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Abstract
Antipsychotic pharmacotherapy is strongly obesogenic and is associated with increased oxidative stress in patients
with schizophrenia. However, whether these changes reflect psychopathology, antipsychotic efficacy, or some other
factor is not known. Our study aims to investigate the degree of oxidative stress in different BMI categories and to
identify clinical symptomatology that may be paired with increased oxidative stress in a schizophrenia population. To
this end, we performed a cross-sectional study and recruited 89 long-term inpatients with schizophrenia and collected
the following variables: plasma malondialdehyde (MDA), superoxide dismutase (SOD), catalase (CAT), and glutathione
peroxidase (GPx), routine biochemical analysis, and psychopathology through the Positive and Negative Syndrome
Scale (PANSS). The results indicate that the levels of the lipid peroxidation product, MDA, were significantly higher in
the high BMI group than the low (normal) BMI group. As expected, high BMI was associated with an atherogenic lipid
profile; however, it was also associated with fewer psychopathological symptoms. Multiple regression analysis found
that MDA levels, the PANSS general psychopathology subscore, and triglyceride levels (all p < 0.05) were independent
contributors to the BMI in patients. These results suggested that oxidative stress may play an important role in
antipsychotic-induced weight gain. Further investigations using the longitudinal design in first-episode schizophrenia
patients are needed to explore the beneficial effect of antioxidants on the abnormal lipid metabolism mediated by
antipsychotic treatment.

Introduction
Weight gain is a common side effect of antipsychotics,

affecting 40–60% of schizophrenia patients1,2.
Antipsychotic-induced weight gain is a leading cause of
noncompliance, leading to increased risk for relapse3,4.
Moreover, obesity is also linked to greater morbidity,
mortality, and decreased life expectancy due to an
increased risk for cardiovascular and malignant

disorders5–8. Being obese can affect psychological well-
being, leading to lower quality of life9.
Oxidative stress occurs when there is an overproduction

of reactive oxygen species (ROS) or a deficiency of cellular
antioxidant defense mechanisms10,11. Accumulating evi-
dence suggests that increased oxidative stress may be
involved in the pathophysiology of schizophrenia12–14.
Several studies have shown oxidative stress in schizo-
phrenia, including disrupted activities of antioxidant
enzymes superoxide dismutase (SOD), catalase (CAT),
glutathione peroxidase (GPx), and glutathione (GSH)15–
18; increased lipid peroxidation products, thiobarbituric
acid reactive substances (TBARS), and malondialdehyde
(MDA)19–22; as well as decreased nonenzymatic anti-
oxidants in plasma, serum, red blood cells, and
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cerebrospinal fluid23,24. Preclinical and clinical studies
have suggested that both typical and atypical anti-
psychotic medications induce oxidative stress, particularly
with long-term antipsychotic treatment19,25–27.
Fat accumulation and obesity are linked to enhanced

oxidative stress28,29. Several studies have established the
correlation of biomarkers and end-products (such as lipid
peroxidation products) of free radical-mediated oxidative
stress with body mass index (BMI) as well as an inverse
relationship between BMI and biomarkers of an effective
antioxidant system30–32. It appears that ROS themselves
can act to increase adipogenesis, and alter the production
of adipocytokines28,33–35. Thus, it appears that there is an
intrinsic relationship between oxidative stress and obesity.
In view of the marked alterations of oxidative stress and

higher prevalence of obesity in schizophrenia patients and
the intrinsic relationship between oxidative stress and
obesity, it would be important to explore the association
between them in schizophrenia patients. However, to our
best knowledge, no study has investigated the alterations
of oxidative stress in different BMI groups of schizo-
phrenia patients. The goal of this study was to address this
gap through exploring the following: (1) whether the
plasma levels or activity of oxidative stress-related mar-
kers, including SOD, CAT, GPx, and MDA were altered in
different BMI groups of schizophrenia patients; (2) whe-
ther the differences of clinical symptoms and lipid profiles
were observed in different BMI groups of patients; (3)
whether there were relationships between oxidative stress,
obesity, and clinical symptoms in this population.

Materials and methods
Subjects
This is a cross-sectional study. Eighty-nine inpatients

with schizophrenia were recruited from Beijing Hui-
Long-Guan hospital, a Beijing-city owned psychiatric
hospital. All patients met the following inclusion criteria:
(1) age 35–65 years, Han Chinese; (2) confirmed DSM-IV
diagnosis of schizophrenia; (3) at least 5 years of illness;
and (4) stable doses of oral antipsychotic drugs for at least
12 months before enrollment. The average duration of
disease was 28.4 ± 8.4 years and average duration of cur-
rent antipsychotic treatment was 13.3 ± 8.4 years.
Since admission, all patients received dietetically

balanced hospital meals which were occasionally supple-
mented by gifts (usually fruit). Patients had the opportu-
nity to exercise for about an hour per day. Antipsychotic
drug treatment was mainly monotherapy, primarily clo-
zapine and risperidone.
A complete medical history, physical examination, and

laboratory tests were obtained from patients. Any subjects
with major medical illness were excluded. None of the
subjects met the criteria for drug or alcohol abuse or
dependence. All patients who received any

immunomodulators or antioxidants in the last 12 weeks
were excluded from the study. All subjects gave informed
consent to participate in the study, which was approved
by the Institutional Review Board of Beijing Hui-
LongGuan Hospital.

