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FAMILY HISTORY IN PATIENTS WITH SCHIZOPHRENIA
AND DEPRESSIVE SYMPTOMS

Babinkostova Z, Stefanovski B
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Abstract: Background: Depressive symptoms are common in schizophrenia
and they can occur during any phase of the disorder. Some authors report an association
between depression in schizophrenic patients and a positive family history of depression.

Aim: The aim of this study was to evaluate depressive symptoms in schizophrenic
patients and to compare their family history with that in patients with depressive disorder.

Material and Methods: The examined group consisted of 50 patients with schi-
zophrenic disorder, both inpatients and outpatients treated at the University Psychiatry
Clinic who had prominent depressive symptoms (total score > 7 on 17-item Hamilton
Depression Rating Scale). The control group consisted of 50 patients with depressive di-
sorder. Differential diagnosis was established on the basis of ICD-10 diagnostic criteria.
Patients were evaluated with PANSS, 17-item Hamilton Depression Rating Scale
(HAMD) and a questionnaire for demographic and clinical data.

Results: The clinical depression seen in patients with schizophrenia differed
significantly from that in patients with depressive disorder. Depressive symptomatology
was significantly more frequently reported in a family history of schizophrenic patients
with depressive symptoms than in patients with depressive disorder.

Conclusion: Schizophrenic patients with prominent depressive symptoms have
significantly more frequently a positive family history of depression compared to pati-
ents with depressive disorder.

Key words: schizophrenia, depressive disorder, family history.

Introduction

Depressive symptomatology has been recognized as a feature of schi-
zophrenia since Bleuler first introduced this term in 1908. He described dep-
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ressive symptoms as either directly triggered by the very process of the disorder
in the acute stages (i.e. as essential symptoms of schizophrenia) or as secondary
symptoms of this disorder [1].

Depression is common among patients with schizophrenia and is
associated with a wide range of poor outcomes, including psychotic relapse and
suicide. While generally patients suffering from schizophrenia do not fulfil all
the criteria for a major depressive disorder, they often present clinically signifi-
cant depressive symptoms [2].

ICD-10 classification addresses the coexistence of schizophrenia and
depression in two diagnostic categories: post-schizophrenic depression (F20.4)
and schizoaffective disorder, depressive type (F25.1) [3]. In 1994, DSM clas-
sification defined a post-psychotic depression, which is called a post-psychotic
depressive disorder of schizophrenia in DSM-1V classification [3-4]. This is,
however, a limited approach since there are other depressive conditions in the
context of schizophrenia that have not been covered by these diagnostic classifi-
cations [3].

Depressive symptoms in patients with schizophrenia can be observed
during each phase of the disorder: in the prodromal phase, the acute episode, the
post-psychotic phase and in the chronic phase, over the long-term course. Dep-
ressive symptoms are frequent in the prodromal period but they are most
commonly associated with the acute phase of the schizophrenic disorder. These
symptoms most frequently occur before the beginning of the treatment and in as
many as half the patients with the first psychotic episode who have not started
medication [5-6]. In the course of the chronic phase of the disorder, the inci-
dence of depressive symptoms is lower and ranges from 4 to 25% [7-9]. Post-
psychotic depression is the occurrence of symptoms during the residual phase of
schizophrenia [4, 10].

Clear differentiation of depressive symptoms from deficient stages and
negative schizophrenic symptoms is essential and important as well as indica-
ting adequate treatment for reducing the risk of further morbidity and mortality
[5, 11].

Depression in schizophrenic patients has been shown to be associated
with a family history of depression [1-2, 5, 12-13]. Some authors have descri-
bed a genetic predisposition: depression during schizophrenia was correlated
with a positive family history of depression [12]. It was even assumed that a
psychopathological spectrum that covers unipolar depression, bipolar disorder,
schizoaffective disorder and schizophrenia, accompanied by significant affe-
ctive symptoms, could result from a mutation in a gene of a specific chromo-
somal region [3, 12, 14]. Many researchers report a strong genetic predisposi-
tion and accentuate that patients with schizophrenia and depressive symptoms
more frequently have first-line relatives with unipolar depression [13, 15].
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Aims of the paper

e To evaluate the presence of depressive symptoms in patients with
schizophrenia.

e To compare family history in schizophrenic patients with depressive
symptoms and family history in patients with depressive disorder.

