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Schizophrenia is a severe, chronic mental illness that affects about 1% of people globally. Due to schizophrenia’s psychotic
symptoms, patients have a difficult time adhering to medications such as antipsychotics, which can negatively impact both their
mental and physical health due to side effects and disorganized thoughts that arise after medication non-adherence. Furthermore,
antipsychotics are known to lead to weight gain and decrease insulin sensitivity, which can make patients resistant to taking
antipsychotics. Nonetheless, along with taking antipsychotics, staying active is important, because antipsychotics can lead to
weight gain and some antipsychotics, especially second-generation antipsychotics, can reduce insulin sensitivity. Recent studies
have shown that schizophrenia patients are more likely to have co-morbid conditions, like type 2 diabetes and cardiovascular
disease. This paper is a literature review that explores the impact schizophrenia has on both diabetes and cardiovascular disease,
specifically on mechanisms, diagnosis, and symptom management. During the study, some patterns that were found are that
the psychotic symptoms associated with schizophrenia and limited, effective methods to manage schizophrenia tend to increase
the risk of schizophrenia patients developing diabetes and cardiovascular disease. At the end of this study it was concluded that
due to the epidemiology, burden of symptoms, and limited methods for effective management of schizophrenia, patients with
schizophrenia are more likely to experience more extensive complications from diabetes and cardiovascular disease compared to
an otherwise healthy person.

Introduction

Overview

Schizophrenia is a complex psychiatric disorder that affects
multiple aspects of functioning, from cognition and emotion
to social behavior and physical health. While it is often dis-
cussed in terms of its psychological and neurological effects,
schizophrenia also carries significant implications for physi-
cal health, contributing to markedly higher rates of chronic
medical conditions in affected individuals. Among the most
prevalent and serious of these are diabetes and cardiovascular
disease, both of which are leading causes of premature mor-
tality in this population.

Schizophrenia

Schizophrenia is a severe, chronic mental illness impacting
approximately 1% of the general population1. It is charac-
terized by positive symptoms, which involve the presence of
abnormal experiences, hallucinations, delusions, disorganized
speech, and abnormal movements, and negative symptoms,
which refer to the absence or reduction of normal functions,
including the flattened affect, social withdrawal, anhedonia,
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apathy, and lack of emotions1.
There are two criteria to formally diagnose schizophrenia2.

These criteria are DSM-5-TR and ICD-102. For DSM-5-TR
a person must present with at least two symptoms of either
hallucinations, delusions, disorganized speech, catatonic be-
havior, and negative symptoms for one month2. For ICD-10,
a person must have at least one of either hallucinations, delu-
sions, delusions that are not plausible, or thought echo for at
least 1 month2.

A definitive cause for schizophrenia has not been eluci-
dated. However, the neurodevelopmental model is the most
widely accepted. According to this theory, neurodevelopmen-
tal insults (such as viral infections) during the late first or early
second trimester of fetal development in utero can lead to the
activation of pathologic neural circuits during adolescence or
young adulthood that contribute to the emergence of positive
or negative symptoms3. Once diagnosed a combination of
cognitive-behavioral therapy and antipsychotic medication is
the mainstay of treatment. Hence, schizophrenia is potentially
caused by neurodevelopmental insults during fetal develop-
ment. It requires long-term multidisciplinary management and
treatment.

Although there is currently no cure for schizophrenia, there
are treatment options to mitigate the symptoms of schizophre-
nia. Current treatments for schizophrenia focus on treating
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symptoms and involve using first-generation antipsychotics
(FGAs), typical antipsychotics, or second-generation antipsy-
chotics (SGAs), atypical antipsychotics.

FGAs, such as haloperidol, loxapine, and trifluoperazine,
were the initial class of medications clinically tested and used
for schizophrenia1. These antipsychotics could treat posi-
tive symptoms, like hallucinations and delusions but did not
impact negative symptoms, like social withdrawal and apa-
thy1. Side effects of FGAs include extrapyramidal symptoms,
such as movement disorders like acute dystonia, akathisia,
and parkinsonism, because of the antagonist activity on the
dopamine receptors4. These extrapyramidal symptoms can
affect everyday life as they are debilitating and interfere with
social functioning and communication, motor tasks, and activ-
ities of daily living, which can lead to an impaired quality of
life, treatment nonadherence, increased morbidity, caregiver
burden, and increased utilization of healthcare resources5.
The high proportion of patients that had medication non-
adherence led to a large amount of illness recurrence despite
this class of drug’s ability to alleviate symptoms5.