BMI measurements
Bodyweight and height were assessed in a standardized

fashion to calculate BMI (weight over squared height, kg/
m2). Height was measured to the nearest millimeter, with
the subjects barefooted and standing upright. Bodyweight
was measured with an electronic scale calibrated to ±
0.1 kg; subjects were weighed in light indoor clothing.
According to the Chinese Working Group on Obesity in

China (WGOC) criteria36, patients were defined as obese
with BMI ≥ 28 kg/m2 and overweight with 24 ≤ BMI < 28
kg/m2. Hence, our patients were classified as low BMI
group (BMI≤24 kg/m2) and high BMI group (BMI >
24 kg/m2).

Clinical measurements
The patients’ psychopathology was assessed using the

Positive and Negative Syndrome Scale (PANSS) by two
psychiatrists, who had simultaneously attended a training
session on using PANSS. Repeated assessments for the
PANSS total score maintained an inter-rater correlation
coefficient greater than 0.8.

Routine biochemical analysis
Venous blood from the forearm vein was collected

between 7 and 9 AM following an overnight fast. The
biochemical analysis was performed by a technician blind
to the clinical status of the subjects. The serum lipid
profiles, including triglycerides (TG), total cholesterol
(TC), high-density lipoprotein cholesterol (HDL-C), low-
density lipoprotein cholesterol (LDL-C), and cholesterol
(CHO), apolipoprotein (ApoA1) and ApoB were mea-
sured in the hospital laboratory center using commercially
available kits from Leadman (Beijing Leadman Bio-
technology Co. Ltd., Beijing, China) and by an automatic
biochemistry analyzer AU2700 (Olympus, Japan).

Oxidative stress assessment
Blood samples from schizophrenia inpatients were col-

lected between 7 and 9 AM following an overnight fast.
The plasma was separated, aliquoted, and stored at
−70 °C before use. All antioxidant enzymes and lipid
peroxidation products in plasma were measured by a
technician, who was blind to the clinical status of subjects.

Determination of lipid peroxidation
Lipid peroxidation levels were monitored by determin-

ing the end product of lipid peroxidation MDA by the
thiobarbituric acid (TBA) method, which was modified
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from the method of Yagi37. Plasma MDA values were
calculated using the extinction coefficient of
MDA–thiobarbituric acid complex at 532 nm. MDA
results were expressed as nmol/ml.

SOD activity measurement
Determinations of plasma total SOD activities were

performed using a standard assay involving spectro-
photometric determination of the inhibition of
superoxide-induced formation of nitrite from hydro-
xylamine, as described by Oyanagui38. Xanthine–xanthine
oxidase provided the superoxide source. One unit is
defined as the amount of SOD that inhibits 50% of nitrite
formation under the assay conditions. Activity was
expressed as units per milliliter plasma (U/ml). The inter-
and intra-assay coefficient of variation for SOD activity
was 4.1% (n= 6) and 3.2% (n= 6), respectively.

GPx activity measurement
GPx activity was measured by a modification of the

method reported in previous study39. The enzymatic
reaction was initiated by adding H2O2 to the reaction
mixture containing reduced GSH, reduced nicotinamide
adenine dinucleotidephosphate (NADPH), and glu-
tathione reductase. The change in absorbance at 340 nm
was monitored by a spectrophotometer. One unit of GPx
is defined as micromoles of NADPH oxidized per minute.
Activity was given in units per liter plasma volume. The
intra- and inter-assay coefficient of variation was 4.8% (n
= 6) and 5.7% (n= 6), respectively.

CAT activity measurement
CAT activity was assayed by the method of Aebi40. This

method was based on the decomposition of hydrogen
peroxide by CAT. CAT catalyzes the transformation of
hydrogen peroxide to water and oxygen. CAT activity was
determined by monitoring the decreased absorbance
spectrophotometrically at 240 nm due to degradation of
hydrogen peroxide. One unit of CAT was defined as the
amount of enzyme that decomposes 1 μmol H2O2/min
under specific conditions. CAT activity is expressed as U/
ml. The intra- and inter-assay coefficient of variation was
4.5% (n= 6) and 5.9% (n= 6), respectively.

