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ABSTRACT 
Comorbidity has become a global health problem, a phenomenon which equally affects developing and 
developed countries. Comorbidity is associated with an increase of morbidity, mortality, has a strong impact on 
economy and is multidimensional in the frame of mental health and beyond. Management of comorbidity 
requires an integrated approach; community related and also focused on person, who takes into account medical, 
psychiatric and contextual factors. 
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INTRODUCTION 

Comorbidity is associated with serious 
implications for health due to the impact on 
diagnosis and treatment. The term 
comorbidity was introduced for the first time 
in general medicine many years ago and was 
defined as "that extra clinical entity which 
existed in or started during the clinical 
evolution of the assisted patient for the 
primary disease" (1). This definition of 
comorbidity reflected mainly the care for the 
importance of the presence of the secondary 
diseases for the prognosis, the choice of 
treatment and its efficiency for the main 
disease. 

In spite of the fact that clinical 
comorbidity is more and more acknowledged 
as a defining reality of medical care and that 
the problem of comorbidity has begun getting 
importance for the public health, there is not a 

unitary approach of this complex issue yet. 
 

COMORBIDITY AND QUALITY OF 
LIFE 

There are still questions regarding the 
connection between the main disorder and the 
coexistent disorders as far as the impact on 
symptoms, prognosis and disorder evolution 
is concerned, including here the lack of a 
proper taxonomy. If we refer to psychiatry, 
we can assert that in this case comorbidity 
displays extra levels of complexity for the 
psychiatric taxonomies (1, 2). In the multi-
axial diagrams of DSM  IV (3) and ICD  10 
(4) the contextual factors have been 
considered as well, involving also the 
functionality in the International 
Classification of Functioning, Disability and 
Health made by OMS (5).  

A major concept for evaluating the health 
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condition is the quality of life, a variable for 
whose assessment a range of instruments 
have been taken into account including 
various items like adequate physical 
condition or spiritual fulfilment (6,7). The 
evaluation of the quality of life has been also 
included in the multi-axial diagnosis 
diagrams, including those of World 
Psychiatric Association (8).  

The comorbid disorders can interact on 
multiple levels thus influencing the 
occurrence, manifestations, evolution and 
prognosis of the pathological conditions 
involved. Therapeutically interventions can 
be proven as ineffective or may require 
significant adaptation when comorbidity is 
present. Moreover, not taking into account the 
coexistent comorbid conditions, like treating 
that is considered to be the main cause, may 
postpone instilling the effective treatment of 
associate comorbidity and result in 
prolonging morbidity and suffering and 
causing extra costs, too. 

From the clinical perspective, the 
relationship between comorbid conditions can 
be described in this way: a disorder may 
predispose to the occurrence of a second 
disorder, representing a causative or 
participative risk factor, or a disorder may 
change the manifestation of the other 
disorder, causing difficulties in recognizing 
and stating the diagnosis of the other disorder 
and the third possibility  a disorder may 
change the course of treatment and the 
reaction to it for the other disorder, thus 
influencing the result and the general 
prognosis of the disorder.  

Often, the negative impact on the result is 
bidirectional and reciprocal between the 
comorbid disorders. This may be the result of 
the behaviour towards the main disorder, the 
non-compliancy to the treatment or of the 
unknown interaction between the disorders 
through a causative subjacent mechanism. 
The lack of certain knowledge of the cause 

and the physiopathology of the psychiatric 
disorders adds other challenges (9).  

The multi-axial system ICD  10 as well 
as DSM  IV has raised the utility of the 
diagnosis process by focusing on all clinical 
symptoms that require active intervention, but 
in the meantime has also brought out the 
importance of comorbidity in psychiatric 
disorders. The lack of etio-pathogenic validity 
for the most of the diagnosis categories of 
mental illness raises questions about the real 
nature in relationship with the apparent one of 
certain clinical comorbidities (10). 