Since FGAs primarily modulate positive symptoms, SGAs
were created to regulate both positive and negative symp-
toms1. Since SGAs antagonize both dopamine (D2) receptors
and serotonin (5HT) receptors, they cause less extrapyramidal
symptoms due to the ability to balance out the symptoms6.
However, they can still cause side effects of hypotension and
metabolic syndrome. The side effect of metabolic syndrome,
especially, can increase one’s likelihood of developing dia-
betes.

Although SGAs were created to control both positive and
negative symptoms, clinical studies show that the effect SGAs
have on negative symptoms is not clear, and that these SGAs
are not the most reliable treatments for negative symptoms1,7.
However, they are more helpful in mitigating the effects of
negative symptoms than FGAs7.

Diabetes

Diabetes is a condition in which the pancreas is unable to pro-
duce sufficient insulin or the body is insulin resistant. The two
types of diabetes are type 1 diabetes (T1D) and type 2 diabetes
(T2D). T1D is an autoimmune condition in which the pancreas
is unable to secrete enough insulin. This type of diabetes can
be genetic and often diagnosed in childhood. T2D is caused by
insulin resistance and the body is unable to process and react
to insulin. T2D can be developed during a person’s lifetime
due to lifestyle choices. Hence, T2D is more common than
T1D with approximately 95% of people with diabetes having
T2D8.

In the past 20 years, there has been greater than a two-fold
increase in the incidence of diabetes worldwide9. In 2012,
one and a half million people passed away primarily due to di-

abetes10. Obesity, which is becoming more common in coun-
tries like the United States, is one of the factors leading to
this increase. Obesity is caused by various factors including
processed food, high sugared food, and a sedentary lifestyle,
and as countries globally become more industrialized, mass-
production of food increases, increasing the risk of developing
and the incidence of diabetes worldwide, particularly T2D.

Cardiovascular Disease

Cardiovascular disease (CVD) is a term used to characterize a
wide range of noncommunicable, cardiovascular diseases. It
is becoming more common globally and is the leading cause
of death in the United States and worldwide.

A major cause of CVD is atherosclerosis. Atherosclero-
sis is a disease caused by the accumulation of fat and fibrous
elements in the large arteries, causing the formation of fatty-
fibrous lesions11. Atherosclerosis is progressive and can get
worse if not treated, leading to vessel occlusion. Additional
risk factors include family history, poor diet, smoking, and
sedentary lifestyle. In a literature search conducted by Ad-
hikary et al. that collected data from several countries across
the globe, it was found that although smoking is common in
Pakistan and the United States, there was a higher prevalence
of hypertension in the United Kingdom and Tanzania, so dif-
ferent countries have different CVD risk factors12. Nonethe-
less, in almost all the countries in the study, both obesity and
dyslipidaemia were common12.

Methods

I conducted extensive research through PubMed and Google
Scholar by using search terms like “schizophrenia”, “the re-
lationship between schizophrenia and diabetes”, “the rela-
tionship between schizophrenia and cardiovascular disease”,
“treatments for schizophrenia”, etc. Peer-reviewed articles
were selected from the search terms. Additionally, four books
were used. The research was conducted from March 2025 to
October 2025, and inclusion and exclusion criteria for papers
included whether or not the article was peer-reviewed, when
the information was written as a similar paper that was writ-
ten more recently was preferred due to newer information, and
accuracy of information.

Duplicate papers were handled by assessing which one pro-
vided more in-depth and accurate information. The one that
fulfilled this criteria best was selected over the duplicate pa-
per.

Also, I assessed the quality of selected studies by checking
only peer-reviewed articles and how recently the article was
written to see if there was any newer data and information that
conflicted with or invalidated older data and information. I
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also checked if there was any conflicting information in gen-
eral to maintain information accuracy.

Results

Flowchart showing research process

Figure. 1 shows each step of the fabrication proces

Schizophrenia and Diabetes

Epidemiological Associations
Risk factors for diabetes include obesity, diets with high sugar
and fat content, prior family history of diabetes, and low phys-
ical activity. Diabetes is common in schizophrenia patients
and 20% of schizophrenia patients have diabetes13. The onset
of diabetes can occur at any age after getting schizophrenia,
but it was found that prevalence of diabetes in schizophre-
nia patients increased with age from 1.6% in the 15–25 age
group to 19.2% in the 55–65 age group13. Hence, diabetes
is more common in older schizophrenia patients than younger
schizophrenia patients, and this might be because of antipsy-
chotic use or lifestyle13.

