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Abstract

There have been disagreements in the literature about
the incidence of cancer among persons with a
schizophrenia diagnosis. Risk factors are prevalent in this
population, but overall incidence of cancer is reported as
low. By contrast, mortality from cancer among those with
schizophrenia is universally held to be high. The aim of
this review is to collect recent publications on this
paradox in an attempt to help resolve it. The literature on
the subject is vast, so that the review focuses on articles
published in the last few years and covers the latest
writings on the cancer protection hypothesis, uptake of
cancer screening, provider issues, delays and disruptions
in treatment for cancer, quality of care and mortality
rates, all in the context of schizophrenia. The conclusion
of the review is that persons with schizophrenia receive
substandard quality of cancer care due, in part, to their
psychopathology, in part to bias and stigma of care
providers and, in part, to the organization of health
services that isolate psychiatric care from more general
medical care.
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Introduction
Questions about the incidence of cancer in persons with

serious mental illness have, over the years, received different
answers. There is credible epidemiological evidence that
schizophrenia and related disorders (or their treatment)
protect against cancer, but there is other work showing a
heightened risk due to lifestyle (high rates of cigarette smoking
and substance abuse) and to treatment effects (weight gain
and elevated prolactin levels).

There are, of course, many kinds of cancer, each susceptible
perhaps to different triggers and there are many variations of
psychotic illness, each perhaps exerting its own impact on
lifestyle and cancer risk. Moreover, there are major difficulties
in the ascertainment of cancer in the context of psychosis

because of poor health monitoring, unclear subjective
complaints, uncertain family histories, diagnostic
overshadowing, and low rates of routine cancer screening.

Current thinking is that, despite differences attributable to
age, gender, severity of psychosis, smoking habits, body mass
index, substance abuse, diet, physical activity, medication, and
co-morbidity, the incidence of cancers of all types in
schizophrenia is essentially equivalent to that of the general
population, but cancer mortality is significantly higher.
Importantly, the cancer mortality gap between schizophrenia
patients and age peers appears to be increasing with time [1],
making this a critical area of study.

A preliminary scan of the literature suggests that the
principal explanation for the high cancer mortality in chronic
psychotic illness is the comparatively poor quality of medical
care this population receives, a consequence of the lack of
‘parity of esteem’ with respect to physical and mental illness
[2]. In other words, for many reasons, the medical care
received by persons with severe mental illness is thought to be
inferior to that received by others, and this appears to be true
in all countries where this question has been addressed.

Methods
This narrative review explores the incidence/mortality

paradox in schizophrenia based on recent publications. The
review is divided into the following subsections: the
schizophrenia cancer protection hypothesis, uptake of cancer
screening in schizophrenia, provider issues, delays and
disruptions in treatment for cancer, quality of care, mortality
rates and discussion/conclusions.

Review Findings

Schizophrenia cancer protection hypothesis
There is epidemiological evidence that, while some cancers

such as breast cancer are more prevalent within the
schizophrenia population than elsewhere, most other cancers
are less prevalent, a seeming paradox in light of heightened
risk factors and also in light of the high cancer mortality in this
population [3]. The overall lower incidence of cancer in
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schizophrenia may only be true for men, probably because of
the high rates of breast cancer in schizophrenia women. A
2017 study of over two million Israeli men and women aged
25-74, among whom 32,748 had received a diagnosis of
schizophrenia, showed that all types of cancer were
significantly lower in men with schizophrenia than men
without schizophrenia but that the prevalence of cancer in
women with schizophrenia was, to a slight degree, higher than
in other women [4].

The relative protection also depends on age. A study from
Taiwan showed that cancer risks in schizophrenia patients
were significantly lower than in the general population only for
cancers that develop in older age -e.g. stomach, pancreas, and
prostate cancer. In contrast, cancer risks were higher than in
the general population for cancers with a younger age of onset
e.g. nasopharynx and uterus [5]. Because of an overall increase
in mortality rate in schizophrenia attributable to cardiovascular
disease and suicide [6] the former is probably hastened by
antipsychotic treatment whereas the latter is reduced by
treatment [7], persons with schizophrenia die 10 to 25 years
earlier than their peers and, thus, before the appearance of
late onset cancers [8].

