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Objective: Patients with schizophrenia have a high preva-
lence of diabetes, but data on diabetes care quality for these
patients are limited. This nationwide study compared the
quality of diabetes care among individuals with and without
schizophrenia and identified predictors of care quality.

Methods: In a population-based cohort study, 83,813 individ-
uals with diabetes seen at hospital outpatient clinics between
2005 and 2013, including 669 with comorbid schizophrenia,
were identified from Danish registries. High-quality diabetes
care was defined as having received $80% of guideline-
recommended process performance measures. Variables as-
sessed as predictors of diabetes care included patient-specific
(sex, age, smoking, substance abuse, Global Assessment of
Functioning score, and duration of schizophrenia), provider-
specific (quality of schizophrenia care), and system-specific
(annual patient contact volume of the diabetes clinic) factors.

Results: Comparedwith individuals with diabetes only, those
with diabetes and schizophrenia were less likely to receive

high-quality diabetes care (relative risk [RR]=.91, 95% con-
fidence interval [CI]=.88–.95) and less likely to receive
several individual process performance measures of di-
abetes care, including blood pressure monitoring (RR=.98,
CI=.96–.99), treatmentwith antihypertensive drugs (RR=.83,
CI=.70–.97) and angiotensin-converting enzyme/angiotensin
II receptor inhibitors (RR=.72, CI=.55–.93), screening for
albuminuria (RR=.96, CI=.93–.99), eye examination at least
once every second year (RR=.97, CI=.94.99), and foot ex-
amination (RR=.96, CI=.93–.99). Predictors of poor diabetes
care among individuals with schizophrenia included docu-
mented drug abuse and low contact volume of the diabetes
clinic.

Conclusions: Individuals with schizophrenia received
lower-quality diabetes care compared with those without
schizophrenia. However, absolute differences in care were
modest.
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Schizophrenia represents a major global health challenge and
is associated with excess mortality (1,2). About one-third of
the mortality excess is attributed to unnatural causes, in-
cluding suicide and accidental death, and two-thirds is attrib-
uted to natural causes, including chronic medical comorbidities
(2–4). Diabetes appears to be a particularly important contrib-
utor to the 10 to 20 years of shortened life expectancy among
patientswith schizophrenia (3–8). Therefore, special health care
attention is warranted, focusing on early diagnosis and effective
treatment of diabetes. Increasing evidence, however, indicates
deficient diabetes care among patients with schizophrenia
compared with the general population (9–12). Although studies
have suggested disparities, the magnitude varies, and method-
ological limitations, including non–population-based study de-
signs and lack of detailed data on the provided care, have been
noted. Variation between studies not only emerges from meth-
odological limitations but may also emerge from differences in
the organization and financing of health care systems.

In Denmark, health equity is a stated priority in the public
health care system, which is funded mainly though taxes. The
universal health coverage provides all Danish residents regard-
less of their socioeconomic status equal access to care at public
hospitals (13,14). The quality and equity of care provided by the
Danish health care system have been routinely monitored for
nearly two decades by a nationwide multidisciplinary initiative
(15,16). This setting offers a unique opportunity to examine
whether equal access also implies equivalent and sufficient di-
abetes care for individuals with serious comorbidities, such as
schizophrenia, and if not, whether specific factors predict po-
tential quality gaps in such vulnerable populations. Thus we
conducted a nationwide population-based cohort study to ex-
amine the quality of diabetes care as reflected by its meeting
specific process performance measures of care among Danish
individuals with and without schizophrenia and to identify
potential patient-, provider-, and system-specific predictors of
quality of diabetes care among individuals with schizophrenia.
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METHODS

In Denmark, patients with schizophrenia are exclusively
treated at public psychiatric hospitals, whereas individuals
with diabetes are managed by general practitioners (GPs) or
in specialized outpatient hospital clinics. Each patient con-
tact with the health care system is recorded in public reg-
istries with a unique civil registration number assigned to all
Danish residents. This number provides unambiguous link-
age of information at the individual level among various data
sources (13,14). We used data from the following population-
based registries: the Danish Clinical Registries and the
Danish Psychiatric Central Research Register (PCRR). Re-
porting to the registries is mandatory for all Danish hospitals.

