 37.6 2.3 (1.9, 2.9) 0.09

Cardiovascular diseases 62 20.6 3.0 (2.4, 3.9) 38 14.7 2.6 (1.9, 3.6) 0.46
Cancer 28 14.6 1.9 (1.3, 2.8) 16 12.4 1.3 (0.8, 2.1) 0.21

Unnatural causes 52 6.4 8.1 (6.2, 10.6) 16 2.1 7.8 (4.8, 12.7) 0.9
Suicide 40 2.3 17.5 (12.8, 23.8) 9 0.6 15.0 (7.8, 28.7) 0.7

Commitment status
Always voluntarily
admitted

25 9.9 2.5 (1.7, 3.7) 16 2.6 6.1 (3.7, 9.9) 0.006

Sometimes committed 118 29.5 4.0 (3.3, 4.8) 50 20.7 2.4 (1.8, 3.2) 0.003
Always committed 49 15.0 3.3 (2.5, 4.3) 37 16.3 2.3 (1.7, 3.1) 0.10

Follow-up period
1980–1988 35 13.4 2.6 (1.9, 3.7) 15 7.3 2.1 (1.2, 4.4) 0.45
1989–1997 77 19.8 3.9 (3.1, 4.9) 33 12.6 2.6 (1.9, 3.7) 0.06
1998–2006 80 21.2 3.8 (3.0, 4.7) 55 19.8 2.8 (2.1, 3.6) 0.08

Date of first admission
1980–1992 173 49.1 3.5 (3.0, 4.1) 84 35.6 2.4 (1.9, 2.9) 0.003
1993–2006 19 5.3 3.6 (2.3, 5.6) 19 4.1 4.6 (2.9, 7.2) 0.43

Figures are SMR (95% confidence interval).
⁎ p-value for difference in SMR between the genders.
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patients must have been relatively many and have had a particularly
low, and gender correlated, mortality. There are no private psychiatric
hospitals inNorway, and in thearea therearewell established structures
for cooperation on admission and follow-up. In addition, all involuntary
treatment must be initiated in a hospital according to Norwegian
legislation. Hence, we assume that very few admissions have taken
place elsewhere without eventually being included in our database, but
we cannot fully exclude that during the more recent time period, the
more severely ill were admitted.

All diagnoses aremade by clinical consensus. Thismay have affected
diagnostic validity and thereby introduced a non-differential misclassi-
fication and attenuation of the reported relationships. A study of the
diagnostic process in the same cohort (Høye et al., 2000) showed a delay
of 2.6 years for women and 1.6 years for men between first admission
and first schizophrenia diagnosis, it might therefore be that some
patients are not included because they have not had enough in-hospital
time to be correctly diagnosed.
4.1. Gender differences

The two-to three-fold higher mortality of patients with schizophrenia
compared to the general population confirms results from recent studies
from other countries (Saha et al., 2007). Unlike Mortensen and Juel
(1993), Ösby et al. (2000) and Brown et al. (2010)who show higher SMR
due to unnatural deaths for women than for men, we find that SMR for
unnatural causes of deathdidnot differ significantly between the genders.
The SMR for cancer for both sexes is lower than for cardiovascular
diseases, which is also in accordance with Saha et al. (2007) and others
(Saku et al., 1995; Joukamaa et al., 2001; Tran et al., 2009).
Table 6
Standardized mortality ratio (SMR) according to gender and date of first admission and cau
2006.

1980–1992

Men Women

Total mortality 3.5 (3.0, 4.1) (173, 49.1 ) 2.4 (1.9, 2.9) (84
Natural causes 2.9 (2.5–3.5) (129, 43.8) 2.1 (1.7–2.7) (72
Cardiovascular 3.0 (2.3–3.9) (57, 19.2) 2.4 (1.7–3.4) (32

Unnatural 8.3 (6.2–11.1) (44, 5.3) 6.6 (3.8–11.7) (1
Suicide 17.6 (12.5–24.8) (33, 1.9) 9.6 (4.0–23.0) (5

