
 
 

Serious Mental Illness: symptoms, treatment and causes of relapse  
 

Bipolar Disorder, Schizophrenia and Schizoaffective Disorder  
 
Symptoms and prevalence of bipolar disorder  
 
• Bipolar disorder, formerly known as manic-depression, is a biological disorder of the 

brain characterized by debilitating mood swings.  
 
• The symptoms of bipolar disorder fall into two broad categories of mania and 

depression. 1   
 

Mania  Depression  
o Euphoric or extremely irritable 

mood  
o Distractibility 
o Accelerated and/or delusional 

thinking 
o Decreased inhibitions 
o Increased physical activity and 

risky behaviors 

o Feelings of emptiness, guilt 
and self-hatred 

o Impaired thinking  
o Inability to experience joy 
o Diminished energy and 

preoccupation with death 

 
• Bipolar I disorder, the classic form of the illness, is characterized by recurrent 

episodes of mania and depression.  
 
• Bipolar II disorder is characterized by periods of depression that alternate with 

milder episodes of hypomania, defined as mild to moderate level of mania. 2 
 
• A mixed bipolar state involves concurrent symptoms of mania and depression. 3 
 
• Twenty-seven million people suffer from bipolar disorder worldwide.4 Bipolar disorder 

knows no racial, cultural or economic boundaries.  
 
• An estimated 25 to 50% of individuals with bipolar disorder attempt suicide at least 

once5 and completed suicide occurs in 10 to 15% of individuals with Bipolar I 
Disorder.6  

 
Symptoms and prevalence of schizophrenia  
 
• Schizophrenia is a debilitating biological disorder of the brain7 often characterized by 

acute episodes of delusions (false beliefs that cannot be corrected by reason), 
hallucinations (usually in the form of non-existent voices) and long-term impairments 
such as diminished emotion, lack of interest and depressive signs and symptoms.8  
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• Twenty-four million people suffer from schizophrenia worldwide.9 Like bipolar 
disorder, schizophrenia knows no racial, cultural or economic boundaries. 10 

 
• Symptoms of schizophrenia usually appear between the ages of 13 and 25, and 

have been found to appear earlier in males than females.11 
 
• On average, people with schizophrenia die 10 years earlier than the general 

population.12 People living with severe and persistent mental illness are more likely 
than the general population to suffer from heart disease, hypertension, diabetes, 
obesity, asthma, gastrointestinal disorders, skin infections and acute respiratory 
disorders. 13 They are also less likely to obtain physical health care services, and 
when they do, they frequently receive substandard care. 14, 15  

 
• According to the World Health Organization, schizophrenia is the eighth leading 

cause of disability worldwide among 15-44 year-olds.16   
 
• Approximately 10% of people with schizophrenia commit suicide and between 20% 

and 40% of people with schizophrenia make at least one suicide attempt in their 
lifetime.17  

 
Symptoms and prevalence of schizoaffective disorder  

• Schizoaffective disorder is one of the more common, chronic, and disabling mental 
illnesses characterized by a combination of symptoms of schizophrenia and an 
affective (mood) disorder.18 

• In order to be diagnosed with schizoaffective disorder, an individual needs to have 
primary symptoms of schizophrenia such as delusions, hallucinations, disorganized 
speech, disorganized behavior along with a period of time when he or she also has 
symptoms of major depression or a manic episode.19 

 
• Differentiating schizoaffective disorder from schizophrenia and from mood disorder 

can be difficult. The mood symptoms in schizoaffective disorder are more prominent, 
and last for a substantially longer time than those in schizophrenia. In contrast to 
individuals with mood disorder, delusions or hallucinations must be present in 
persons with schizoaffective disorder for at least two weeks in the absence of 
prominent mood symptoms. The diagnosis of a person with schizophrenia or mood 
disorder may change later to that of schizoaffective disorder, or vice versa.20 

 
• Although its exact prevalence is not clear, schizoaffective disorder may range from 

0.2% to 0.5% and may account for 25% or 30% of all individuals with schizophrenia. 
21 

 
• Between 30-40% of people with schizoaffective disorder will attempt suicide during 

their lifetimes and 10% of them will commit suicide.22 
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Treatment of bipolar disorder, schizophrenia and schizoaffective disorder  
 