Material and Methods

This cross-sectional study included a total of 100 patients from both
genders, treated as inpatients or outpatients at the University Psychiatry Clinic.
Subjects were divided into 2 groups:

1. The examined group consisted of 50 schizophrenic patients who
presented depressive symptomatology. Depressive symptoms were evaluated
with the 17-item Hamilton Rating Scale for Depression.

Inclusion criteria were: diagnostic entity —schizophrenic disorder by
diagnostic criteria of ICD-10 (F20.0 — F20.9), total score higher than 7 on the
17-item Hamilton Rating Scale for Depression and age between 25 and 65.
Exclusion criteria were: patients with schizoaffective disorder, depressive type
(F25.1) and patients with organic psychosyndrome.

2. The control group consisted of 50 patients with depressive disorder.
Inclusion criteria were: diagnostic entity — recurrent depressive disorder by ICD-10
(F33.0 — F33.9), total score higher than 7 on the 17-item Hamilton Rating Scale
for Depression and age between 25 and 65. Exclusion criteria were: patients
with bipolar affective disorder (F31) and patients with organic psychosyn-
drome.

The investigation was conducted through the following structural and
clinical test methods:

e Structured psychiatric clinical interview;

¢ Psychiatric rating scales for clinical evaluation of prominence of sym-
ptomatology: 17-item Hamilton Rating Scale for Depression (HAMD)
and PANSS (Positive And Negative Syndrome Scale);

¢ Non-standardized questionnaire for socio-demographic and clinical
data collection, designed for the purposes of this study.

Several statistical methods were used for the statistical analysis of the
data obtained in the course of the study: in the processing of the series with
numerical features the measures of central tendency have been calculated; in the
series with attributive features the structure percentages have been determined;
for determining the significance of the differences in the analysed parameters
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independent sample tests were used (t-test for independent samples, Kolmo-
gorov-Smirnov test, Chi-square test). Values of p < 0.05 were considered to be
statistically significant.

Results

The gender structure of the patients involved in the study was 24 (48%)
males in the examined group and 16 (32%) in the control group. There were 26
(52%) females in the schizophrenic group and 34 (68%) in the group with
depressive disorder. The tested difference between the two groups for gender
difference was not statistically significant (p > 0.05).

Patients in the schizophrenic group had a significantly younger mean
age than patients in the control group (Table 1).

Table 1
Age of the subjects
Age N Mean Min. Max. | Std.Dev. | Std.Err.
Examined group 50 43.22 23.0 65.0 11.56 1.63
Control group 50 48.72 25.0 65.0 10.89 1.54

t — test for independent samples = -2.45; p = 0,016

There was a significantly larger number of single patients with schizo-
phrenia than with depressive disorder (Table 2).

Table 2

Marital status of the examinees

Examined
Marital status groip Control group

N % N %
Single 26 52.0 5 10.0
Married 16 32.0 41 82.0
Divorced 5 10.0 2 4.0
Widowed 3 6.0 2 4.0
Total 50 50

Kolmogorov-Smirnov test Dmax = -0.42; p < 0.01
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Regarding the clinical characteristics, the study showed that schizo-
phrenic disorder was manifested at a significantly younger age (26.44 + 7.2 years)
in comparison to depressive disorder (42 + 10.8 years) and it had a statistically
significant longer duration (16.8 + 9.4 years) than the average duration of the
disorder in the control group (6.7 = 5.9). Patients with schizophrenia were much
more frequently treated as inpatients and had a significantly larger number of
disorder relapses than patients with depressive disorder (Table 3). Prescribed
medications contributed to withdrawal or reduction of the disorder symptoms in a
significantly larger number of patients with schizophrenic disorder (Table 4).