Mechanisms
Patients with schizophrenia are more likely to get T2D than
the general public for various reasons including the antipsy-
chotics affecting insulin sensitivity and resulting in weight
gain indirectly. Schizophrenia patients also have a higher
risk of depression and a sedentary lifestyle with poor lifestyle
decisions leading to weight gain and decreased insulin sen-
sitivity14. The risk of a sedentary lifestyle and poor diet
choices can be due to depression, a low socioeconomic status-
due to schizophrenia symptoms causing inability to work

and unemployment-, or low income as many patients with
schizophrenia have depression and a low income and socioe-
conomic status14. T2D is especially common in people with
schizophrenia who do not take any antipsychotics.

The Link Between Antipsychotic Non-Adherence and In-
creased Diabetes Risk
Not taking antipsychotics could potentially increase the risk
of developing diabetes in people with schizophrenia. A cross-
sectional study conducted by Ryan et al., comparing the in-
cidence of diabetes before and after antipsychotics (such as
olanzapine, clozapine, quetiapine, risperidone, aripiprazole,
paliperidone, ziprasidone, and lurasidone) were given by mea-
suring fasting glucose levels15. The results showed that more
than 15% of the schizophrenia patients in the study who did
not take antipsychotics (n = 4) exhibited impaired fasting glu-
cose tolerance compared with 0% of the age-matched healthy
control individuals15. The study also showed that the preva-
lence of T2D is also about 2-4 times higher in patients with
schizophrenia than in the general population, potentially due
to not adhering to antipsychotic medications, poor diet and
lifestyle choices, and side effects from antipsychotics16–21.

This link between diabetes and schizophrenia has been
found more commonly in older antipsychotic naı̈ve pa-
tients than younger antipsychotic naive patients, and an age-
associated confounding effect has been observed, meaning
that as the patient’s age increases regardless of schizophrenia
diagnosis, they have a higher chance of getting diabetes22. A
cross-sectional study conducted by Subramaniam et al. with
194 treatment-naı̈ve patients with schizophrenia of different
age groups with 155 males and 39 females in Singapore ex-
plored how age affects incidence of diabetes in schizophrenia
patients in Singapore23. The results of the study showed that
when the antipsychotic naive patients were arranged based
on age, their rates of diabetes were approximately two-fold
higher than the general population of Singapore (17.3% ver-
sus 9.6% at 40–49 years and 50.0% versus 21.8% at 50–59
years, respectively in each case), showing that it is more com-
mon for older individuals with schizophrenia to have diabetes
than younger individuals, and people without schizophrenia22.
The mechanisms underlying the increased risk of insulin resis-
tance, prediabetes, or T2D among patients with schizophre-
nia appear to be multifactorial and complex, with genetic risk
factors, lifestyle risk factors, and certain medicines, including
some antipsychotics, also playing a role22.

Antipsychotic-induced weight gain and insulin resistance
Many antipsychotics can potentially lead to weight gain called
antipsychotic-induced weight gain (AIWG)24. However,
weight gain is a side effect that is more common for SGAs
than FGAs25. Weight gain is also dependent on which an-
tipsychotic is taken.
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In a stepwise regression analysis conducted by Sudar et al.,
150 schizophrenia patients who were on an antipsychotic drug
were studied and their BMIs were recorded26. The results
of the study show that certain antipsychotics lead to more
weight gain than others. Clozapine and olanzapine are more
likely to lead to weight gain compared to other antipsychotics,
while haloperidol, lurasidone, ziprasidone, aripiprazole and
amisulpiride are less likely to lead to weight gain24. The risk
of gaining weight is highest during the first year of treatment
and is higher for children than adults24. Weight gain can lead
to obesity, which is a reason for the increased risk of diabetes
and higher mortality rates. It was also found that SGAs like
olanzapine, especially, can lower insulin sensitivity and lead
to an increase in postprandial insulin, insulin levels after eat-
ing a meal27. However, the risk of developing diabetes from
not taking antipsychotics is greater than the risk of developing
diabetes from taking antipsychotics.

Clinical Implications

Underdiagnosis and undertreatment
People with schizophrenia have a higher risk of developing di-
abetes than people without schizophrenia. However, diabetes
is more difficult to diagnose in patients with schizophrenia due
to patients with schizophrenia being unable to properly ex-
press their symptoms, so doctors usually do not think to test
schizophrenia patients for diabetes28. Hence, it can remain
undiagnosed for a long time. About 40% of people diagnosed
with schizophrenia do not receive a follow-up from a primary
care physician within 30 days of diagnosis and 60% do not re-
ceive a follow-up from a psychiatrist, but the reasons behind
this are unknown29.