Statistical analysis
Demographic and clinical variables of different BMI

groups were compared using analysis of variance
(ANOVA) for continuous variables and chi-squared test
for categorical variables. Since the majority of the vari-
ables were normally distributed in different BMI groups
(Shapiro–Wilk test), the principal outcome analysis con-
sisted of analysis of variance for comparison between two
different BMI groups. When significance was found in
ANOVA, the effects of gender, age, education, duration of

illness, antipsychotic treatment (type, dose, and duration
of treatment), and the PANSS total and its subscale scores
were tested by adding these variables to the analysis
model as covariates. Relationships between variables were
assessed with Pearson’s product moment correlation
coefficients. Bonferroni corrections were applied to each
test to adjust for multiple testing. Multivariate regression
analysis (stepwise regression model) was used to assess
correlations of BMI and oxidative stress while adjusting
for various potentially confounding variables of gender,
age, education, duration of illness, antipsychotic treat-
ment (type, dose, and duration of treatment), and the
PANSS total and its subscale scores. SPSS version 16.0
was used to do all statistical analyses. Statistical sig-
nificance was defined as P < 0.05.

Results
Demographics
Demographic data and lipid profiles in the two BMI

groups are displayed in Table 1. There was no significant
difference in age, education, gender, duration of

Table 1 Demographic data and lipid profiles in different
BMI groups

Variable Low BMI

group (n

= 34)

High BMI

group (n

= 55)

F or χ2 df P-value

Age (years) 51.2 ± 6.8 52.1 ± 8.7 0.272 1,87 0.603

Education (years) 9.6 ± 2.5 9.8 ± 2.5 0.157 1,87 0.693

Male/female 26/8 34/21 2.054 1 0.171

Duration of illness

(years)

27.9 ± 8.7 28.3 ± 9.5 0.054 1,87 0.816

Age of onset (years) 23.6 ± 5.7 23.6 ± 6.2 0.000 1,87 0.989

Hospitalization

numbers

3.8 ± 1.9 4.0 ± 3.0 0.150 1,87 0.699

BMI (kg/m2) 21.1 ± 2.3 27.0 ± 2.2 144.9 1,87 0.000

Daily AP dose (mg)

(CPZ equivalent)

338.6 ±

133.3

315.4 ±

151.0

0.541 1,87 0.464

Risperidone/

clozapine

12/22 10/45 3.306 1 0.081

TG 1.4 ± 0.7 1.9 ± 1.1 6.557 1,86 0.012

HDL-c 1.1 ± 0.1 1.1 ± 0.2 2.384 1,86 0.126

LDL-c 2.8 ± 0.6 3.1 ± 0.6 4.317 1,86 0.041

APOA 1.2 ± 0.1 1.2 ± 0.1 1.370 1,86 0.245

APOB 0.7 ± 0.1 0.8 ± 0.5 3.467 1,86 0.066

CHO 4.3 ± 0.8 4.6 ± 1.1 1.942 1,86 0.167

AP antipsychotic, CPZ chlorpromazine, BMI body mass index, TG triglycerides, TC
total cholesterol, HDL-c high-density lipoprotein cholesterol, LDL-c low-density
lipoprotein cholesterol, CHO cholesterol
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treatment, age of onset, hospitalization numbers, or daily
antipsychotic dose (chlorpromazine equivalent) and the
type of antipsychotic drugs between the two different BMI
groups (all P > 0.05). However, TG levels (F= 6.557, df=
1,86, P= 0.012) and LDL-c (F= 4.317, df= 1,86, P=
0.041) were significantly higher in the high BMI group
than the low BMI group. Moreover, correlation analysis
showed that BMI was positively correlated with TG (r=
0.438, P= 0.000) and LDL-c (r= 0.245, P= 0.021),
respectively.

MDA levels and antioxidant enzyme activities in different
BMI groups
Plasma MDA levels were significantly higher in the high

BMI group than the low BMI group (F= 7.472, df= 1,84,
P= 0.008). This difference remained significant after
covarying for gender, age, education, duration of illness,
and daily CPZ equivalent dose (P= 0.015). Correlation
analysis showed that MDA levels were positively asso-
ciated with BMI (r= 0.333, df= 1,84, P= 0.002) (Fig. 1).
However, levels of SOD, GPx, and CAT did not differ
between the two groups, indicating that this finding is
specific to MDA (Table 2).

Clinical symptoms in different BMI groups
As shown in Table 3, the PANSS total score (F= 6.232,

df= 1,84, P= 0.015), negative (F= 5.019, df= 1,84, P=
0.028) and general psychopathology subscore (F= 4.766,
df= 1,84, P= 0.032) were significantly lower in the high
BMI group than the low BMI group. The positive symp-
tom subscore did not significantly differ between groups
(P= 0.14). When gender, age, education, duration of ill-
ness, and daily CPZ equivalent dose were added as cov-
ariates, the differences in the PANSS total score, negative
and general psychopathology subscore remained

significant (all P < 0.05). Furthermore, due to an imbal-
anced number of the patients treated with clozapine
between the high and low BMI groups (85% vs. 65%), we
further did ANCOVA using the antipsychotic types (clo-
zapine vs. non-clozapine or clozapine vs. risperidone) as
covariates, still showing the significant differences in the
PANSS total score, negative and general psychopathology
subscore between the low and high BMI groups (all P <
0.05). Correlation analysis further showed that negative
psychopathology subscore was negatively associated with
BMI (r= –0.243, df= 1,84, P= 0.026).