Table 3
Number of relapses
Number median | mean Min. Max. | Std.Dev. | Std.Error
of relapses
Examined 150 | 1206 | 30 200 | 581 | 082
group
Control group 5.0 6.28 2.0 25.0 4.01 0.57

t — test for independent samples = 5.78; p = 0.000000

Table 4
Effect of the prescribed medications
Effect of the prescribed Examined group Control group
medications N % N %
good 43 86.0 31 62.0
poor 7 14.0 19 38.0
Total 50 50

Yates chi-square = 6.29; df = 1; p = 0.012

Figure 1 presents the distribution of the subjects from both groups
regarding a positive family history of mental disorders. In the group with schi-
zophrenia 22% had a positive family history of depression, 20% from the group
had family members with schizophrenia, 2% reported dementia and 2% repor-
ted alcoholism in the family. In the control group, examinees denied a family
history of schizophrenia, 18% of them reported a positive family history of dep-
ressive disorder, 4% had family members with dementia and 2% alcoholism.
We can conclude that a positive family history of mental disorders was signifi-
cantly more present among patients of the schizophrenic group and depressive
symptoms were more frequently reported in their family history in comparison
to the control group.
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Figure 1 — Family history of mental disorders

Clinical depressive symptoms in patients with schizophrenia were
significantly different from those in patients with depressive disorder. Subjects
from both groups had a statistically significant difference in the average scores
on the Hamilton Depression Scale as a result of the substantially higher registe-
red scores in the control group (p < 0.01) (Table 5).

Table 5
Total score on the Hamilton Depression Scale
Total score on HAMD | mean Min. Max. | std.Dev. | Std.Error
Examined group 17.0 9.0 26.0 4.38 0.62
Control group 22.4 11.0 34.0 541 0.77

t — test for independent samples = -5.48; p = 0.00000

Table 6 shows the predominance of positive/negative symptoms in sub-
jects with schizophrenia, assessed with PANSS (Positive And Negative Syn-
drome Scale).

Table 6
Predominance on positive/negative PANSS

Predominance on Subjects with schizophrenia
positive/negative PANSS N %
Predominantly positive 42 84 %
Predominantly negative 6 12 %
Equally present 2 4 %
Total 50
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Discussion

This study confirmed the importance of the presence and manifestation
of depressive symptoms in patients with schizophrenia that implies the neces-
sity of timely differential diagnosis in daily practice and adequate treatment ma-
nagement with a goal to reduce the risk of further deterioration of the schizo-
phrenic disorder.

Studies evaluating the incidence of depression in patients with schizo-
phrenia present a variety of incidence rates, ranging from 7 to 75%, which is
probably a result of the differences in the methods applied, definition of depres-
sion and evaluation of patients in various stages of the schizophrenic disorder
[2, 15-17].

The percentage of patients with depressive symptoms among patients
with schizophrenia in this study was 54% i.e. 50 of 92 evaluated patients with
schizophrenia presented prominent depressive symptoms, assessed objectively
using the 17-item Hamilton Rating Scale for Depression (total score over 7).

In the majority of previous studies the percentage of male patients with
schizophrenia was higher than the percentage of females, even though the diffe-
rence was not statistically significant. In patients with depressive disorder the
percentage of females was higher than the percentage of males with the same
disorder [1, 15, 18]. Although depression is more common in female patients
without schizophrenia, numerous studies examining patients with schizophrenia
and depressive symptoms showed no significant difference between the genders
regarding depression rate [5, 14, 19-21].

In this study the percentage of females predominated in both groups,
with a higher difference in the control group. However, the tested difference
between the two groups regarding the patients’ gender was not statistically sig-
nificant.

Regarding age, schizophrenic patients were significantly younger in
comparison to the patients with depressive disorder, which coincided with the
results in other studies [1, 15, 22].

Our results were in agreement with other reports regarding the marital
status of the patients. There were statistically more single patients with schizo-
phrenia than patients with depressive disorder [1, 15, 22].

Depression in schizophrenic patients was shown to be associated with a
family history of depression. Some authors describe a genetic predisposition:
depression in schizophrenia correlated with a positive family history of depres-
sion [12]. Many researchers report a strong genetic predisposition and accen-
tuate that patients with schizophrenia and depressive symptoms more frequently
have first-line relatives with unipolar depression [13, 15, 22].
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Our study showed that a positive family history of mental disorders was
significantly more present among patients with schizophrenia. Depressive
symptoms were also more frequently reported in their family history in compa-
rison to the control group of subjects. In the group with schizophrenia 22% had
a positive family history of depression and 20% of them had family members
diagnosed with schizophrenia. In the control group 18% had a positive history
of depressive disorder.

Conclusions

e The percentage of patients with depressive symptoms among patients
with schizophrenic disorder was 54%.