A 2017 meta-analysis of 16 cohort studies detected a small
but significant decrease in overall risk of general cancer
incidence among all patients with schizophrenia, with a
significantly decreased incidence rate of colorectal cancer and
prostate cancer in men but a paradoxically increased rate of
lung cancer in women [9].

Importantly, the general reduction in cancer risk has been
demonstrated not only in schizophrenia patients but in their
siblings and parents as well [10,11], suggesting the
involvement of genetic protective factors, thought to be genes
mediating oxidative stress, DNA damage and DNA repair
[12,13]. The simplified genetic protection hypothesis can be
summed up in the following way: a common set of genes and
biological processes are deregulated in opposite directions in
schizophrenia and cancer [14]. Protection theories of this sort
are popular because they provide an explanation as to why
schizophrenia has persisted over the course of evolution in the
face of low levels of fitness [15].

Reduced incidence of cancer in schizophrenia has also been
explained in non-genetic ways. Because of a sedentary and
essentially indoor lifestyle, individuals with schizophrenia are
relatively protected from environmental cancer-inducing
exposures such as pollutants, X-Rays, and excessive sunshine
[15]. In line with this thinking, schizophrenia expert, Torrey
[16], has hypothesized that the reduced rate of age-
standardized prostate cancer in men with schizophrenia could
be due to a decreased opportunity for heterosexual
intercourse.

Undiagnosed cancer in this population is yet another
explanation since many patients with schizophrenia avoid
medical services [17]. Furthermore, it has been proposed that
the antipsychotic drugs used to treat schizophrenia may have
cancer-preventive properties [18,19].

Cancer screening
Comparative uptake of cancer screening could explain

increased mortality in the face of a relatively low incidence
rate. Screening is less frequent than expected in the
schizophrenia population, which results in later diagnosis and
more advanced cancer stage at the time of diagnosis [20-22].
The more severe the mental illness, the lower the screening
rate, More specifically, cancer screening has been shown to be
significantly reduced in schizophrenia in the US and Canada for
cancer of the cervix [23-25], and for breast cancer [26,27].

The main barriers to cancer screening in this population
have been identified as: apathy, lack of accurate knowledge
about the purpose of screening and poor access to screening,
practical issues of transportation and lack of reminders,
patients’ cognitive challenges, and patients’ negative
experiences with screening [28-33]. Poor communication and
collaboration between service user and health provider has
often been pointed to as the root cause of low screening rates
[34,35].

Provider issues
An important provider issue that may help to explain late

diagnosis is ‘diagnostic overshadowing’ whereby the
symptoms of one illness conceal or overshadow the symptoms
of another. When patients with schizophrenia present with
physical complaints, care providers may, for instance, attribute
the complaints to delusional thinking [36,37] and dismiss
them. It has been shown that physicians spend relatively little
time with their severely mentally ill patients [38]. This may be
because they disapprove of their patients’ unhealthy choices
(smoking, substance abuse, overeating). Physicians may also
dislike the fact that severely mentally ill patients are often late
for appointments, forgetful, disruptive or uncooperative, noisy,
disheveled, badly groomed, uninsured, and mistrustful [34,39].

During examination, people with schizophrenia are less
likely than healthy controls to spontaneously report physical
symptoms because of reticence and suspiciousness or because
of cognitive impairment, or lack of social communication skills,
or because of reduced pain sensitivity attributable to
antipsychotic medication [40,41]. In addition, primary care
physicians may underestimate the decisional competence of
patients with schizophrenia or their ability to adhere to
treatment protocols or to maintain healthy behaviors [42].
They may, therefore, offer them few choices. It is a fact that
patients with a severe mental illness report significant
problems communicating with their doctors [43].