Relationship between BMI, oxidative stress, clinical
symptoms, and lipid profiles
Using correlation analysis, we found that GPx activity

was negatively associated with TG (r= –0.299, P= 0.005)
and SOD activity was positively correlated with the
negative psychopathology subscore (r= 0.330, P= 0.002)
and the PANSS total score (r= 0.229, P= 0.037). Multiple
regression analysis showed that MDA levels (β= 0.245, t
= 2.490, and P= 0.015), the PANSS general psycho-
pathology subscale (β=−0.207, t=−2.129, and P=
0.037), and TG levels (β= 0.434, t= 4.433, and P= 0.000)
were independent contributors to the BMI after control-
ling for gender, age, education, duration of illness, and
daily CPZ equivalent dose.

Fig. 1 Correlation analysis showed that MDA levels were positively
associated with BMI

Table 2 Antioxidant enzymes and MDA levels in different
BMI groups

Variable Low BMI group High BMI group F df P-value

SOD 86.9 ± 18.8 82.9 ± 17.7 1.014 1,86 0.317

GPx 104.2 ± 30.2 100.9 ± 25.2 0.351 1,84 0.576

CAT 2.1 ± 1.5 1.6 ± 1.1 2.221 1,85 0.140

MDA 8.4 ± 5.0 12.6 ± 7.6 7.472 1,84 0.008

BMI body mass index, SOD superoxide dismutase, CAT catalase, GPx glutathione
peroxidase, MDA malondialdehyde

Table 3 Clinical symptoms in different BMI groups

Variable Low BMI

group

High BMI

group

F df P-value

PANSS total

score

75.1 ± 17.8 66.4 ± 14.1 6.232 1,84 0.015

P subscore 16.7 ± 6.1 14.9 ± 5.3 2.202 1,84 0.142

N subscore 26.0 ± 6.0 23.3 ± 4.9 5.019 1,84 0.028

G subscore 35.6 ± 9.4 31.7 ± 7.1 4.766 1,84 0.032

PANSS positive and negative syndrome scale, P positive symptom, N negative
symptom, G general psychopathology syndrome
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Discussion
The major findings of the present study on schizo-

phrenia long-term inpatients are the following: (1) the
levels of the lipid peroxidation product MDA were sig-
nificantly higher in the high BMI group; (2) the high BMI
group showed fewer psychopathological symptoms and a
more atherogenic lipid profile; (3) BMI status, oxidative
stress, lipid profiles, and clinical symptoms were tightly
correlated.
We found that the lipid peroxidation product MDA

levels were significantly higher in the high BMI group and
that MDA levels positively associated with BMI. Also, we
found a negative association between GPx activity and TG
levels. Our results were consistent with previous studies
showing a close correlation between BMI and the bio-
markers and end-products of free radicals-mediated oxi-
dative stress31,32,41, as well as an inverse association
between obesity and antioxidant defense markers30. Pre-
vious studies showed a correlation of fat accumulation
with the overproduction of ROS28 and that obesity is
associated with excessive ROS production and activation
of the antioxidant defense system. This suggests that
metabolic disease may be an important contributor to
systemic oxidative stress35. Conversely, chronic elevation
in ROS has been found to promote insulin resistance and
adipogenesis, suppress adiponectin expression and
secretion, and upregulate the expression of proin-
flammatory cytokines (PAI-1, IL-6) and macrophage
chemoattractive molecule (MCP-1)28,42. It is possible that
increased ROS lead to dysfunction of lipid metabolic
pathways through direct lipid peroxidation35. Clinical
studies have also found decreased activities of SOD, GPX,
and CAT and increased lipid peroxidation products,
including MDA, lipid hydroperoxides, and conjugated
dienes in the plasma of obese subjects32,43–45, providing
evidence for this theory.
In schizophrenia, antipsychotic treatment induces obe-

sity and is associated with the alteration of oxidative stress
parameters19,25–27. It may be the case that primary oxi-
dative damage induced by antipsychotics then leads to the
development of obesity. However, this is only our spec-
ulation as the exact relationship between overweight/
obesity and enhanced oxidative stress in the chronic
schizophrenia patients warrants future investigation. In
either case, elevated ROS are independently associated
with poorer health outcome and should be addressed; use
of antioxidants such as EGB761 combined with anti-
psychotic drugs targeting may reduce oxidative stress and
potentially alleviate clinical symptomatology46,47, espe-
cially for those with higher BMI. Further investigations
are needed to elucidate the beneficial effect of anti-
oxidants on the outcome of schizophrenia, especially for
those obese schizophrenia patients.