Figures are SMR (95% confidence interval) (number of observed deaths, expected number
The patients with schizophrenia have approximately 8 times
increased risk of dying due to unnatural causes. However, as the
mortality by natural causes is higher than that by unnatural causes also
in these patients, there aremanymore deaths of natural causes in excess
of what would be expected based on the mortality in the Norwegian
general population, than there are excess deaths of unnatural causes
(141.5 and 59.5 deaths, respectively). As has been pointed out by others
(Brown et al., 1999; Räsänen et al., 2005; Amaddeo et al., 2007; Hiroeh et
al., 2008), many patients with schizophrenia have a high-risk lifestyle. As
shownby Lawrence et al. (2003), patientswith schizophrenia are also less
likely to receive appropriate treatment for cardiovascular diseases. The
impact of second-generation antipsychotic drugs on mortality has yet to
be determined (Kelly et al., 2010) even if Tiihonen et al. (2009) found that
the use of antipsychotic drugs reduces mortality.
4.2. Changes in mortality over time

The main issue of the national escalation plan for mental health was
to strengthen decentralized psychiatric services. A consequence of a
more decentralized system is less in-patient contact, shown by a
significantly shorter median length of stay. As Saha et al. (2007) points
out, an increasing SMR suggests that people with schizophrenia do not
fully benefit from the general improvements in health outcomes. It is
possible that in-patient treatment may have a protective effect; a
Norwegian study by Hanssen-Bauer et al. (2011) points at the relative
strengthening of services to adolescents, and concludes that use of in-
patient units effectively meet the challenge of suicidal risk and other
severe problems. Our findings of higher SMRs for bothmen andwomen
in the 2000s than in the 1980s, and particularly of higher SMRs for
se of death in patients with schizophrenia. University Hospital of North Norway, 1980–

1993–2006

Men Women

, 35.5) 3.6 (2.3–5.6) (19, 5.3) 4.6 (2.9–7.2) (19, 4.1)
, 33.7) 2.6 (1.5–4.7) (11, 4.2) 3.9 (2.3–6.4) (15, 3.9)
, 13.3) 3.6 (1.5–8.6) (5, 1.4) 4.4 (2.0–9.8) (6, 1.4)
2, 1.8) 7.1 (3.6–14.3) (8, 1.1) 16.0 (6.0–42.7) (4, 0.2)
, 0.5) 16.7 (8.0–35.1) (7, 0.4) 50.2 (18.8–133.6) (4, 0.1)

of deaths).
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women admitted for the first time after 1992 than from 1980–1992,
indicate that the changes in services have not decreased the risk of
premature death. The increase in the SMRs for suicide for women, from
9.6 to 50.2, was particularly worrying. However, as this finding was
based on relatively few deaths and because of the many comparisons
conducted, caution should be exercised in the interpretation.

4.3. Commitment status

Always voluntarily admitted men have non-significantly lower
mortality than women (Table 3), and there are lower SMR value for
always voluntarily admitted men (Table 5). Our finding could mean that
thesemen represent a subgroupwith less symptoms and a higher degree
of compliance that could, theoretically, affectmortality. This is in linewith
studies implying a correlation between use of coercion and higher
mortality (Crisanti and Love, 1999; Honkonen et al., 2008). In women,
however, we found a different pattern: the highest SMR was found with
less use of coercion. Hunt et al. (2007) conclude that use of coercion may
reduce risk of suicide, but in our study none of the 16 deaths in women
who had never been involuntarily admitted were caused by suicide or
other unnatural cause of death. It may be that the somatic problems of
these relatively compliant women are systematically overlooked, but it
may also be a chance finding and further studies are required.

5. Conclusion

Our study confirms the persisting mortality gap between patients
with schizophrenia and thegeneral populationover aperiod of 27 years,
with a tendency of increasing SMRs. Some of the excess mortality may
be difficult to prevent due to the nature of the disease, nevertheless
should prevention of somatic diseases be considered just as important
as prevention of suicides in this group of patients.

There are alarming indications that the SMRs for women with
schizophrenia is rising and becoming just as high as formen. In addition,
thehighest SMRwas found forwomenwith lessuseof coercion. Because
of the paucity of deaths in these patients, one must be careful to draw
any firm conclusions. The findings combined may nevertheless lead to
the speculation that there is a subgroup of relatively well functioning,
but vulnerable women who need better follow-up than given in the
existing, deinstitutionalized health care system.