Provider issues interact with patient and system-level
factors (the separation of physical health and mental health
facilities) to increase the risk of substandard care provision to
people with serious mental illness.

Delays and disruptions of treatment
Although poor cancer outcomes in this population have

been attributed to the many risk factors, the prevalence of
comorbidity, the lack of preventive measures and the low rates
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of screening and the diagnostic delays, a recent Finnish study
found that factors following diagnosis rather than preceding it
are to blame for the bulk of poor outcomes [44]. Further
results of this study were that the mortality gap between
patients with psychosis and cancer patients without SMI
appeared to be increasing over time due to post-diagnosis
factors. This can be explained in a number of ways. The
negative symptoms of schizophrenia (apathy, isolation,
cognitive difficulty) make it difficult for patients to understand
and cooperate with cancer treatment [45]. The cognitive
difficulty and also the lack of social support contribute to poor
adherence to cancer treatment [46]. Patients with severe
mental illness in general show poor self-management skills;
they may also harbor delusions. For instance, they may so
strongly believe that God will cure them that they prematurely
stop treatment [47].

Disruptions of treatment are commonplace in this
population. At one academic health centre, half the patients
with schizophrenia who had breast cancer suffered at least
one breast cancer care disruption in stage-appropriate
treatment. What was striking in this study was that disruptions
robustly predicted cancer recurrence at 5 years. The main risks
for disruptions were the following: not having a psychiatrist,
not taking antipsychotics, and a psychiatric hospitalization
occurring after the diagnosis of cancer [48].

A United States retrospective cohort study of 16,636 older
women (68 years and over) with stage I-IIIa breast cancer
found that those with any mental illness diagnosis experienced
an increased risk for chemotherapy delay of ≥ 90 days post-
surgery. Those with severe mental illness were at especially
high risk for treatment delay [49]. Farasatpour et al. [50]
report that women with schizophrenia often deny their breast
cancer symptoms, which means that the cancer reaches an
advanced stage by the time of diagnosis. After diagnosis, many
of the women continue to deny the reality of cancer and often
refuse therapy. While these investigators found distant
metastases in 21% of schizophrenia women at the time of
diagnosis, another 25% of women developed metastases after
diagnosis because of treatment delays or refusals.

For any cancer, patients with schizophrenia have been found
less likely than the general population to ever receive
chemotherapy or radiotherapy or, for that matter, to access
palliative care [34].

When social workers who work closely with severely
mentally ill patients were asked for potential reasons why
cancer care is often delayed in this population, their view was
that their patients’ cancer-related concerns were habitually
discredited. They attributed this to the compartmentalization
of mental and physical health care [51].

Quality of care
Not only are there disruptions and delays and gaps in

treatment, but the quality of care offered to patients with
psychosis is often below par Mateen et al. [52], in a
retrospective study, found that patients with pre-existing
schizophrenia who developed lung cancer were prescribed less

aggressive therapy than others at the same stage of cancer.
After thorough investigation, these investigators determined
that the reason was not bias or mental illness stigma. State of
the art treatment was withheld because of concurrent
pulmonary disease or infection, or because patients refused,
or because their psychotic symptoms rendered certain
treatments impractical, or because some of the patients were
disoriented and, thus, unable to co-operate with treatment. A
nursing study found that patient factors (psychopathology,
cognitive and communication difficulties), health system
factors (fragmentation of care, unequal access to care) and
provider bias all undermined quality care for seriously
mentally ill patients [53]. Druss, who is a leader in this field,
has attributed both low levels of primary care utilization and
the provision of poor quality of medical care to psychiatric
patients to barriers erected by patients, providers, and health
systems [54].

Mortality
A 2017 meta-analysis of 19 studies of cancer mortality in

schizophrenia [55] concluded that patients with schizophrenia
were at a significantly increased risk of cancer mortality
compared to the general population. Iglay et al. [56] found the
mortality rate from breast cancer in women with severe
mental illness was 20% higher than that of women without
mental illness after adjusting for age, income, race, ethnicity,
geographic location, and marital status. They found that
cancer in these women was already advanced at the time of
diagnosis and that their tumors grew aggressively after
diagnosis. They also found increased tobacco use and more
comorbidities among these women, which could help to
account for an overall two-fold increase in all-cause mortality
risk.