Our study demonstrated that the high BMI group
experienced fewer psychopathological symptoms. The
results were consistent with previous studies showing that
antipsychotic-induced weight gain was associated with
improvement in psychopathology48,49. We also have pre-
viously demonstrated an inverse correlation between BMI
and PANSS total score in schizophrenia patients treated
with long-term clozapine50 and between BMI and the
PANSS negative symptom score in chronic and medicated
schizophrenia patients2. The improvement of the psy-
chopathology accompanied by weight gain may be a side
effect indicating antipsychotic medication efficacy48. It is
worthy of mentioning that the majority of the high BMI
group (85%) but the minority of the low BMI group (65%)
were treated with clozapine. Since clozapine was more
effective but caused more weight gain than risperidone, it
is likely that the patients on more clozapine showed
higher BMI and lower PANSS scores than those on ris-
peridone. However, after the ANCOVA test using the
antipsychotic types (clozapine vs. non-clozapine or clo-
zapine vs. risperidone) as covariates, the significant dif-
ferences in the PANSS scores still remained, suggesting
that the relationship between the lower PANSS scores and
high BMI group might not be due to the effects of the
antipsychotic medications. However, several other studies
reported that the weight gain or obesity was not sig-
nificantly associated with changes in symptoms in
response to antipsychotic treatment51,52. The possible
reasons for this difference may be related to some com-
plicating factors, such as type, dose, treatment duration,
medication adherence, clinical status, the baseline level of
psychopathology, reliability of assessment, and con-
comitant medications48,51.
We also demonstrated that SOD activity was positively

correlated with the negative psychopathology subscore
and the PANSS total score in chronic schizophrenia
patients. This result is consistent with work showing a
similar association in the first few weeks of antipsychotic
therapy26. Our own previous study also reported that
greater change in SOD was correlated with greater
symptom improvement during antipsychotic treatment27.
These results suggested that antioxidant enzyme SOD
activity might be associated with psychopathological
symptoms severity. However, Tsai et al. also reported the
seemingly contradictory result that PANSS total scores
were significantly negatively correlated with serum GPx
activity and GSH levels 26. The exact mechanisms
underlying the association between the psychopathologi-
cal symptoms and oxidative stress parameters are still
unclear.
We also demonstrated that the high BMI group had

higher atherogenic lipid profiles in chronic schizophrenia
patients which is entirely consistent with current medical
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knowledge on the relationship between obesity and dys-
lipidemia53–55.
Several limitations of the study should be noted here.

First, this was a cross-sectional study design and cannot
show direct causality between weight gain, altered oxi-
dative stress biomarkers, and clinical symptoms in schi-
zophrenia patients. Second, the sample consisted of long-
term inpatients, with more baseline-severe psycho-
pathology, longer duration of illness, treatment, different
medication history, and hospitalization than typical schi-
zophrenia patients. Measuring the variable reported in
this study in a longitudinal cohort design with first-
episode and medication-naive patients could clarify the
relationships between oxidative stress, weight gain, and
clinical responses. Third, previous studies have shown
that clozapine or risperidone treatment have different
antioxidant effects56,57. This fact is an important con-
founding factor of this study. Moreover, although all
patients received either risperidone or clozapine mono-
therapy when they were recruited, we did not collect the
data for the medications the patients had taken before
risperidone or clozapine. Thus, whether or how the
medication history may contribute to the alterations of
oxidative stress parameters in our current study is still
unknown. Therefore, it is important to take into account
the type of antipsychotic medications in the future study
of oxidative stress. Fourth, in this study, TBARS assay was
used to measure the plasma MDA values, which is an
imprecise and nonspecific measure of MDA58. One
alternative approach is to separate interfering substances
from MDA–TBA adduct by high-pressure liquid chro-
matography (HPLC) prior to spectrophotometric mea-
surement. This HPLC procedure provides considerably
better sensitivity and specificity, which results in more
reliable reference values than any previously published
results. Another limitation of our study is that we did not
assess smoking status, although smoking is highly pre-
valent in this patient population—over 75% as found in
our previous study59. This factor may affect weight gain,
oxidative status, and symptomatology. However, given
that nicotine is a well-known appetite suppressant and
appears to reduce negative symptomatology59, the corre-
lation would not be in the direction demonstrated in our
current work.
In conclusion, we have demonstrated that high BMI is

associated with the increased oxidative stress, higher
atherogenic lipid profiles, and lower psychopathological
symptoms in chronic schizophrenia patients. Due to the
cross-sectional design, we cannot demonstrate causality
between BMI, oxidative stress, and clinical psychopatho-
logical symptoms in our schizophrenia patients. However,
it appears that oxidative stress may play an important role
in antipsychotic-induced weight gain. Therefore, we
speculate that combining the antioxidants with

antipsychotic drugs may reduce oxidative stress and fur-
ther may reduce or prevent the antipsychotic-induced
weight gain in schizophrenia patients. Further investiga-
tions using the longitudinal design in first-episode schi-
zophrenia patients are needed to explore the beneficial
effect of antioxidants on the therapeutic outcome, as well
as on the abnormal lipid metabolism mediated by anti-
psychotic treatment.