Treatment options for diabetes can vary based on type. T1D
is treated differently than T2D. For example, some types of di-
abetes may use insulin treatment, while others do not. People
with schizophrenia usually have T2D and are two to five times
more likely to get T2D than the general public for several rea-
sons14. These reasons include not taking antipsychotics, an-
tipsychotics affecting insulin sensitivity and indirectly caus-
ing weight gain, and depression leading to sedentary lifestyle
with unhealthy lifestyle decisions14. This can potentially lead
to weight gain and reduced insulin sensitivity. To treat dia-
betes in schizophrenia patients weight management, encour-
aging physical activity, monitoring antipsychotic use and en-
couraging the intake of diabetes medications13. Worsened
glycemic control and complications It has been found that ap-
proximately 44% of people with schizophrenia are not adher-
ent to their diabetes medications30. This can make it harder
to control glucose levels and lead to complications. To re-
duce the risk of complications, it is important to encourage a
more active lifestyle, encourage taking diabetes medications,
and monitor the amount of medication given.

Schizophrenia and Cardiovascular Disease
Increased risk of Myocardial Infarction, Stroke, and Car-
diovascular Mortality in Schizophrenia Patients The types
of cardiovascular disease that have caused the most num-
ber of deaths globally are stroke and ischaemic heart disease
(IHD)31. Diabetes increases the risk for developing CVD and
can lead to more severe and fatal CVD. Since there is a strong
link between CVD and diabetes, people with schizophrenia
have a high risk for developing CVD31. A study conducted by
Ali et al. using the Comparative Risk Assessment technique
of the Global Burden of Disease (GBD), a method used to
measure the disability and death caused by diseases, injuries
and risk factors, to calculate attributable burden31. Meta-
regression was used to pool relative risks (RRs) for stroke,
IHD, and diabetes32,33. This was then put together with the
estimates of the frequency of GBD schizophrenia to calculate
the number of years of life lost (YLLs) and deaths31. Ad-
ditionally, the ratio of explained fatal burden to unexplained
fatal burden was calculated31. The relative risks for diabetes,
stroke, and IHD- calculated in the study- were 4.08, 1.86, and
2.36 respectively. Approximately 1.5 million years of life lost
and 50,000 deaths worldwide from these diseases were a re-
sult of schizophrenia. About 11% of years of life lost and 13%
of deaths attributed to schizophrenia were explained by IHD,
diabetes, and stroke collectively31. Additionally, schizophre-
nia patients are three times more likely to get myocardial in-
farction than the general public most likely due to unhealthy
diet, smoking, neglecting health, and reduced access to health-
care34.

Metabolic syndrome
Metabolic syndrome (MetS) is a group of conditions that in-
crease the risk of CVD, T2D, and strokes. Schizophrenia in-
creases the risk for developing metabolic syndrome. There
are many potential causes for MetS in schizophrenia patients.
Risk factors for MetS in schizophrenia are attributable to un-
healthy lifestyle, including poor diet and sedentary behav-
ior35. MetS could also potentially be a side effect of antipsy-
chotics as some antipsychotics have MetS as one of the side
effects6.

Lifestyle: poor diet, low physical activity, substance use
Due to the psychotic symptoms associated with schizophrenia,
common comorbidities of schizophrenia are anxiety, depres-
sion, substance abuse, post traumatic stress disorder (PTSD),
and panic attacks36. The National Institute of Mental Health’s
Epidemiologic department conducted two studies using a
Catchment Area survey, which is when the geographic region
of the area in which the study is conducted is analyzed as
well36. One study found that there was a 28% to 63% preva-
lence of panic attacks/panic disorder in schizophrenia patients,
and the other study found a 45% prevalence, both of which
are greater than the 1-3% prevalence of panic attacks in peo-
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ple without schizophrenia36,37. Also since trauma can lead to
schizophrenia and is common in people with schizophrenia,
many schizophrenia patients experience PTSD38.

Hence, due to the comorbidities associated with schizophre-
nia, people with schizophrenia have higher smoking, hy-
pertension, and sedentary lifestyle rates than people with-
out schizophrenia. Roughly two out of three people with
schizophrenia smoke39. 2/3rds of schizophrenia patients are
also overweight due to various factors, such as sedentary
lifestyles, poor diet, antipsychotic medications. This can lead
to an increased risk of developing CVD.

Healthcare Disparities & Medication Nonadherence
Schizophrenia patients have a higher chance of developing
CVD than a person without schizophrenia, but those with
schizophrenia have a lower chance of having any medical
record of CVD40. Also, a cross-sectional study conducted
by Smith et al. showed that people with schizophrenia get
fewer screenings for CVD and poorer quality treatment
compared to those without schizophrenia40. This is possibly
because people with schizophrenia experience high rates
of unemployment due to their symptoms hindering their
ability to work, leading to lower income and socioeconomic
status41–45. Being unemployed or having a low income
prevents access to high-quality screenings and treatments,
such as somatic treatment, treatment focused on improving
physical health treatment as high-quality treatment becomes
unaffordable46.