An earlier study from France [57] had found a four-fold
higher mortality rate in schizophrenia, with cancer being the
second most common cause of death (after cardiovascular
disease). For all cancers, the mortality risk was slightly higher
in men with schizophrenia but almost twice as high in women,
breast cancer showing a 2.8 higher risk of mortality over the
general population of women. Men with schizophrenia were
more likely than average to die from lung cancer, probably
attributable to smoking. In a large Veteran Affairs study
specific to lung cancer outcomes, and controlled for age,
gender, smoking status, marital status, service connection,
homelessness status, and presence of a substance use
disorder, the hazard ratio of all-cause mortality for those with
schizophrenia and lung cancer was 1.33 [58].

Kisely et al. found a 2.27 hazard ratio for psychiatric
patients’ mortality rates and attributed it to potential inequity
in accessing specialist services [59]. Other explanations for the
higher mortality from cancer among psychiatric patients
(despite equal or lower incidence) are: low rates of routine
cancer screening, the increased length of time it takes to be
diagnosed after presenting with symptoms, the more
advanced cancer stage at diagnosis and the reduced likelihood
(compared to those without mental illness) of surgical
intervention. Interestingly, for men diagnosed with prostate
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cancer through prostate-specific antigen screening who then
underwent treatment with external beam radiation, a
concurrent psychiatric diagnosis had no effect on outcome,
which suggests that the removal of screening and treatment
barriers reduces the survival disparities of psychiatric patients,
at least in the case of prostate cancer [60].

There are noteworthy gender differences in cancer mortality
in this population. In women, 8% of lost life years are
attributable to cancer whereas, in men, cancer does not
appreciably affect the duration of life [61].

Although late diagnosis probably plays a part in the
increased mortality from cancer [62], the relatively poor
survival of people with severe mental illness is most likely
accounted for by disparities occurring after cancer diagnosis
rather than by a delay in diagnosis [63].

Discussion and Conclusion
This review has highlighted medical disparities in the

treatment of persons with serious mental illnesses. Treatment
differences have been documented in all regions of the world
where this phenomenon has been studied [64]. A diagnosis of
schizophrenia reduces life expectancy for many reasons. There
are firstly the health constraints imposed by financial
deprivation. The social withdrawal that is part of schizophrenia
further reduces opportunities for active participation in
physical activities, resulting in an essentially sedentary life.
Apathy, lethargy and cognitive problems, all commonly seen in
schizophrenia, serve as obstacles to healthy eating habits.
Many persons with schizophrenia are socially isolated and
estranged from family and friends, which means that they are
under-exposed to public health messaging. Antipsychotic
medication, the standard treatment for schizophrenia,
increases the risk of obesity and further reduces physical
activity. Perhaps to counter the side effects of medication,
people with schizophrenia tend to smoke more than others
and use alcohol more than others. As noted earlier,
antipsychotic drugs also lead to hyperprolactinemia, although
a recent study and a recent review paper exonerate prolactin
[65,66] from responsibility in the high rate of breast cancer in
women with schizophrenia [67]. The low uptake of cancer
screening can be attributed to social isolation, constricted
social networks and apathy, all characteristic of schizophrenia,
even psychiatric disease less severe than schizophrenia has
been shown capable of negatively impacting cancer patients
[68]. On the provider side, clinicians spend relatively little time
with severely mentally ill persons. Moreover, they tend to
dismiss many of the complaints of people with psychosis as
being fanciful or delusional. Most importantly, there is
documented evidence of substandard cancer care, which
inevitably leads to poor outcomes.

This review ends on the recommendation that systematic
physical health monitoring be mandatory for people with
serious mental illness. Patients with schizophrenia and related
illness need to be informed about health risks and guided/
encouraged in their diet, activity, smoking/alcohol, and health
screening choices. Physicians need to pay special attention to

this group of patients, and medical and psychiatric treatment
services need to be better integrated. Only then will the high
mortality rates from cancer in this population be reversed.