Acknowledgements
This study was supported by the National Natural Science Foundation of China
(81371477), Beijing Natural Science Foundation (7182074), Beijing Municipal
Excellent Talents Foundation (2014000021469G218), Beijing Science and
Technology Foundation (NO. Z151100004015080), the Suzhou Key Medical
Center for Psychiatric Diseases (Szzx201509), and Suzhou Key Lab for Biological
Psychiatry (SZS201722).

Author details
1Beijing Hui-Long-Guan hospital, Peking University, Beijing, China. 2Suzhou
Psychiatric Hospital, The Affiliated Guangji Hospital of Soochow University,
Suzhou, Jiangsu Province, China. 3The Affiliated Brain Hospital of Guangzhou
Medical University (Guangzhou Huiai Hospital), Guangzhou, China. 4School of
Medicine, Illawarra Health and Medical Research Institute, University of
Wollongong, Wollongong NSW2522, Australia. 5Department of Psychiatry and
Behavioral Sciences, The University of Texas Health Science Center at Houston,
Houston, TX, USA. 6Institute of Psychology, Chinese Academy of Science,
Beijing, China

Conflict of interest
The authors declare that they have no conflict of interest.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Received: 17 February 2018 Revised: 5 June 2018 Accepted: 7 August 2018

References
1. Allison, D. B. et al. Obesity among those with mental disorders: a National

Institute of Mental Health meeting report. Am. J. Prev. Med. 36, 341–350 (2009).
2. Li, Q. et al. The prevalence, risk factors and clinical correlates of obesity in

Chinese patients with schizophrenia. Psychiatry Res. 251, 131–136 (2017).
3. Manu, P. et al. Weight gain and obesity in schizophrenia: epidemiology,

pathobiology, and management. Acta Psychiatr. Scand. 132, 97–108 (2015).
4. Weiden, P. J., Mackell, J. A. & McDonnell, D. D. Obesity as a risk factor for

antipsychotic noncompliance. Schizophr. Res. 66, 51–57 (2004).
5. Castillo-Sanchez, M., Fabregas-Escurriola, M., Berge-Baquero, D., Fernandez-

SanMartin, M. & Goday-Arno, A. Screening of cardiovascular risk factors in
patients with schizophrenia and patients treated with antipsychotic drugs: are
we equally exhaustive as with the general population? Clin. Exp. Hypertens. 39,
441–447 (2017).

6. Laursen, T. M., Nordentoft, M. & Mortensen, P. B. Excess early mortality in
schizophrenia. Annu. Rev. Clin. Psychol. 10, 425–448 (2014).

7. Nordentoft, M. et al. Excess mortality, causes of death and life expectancy in
270,770 patients with recent onset of mental disorders in Denmark, Finland
and Sweden. PLoS One 8, e55176 (2013).

8. Druss, B. G., Zhao, L., Von Esenwein, S., Morrato, E. H. & Marcus, S. C. Under-
standing excess mortality in persons with mental illness: 17-year follow up of a
nationally representative US survey. Med. Care 49, 599–604 (2011).

9. McDonald, S. D. et al. What psychological, physical, lifestyle, and knowledge
factors are associated with excess or inadequate weight gain during preg-
nancy? A cross-sectional survey. J. Obstet. Gynaecol. Can. 35, 1071–1082 (2013).

10. Berg, D., Youdim, M. B. & Riederer, P. Redox imbalance. Cell Tissue Res. 318,
201–213 (2004).

An et al. Translational Psychiatry           (2018) 8:258 Page 6 of 7



11. Kohen, R. & Nyska, A. Oxidation of biological systems: oxidative stress phe-
nomena, antioxidants, redox reactions, and methods for their quantification.
Toxicol. Pathol. 30, 620–650 (2002).

12. Steullet, P. et al. Oxidative stress-driven parvalbumin interneuron impairment
as a common mechanism in models of schizophrenia. Mol. Psychiatry 22,
936–943 (2017).

13. Yao, J. K. & Reddy, R. Oxidative stress in schizophrenia: pathogenetic and
therapeutic implications. Antioxid. Redox Signal. 15, 1999–2002 (2011).

14. Bitanihirwe, B. K. & Woo, T. U. Oxidative stress in schizophrenia: an integrated
approach. Neurosci. Biobehav. Rev. 35, 878–893 (2011).

15. Zhang, Y., Catts, V. S. Shannon Weickert C. Lower antioxidant capacity in the
prefrontal cortex of individuals with schizophrenia. Aust. N. Z. J. Psychiatry 52,
690–698 (2018).

16. Nucifora, L. G. et al. Reduction of plasma glutathione in psychosis associated
with schizophrenia and bipolar disorder in translational psychiatry. Transl.
Psychiatry 7, e1215 (2017).

17. Morera-Fumero, A. L., Diaz-Mesa, E., Abreu-Gonzalez, P., Fernandez-Lopez, L. &
Cejas-Mendez, M. D. Low levels of serum total antioxidant capacity and pre-
sence at admission and absence at discharge of a day/night change as a
marker of acute paranoid schizophrenia relapse. Psychiatry Res. 249, 200–205
(2017).