The Danish Clinical Registries
In 2000, a nationwide multidisciplinary initiative was launched
with the objective of systematicallymonitoring and continuously
auditing the quality of care provided by the Danish health care
system. In the following years, population-based clinical reg-
istries were established to document care for important dis-
eases, including schizophrenia (the Danish Schizophrenia
Registry [DSR]) and diabetes (the Danish Adult Diabetes Reg-
istry [DADR]). These registries hold data on disease-specific
performance measures of care and several prognostic factors
(15–18). An expert board representing national scientific so-
cieties and professional organizations followed a structured
process to develop these performance measures on the basis
of recommendations from national clinical guidelines with
the highest strength of evidence. The DSR documents the fol-
lowing areas: diagnostic evaluation; antipsychotic treatment,
including side effects; screening for cardiovascular risk fac-
tors, including, for example, glycated hemoglobin (HbA1c);
family intervention; psychoeducation; suicide risk assessment;
and postdischarge care. Referral of patients with schizophre-
niawhohave increased levels ofHbA1c toGPs or to specialized
clinics varies. The DADR covers domains of cardiometabolic
control and screening for complications. All data are pro-
spectively collected on the basis of documentation in medical
records by use of standardized registration formswith detailed
instructions. The registration form is completed for all inpa-
tients with schizophrenia at discharge from psychiatric hos-
pitals and once a year for patients with schizophrenia followed
at hospital outpatient clinics. For individuals with diabetes,
quality-of-care data are recorded annually at all hospital out-
patient clinics; similar diabetes care data are collected from
GPs; however, completeness of data collection remains low.

The registries include records for 93% of all hospital in-
patients, 92% of all hospital outpatients with schizophrenia,
and approximately 90% of all hospital outpatients with di-
abetes in the Danish health care system (17,18). Almost all
patients with schizophrenia who have been in contact with
the secondary health care system can thus be identified from
the DSR since its initiation in 2004, and most individuals
with diabetes treated at hospital outpatient clinics can be
identified from the DADR since 2005.

The PCRR
The PCRR has maintained a systematic collection of all psy-
chiatric diagnoses and contacts, including dates of each ad-
mission to and discharge from Danish psychiatric hospitals,
since 1969 and the start and end dates of all hospital out-
patient and emergency room contacts since 1995 (19–21).

Study Population
Individuals with diabetes. The study population included all
individuals ($18 years) treated for diabetes at hospital out-
patient clinics and recorded in the DADRbetween January 1,
2005, and December 31, 2013. The DADR includes individuals
with the following ICD-10 codes for diabetes: E10.0–E11.9 and
E13.0–E14.9 (22).

Individuals with diabetes and schizophrenia. Using the DSR,
outpatients with diabetes and comorbid schizophrenia were
identified (ICD-10 codes F20.0–F20.99). We included in-
patients and outpatients with schizophrenia recorded in the
DSR between January 1, 2004, and December 31, 2011. Pa-
tients were excluded if the diagnosis of schizophrenia was
not recorded before their first diabetes contact (N=29) or if
more than five years elapsed between the recording of the
schizophrenia diagnosis and the subsequent diabetes con-
tact (N=23), which left 83,813 individuals with diabetes—for
a total of 302,638 diabetes contacts to be included in the
analysis. A total of 106 hospital outpatient clinics were rep-
resented. Within this sample, 669 (.8%) individuals with
1,681 diabetes contacts had schizophrenia recorded before
their diabetes contact.

Predictors of Diabetes Care
Patient-, provider-, and system-specific factors were exam-
ined as potential predictors of the quality of diabetes care
among individuals with diabetes and schizophrenia. Drawn
from the DADR, DSR, and PCRR, the patient-specific predic-
tors included age, sex, smoking, alcohol or drug abuse (illegal
drugs, benzodiazepines, or central stimulants), duration of
schizophrenia at the time of the hospital outpatient contact for
diabetes, and score on the Global Assessment of Functioning
(GAF), ranging from 1 to 100, to evaluate the overall psycho-
social functioning of individuals with schizophrenia (23,24).

The provider-specific predictor included the quality of
schizophrenia care preceding the diabetes contact, because
inadequate quality of schizophrenia care may be associated
with a subsequent deficient quality of diabetes care. Table 1
lists the 12 assessed process performance measures of care,
collected from the DSR, for hospital inpatients and out-
patients with schizophrenia, including incident patients,
defined as individuals who were diagnosed as having schizo-
phrenia within the past year (17). The quality of schizo-
phrenia care was assessed overall by dividing the number of
performance measures received by the patient with the
number of relevant measures for each individual.