References
1. Suvisaari J, Manderbacka K, Keskimäki I, Arffman M, Ahlgren-

Rimpiläinen A, et al. (2017) Cancer care and mortality in patients
with schizophrenia, substance use, and mood disorders in
Finland. Schizophr Bull 43: S79.

2. Larkin M, Boden Z, Newton E (2017) If psychosis were cancer: a
speculative comparison. Med Human 43: 118-123.

3. Tabarés-Seisdedos R, Dumont N, Baudot A, Valderas JM, Climent
J, et al. (2011) No paradox, no progress: inverse cancer
comorbidity in people with other complex diseases. Lancet
Oncol 12: 604-608.

4. Agay N, Flaks-Manov N, Nitzan U, Hoshen MB, Levkovitz Y, et al.
(2017) Cancer prevalence in Israeli men and women with
schizophrenia. Psychiatry Res.

5. Lin CY, Lane HY, Chen TT, Wu YH, Wu CY, et al. (2013) Inverse
association between cancer risks and age in schizophrenic
patients: a 12-year nationwide cohort study. Cancer Sci 104:
383-390.

6. Westman J, Eriksson SV, Gissler M, Hällgren J, Prieto, et al.
(2017) Increased cardiovascular mortality in people with
schizophrenia: a 24-year national register study. Epidemiol
Psychiatr Sci Jun 5: 1-9.

7. Vermeulen J, van Rooijen G, Doedens P, Numminen E, van Tricht
M, et al. (2017) Antipsychotic medication and long-term
mortality risk in patients with schizophrenia; a systematic
review and meta-analysis. Psychol Med 47: 2217-2228.

8. Bitter I, Czobor P, Borsi A, Fehér L, Nagy BZ, et al. (2017)
Mortality and the relationship of somatic comorbidities to
mortality in schizophrenia. A nationwide matched-cohort study.
Eur Psychiatry 45: 97-103.

9. Li H, Li J, Yu X, Zheng H, Sun X, et al. (2017) The incidence rate of
cancer in patients with schizophrenia: A meta-analysis of cohort
studies. Schizophr Res.

10. Catts VS, Catts SV, O’Toole BI, Frost AD (2008) Cancer incidence
in patients with schizophrenia and their first-degree relatives —
a meta-analysis. Acta Psychiatr Scand 117: 323-336.

11. Ji J, Sundquist K, Ning Y, Kendler KS, Sundquist J, et al. (2013)
Incidence of cancer in patients with schizophrenia and their
first-degree relatives: a population-based study in Sweden.
Schizophr Bull 39: 527-536.

12. Gal G, Goral A, Murad H, Gross R, Pugachova I, et al. (2012)
Cancer in parents of persons with schizophrenia: is there a
genetic protection? Schizophr Res 139: 189-193.

13. Markkanen E, Meyer U, Dianov GL (2016) Damage and repair in
schizophrenia and autism: Implications for cancer comorbidity
and beyond. Int J Mol Sci 17: 856.

14. Ibáñez K, Boullosa C, Tabarés-Seisdedos R, Baudot A, Valencia A
(2014) Molecular evidence for the inverse comorbidity between
central nervous system disorders and cancers detected by
transcriptomic meta-analyses. PLoS Genet 10: e1004173.

15. Preti A, Wilson DR (2011) Schizophrenia, cancer and obstetric
complications in an evolutionary perspective: An empirically
based hypothesis. Psychiatry Investig 8: 77-88.

Research Journal of Oncology
Vol.1 No.1:6

2017

4 This article is available from: http://www.imedpub.com/research-journal-oncology/

http://www.imedpub.com/research-journal-oncology/


16. Torrey EF (2006) Prostate cancer and schizophrenia. Urology
68: 1280-1283.

17. Levinson Miller C, Druss BG, Dombrowski EA, Rosenheck RA
(2003) Barriers to primary medical care among patients at a
community mental health center. Psychiatr Serv 54: 1158-1160.