Additionally, schizophrenia patients tend to not adhere to
taking medications, especially pill-based antipsychotic medi-
cation due cognitive impairment and constant need for assis-
tance to make sure the pills are taken47. Non adherence usu-
ally increases the risk of CVD. In a case study conducted by
Chang et al. conducted on 80,581 schizophrenia patients in
Korea aged between 20 and 40 years, the patients were sepa-
rated into quartiles by adherence determined by their two-year
medication possession ratio48. It was found that the individ-
uals in the quartile who adhered to taking their antipsychotics
had fewer incidences of CVD than those in the quartile with
individuals who did not take antipsychotics48.

Hence, long-acting injectable (LAI) medications are used as
they assist with non-adherence to antipsychotics due to their
ability to release medication slowly into the bloodstream, al-
lowing for them to be used less frequently than pills49. Some
LAI medications include risperidone, olanzapine, aripipra-
zole, and paliperidone49. An association has been found be-
tween LAIs and decreased risk of CVD. In a two-center-based
cross-sectional study conducted by Andor et al. with 130 pa-
tients with either schizophrenia or schizoaffective disorders, it
was found that the risk for developing CVD depends on the
length of psychosis, the age at which a person starts LAIs,
type of LAI medication given, and how long the patient was
on the LAI49. Abdominal obesity, hyperglycemia, and high

blood pressure were more common amongst study participants
who had a longer time of psychosis before LAI treatment49.
Abdominal obesity, hyperglycemia, and high blood pressure
increase the risk for cardiovascular disease.

However, along with the positive aspects of LAI use, some
negative aspects were found with some LAIs. Hyperglycemia
was more common amongst study participants on risperidone
and olanzapine49. Also, participants on risperidone had hy-
pokinetic heart disorders more frequently than patients on
other LAI antipsychotics49.

CVD is most treatable when detected in its early stages50.
People with schizophrenia have a lower ability to express pain
due to their psychotic symptoms, making diagnosing CVD
more difficult28.

Treatments
A common method for treating CVD is using statins. Statins
can be used to control cholesterol levels, which can reduce
LDL levels, reducing the risk of developing CVD51. Statins
have been used to control CVD in patients with schizophre-
nia51. A randomized clinical study conducted by Riera-Molist
et al. on participants who are 18 years and older, using a pri-
mary care team for health check-ups, found that a multidisci-
plinary intervention strategy that is multifactorial and patient-
centered is effective in lessening cardiovascular risk (CVR)51.
Within 6 months, by improving LDL levels through improv-
ing diet and using statins as needed, the CVR for schizophre-
nia patients lowered by 20.9%51. This also worked for people
who are young and/or have a low CVR52.

Discussion: Integration of Literature Review

Interplay between Diabetes and Cardiovascular Disease in
Schizophrenia Patients

Schizophrenia increases the risk for both diabetes and CVD.
The symptoms of schizophrenia can lead to depression. Co-
morbid conditions of depression include obesity, risk factors
for poor diet in CVD and diabetes.

Being antipsychotic naive can also increase diabetes and
CVD risk as shown by the study, which found that fasting
glucose levels were higher for schizophrenia patients before
taking antipsychotics than after15. The link between not tak-
ing antipsychotics and a higher risk of developing diabetes,
as shown by the cross-sectional study conducted by Subrama-
niam et al., has been found to increase with age23. For CVD,
a study conducted on people with schizophrenia aged 20–40
years and separated by adherence to antipsychotics, found that
CVD was less prevalent in those who adhered to taking an-
tipsychotics than in those who did not48.

However, antipsychotics must be taken cautiously as many
antipsychotics can lead to weight gain as shown by the step-
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Table 1 Synthesis table of all the studies in the paper.
Who was the Study
Conducted by

Type of Study What was the Study
Investigating

Pathway Results Conclusion

Adhikary et al. Literature search CVD risk factors in different
countries

CVD risk factors, such as smoking,
hypertension, and diabetes in
different countries were
compared 12 .

Smoking is common in Pakistan and the United
States, but there was a higher prevalence of
hypertension in the United Kingdom and
Tanzania 12 .

Different CVD risk factors are
present in different countries 12 .

Ryan et al. Cross-sectional
study

Incidence of diabetes before
and after antipsychotic use

Fasting glucose levels were
measured in 15 male and 11 male
schizophrenia patients and in
volunteers without schizophrenia 15 .

