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CHAPTER 10 
 
 

THEORETICAL DISCUSSION OF THE 
CONCEPT OF PSYCHIATRIC 

MULTIMORBIDITY 
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Introduction 
 
Chapters seven and eight of the thesis showed that multimorbidity occurs more 
frequently than can be expected on the basis of separate prevalences and that this 
obtains in particular for combinations of more than two disorders. This pattern has 
been observed also in other surveys and is independent of the types of disorders 
considered.1-3 Moreover, risk factors for multimorbidity seem to differ from those 
for monomorbidity and this notion challenges some traditional views on aetiology 
of disorders in the field of psychiatry. In this section of the thesis the definitions 
of comorbidity and multimorbidity are re-examined. Two complementary models 
are described which could account for the concentration of several psychiatric 
syndromes within individuals: the disorder-mediated model and the person-linked 
model. It will be argued that the aetiology of psychiatric morbidity can only be 
sufficiently understood when research focuses on disorders as well as on persons.  
 
 
Comorbidity versus multimorbidity 
 
The term comorbidity was first used in 1970 by Feinstein4, who was concerned with 
chronic somatic disease. From 1980 onwards comorbid occurrence of disorders also 
became a prominent topic of research and speculation in the psychiatric field. The 
ten-year delay is probably linked with the publication in that year of the third edition 
of the Diagnostic and Statistical Manual of Mental Disorders5 which illustrated the 
extent to which psychiatric syndromes tend to overlap. Feinstein4 used the term 
comorbidity to indicate that a certain index disorder was accompanied by one or 
more other conditions. This definition implies that the main interest is on the index 
condition and on the effects other conditions may have on it. 

More recently, the term multimorbidity was introduced in chronic disease 
epidemiology to refer to any co-occurrence of two or more medical conditions 
within a person.6 Herewith, the interest shifted from a given index condition to 
individuals who suffer from multiple disorders. The term multimorbidity is gaining 
wide acceptance in literature concerning somatics, but is hardly used in psychiatric 
research publications. Still, many aspects of psychiatric research on comorbidity 
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actually concern multimorbidity: over 14% of respondents in the US National 
comorbidity Survey had a life time history of three or more different psychiatric 
disorders.P

7
P
 

Since the definition of psychiatric multimorbidity (any co-occurrence of two 
or more psychiatric disorders within a person) captures that of comorbidity, we will 
use the term multimorbidity in the rest of this chapter. 
 
 
Episode versus lifetime multimorbidity 
 
Feinstein’sP

4
P original comorbidity concept referred to what is now known as episode 

co- or multimorbidity: the occurrence of more than one disorder within the same 
person in a specific time span. Mostly this time span refers to a period of one to 
twelve months. This definition still lies – explicitly but most often implicitly – at the 
basis of most research on this topic. However, KesslerP

1
P pointed out that this episode 

multimorbidity should be distinguished from lifetime multimorbidity, the latter term 
referring to the occurrence of more than one disorder in a person’s whole life. 
Episode multimorbidity implies lifetime multimorbidity, but the reverse is not true, 
and the estimate of the first approaches the second if the episode is long enough.  
 In 1998, Ravelli et al.P

3
P carried out a random sample survey of the Dutch 

population. They found that about one third of all psychiatric morbidity over a period 
of one to twelve months involved more than one disorder: episode multimorbidity. 
The percentage of lifetime multimorbidity, of course, is higher: almost fifty percent. 
This means, as Kessler and coworkersP

7
P argued, that psychiatric disorders concentrate 

in a small group of individuals, and that they are not randomly spread across the 
population. If disorders co-occur, the prognosis for the separate disorders is 
unfavourable.P

1,3
P The predictive value of lifetime multimorbidity, however, is unclear. 

Besides, the implications of lifetime comorbidity for the costs of health services 
remain obscure, because it is not known whether a fixed number of psychiatric 
disorders cost the society more or less when they concentrate in a small -extremely 
affected - part of the population.  
 In psychiatric epidemiology, research has focused more on episode than on 
lifetime multimorbidity. This may be because valid lifetime data are harder to come 



by, but also because, for those whose goal is refinement of diagnostic classification 
schemes, more information can be gleaned from disorders which overlap in time 
than from the life-history of individuals who suffered multiple disorders over time 
but never simultaneously. The focus on co-occurrence of disorders in short periods 
rather than in persons, indicates that psychiatry’s interest in multimorbidity has been 
primarily disorder-driven. 
 