18. Raviv G, Laufer M, Baruch Y, Barak Y (2014) Risk of prostate
cancer in patients with schizophrenia. Compr Psychiatry
55: 1639-1642

19. Yde CW, Clausen MP, Bennetzen MV, Lykkesfeldt AE, Mouritsen
OG, et al. (2009) The antipsychotic drug chlorpromazine
enhances the cytotoxic effect of tamoxifen in tamoxifen-
sensitive and tamoxifen-resistant human breast cancer cells.
Anticancer Drugs 20: 723-735.

20. Chou FH, Tsai KY, Su CY, Lee CC (2011) The incidence and relative
risk factors for developing cancer among patients with
schizophrenia: A nine-year follow-up study. Schizophr Res 129:
97-103.

21. Fujiwara M, Inagaki M, Nakaya N, Fujimori M, Higuchi Y, et al.
(2017) Cancer screening participation in schizophrenic
outpatients and the influence of their functional disability on
the screening rate: A cross-sectional study in Japan. Psychiatry
Clin Neurosci.

22. Mo PK, Mak WW, Chong ES, Shen H, Cheung RY (2014) The
prevalence and factors for cancer screening behavior among
people with severe mental illness in Hong Kong. PLoS One 9:
e107237.

23. James M, Thomas M, Frolov L, Riano NS, Vittinghoff E, et al.
(2017) Rates of cervical cancer screening among women with
severe mental illness in the public health system. Psychiatr Serv
68: 839-842.

24. Martens PJ, Chochinov HM, Prior HJ, Fransoo R, Burland E, et al.
(2009) Are cervical cancer screening rates different for women
with schizophrenia? A Manitoba population-based study.
Schizophr Res 113: 101-106.

25. Tilbrook D, Polsky J, Lofters A (2010) Are women with psychosis
receiving adequate cervical cancer screening? Can Fam
Physician 56: 358-363.

26. Chochinov HM, Martens PJ, Prior HJ, Fransoo R, Burland E (2009)
Does a diagnosis of schizophrenia reduce rates of
mammography screening? A Manitoba population-based study.
Schizophr Res 113: 95-100.

27. Jensen LF, Pedersen AF, Bech BH, Andersen B, Vedsted P (2016)
Psychiatric morbidity and non-participation in breast cancer
screening. Breast 25: 38–44.

28. Hartmann MN, Kluge A, Kalis A, Mojzisch A, Tobler PN, et al.
(2015) Apathy in schizophrenia as a deficit in the generation of
options for action. J Abnorm Psychol 124: 309-318.

29. Chadwick A, Street C, McAndrew S, Deacon M (2012) Minding
our own bodies: reviewing the literature regarding the
perceptions of service users diagnosed with serious mental
illness on barriers to accessing physical health care. Int J Ment
Health Nurs 21: 211-219.

30. Asgari R, Naderi R, Wisnivesky J (2017) Opt-out patient
navigation to improve breast and cervical cancer screening
among homeless women. J Women Health 26: 999-1003.

31. Khaliq W, Landis R, Wright SM (2017) Improving breast cancer
screening adherence among hospitalized women. J Women's
Health 26: 1094-1098.

32. Clifton A, Burgess C, Clement S, Ohlsen R, Ramluggun P, et al.
(2016) Influences on uptake of cancer screening in mental
health service users: a qualitative study. BMC Health Serv Res
16: 257.

33. Sharp PC, Michielutte R, Freimanis R, Cunningham L, Spangler J,
et al. (2003) Reported pain following mammography screening.
Arch Intern Med 163: 833-836.

34. Irwin KE, Henderson DC, Knight HP, Pirl WF (2014) Cancer care
for individuals with schizophrenia. Cancer 120: 323-334.

35. Lord O, Malone D, Mitchell AJ (2010) Receipt of preventive
medical care and medical screening for patients with mental
illness: a comparative analysis. Gen Hosp Psychiatry 32:
519-543.