More than 15% of the schizophrenia patients in the
study who did not take antipsychotics (n = 4)
exhibited impaired fasting glucose tolerance
compared with 0% of the age-matched healthy
control individuals 15 . The study also showed that
the prevalence of T2D is also about 2–4 times
higher in patients with schizophrenia than in the
general population, potentially due to not adhering
to antipsychotic medications, poor diet and lifestyle
choices, and side effects from antipsychotics 16–21 .

Patients with schizophrenia are at
a higher risk for developing
diabetes in comparison to people
without schizophrenia.

Subramaniam et al. Cross-sectional
study

To explore how age affects
incidence of diabetes in
schizophrenia patients in
Singapore 23

194 treatment-naı̈ve patients with
schizophrenia of different age
groups with 155 males and 39
females in Singapore and people
without were studied 23 .

When the antipsychotic naive patients were
arranged based on age, their rates of diabetes were
approximately two-fold higher than the general
population of Singapore (17.3% versus 9.6% at 40–
49 years and 50.0% versus 21.8% at 50–59 years,
respectively in each case) 22 .

It is more common for older
individuals with schizophrenia to
have diabetes than younger
individuals, and people without
schizophrenia 22 .

Sudar et al. Stepwise regression
analysis

To compare antipsychotic-
induced weight gain and insulin
sensitivity amongst different
antipsychotics

150 schizophrenia patients who
were on an antipsychotic drug were
studied and their BMIs were
recorded 26 .

Clozapine and olanzapine are more likely to lead to
weight gain compared to other antipsychotics, while
haloperidol, lurasidone, ziprasidone, aripiprazole
and amisulpiride are less likely to lead to weight
gain 24 . The risk of gaining weight is highest during
the first year of treatment and is higher for children
than adults 24 . It was also found that SGAs like
olanzapine, especially, can lower insulin sensitivity
and lead to an increase in postprandial insulin,
insulin levels after eating a meal 27 .

Certain antipsychotics lead to
more weight gain than others.
SGAs like olanzapine, especially,
can lower insulin sensitivity and
lead to an increase in
postprandial insulin, insulin
levels after eating a meal 27 .

Ali et al. Comparative risk
assessment & meta-
regression

To calculate risk for and death
from diabetes, IHD, stroke, and
myocardial infarction in
schizophrenia patients 31 .

Risk for and death from diabetes,
IHD, stroke, and myocardial
infarction in schizophrenia patients
was calculated using comparative
risk assessment and meta-
regression 31 .

The relative risks for diabetes, stroke, and IHD
calculated in the study were 4.08, 1.86, and 2.36
respectively. Approximately 1.5 million years of
life lost and 50,000 deaths worldwide from these
diseases were caused by schizophrenia. About 11%
of years of life lost and 13% of deaths attributed to
schizophrenia were explained by IHD, diabetes, and
stroke collectively 31 . Additionally, schizophrenia
patients are three times more likely to get
myocardial infarction than the general public 34 .

Schizophrenia patients are three
times more likely to get
myocardial infarction than the
general public most likely due to
unhealthy diet, smoking,
neglecting health, and reduced
access to healthcare 34 .
Schizophrenia patients are also at
a higher risk of developing
diabetes and CVD.

The National Institute
of Mental Health’s
Epidemiologic
department

Two studies were
conducted, using a
Catchment Area
Survey

Comorbidities in patients with
schizophrenia

Two studies were conducted on
schizophrenia patients to identify
and understand comorbidities in
schizophrenia 36 .

One study found that there was a 28% to 63%
prevalence of panic attacks/panic disorder in
schizophrenia patients, and the other study found a
45% prevalence, both of which are greater than the
1–3% prevalence of panic attacks in people without
schizophrenia 36,37 .

Panic attacks and panic disorders
are common comorbidities in
schizophrenia patients 36 .

Smith et al. Cross-sectional
study

Diagnosis and quality of
treatment for CVD in patients
with schizophrenia

Screening and treatment for CVD
were identified in 9677
schizophrenia patients 40 .

People with schizophrenia get fewer screenings for
CVD and poorer quality treatment compared to
those without schizophrenia 40 .

People with schizophrenia get
fewer screenings for CVD and
poorer quality treatment
compared to those without
schizophrenia possibly because
people with schizophrenia
experience high rates of
unemployment due to their
symptoms hindering their ability
to work, leading to lower income
and socioeconomic status 40–45 .

Chang et al. Case study The effect of antipsychotic
nonadherence on the
development of CVD in
schizophrenia patients.

80,581 schizophrenia patients in
Korea aged between 20 and 40
years, the patients were separated
into quartiles by adherence
determined by their two-year
medication possession ratio 48 .