¢ In terms of socio-demographic and clinical features, the two groups
statistically differed between themselves by age, marital status, age of onset of
the disorder, duration of illness, number of relapses and number of hospitaliza-
tions.

e Schizophrenic patients with prominent depressive symptoms had a
significantly more frequent positive family history of depression in comparison
to patients with depressive disorder.

e Clinical depressive symptoms in schizophrenic patients were signifi-
cantly different from those in patients with depressive disorder.
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Pezume

CEMEJHA AHAMHE3A KAJ ITAIIMEHTU CO MIN30®PPEHNUJA
N JENNPECUBHU CUMIITOMU

Baounnkocrosa 3., Creanoscku b.

YHugep3uitieiticka kaunuka 3a icuxujaiipuja, Ckotije, P. Maxeoonuja

AtncTtpakT: Bogeo: [lenpecuBHATE CUMIITOMHU CE YECTH Kaj HallUCHTUTE
co mm30peHnja u THe MoXKe fia ce MaHuecTupaaT BO cekoja (pa3a Ha oBa pac-
TpojcTtBo. Hekou aBTOpH pedepupaar jieka aenpecujaTa Kaj ManueHTUTe Co IIn-
30(hpeHnja e aconrpaHa co MO3NTHBHA CEMejHa aHaMHe3a 3a eTpecH;ja.

I]ea: llenta Ha oBaa cryguja Oelle eBajyalyuja Ha JAENPECHBHOCTA Kaj
mmu3odpeHnjaTa, Kako W KOMITApAaTHBHA aHAINM3a HAa CeMEjHATa aHaMHe3a Kaj
MalUeHTUTe CO MU30(PEHNja U IeNPECUBHA CUMITOMA M OHAa Kaj MaIUECHTHUTE
CO PEKYPEHTHO JIEPECUBHO PACTPOjCTBO.

Maitepujan u meitioou: VicnuryBanara rpymna ja counHyBaa 50 nanupeHTn
co mm3ogpeHnja, aMOYIaHTCKH WM XOCIUTAJIHO JIEKYBaHU Ha YHUBEP3UTET-
cKaTa KJIMHMKA 3a IICUXHUjaTpyja, KOM NMaa MPOMUHEHTHH JeNPECUBHY CHUMITOMHU
(BKymeH ckop > 7 Ha XaMIJITOHOBaTa cKaja 3a jenpecuja co 17 euHuIN), a KOH-
TpoiHa rpymna 6ea 50 manueHTH cO PeKYPEeHTHO JEMPECUBHO pacTpojcTBo. Jlujar-
HOCTUIIIPAE-ETO Gellie M3BPIICHO CopeN AujarHocTiukuTe Kpurepuym Ha MKB-10.
IManuentute 6ea eBanyupanu co PANSS, XaMunToHOBa ckaia 3a genpecuja co 17
enuanny (HAMD) n HecTaHgapAM3MpaH NpallajHUK 32 COoLmofeMorpadgckure n
KJIMHIYKUTE KapaKTePUCTUKU.

Pezyaitiaitiu: KMHTIKATE AENPECHBHA CIMIITOMH Kaj MAIEHTUTE CO IIH-
30(bpeHnja cHrHU(DUKAHTHO ce pa3iIMKyBaa Off OHHME Kaj MAleHTUTE CO PEKYPEHT-
HO JIETIPECHBHO pacTpojcTBO. [lenpecMBHATa CHMITOMATOJIOTHja 3HAYUTEIHO IO-
yecTo Oelle pepepupaHa BO ceMejHaTa aHaMHe3a Ha MAlMeHTUTe CO MM30(ppeHnja
U IETPECUBHOCT BO cHopefda co MAIUEHTUTE CO PEKYPEHTHO AETPECUBHO PACTPOjCTBO.

3axayuox: Vcnuranumure co mm30(peHO pacTPojCTBO M MPOMUHEHTHH Jie-
MPECHBHU CUMIITOMH MMaaT 3HAYNTEITHO ITOYECTO MO3NTHBHA CeMejHa aHaMHe3a 3a
IempecHja BO Copeta co NCIATAHUINTE CO PEKYPEHTHO JICTIPECHBHO PACTPOjCTBO.

Knyunu 360opoBu: mm3ogpeHnja, AeIpecuBHO pacTpPojCTBO, CEMejHa aHAMHE3a.
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