18. Raffa, M. et al. Decreased glutathione levels and antioxidant enzyme activities
in untreated and treated schizophrenic patients. Prog. Neuropsychopharmacol.
Biol. Psychiatry 33, 1178–1183 (2009).

19. Gunes, M. et al. Evaluation of paraoxonase, arylesterase and malondialdehyde
levels in schizophrenia patients taking typical, atypical and combined anti-
psychotic treatment. Clin. Psychopharmacol. Neurosci. 14, 345–350 (2016).

20. Devanarayanan, S., Nandeesha, H., Kattimani, S. & Sarkar, S. Relationship
between matrix metalloproteinase-9 and oxidative stress in drug-free male
schizophrenia: a case control study. Clin. Chem. Lab. Med. 54, 447–452 (2016).

21. Al-Chalabi, B. M., Thanoon, I. A. & Ahmed, F. A. Potential effect of olanzapine
on total antioxidant status and lipid peroxidation in schizophrenic patients.
Neuropsychobiology 59, 8–11 (2009).

22. Zhang, X. Y. et al. Antioxidant enzymes and lipid peroxidation in different
forms of schizophrenia treated with typical and atypical antipsychotics. Schi-
zophr. Res. 81, 291–300 (2006).

23. Li, X. F. et al. Reduced plasma total antioxidant status in first-episode drug-
naive patients with schizophrenia. Prog. Neuropsychopharmacol. Biol. Psychiatry
35, 1064–1067 (2011).

24. Yao, J. K., Reddy, R., McElhinny, L. G. & van Kammen, D. P. Reduced status of
plasma total antioxidant capacity in schizophrenia. Schizophr. Res. 32, 1–8
(1998).

25. Sadowska-Bartosz, I. et al. Antioxidant properties of atypical antipsychotic
drugs used in the treatment of schizophrenia. Schizophr. Res. 176, 245–251
(2016).

26. Tsai, M. C., Liou, C. W., Lin, T. K., Lin, I. M. & Huang, T. L. Changes in oxidative
stress markers in patients with schizophrenia: the effect of antipsychotic drugs.
Psychiatry Res. 209, 284–290 (2013).

27. Zhang, X. Y. et al. Effects of risperidone and haloperidol on superoxide dis-
mutase and nitric oxide in schizophrenia. Neuropharmacology 62, 1928–1934
(2012).

28. Furukawa, S. et al. Increased oxidative stress in obesity and its impact on
metabolic syndrome. J. Clin. Invest. 114, 1752–1761 (2004).

29. Vincent, H. K., Innes, K. E. & Vincent, K. R. Oxidative stress and potential
interventions to reduce oxidative stress in overweight and obesity. Diabetes
Obes. Metab. 9, 813–839 (2007).

30. Chrysohoou, C. et al. The implication of obesity on total antioxidant capacity in
apparently healthy men and women: the ATTICA study. Nutr. Metab. Cardio-
vasc. Dis. 17, 590–597 (2007).

31. Sankhla, M. et al. Relationship of oxidative stress with obesity and its role in
obesity induced metabolic syndrome. Clin. Lab. 58, 385–392 (2012).

32. Vincent, H. K. & Taylor, A. G. Biomarkers and potential mechanisms of
obesity-induced oxidant stress in humans. Int. J. Obes. (Lond.). 30, 400–418
(2006).

33. Manna, P. & Jain, S. K. Obesity, oxidative stress, adipose tissue dysfunction, and
the associated health risks: causes and therapeutic strategies. Metab. Syndr.
Relat. Disord. 13, 423–444 (2015).

34. Marseglia, L. et al. Oxidative stress in obesity: a critical component in human
diseases. Int. J. Mol. Sci. 16, 378–400 (2014).

35. Le Lay, S., Simard, G., Martinez, M. C. & Andriantsitohaina, R. Oxidative stress
and metabolic pathologies: from an adipocentric point of view. Oxid. Med. Cell
Longev. 2014, 908539 (2014).

36. Ji, C. Y. & Chen, T. J., Working Group on Obesity in China (WGOC). Empirical
changes in the prevalence of overweight and obesity among Chinese stu-
dents from 1985 to 2010 and corresponding preventive strategies. Biomed.
Environ. Sci. 26, 1–12 (2013).

37. Yagi, K. Lipid peroxides and related radicals in clinical medicine. Adv. Exp. Med.
Biol. 366, 1–15 (1994).

38. Oyanagui, Y. Reevaluation of assay methods and establishment of kit for
superoxide dismutase activity. Anal. Biochem. 142, 290–296 (1984).

39. Paglia, D. E. & Valentine, W. N. Studies on the quantitative and qualitative
characterization of erythrocyte glutathione peroxidase. J. Lab. Clin. Med. 70,
158–169 (1967).