• Individuals with bipolar disorder, schizophrenia and schizoaffective disorder can lead 

productive and fulfilling lives and have successful relationships and meaningful jobs 

when these illnesses are effectively treated. 23, 24  
 
• Proper treatment can relieve symptoms, prevent or delay relapse and break the 

“revolving door” cycle. 25, 26 Proper treatment can also help reduce the frequency and 
severity of episodes and can help individuals maintain a good quality of life and 
achieve substantial stabilization of symptoms.27 

 
• Treatment for bipolar disorder, schizophrenia and schizoaffective disorder is 

possible through medication, which can help relieve symptoms and reduce the risk 
of relapse,28 and rehabilitation programs, which can help a person improve their 
confidence and the skills needed to live a productive and independent life in their 
community.29 Education and psychosocial interventions can also help patients and 
families cope with mental illness and its complications and may help prevent 
relapse.30, 31 

 
• Bipolar disorder, schizophrenia and schizoaffective disorder may be treated with a 

class of medications called antipsychotics in combination with other forms of 
treatment. These medications are classified as older “typical” antipsychotics and 
newer “atypical” antipsychotics. 32, 33 The duration of time between when a patient 
begins an antipsychotic to when he/she terminates that medication is an index used 
to measure the effectiveness of treatment options.34  

 
Treatment Discontinuation and Relapse  
 
Bipolar disorder 
 
• Without treatment, the symptoms of bipolar disorder tend to worsen. Over time, a 

person may suffer more frequent and more severe manic and depressive episodes 
than those experienced when their illness first appeared. 35   

 
• For individuals with bipolar disorder, relapse rates are 50% at one year after a manic 

episode and 70% at five years after a manic episode. 36 
 
• To reduce the chance of relapse, it is important for individuals to adhere to the 

treatment plan prescribed by their physician. However, both doctor and patient 
should closely monitor progress and recognize when changes to the treatment plan 
may be needed.37 

 
Schizophrenia  
 
• A majority of schizophrenia patients are likely to have multiple episodes, i.e. 

relapses, often with increasing impairment.38   
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• The more relapses a person has, the harder it is to recover from them. 39  
 
• The longer patients experience symptoms of schizophrenia, the more likely they are 

to suffer lasting impairment. 40  
 
• Some studies have shown that the longer the duration of untreated psychosis, the 

slower and less complete recovery can be, with the greater risk for depression and 
suicide.41 

 
• There is conclusive evidence that shows that treatment decreases the illness' 

duration and chronicity and helps control relapses.42  
o Risk of relapse during the first year following an acute episode in patients 

on antipsychotic medications is reduced to about 20%, in comparison with 
about 60% on a placebo.43 

 
• Sixty to 70% of patients relapse within one year without maintenance treatment and 

almost 90% relapse within two years without maintenance treatment.44 
 

• Discontinuation of medication plays a major role in schizophrenia relapse.  
o Four out of five patients who stop taking their medications after a first 

episode of schizophrenia will have a relapse.45 
 

• Patients who stop taking their medication are more likely to do so because of poor 
response to treatment compared to side effects or poor tolerability.46 Poor 
compliance has also been reported in patients with a lack of insight about their 
illness, and in those who believe that medication should be taken only when they are 
feeling ill.47 

 
• Poor compliance or noncompliance with treatment is also strongly associated with 

greater likelihood of hospital admission and a longer duration of hospitalization once 
admitted and can also negatively impact prognosis, especially in patients recently 
diagnosed with schizophrenia. 48 

 
Schizoaffective disorder 
 
• Some individuals with schizoaffective disorder only ever have one episode, but 

others may experience worsening of symptoms at intervals throughout their life.49  
 
• Relapses in individuals with schizoaffective disorder may be severe enough to limit 

functioning and may make hospitalization necessary.50 
 
• In order to reduce the risk of relapses and maintain an appropriate level of 

functioning and quality of life, most people with schizoaffective disorder require long-
term therapy with a combination of medications and psychosocial interventions. 51 

o Approximately 70% of people with schizophrenia or schizoaffective disorder 
who are not on antipsychotics relapse over a one-year period, but only 30% 
treated with medication relapse.52 
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