 
Concurrent and cluster multimorbidity 
 
A second distinction often made is between concurrent and cluster multimorbidity or 
independent and dependent multimorbidity.8 The former type arises merely by 
chance and occurs at a prevalence which equals the product of the rates of the 
individual scores. When disorders co-occur at rates which are higher than 
expected, they are said to be dependent or to cluster. Disorders may cluster 
because the presence of one disorder increases the risk of others developing 
(prognostic multimorbidity) or because the separate conditions share parts of their 
aetiology (pathogenic multimorbidity). The distinction between concurrent and 
clustering multimorbidity also has large implications for clinical practice and 
public health, but studies of psychiatric multimorbidity only rarely address it.  

In chapter 7 of the thesis we introduced a measure to study cluster 
multimorbidity: the cluster coefficient (CC). The CC is an alternative for odds and 
risk ratio’s, which – in contrast to the last named measures - can capture 
multimorbidity of more than two disorders and does not confound clustering with 
coicidental comorbidity. We contended that odds and risk ratios are well suited 
for multimorbidity research which focuses on which sets of disorders tend to 
occur in combination and the implications of this for, for instance, nosological 
classification. However, the CC is to be preferred if the interest is more 
aetiological, addressing for example why certain individuals are prone to multiple 
psychiatric problems. 
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Multimorbidity: an air bubble? 
 
In order to determine psychiatric morbidity classification schemes like the DSM are 
used. An advantage of such a classification scheme is its usefulness in clinical 
practice: different psychiatric syndromes need different treatments. Moreover, 
labelling of psychiatric illnesses is necessary for a patient to declare the costs of a 
treatment at an assurance company. Finally, an international accepted classification 
scheme promotes communication between researchers and doctors in different 
countries. 
  However, systems like the DSM also have disadvantages. For example, the 
categories of DSM are neither exclusive nor exhaustive.9  Further, illness is a gradual 
as opposed to case/no case- phenomenon. Moreover, emotional and behavioural 
symptoms can form meaningful patterns without being part of an existing disorder or 
syndrome.10 According to Rose11 the mistake people make is not the classification of 
patients in useful dichotome categories, but to forget that these do no represent the 
full reality. Reality is continuous and the difference between psychiatric illness and 
psychiatric health is quantitative. These arguments are of importance for the subject 
multimorbidity. Namely, the rise in multimorbid cases in recent years can partly be 
explained by the raise in the number of diagnostic categories in the DSM.3 It is even 
possible to state that multimorbidity exists because diagnostic categories exist.12 
However, if dichotomous categories are imaginary, what is left of multimorbidity as 
defined above?   
 
 
Multimorbidity: an indication of severity 
 
It is feasible and, in our view, wise to consider the concentration of several 
psychiatric disorders within individuals as an indication of the severity of psychiatric 
illness. Other, better known indications of disease severity is the chronicity and the 
duration of symptoms and the degree in which they invalidate a person. In the past, 
the diversity of symptoms has hardly ever been considered when determining the 
severity of psychiatric morbidity. And yet, especially when psychiatric disorders co-
occur, the prognosis is poor.1,3,7 Besides, an individual can be severely ill and not 
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meet the diagnostic criteria for any specific disorder. For instance, a person can be 
slightly depressed, slightly fearful, ánd drink too much alcohol. However, he or she 
may not meet criteria for any disorder in isolation because the symptoms are not 
chronic or intense enough to meet the diagnostic criteria for any specific psychiatric 
disorder. Such a person is severely ill, but this remains unrecognised by experts 
working with classification systems like the DSM5 or the ICD.13 
  In the next section we are going to discuss models that are used to explain 
multimorbidity. The first - the disorder-mediated model - is best used to explain 
episode multimorbidity and is a direct consequence of one of the basic assumptions 
underlying DSM – that disorders have largely non-overlapping aetiologies. The 
person linked model accounts better for lifetime multimorbidity.   
 
 
The models 
 
A case 
 
A 25-year old single woman, with a difficult birth, has a history Oppositional 
Defiant Disorder at the age of 9 following her grandmothers’ death. The problem 
resolved within a year. Well until the age of 21, she developed a major depression 
following a relationship break-up. This was soon complicated by an alcohol 
dependency syndrome, for which residential treatment became necessary by her 
25th year. 
 
 
The disorder-mediated model 
 
According to this model, disorders co-occur because disorders can cause, 
precipitate or maintain one another. Depression may increase the risk of substance 
or alcohol abuse, which in turn may maintain the depression. At face value this 
model explains the co-occurrence of substance abuse and depression in cases such 
as described. However, it fails to explain why depression is complicated by 
alcohol abuse in some but not in other cases and leaves the lifetime history of 
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obstetric complications and conduct disorder unaccounted for. In general, 
disorder-mediated models account better for episode than for lifetime 
multimorbidity. 
 