Collected from the DADR, system-specific predictors
included contact volume, which was defined as the average
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number of contacts in each hospital outpatient
diabetes clinic per year from2005 to 2013. The
contact volume was divided into four quartiles;
low (quartile 1, #519 diabetes contacts per
year), medium (quartile 2, .519–895), high
(quartile 3, .895–1,620), and very high (quar-
tile 4, .1,620).

Quality of Diabetes Care
With data from the DADR, the quality of di-
abetes care was assessed with 11 process per-
formance measures of care relevant to hospital
outpatients with diabetes (18) (Table 2). Fur-
thermore, we summarized the quality of di-
abetes care overall by dividing the number of
performance measures of care received by the
patient with the number of relevant measures
for each individual.

Statistical Analyses
Binary regression was used to examine the
association between schizophrenia and the
quality of diabetes care by estimating the
relative risk (RR) of receiving the individual
process performance measures of diabetes care
and the overall quality of care among individ-
uals with and without schizophrenia. A high
quality of diabetes care was defined by using a
pragmatic cut point as having received $80%
of the relevant measures. To assess the ro-
bustness of our findings, we also repeated the
analysis by using alternative thresholds ranging
from 60% to 90%. The analyses were stratified
according to sex, age, and HbA1c level.

Binary regression was used to elucidate the
effect of patient-, provider-, and system-specific
predictors on quality of diabetes care among
individuals with diabetes and schizophrenia.
The potential predictors included sex, age, smoking, sub-
stance abuse, GAF score, duration of schizophrenia, quality of
schizophrenia care, and clinic contact volume. A high quality of
schizophrenia care was defined as having received$80% of the
relevant measures. This analysis was repeated with different cut
points of 70%and90%to evaluate the strength of the results. The
adjusted analysis adjusted for predictors that were significantly
associated with the outcome of interest in the unadjusted anal-
ysis. Clustering of individuals within hospital outpatient diabetes
clinics was taken into account in all analyses by correcting the
95% confidence intervals (CIs) for robust estimates of the vari-
ance. A two-sided p value#.05 was considered to be significant.
Stata, version 11.2 special edition, was used for all analyses.

RESULTS

Compared with individuals with diabetes only, those
with diabetes and schizophrenia were younger and a larger

proportion had type 2 diabetes, and they were more likely to
be smokers and to have a higher body mass index and a
higher HbA1c level (Table 3). In both groups of outpatients,
most received 80% to 100% of the relevant recommended
process performance measures.

Individuals with diabetes and schizophrenia were less
likely than those with diabetes only to receive high-quality
diabetes care (receipt of $80% of all relevant process per-
formance measures) (RR=.91) (Table 4). This pattern was also
evident when the analysis used alternative thresholds be-
tween 60% and 90% for defining high-quality care, with RRs
ranging between .94 (CI=.91–.97) and .82 (CI=.76–.88) (data
not shown). Moreover, those with diabetes and schizophrenia
were less likely than those with diabetes only to receive sev-
eral individual process performance measures, including
blood pressure monitoring (RR=.98), treatment with antihy-
pertensive drugs (RR=.83) and ACE (angiotensin-converting
enzyme) /ATII (angiotensin II receptor) inhibitors (RR=.72),

TABLE 1. Definitions of process performance measures of care for patients
with schizophreniaa

Measure Definitionb

Assessment of psychopathology by a
specialist in psychiatry

Incident patients who are assessed for
psychopathological characteristics by a
psychiatrist or specialist clinical
psychologist to ensure a valid diagnosis

Assessment of psychopathology by
interview form

Incident patients who receive a diagnostic
interview with an established interview
instrument, such as the Schedules for
Clinical Assessment in Neuropsychiatry
or the Operational Criteria Checklist for
Psychotic Illness

Assessment of cognitive function Incident patients who are administered
cognitive testing by a psychologist

Assessment by a social worker Incident patients who are assessed for need
for social support by a social worker, for
example, financial help to purchase
medicine or help with changing housing
or applying for disability benefits

Antipsychotic medical treatment Patients who are prescribed antipsychotic
medical treatment