Study participants in the quartile who adhered to
taking their antipsychotics had fewer incidences of
CVD than those in the quartile with individuals who
did not take antipsychotics 40 .

Not taking antipsychotics
increases the risk of developing
CVD.

Andor et al. Two-center-based
cross-sectional
study

The effect of different LAIs on
the development of CVD in
schizophrenia patients. Type of
antipsychotic, patient’s age, age
at which the LAI was taken,
how long, and the LAI was
taken were taken into
consideration 49 .

130 patients with either
schizophrenia or a schizoaffective
disorder were studied 49 . Age, LAI
given, the age at which the LAI was
given, how long the LAI were
recorded 49 .

The risk for developing CVD depends on the length
of psychosis, the age at which a person starts LAIs,
type of LAI medication given, and how long the
patient was on the LAI 49 .

The risk for developing CVD
depends on the length of
psychosis, the age at which a
person starts LAIs, type of LAI
medication given, and how long
the patient was on the LAI 49 .

Riera-Molist et al. Randomized
clinical study

To study the effects of a
multidisciplinary intervention
strategy used for 6 months on
CVR in schizophrenia
patients 51 .

A multidisciplinary intervention
strategy used for 6 months on CVR
in schizophrenia patients ages 18
and above 51 .

Within 6 months, by improving LDL levels through
improving diet and using statins as needed, the CVR
for schizophrenia patients lowered by 20.9% 51 .

A multidisciplinary intervention
strategy that is multifactorial and
patient-centered is effective in
lessening cardiovascular risk
(CVR) 51 .

wise regression analysis conducted by Sudar et al.26. Antipsy-
chotics have also been shown to lower insulin sensitivity14.

This can lead to T2D, and/or CVD. Hence, it is important to
stay active, and have a healthy diet, and have routine primary
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healthcare even when on antipsychotics.

Medication Management

Diabetes
To treat diabetes in patients with schizophrenia, screening for
diabetes should be done every three months once the patient
starts taking antipsychotics and can gradually be reduced to
every six to twelve months, HbA1c would be better than a fast-
ing blood sugar test; screening for co-morbid illnesses, like
obstructive sleep apnea, tobacco dependence, and hyperten-
sion; weight management is important13. Taking an antipsy-
chotic with a lower risk of weight gain, developing diabetes,
and psychotropic effects, such as sexual dysfunction and gas-
troparesis that can make symptoms and/or complications of
diabetes worse, and getting bariatric surgery if eligible and
needed13. Insulin and other medications should be titrated as
per the need of the individual patient13. There would also need
to be more frequent checks for insulin and wounds13.

Cardiovascular Disease
Weight management, being active, eating healthy, reducing
smoking, and taking medications are important to treating
CVD in patients with schizophrenia. Also as the randomized
clinical study conducted by Riera-Molist found, a multidisci-
plinary intervention that is patient-centered and multifactorial
is effective at reducing the risk of developing CVD through
reducing LDL levels by rectifying diet and using statins when
necessary51.

Importance of taking antipsychotics
It is important to take antipsychotics even though they

can lead to weight gain or insulin resistance, because they
will control schizophrenia symptoms. By not taking antipsy-
chotics, schizophrenia symptoms can worsen. This can lead
to further cognitive impairment., unhealthy lifestyle choices
and habits such as smoking and drinking. Hence, increasing
the risk of developing diabetes or CVD. In addition, based on
the cross-sectional study conducted by Ryan et al., the risk of
developing diabetes increases with age, especially if antipsy-
chotics are not taken15.

Barriers to integrated care and prevention
It can be difficult to prevent and care for diabetes and CVD
in schizophrenia patients, because patients with schizophrenia
are not good with taking their medications because of their
schizophrenia causing cognitive impairment, leading to a con-
stant need for assistance to take medications, especially pills.
Additionally, they struggle with properly communicating their
symptoms, so diagnosis itself can be a challenge. However, it
can be effectively managed if someone, such as family or a
caretaker is educated about the illness and can take care of
weight management, diet, blood pressure, and medications

for the schizophrenia patient13. Nevertheless, many patients
do not have support from a caretaker given their symptoms.
Hence, it is difficult for schizophrenia patients to effectively
manage their symptoms.

Role of lifestyle interventions and integrated behavioral-
physical healthcare
This has helped patients with schizophrenia with their symp-
toms, and has caused them to be more active, reducing the
chance of weight gain and insulin resistance that can lead to
diabetes and CVD.