 
The person-linked model 
 
Person-linked models have in common that various - seemingly distinct - 
disorders may have risk factors in common. Thus, the occurrence over a lifetime 
of 25 years of a conduct disorder, a depression, and an alcohol dependency could 
reflect the presence of a generic vulnerability of which the perinatal complications 
might be an expression or a contributory cause. Applied in its pure form, the 
person-linked model states that in the case described, the risk of substance abuse 
would have been elevated irrespective of whether she had developed depression 
or not. 
 
 
The history of the models 
 
The person-linked model 
 
The concept of the person-linked model is not new. For example, the term unitary 
psychosis is a collective name adopted to refer to psychotic manifestations all 
though to relate to one underlying vulnerability factor.14,15 An important 
assumption in this view is that diagnoses – man-made arbitrary categories -are 
always unstable in the long term. This corresponds to the person-focused (as 
opposed to disorder-focused) thinking within holistic medicine, a movement 
which arose at the end of the previous century.16 Within this movement attempts 
were made to diagnose and treat patients against the background of their personal 
history and pattern of disorders, instead of solely looking at sick organs or 
disorder-specific psycho-dynamic conflicts. 
 A more recent example of person-linked thinking in the history of 
psychiatry is the hierarchical model of Graham Foulds.17-19 Foulds described 
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personal illness as a condition in which the functions that make a person a person 
are partly or completely disturbed and in which these disturbances are judged as 
problematic by persons themselves or by their acquaintances. The degree of 
disintegration of the personality determines how sick a person is. On the basis of 
this idea, Foulds developed a hierarchy of four symptom classes: 

1. dysthymic states: encompassing changes in affect like anxiety, 
depressive, and manic states 

2. neurotic symptoms: including conversion, dissociative, and phobic 
symptoms, and symptoms of obsession and compulsion           

3. delusional symptoms: encompassing paranoia, megalomania, and 
delusions of guilt 

4. disintegration: the sense of the self is lost and the person feels as if he or 
she is controlled by something or someone else. 

Foulds claimed that patients with symptoms at the higher level of this hierarchy 
exhibit symptoms at all lower levels as well.   
 
 
The disorder-mediated model  
 
While the person-linked model focuses on the individual patient, the disorder-
mediated model focuses on the disease; diseases are subdivided in discrete 
categories and whether a person is or is not diagnosed with a particular disorder 
depends on the number and duration of symptoms. According to the DSMIV-
criteria, for example, a person is diagnosed as depressed if he or she feels 
depressed for at least two weeks (duration) and if he or she has at least four 
additional symptoms (number). 
 At the beginning of the nineteenth century the medical profession 
gradually recognised that different diseases need different treatments.20 Benefits 
in medicine of improved diagnostics and classification schemes, led psychiatric 
researchers of those days (e.g. Emil Kraepelin) to search also for classification 
schemes for psychiatric illnesses. For a long time these classification trials were 
inconsistent and hardly recognised, but a reasonable world-wide consensus 
existed for the third version of DSM.5
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Conclusion  
 
In conclusion, multimorbidity exists because classification schemes exist. 
Classification schemes like the DSM however, though useful in clinical practice, are 
artificial and do not represent the full reality. Reality is continuous and the 
differences between psychiatric illness and psychiatric health and between different 
psychiatric diagnostic categories are quantitative. Therefore, we contended that 
multimorbidity should be viewed as an indicator of disease severity.  
  Ideally, the focus of future psychiatric research should be on psychiatric 
symptoms as opposed to syndromes. As Garnefski10 argued, emotional and 
behavioural symptoms can form meaningful patterns without being part of an 
existing DSM-disorder. Thus, an individual can be severely ill and yet not meet the 
diagnostic criteria for any specific disorder. 
  We can assume that disease severity has a continuous distribution in the 
population: individuals who are completely at the right of the distribution curve are 
most severely ill. What makes these people vulnerable for multiple psychiatric 
problems? In chapter 8 it was shown that it is a chain of pre- and perinatal adversities 
what makes people vulnerable for multimorbidity. There can be various other 
reasons for the development of such vulnerability, both inside (e.g. genetic 
constitution) and outside (e.g. traumatic life events) a person. Since risk factors for 
monomorbidity differ from those for multimorbidity, researchers within the field of 
psychiatric epidemiology should no longer look solely for risk factors for specific 
diseases. More research should focus on risk factors which make people vulnerable 
for severe psychiatric morbidity. A return to person-focused thinking, as within the 
holistic movement, should complement the focus on diseases of the last decades.  
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