Outpatient antipsychotic medical
treatment

Outpatients in medical treatment who are
receiving more than one antipsychotic

Benzodiazepine medical treatment Outpatients in medical treatment with
benzodiazepines, exclusive of
benzodiazepine-related drugs (zolpidem,
zopiclone, and zaleplon)

Contact with relatives Staff contact with the patient’s relatives
Psychoeducation Patents who receive psychoeducation
Professional support Patients with a Global Assessment of

Functioning score #30 who are referred
to postdischarge professional support in
their own home, a residential facility, or a
care home

Psychiatric aftercare Patients who are referred to psychiatric
aftercare, including outpatient treatment
or contact with a general practitioner or
a private specialist after discharge

Suicide risk assessment Patients who are assessed for suicide risk at
discharge

a Process performance measures apply to both inpatient and outpatient care.
b An incident patient was one given a diagnosis of schizophrenia within the past year.
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screening for albuminuria (RR=.96), eye examination at least
once every second year (RR=.97), and foot examination
(RR=.96). No clear associations were found for the remaining
measures (Table 4). We found no evidence of systematic in-
teraction when stratifying the analyses according to sex, age,
and HbA1c (data not shown).

In particular, age, drug abuse, duration of schizophrenia,
and contact volume were associated with the quality of
diabetes care [see online supplement]. The clearest asso-
ciations were found for drug abuse and contact volume. In
this case, drug abuse was significantly associated with a
reduced likelihood of receiving a foot examination (ad-
justed RR=.88). Moreover, drug abuse was not significantly
associated with a reduced chance of receiving high-quality
diabetes care (unadjusted RR=.89, CI=.73–1.09), including
a lower chance of receiving antihypertensive medica-
tion (unadjusted RR=.15, CI=.02–1.03) and several other
measures.

In clinics with very high contact volume, the likelihood of
receiving high-quality diabetes care was significantly greater
than in clinics with low contact volume (adjusted RR=1.44),
including treatment with ACE/ATII inhibitors (adjusted
RR=3.19). When the analysis used cut points of 70% and 90%
for defining high-quality schizophrenia care, the pattern
remained, showing no clear association between a high level
of quality of schizophrenia care and deficient diabetes care
(data not shown).

DISCUSSION

Our results indicate that individuals with di-
abetes and schizophrenia were less likely than
those with diabetes only to receive overall
high-quality diabetes care. Furthermore, those
with diabetes and schizophrenia were less
likely to receive several individual process per-
formance measures of care, including blood
pressure monitoring and screening for albu-
minuria; treatmentwith antihypertensive drugs,
including ACE/ATII inhibitors; eye examina-
tion at least once every second year; and foot
examination. Among those with diabetes and
schizophrenia, patient- and system-specific fac-
torswere associatedwith the deficient quality of
diabetes care, including young age, drug abuse,
short duration of schizophrenia, and low clinic
contact volume.

Strengths and Limitations
The strengths of the study include the na-
tionwide population-based design, a large sam-
ple, and detailed information about the quality
of diabetes care. Nevertheless, the data in the
DSR andDADR are collected in routine clinical
settings by various clinicians; thus variations by
practice and errors may occur. However, thor-
ough efforts aremade to ensure data uniformity
and accuracy by providing detailed instructions

for the data collection in standardized registration forms, with
explicit data definitions. In addition, regular multidisciplinary
structured audits are conducted locally, regionally, and na-
tionally to critically assess data validity and provide continuous
feedback to hospitals. To ensure high validity, data collection
for the DSR and DADR focuses on a limited set of variables.
Organizations are not required to maintain extensive data sets
for reporting; such data sets may include incomplete and poor-
quality data. Because of the limited data, however, unmeasured
factors may have influenced the quality of diabetes care, in-
cluding, for example, measures of disease severity other than
the GAF score and racial-ethnic background, although the
Danish population is in general considered to be homogeneous.

Confounding was of minor concern because the included
process performance measures were considered relevant for
all included individuals independent of psychiatric diagnosis,
patient characteristics, and the treating hospital clinic.

This study included only hospital outpatients diagnosed
as having diabetes and being treated for diabetes. The impact
of schizophrenia on diabetes care may thus be considerably
larger than reflected by our findings because individuals
with diabetes and schizophrenia are commonly undiag-
nosed, not in treatment, or treated only by GPs.