Role of funding source
None.

Contributors
A.H. has the main responsibility for drafting and revision of the manuscript. V.H.

and B.K.J. contributed to design of the study, critical revision of the manuscript, data
analysis and discussion of the results. All authors have read and approved the
manuscript. It is not under consideration for publication in any other journal.

Conflict of interest
None.

Acknowledgments
None.

References

Amaddeo, F., Barbui, C., Perini, G., Biggeri, A., Tansella, M., 2007. Avoidable mortality of
psychiatric patients in an area with a community-based system of mental health
care. Acta Psychiatr. Scand. 115, 320–325.

Brown, S., Birtwistle, J., Roe, L., Thompson, C., 1999. The unhealthy lifestyle of people
with schizophrenia. Psychol. Med. 29, 697–701.

Brown, S., Inskip, H., Barraclough, B., 2000. Causes of the excess mortality of
schizophrenia. Br. J. Psychiatry 177, 212–217.
Brown, S., Kim, M., Mitchell, C., Inskip, H., 2010. Twenty-five year mortality of a
community cohort with schizophrenia. Br. J. Psychiatry 196, 116–121.

Crisanti, A.S., Love, E.J., 1999. Mortality among involuntary admitted psychiatric
patients: a survival analysis. Soc. Psychiatry Psychiatr. Epidemol. 34, 627–633.

Eaton, W., Martins, S., Nestadt, G., Bienvenu, J., Clarke, D., Alexandre, P., 2008. The
burden of mental disorders. Epidemiol. Rev. 30, 1–14.

Hansen, V., Arnesen, E., Jacobsen, B.K., 1997. Total mortality in people admitted to a
psychiatric hospital. Br. J. Psychiatry 170, 186–190.

Hansen, V., Jacobsen, B.K., Arnesen, E., 2001. Cause-spesific mortality in psychiatric
patients after deinstitutionalisation. Br. J. Psychiatry 179, 438–443.

Hanssen-Bauer, K., Heyerdahl, S., Hatling, T., Jensen, G., Olstad, P.M., Stangeland, T.,
Tinderholt, T., 2011. Admission to acute adolescent psychiatric units: a prospective
study of clinical severity and outcome. Int. J. Ment. Health Syst. 5 (1), 1–11.

Harris, E.C., Barraclough, B., 1998. Excess mortality of mental disorder. Br. J. Psychiatry
173, 11–53.

Hiroeh, U., Kapur, N., Webb, R., Dunn, G., Mortensen, P.B., Appleby, L., 2008. Deaths from
natural causes in people with mental illness. A cohort study. J. Psychosom. Res. 64,
275–283.

Honkonen, H., Mattila, A.K., Lehtinen, K., Elo, T., Haataja, R., Joukamaa, M., 2008.
Mortality of Finnish acute psychiatric hospital patients. Soc. Psychiatry Psychiatr.
Epidemiol. 43, 660–666.

Høye, A., Hansen, V., Olstad, R., 2000. First-admission schizophrenic patients in
Northern Norway, 1980–95: Sex differences in diagnostic practice. Nord. J.
Psychiatry 54, 319–325.

Hunt, I.M., Kapur, N., Webb, R., Robinson, J., Burns, J., Turnbull, P., Shaw, J., Appleby, L.,
2007. Suicide in current psychiatric in-patients: a case-control study. Psychol. Med.
37, 831–837.

Joukamaa, M., Heliövaara, M., Knekt, P., Aromaa, A., Raitasalo, R., Lehtinen, V., 2001.
Mental disorders and cause-specific mortality. Br. J. Psychiatry 179, 498–502.

Kelly, D.L., McMahon, R.P., Liu, F., Love, R.C., Wehring, H.J., Shim, J.C., Warren, K.R.,
Conley, R.R., 2010. Cardiovascular disease mortality in patients with chronic
schizophrenia treated with clozapine: a retrospective cohort study. J. Clin.
Psychiatry 71 (3), 304–311.

Lawrence, D.M., Holman, C.D.J., Jablensky, A.V., Hobbs, M.S.T., 2003. Death rate from
ischaemic heart disease in western Australian psychiatric patients 1980–1998. Br. J.
Psychiatry 182, 31–36.