36. Jones S, Howard L, Thornicroft G (2008) 'Diagnostic
overshadowing': worse physical health care for people with
mental illness. Acta Psychiatr Scand 118: 169-171.

37. Shefer G, Henderson C, Howard LM, Murray J, Thornicroft G
(2014) Diagnostic overshadowing and other challenges involved
in the diagnostic process of patients with mental illness who
present in emergency departments with physical symptoms – A
qualitative study. PLoS ONE 9: e111682.

38. Mittal D, Corrigan P, Sherman MD, Chekuri L, Ha X, et al. (2014)
Healthcare providers’ attitudes toward persons with
schizophrenia. Psychiatr Rehab J 37: 297-303.

39. Lester H, Tritter JQ, Sorohan H (2005) Patients’ and health
professionals’ views on primary care for people with serious
mental illness: Focus group study. Br Med J 330: 1122.

40. Latoo J, Mistry M, Dunne FJ (2013) Physical morbidity and
mortality in people with mental illness. Br J Med Practitioners 6:
a621.

41. Phelan M, Stradins L, Morrison S (2001) Physical health of
people with severe mental illness. BMJ 322: 443-444.

42. Sullivan G, Mittal D, Reaves CM, Haynes TF, Han X, et al. (2015)
Influence of schizophrenia diagnosis on providers' practice
decisions. J Clin Psychiatry 76: 1068-1074.

43. McCabe MP, Leas L (2008) A qualitative study of primary health
care access, barriers and satisfaction among people with mental
illness. Psychol Health Med 13: 303-312.

44. Manderbacka K, Arffman M, Suvisaari J, Ahlgren-Rimpiläinen A,
Lumme S, et al. (2017) Effect of stage, comorbidities and
treatment on survival among cancer patients with or without
mental illness. Br J Psychiatry 211: 304-309.

45. Inagaki T, Yasukawa R, Okazaki S, Yasuda H, Kawamukai T, et al.
(2006) Factors disturbing treatment for cancer in patients with
schizophrenia. Psychiatry Clin Neurosci 60: 327-331.

46. Hochberger WC, Combs T, Reilly J, Bishop JR, Keefe RSE, et al.
(2017) Deviation from expected cognitive ability across
psychotic disorders. Schizophr Res 17: 30278-30285

47. Howard LM, Barley EA, Davies E, Lempp H, Rose D, et al. (2010)
Cancer diagnosis in people with severe mental illness: Practical
and ethical issues. Lancet Oncol 11: 797-804.

48. Irwin KE, Park ER, Shin J, Fields LE, Jacobs JM, et al. (2017)
Predictors of disruptions in breast cancer care for individuals
with schizophrenia. Oncologist 22: 1-9.

49. Iglay K, Santorelli ML, Hirshfield KM, Williams JM, Rhoads GG, et
al. (2017) Diagnosis and treatment delays among elderly breast
cancer patients with pre-existing mental illness. Breast Cancer
Res Treat 166: 267-275.

Research Journal of Oncology
Vol.1 No.1:6

2017

© Copyright iMedPub 5



50. Farasatpour M, Janardhan R, Williams CD, Margenthaler JA,
Virgo KS, et al. (2013) Breast cancer in patients with
schizophrenia. Am J Surg 206: 798-804.

51. Sinding C, Watt L, Miller P, Silliker J, Lawson L, et al. (2013)
Stigmas and silos: Social workers' accounts of care for people
with serious mental illness and cancer. Soc Work Ment Health
11: 288-309.

52. Mateen FJ, Jatoi A, Lineberry TW, Aranguren D, Creagan ET, et al.
(2008) Do patients with schizophrenia receive state-of-the-art
lung cancer therapy? A brief report. Psychooncol 17: 721-725.

53. Kaufman EA, McDonell MG, Cristofalo MA, Ries RK (2012)
Exploring barriers to primary care for patients with severe
mental illness: Frontline patient and provider accounts. Issues
Ment Health Nurs 33: 172-180.