Comparison With Previous Studies
The diabetes performance measures used in our study are
similar to those used elsewhere, including the HEDIS

TABLE 2. Definitions of process performance measures of diabetes carea

Measure Definition

Glycemic monitoring Individuals who have their glycated hemoglobin
(HbA1c) level monitored at least once a year

Antidiabetic medication Individuals with type 2 diabetes with HbA1c
$53 mmol/mol (7%) who are treated with
antidiabetic medication

Blood pressure monitoring Individuals who have their blood pressure
monitored at least once a year

Antihypertensive medication Individuals with a blood pressure of .140/90
mmHg who are treated with antihypertensive
medication

Cholesterol monitoring Individuals over age 30 who have their low-
density lipoprotein (LDL) cholesterol monitored
at least once every second year

Lipid-lowering medication Individuals with type 2 diabetes over age 40 with
LDL cholesterol .2.5 mmol/l who are treated
with lipid-lowering medication

Screening for albuminuria Individuals who are screened for albuminuria at
least once every second year

ACE/ATII inhibitors medication Individuals with micro- or macroalbuminuria who
are treated with angiotensin-converting
enzyme (ACE)/angiotensin II receptor (ATII)
inhibitors

Eye examination I Individuals receiving an eye examination at least
once every second year

Eye examination II Individuals receiving an eye examination at least
once every fourth year

Foot examination Individuals receiving a foot examination at least
once every second year

a For treatment of diabetes at hospital outpatient clinics
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measures in the United States (9–12). How-
ever, none of the prior studies were based on
a nationwide population, and variation in the
examined psychiatric disorder makes direct
comparison difficult. Also, our results are
from a system that provides universal health
care, and they may not be generalizable to
other health services, such as the U.S. system,
which indicates the need for further studies
of the quality of diabetes care among patients
with schizophrenia in various settings. The
limited number of studies of the association
between mental illness and possible predic-
tors of diabetes care have methodological
inconsistencies (10,11). Previous U.S. stud-
ies reported that patient-specific (gender,
age, race-ethnicity, and number of general
medical comorbidities), provider-specific (pri-
mary care workforce), and state-specific
(reimbursement rates) factors predicted
the quality of care (10,11). Financial incentives
may, nonetheless, further complicate compar-
ison of resultswith findings from a systemwith
universal coverage. To our knowledge, only
studies in cardiovascular care have assessed
the association between mental illness and
the organizational structure of a health care
system as a potential predictor of quality of
care (25–27). U.S. studies reported that pa-
tients with mental illness were more likely
than those without mental illness to be ad-
mitted to low-quality hospitals and treated
by low-quality cardiac surgeons for their
cardiovascular comorbidities (25–27).

This study demonstrated that the quality
disparities experienced by individuals with
diabetes and schizophrenia are a nationwide
problem, even in a country with free access to
care. Despite the younger age of individuals
with diabetes and schizophrenia, their general
medical health status was worse than that of
individualswith diabetes alone, and thosewith
schizophrenia were more likely to demon-
strate unfavorable lifestyle behaviors, includ-
ing smoking. These findings indicate possible
suboptimal prophylactic medical services.
Even though the sample with diabetes and
schizophrenia had exacerbated general
medical problems, our results indicate that they were less
likely than those with diabetes alone to receive high-quality
diabetes care and several individual process performance
measures, including treatment with antihypertensive drugs,
blood pressure monitoring, screening for albuminuria, and
eye and foot examination. In this context, the relatively long
intervals between diabetes follow-up checks may constitute a
particular challenge in maintaining contact and providing

sufficient treatment. Moreover, the mental disorder itself
may affect medication adherence and awareness of diabetes
complications, including reduced sight and incipient foot ul-
cers. Cognitive and communicative limitations may prevent
this vulnerable population from seeking and receiving care.