In the case of modern classifications of the 
mental disorders there are many theories 
about the relationship between the comorbid 
conditions, among them, the so-called 
primary  secondary distinction has 
distinguished itself. This refers to the 
following potential relationships between 
comorbid conditions (11). The first and the 
most intensely studied is the chronological 
ordering of the disorders without involving 
the cause  effect relationships. This refers 
simply to the reciprocal ordering the starting 
points of the disorders. The second primary  
secondary distinction refers to the strict 
causal inference, where the disorder has 
occurred as a direct, significant consequence 
of a pre-existing one, like the organic 
affective disorder caused by a somatic 
disorder or the affective disorder induced by a 
substance. The third distinction refers to the 
prevalence of the clinical symptomatology of 
a disorder towards that of the other, according 
to the present acuity and the past persistence 
of the pathology. The empirical testing of 
these relationships is still limited. 

On the other hand, morbidity, as 
hypothesis of mechanism involved in the 
occurrence of comorbidity, supports the idea 
that setting in a morbid condition increases 
the vulnerability for the occurrence of other 
risk factors. The coexistence of two 
comorbidities may exert negative effects of 
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reciprocal feature from the physic-
pathological, biological and psycho-social 
point of view, which may influence the 

and prognosis. 
The comorbidity concept may interfere in 

the prevention management with the help of 
an effective treatment focused on pathology 
preventing the occurrence of future 
comorbidities (12). This hypothesis may 
generate a concept in which the specific risk 
factors can be separated from the pre-existent 
risk factors (genetic, unchangeable). Studies 
on the relationship between the health 
problems and a major depressive disorder 
prove the idea of vulnerability mediated by 
the concept of morbidity. The individuals 
with various comorbidities (somatic 
disorders) display a 2 to 4 times higher risk of 
developing comorbidities. On the other hand, 
patients with major depressive disorder have 
a 4ties higher risk of developing comorbidities. 
Associating the two  major depressive 
disorder and comorbidities  it is assumed to 
be mediated and influenced by the immune 
system (13). The vulnerability mediated by 
the immune system pathology for the somatic 
disorders and depression confirm this 
association. The two models proved the 
influence of the environment factors during 
early life on future health. 
 
COMORBIDITY EVALUATION 

A major challenge concerning the 
evaluation of comorbidity in psychiatry is the 
distinction between real and apparent 
comorbidity. The comorbidity between 
psychic and somatic disorders, including here 
comorbidity with contagious diseases like 
chronic infections (e.g. HIV, hepatic viral 
infections) and non-contagious diseases (eg. 
Cardiovascular diseases) constitute a major 
problem of public health in psychiatry as well 
as in medical practice in general and primary 
assistance.  

A psychiatric disorder may coexist with 
other mental health disorders, with somatic 
disorders or serious social issues. 
Comorbidity in psychiatric pathology 
includes any combination of disorders which 

health and evolution.  
Hiper-comorbidity in multiple fields 

(mental, physical and social) raises similar or 
grater challenges than those present in simple 
forms of comorbidity, some comorbidities of 
psychiatric disorders and general health being 
quite frequent. The morbidity in the case of 
somatic disorders seems to affect directly the 
development of future psychiatric disorders, 
whereas the presence of certain mental 
disorders may contribute to the increase of 
the prevalence of somatic disorders. 

Using a comprehensive diagnosis model is 
neede
care, in which all important information about 

purpose of supporting the recovery of health 
and its promotion. This kind of formulas 
allows a comprehensive assessment of 
comorbid disorders, together with afferent 
disabilities, contextual factors and the quality 
of life expected by the patient. This may also 
include an evaluation of the resistance, of the 
positive factors and the expectations of the 
individual and of the family regarding the 
curing, the recovery and the optimization of 
health. 

Understanding clinical comorbidities in 
the larger frame of health and promoting 
treatment based on the diagnosis and the 
treatment models focused on the person can 
lead to the improvement of quality in medical 
services and public health. 
 
CONCLUSION 

There is an urgent need for raising the 
awareness regarding the problem of 
evaluating properly the health condition and 
for increasing the number of adequate 
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interventions. Meeting these objectives could 
be facilitated by a multi-level approach on 
identifying and stating the factors which 

cause and contribute to the occurrence of 
comorbidity.  
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