40. Aebi, H. Catalase in vitro. Methods Enzymol. 105, 121–126 (1984).
41. Lee, E. E. et al. Elevated plasma F2-isoprostane levels in schizophrenia. Schi-

zophr. Res. 176, 320–326 (2016).
42. Wang, C. H., Wang, C. C., Huang, H. C. & Wei, Y. H. Mitochondrial dysfunction

leads to impairment of insulin sensitivity and adiponectin secretion in adi-
pocytes. Febs. J. 280, 1039–1050 (2013).

43. Das, P., Biswas, S., Mukherjee, S. & Bandyopadhyay, S. K. Association of oxidative
stress and obesity with insulin resistance in type 2 diabetes mellitus.
Mymensingh. Med. J. 25, 148–152 (2016).

44. Picu A., et al. Markers of oxidative stress and antioxidant defense in Romanian
patients with type 2 diabetes mellitus and obesity. Molecules 22, E714 (2017).

45. Zaki, M. E., El-Bassyouni, H., Kamal, S., El-Gammal, M. & Youness, E. Association
of serum paraoxonase enzyme activity and oxidative stress markers with
dyslipidemia in obese adolescents. Indian J. Endocrinol. Metab. 18, 340–344
(2014).

46. Atmaca, M., Tezcan, E., Kuloglu, M., Ustundag, B. & Kirtas, O. The effect of
extract of ginkgo biloba addition to olanzapine on therapeutic effect and
antioxidant enzyme levels in patients with schizophrenia. Psychiatry Clin.
Neurosci. 59, 652–656 (2005).

47. Zhou, D. et al. The effects of classic antipsychotic haloperidol plus the extract
of ginkgo biloba on superoxide dismutase in patients with chronic refractory
schizophrenia. Chin. Med. J. (Engl.). 112, 1093–1096 (1999).

48. Meltzer, H. Y., Perry, E. & Jayathilake, K. Clozapine-induced weight gain predicts
improvement in psychopathology. Schizophr. Res. 59, 19–27 (2003).

49. Ascher-Svanum, H., Stensland, M. D., Kinon, B. J. & Tollefson, G. D. Weight gain
as a prognostic indicator of therapeutic improvement during acute treatment
of schizophrenia with placebo or active antipsychotic. J. Psychopharmacol. 19
(6 Suppl), 110–117 (2005).

50. Hui, L. et al. Obesity correlates with fewer symptoms in schizophrenia treated
with long-term clozapine: gender difference. Psychiatry Res. 225, 741–742
(2015).

51. Kemp, D. E. et al. Associations among obesity, acute weight gain, and
response to treatment with olanzapine in adolescent schizophrenia. J. Child
Adolesc. Psychopharmacol. 23, 522–530 (2013).

52. Hermes, E. et al. The association between weight change and symptom
reduction in the CATIE schizophrenia trial. Schizophr. Res. 128, 166–170 (2011).

53. Pickens, C. A., Vazquez, A. I., Jones, A. D. & Fenton, J. I. Obesity, adipokines, and
C-peptide are associated with distinct plasma phospholipid profiles in adult
males, an untargeted lipidomic approach. Sci. Rep. 7, 6335 (2017).

54. Maksvytis, A. & Stakisaitis, D. Impact of obesity on lipid profiles in middle-aged
women. Med. (Kaunas.) 40, 553–557 (2004).

55. Friedland, O., Nemet, D., Gorodnitsky, N., Wolach, B. & Eliakim, A. Obesity and
lipid profiles in children and adolescents. J. Pediatr. Endocrinol. Metab. 15,
1011–1016 (2002).

56. Brinholi, F. F. et al. Clozapine and olanzapine are better antioxidants than
haloperidol, quetiapine, risperidone and ziprasidone in in vitro models.
Biomed. Pharmacother. 81, 411–415 (2016).

57. Gilca, M. et al. A study of antioxidant activity in patients with schizophrenia
taking atypical antipsychotics. Psychopharmacol. (Berl.) 231, 4703–4710 (2014).

58. Janero, D. R. Malondialdehyde and thiobarbituric acid-reactivity as diagnostic
indices of lipid peroxidation and peroxidative tissue injury. Free Radic. Biol. Med.
9, 515–540 (1990).

59. Zhang, X. Y. et al. Cigarette smoking in male patients with chronic schizo-
phrenia in a Chinese population: prevalence and relationship to clinical
phenotypes. PLoS One 7, e30937 (2012).

An et al. Translational Psychiatry           (2018) 8:258 Page 7 of 7


	Obesity, altered oxidative stress, and clinical correlates in chronic schizophrenia patients
	Introduction
	Materials and methods
	Subjects
	BMI measurements
	Clinical measurements
	Routine biochemical analysis
	Oxidative stress assessment
	Determination of lipid peroxidation
	SOD activity measurement
	GPx activity measurement
	CAT activity measurement
	Statistical analysis

	Results
	Demographics
	MDA levels and antioxidant enzyme activities in different BMI groups
	Clinical symptoms in different BMI groups
	Relationship between BMI, oxidative stress, clinical symptoms, and lipid profiles

	Discussion
	ACKNOWLEDGMENTS