Role of lifestyle interventions and integrated behavioral-
physical healthcare
It should be considered that antipsychotics, especially SGAs,
can induce weight gain and insulin resistance. Hence, physi-
cians should consider giving antipsychotics that have a lower
chance of causing weight gain and/or insulin resistance. Addi-
tionally, schizophrenia patients tend to have a hard time with
adhering to their medications, so it should be part of policy
for physicians to educate caretakers to properly monitor the
medications. Moreover, increasing access to somatic health-
care should be a priority. This can be done by identifying local
health care barriers (which can persist both in the organization
of the services as well as in the minds of politicians, directors,
professionals, and patients) and reducing them46.

Conclusion

This paper discussed the relationship between schizophre-
nia, diabetes, and CVD. It has been found that people with
schizophrenia are more prone to developing diabetes and CVD
and that people with schizophrenia experience more compli-
cations from diabetes and CVD. It is important to take antipsy-
chotics to prevent the development of diabetes or CVD from
not taking antipsychotics. However, antipsychotics must be
taken cautiously because of their ability to lead to weight gain
and insulin resistance. Physical activity, having a healthy diet,
and not smoking or drinking can reduce the risk of developing
diabetes or CVD.

It is important to educate caretakers of schizophrenia and its
effects on physical health. This will allow caretakers to know
how to take better care of their schizophrenia patient, which
can reduce the risk of the schizophrenia patient developing
diabetes and/or CVD. It is important to advocate for systemic
reform for the care of people with schizophrenia, so that they
can get better treatment.

Limitations

This research paper is a literature review that uses various
types of studies for evidence, such as dimensional analysis,
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meta-analysis, case studies, etc. There was no preference for
one type of study over another. Hence, the evidence is het-
erogenous and does not have a defined systematic search strat-
egy.
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Peña, E., & Foguet-Boreu, Q. (2023). A Cardiovascular Risk Optimiza-
tion Program in People With Schizophrenia: A Pilot Randomized Con-
trolled Clinical Trial. Journal of psychiatric practice, 29(6), 456–468.
https://doi.org/10.1097/PRA.0000000000000743.

52 Wang, N., Fulcher, J., Abeysuriya, N., Park, L., Kumar, S., Di Tanna,
G. L., Wilcox, I., Keech, A., Rodgers, A., & Lal, S. (2020). Intensive
LDL cholesterol-lowering treatment beyond current recommendations for
the prevention of major vascular events: a systematic review and meta-
analysis of randomised trials including 327 037 participants. The lancet.
Diabetes & endocrinology, 8(1), 36–49. https://doi.org/10.101
6/S2213-8587(19)30388-2.

© The National High School Journal of Science 2026 | 9

https://doi.org/10.1016/j.psychres.2017.01.049
https://doi.org/10.1016/j.psychres.2017.01.049
https://doi.org/10.1017/S2045796023000045
https://doi.org/10.1016/S0140-6736(13)61611-6
https://doi.org/10.1016/S0140-6736(13)61611-6
https://doi.org/10.1016/S2215-0366(15)00505-2
https://doi.org/10.1016/S2215-0366(15)00505-2
https://doi.org/10.1002/j.2051-5545.2009.tb00199.x
https://doi.org/10.1002/j.2051-5545.2009.tb00199.x
https://doi.org/10.1093/schbul/sbn135
https://doi.org/10.1002/da.20622
https://doi.org/10.1002/da.20622
https://doi.org/10.1093/schbul/sbl053
https://doi.org/10.1093/schbul/sbl053
https://doi.org/10.18773/austprescr.2023.024
https://doi.org/10.18773/austprescr.2023.024
https://doi.org/10.1136/bmjopen-2013-002808
https://doi.org/10.1136/bmjopen-2013-002808
https://doi.org/10.1016/S0140-6736(04)16458-1
https://doi.org/10.1016/S0140-6736(04)16458-1
https://doi.org/10.1177/070674370705200503
https://doi.org/10.1177/070674370705200503
https://doi.org/10.1001/archpsyc.61.1.28
https://doi.org/10.1001/archpsyc.61.1.28
https://doi.org/10.1176/ajp.153.3.321
https://doi.org/10.1176/ajp.153.3.321
https://doi.org/10.3389/fpsyt.2014.00137
https://doi.org/10.3389/fpsyt.2014.00137
https://doi.org/10.1176/appi.focus.20160006
https://doi.org/10.1176/appi.focus.20160006
https://doi.org/10.1016/j.ajp.2020.102161
https://doi.org/10.3390/jpm14080814
https://doi.org/10.3390/jpm14080814
https://doi.org/10.3390/jpm14080786
https://doi.org/10.1097/PRA.0000000000000743
https://doi.org/10.1016/S2213-8587(19)30388-2
https://doi.org/10.1016/S2213-8587(19)30388-2