However, it must be acknowledged that the observed
differences in diabetes care were modest, which may in-
dicate that outpatient clinics are capable of accommodating

TABLE 3. Characteristics of contacts by patients with diabetes and schizophrenia
or with diabetes only who were seen in outpatient clinics in Danish hospitals
between 2005 and 2013

Diabetes and
schizophrenia

(N=1,681)
Diabetes only
(N=300,957)

Characteristic N % N %

Sex
Female 688 41 125,016 42
Male 993 59 175,941 58

Age
18–39 423 25 43,487 15
40–44 220 13 22,144 7
45–49 260 15 25,429 8
50–54 260 15 30,363 10
55–59 245 15 35,377 12
$60 273 17 144,157 48

Diabetes type
Type 1 423 25 117,595 39
Type 2 1,189 71 174,097 58
Other types of diabetes and diabetes

without specification
44 3 6,175 2

Missing 25 1 3,090 1

HbA1c (mmol/mol) (%)
9–,46 (3–,6.4) 260 16 32,895 11
46–,53 (6.4–,7) 216 13 45,247 15
53–,64 (7–,8) 358 21 90,501 30
64–,75 (8–,9) 308 18 67,335 22
75–195 (9–20) 484 29 58,802 20
Other (,9 and .195) (,3 and .20) 1 ,1 48 ,1
Missing 54 3 6,129 2

Smoking habits
Smoker 909 54 69,571 23
Smoking occasionally 16 1 5,178 2
Previous smoker 213 13 70,789 23
Nonsmoker 392 23 125,295 42
Missing 151 9 30,124 10

Body mass index (kg/m2)
.0–,20 37 2 9,065 3
20–,25 270 16 73,199 24
25–,30 442 26 98,330 33
30–,50 808 48 106,619 35
50–100 40 3 1,949 1
Other (#0 and .100) 0 — 4 ,1
Not relevant 23 1 3,633 1
Missing 61 4 8,158 3

Percentage of relevant diabetes
performance measures received
0–,20% 184 13 26,503 10
20–,40% 28 2 2,859 1
40–,60% 88 6 13,251 5
60–,80% 198 13 34,055 12
80%–100% 956 66 197,412 72
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individualswith diabetes and schizophrenia. Outpatient clinics
may primarily treat patients who have mild cases of schizo-
phrenia andwho aremore likely to attend and receive diabetes
checks. The universal health care system and the establish-
ment of the DADR that ensures guideline-recommended care
for individuals with diabetes, supported by regular audits,
should also be taken into consideration when interpreting the
results. The remaining individual process performance mea-
sures, including glycemic monitoring, antidiabetic medica-
tion, cholesterol monitoring, lipid-lowering medication and
eye examination at least once every fourth year, were equally
distributed among individualswith andwithout schizophrenia.

We observed that drug abuse and contact volume had the
clearest association with the quality of diabetes care. Indi-
viduals with schizophrenia and documented drug abuse
were less likely than those without documented drug abuse
to receive a foot examination, and clinics with very high
contact volumeweremore likely than those with lowcontact
volume to provide high-quality diabetes care, including
treatment with ACE/ATII inhibitors. Individuals with di-
abetes and schizophrenia and concomitant drug abuse may
have difficulty attending clinics for follow-up checks. Clinics
with very high contact volume may have better resources,
more specialized treatments, and personnel who have greater
clinical experience with psychiatric patients.

We can only speculate about the mechanisms underlying
the observed deficiencies in diabetes care and predictors of
such deficiencies. For individuals with diabetes and schizo-
phrenia, navigating between the psychiatric and general
medical care systems may constitute a particular challenge.
Physician barriers may include minimal experience with
psychiatric patients and discomfort with or stigmatizing

attitudes toward these patients. In addition,
system factors, such as variations in resources
by clinic and region, lack of coordination
between systems, and time constraints be-
cause of the need to attend to patients’ co-
morbid conditions, may underlie disparities.
A further intermediary factor may be disen-
gagement from treatment. Individuals with
diabetes and schizophrenia may find the
treatment unsuitable to their needs or may
experience difficulties in their relationship
with the treating physician and may thus dis-
engage from care (28–30).

CONCLUSIONS

This nationwide population-based cohort
study demonstrated that schizophrenia was
associated with a lower likelihood of re-
ceiving high-quality diabetes care and several
individual process performance measures of
diabetes care. However, the absolute differ-
ences in diabetes care between those with
and without schizophrenia were modest.

Predictors of the quality of diabetes care among individuals
with schizophrenia included patient- and system-specific
factors. We encourage further population-based studies of
the association between schizophrenia and quality of di-
abetes care in health care systems with free and equal access
to services. To effectively target quality improvement in-
terventions, it is important to identify individuals with di-
abetes and schizophrenia, who are at particular risk of
receiving deficient care.
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