54. Druss BG (2007) Improving medical care for persons with serious
mental illness: Challenges and solutions. J Clin Psychiatry 68:
S40-44.

55. Zhuo C, Tao R, Jiang R, Lin X, Shao M (2017) Cancer mortality in
patients with schizophrenia: systematic review and meta-
analysis. Br J Psychiatry 211: 7-13.

56. Iglay K, Santorelli ML, Hirshfield KM, Williams JM, Rhoads GG, et
al. (2017) Impact of preexisting mental illness on all-cause and
breast cancer-specific mortality in elderly patients with breast
cancer. J Clin Oncol 21: 17.

57. Tran E, Rouillon F, Loze JY, Casadebaig F, Philippe A, et al. (2009)
Cancer mortality in patients with schizophrenia: an 11-year
prospective cohort study. Cancer 115: 3555-3562.

58. Bradford DW, Goulet J, Hunt M, Cunningham NC, Hoff R (2016) A
cohort study of mortality in individuals with and without
schizophrenia after diagnosis of lung cancer. J Clin Psychiatry 77:
1626-1630.

59. Kisely S, Forsyth S, Lawrence D (2016) Why do psychiatric
patients have higher cancer mortality rates when cancer

incidence is the same or lower? Austr N Z J Psychiatry 50:
254-263.

60. Safdieh JJ, Schwartz D, Rineer J, Weiner JP, Wong A, et al. (2017)
Does the presence of a major psychiatric disorder affect
tolerance and outcomes in men with prostate cancer receiving
radiation therapy? Am J Mens Health 11: 5-12.

61. Jayatilleke N, Hayes RD, Dutta R, Shetty H, Hotopf M, et al.
(2017) Contributions of specific causes of death to lost life
expectancy in severe mental illness. Eur Psychiatry 43: 109-115.

62. Chou FHC, Wu HC, Shen SP (2016) Cancer in patients with
schizophrenia: What is the next step? Psychiatry Clin Neurosci
70: 473-488.

63. Chang CK, Hayes RD, Broadbent MTM, Hotopf M, Davies E, et
al. (2014) A cohort study on mental disorders, stage of cancer at
diagnosis and subsequent survival. BMJ Open 4: e004295.

64. Moore S, Shiers D, Daly B, Mitchell AJ, Gaughran F (2015)
Promoting physical health for people with schizophrenia by
reducing disparities in medical and dental care. Acta Psychiatr
Scand 132: 109-121.

65. Froes Brandao D, Strasser-Weippl K, Goss PE (2016) Prolactin
and breast cancer: The need to avoid undertreatment of serious
psychiatric illnesses in breast cancer patients: A review. Cancer
122: 184-188.

66. Reutfors J, Wingård L, Brandt L, Wang Y, Qiu H, et al. (2017) Risk
of breast cancer in risperidone users: A nationwide cohort study
Risk of breast cancer in risperidone users: A nationwide cohort
study. Schizophr Res 182: 98-103.

67. Wu Chou AI, Wang YC, Lin CL, Kao CH (2017) Female
schizophrenia patients and risk of breast cancer: A population-
based cohort study. Schizophr Res 188: 165-171.

68. Polański J, Chabowski M, Chudiak A, Uchmanowicz B, Janczak D,
et al. (2017) Intensity of anxiety and depression in patients with
lung cancer in relation to quality of life. Adv Exp Med Biol 2: 1-8.

 

Research Journal of Oncology
Vol.1 No.1:6

2017

6 This article is available from: http://www.imedpub.com/research-journal-oncology/

http://www.imedpub.com/research-journal-oncology/

	Contents
	Schizophrenia and Cancer: Low Incidence, High Mortality
	Abstract
	Introduction
	Methods
	Review Findings
	Schizophrenia cancer protection hypothesis
	Cancer screening
	Provider issues
	Delays and disruptions of treatment
	Quality of care
	Mortality

	Discussion and Conclusion
	References