McGrath, J., Saha, S., Chant, D., Welham, J., 2008. Schizophrenia: a concise overview of
incidence, prevalence, and mortality. Epidemiol. Rev. 30, 67–76.

Mortensen, P.B., Juel, K., 1993. Mortality and causes of death in first admitted
schizophrenic patients. Br. J. Psychiatry 163, 183–189.

Ødegård, Ø., 1936. Mortality in Norwegian mental hospitals from 1916–1933. Acta
Psychiatr. Neurol. Scand. (II), 323–356.

Ødegård, Ø., 1951. Mortality in Norwegian hospitals 1926–1941. Acta Psychiatr. Neurol.
Scand. 27, 353–367.

Ødegård, Ø., 1952. The excess mortality of the insane. Acta Psychiatr. Neurol. Scand. 27,
353–367.

Ødegård, Ø., 1967. Mortality in Norwegian mental hospitals 1950–1962. Acta Genet.
Stat. Med. 17, 137–153.

Ösby, U., Correia, N., Brandt, L., Ekbom, A., Sparén, P., 2000. Mortality and causes of
death in schizophrenia in Stockholm County. Sweden. Schizophr. Res. 45, 21–28.

Räsänen, S., Helinä, H., Viilo, K., Meyer-Rochow, B., Moring, J., 2005. Avoidablemortality in
long-stay psychiatric pateints of Northern Finland. Nord. J. Psychiatry 59, 104–108.

Saha, S., Chant, D., McGrath, J., 2007. A systematic review of mortality in schizophrenia.
Is the differential mortality gap worsening over time? Arch. Gen. Psychiatry 64,
1123–1131.

Saku, M., Tokudome, S., Ikeda, M., Kono, S., Makimoto, K., Uchimura, H., Mukai, A.,
Yoshimura, T., 1995. Mortality in psychiatric patients, with a spesific focus on
cancer mortality associated with schizophrenia. Int. J. Epidemiol. 24, 366–372.

SAS Version 9.2., 2007. Cary. SAS Institute Inc., NC.
Saugstad, L., Ødegård, Ø., 1979. Mortality in psychiatric hospitals in Norway 1950–74.

Acta Psychiatr. Scand. 59, 431–447.
Saugstad, L., Ødegård, Ø., 1985. Recent rise in supposedly stress dependent causes of

death in psychiatric hospitals indicating increasing “stress” in hospitals? Acta
Psychiatr. Scand. 59, 431–447.

Statistics Norway, 2000. Statistical Yearbook of Norway. Statistics Norway http://www.
ssb.no/english/yearbook/2008/.

Tiihonen, J., Lönnqvist, J., Wahlbeck, K., Klaukka, T., Niskanen, L., Tanskanen, A., Haukka,
J., 2009. 11-year follow-up of mortality in patients with schizophrenia: a
population-based cohort study (FIN11 study). Lancet 374, 620–627.

Tran, E., Rouillon, F., Loze, J.-Y., Casadebaig, F., Alain, P., Vitry, F., Limosin, F., 2009.
Cancer mortality in patients with schizophrenia. Cancer 115, 3555–3562.

World Health Organization, 1967. Manual of the international statistical classification
of diseases, injuries and causes of death (ICD-8). World Health Organization,
Geneva.

World Health Organization, 1978. International classification of diseases, ninth
revision. World Health Organization, Geneva.

World Health Organization, 1992. The ICD-10 classification of mental and behavioural
disorders. Clinical descriptions and diagnostic guidelines. World Health Organization,
Geneva.

http://www.ssb.no/english/yearbook/2008/
http://www.ssb.no/english/yearbook/2008/

	Increasing mortality in schizophrenia: Are women at particular risk? A follow-up of 1111 patients admitted during 1980–2006...
	1. Introduction
	2. Materials and methods
	2.1. The study cohort
	2.2. Statistical analyses

	3. Results
	3.1. Gender differences
	3.2. Changes in mortality over time
	3.3. Commitment status

	4. Discussion
	4.1. Gender differences
	4.2. Changes in mortality over time
	4.3. Commitment status

	5. Conclusion
	Role of funding source
	Contributors
	Conflict of interest
	Acknowledgments
	References


