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ABOUT THE STUD

Schizoaffective Disorder (SAD) is a mental disorder characterized
by symptoms of schizophrenia and affective disorder like
depression and/or mania, which occur simultaneously or
alternately. In the international classification of mental
disorders, ICD-10, it is subsumed under the spectrum of
schizophrenia, schizotypal and delusional disorders. However,
the available research results do not allow a final decision
whether SAD is more appropriate classified in the affective
disorder chapter [1].

The term "schizoaffective" can be traced back to the American
psychiatrist John Kasanin (1933). In an article published in the
American Journal of Psychiatry, he described nine cases of
patients in good constitution and with appropriate social
adjustment, who suddenly developed a dramatic psychosis
consisting of both schizophrenic and affective symptoms. The
duration of these episodes lasted not very long and the prognosis
was favorable. Today, however, schizoaffective psychoses are
clinically understood as symptoms that are close to the
"incidents" of Kurt Schneider's clinical psychopathology. These
are cases in which the differential typology of schizophrenia or
cyclothymia (manic-depressive illness) can only hardly be decided
[2]. However, no agreement has yet been reached on the
nosological status of SAD, so that several hypotheses exist [3]:

(i) SAD is a type of schizophrenia

(ii) SAD is a type of affective disorder

(iii) SAD represents a third, independent disease entity

(vi) SAD is in the transition zone between schizophrenia and
affective disorder (continuum)

(v) SAD is a combination of schizophrenia and affective disorder
(comorbidity)

(vi) SAD is a heterogeneous syndrome.

In the clinical field, various studies are available, that support
and contradict individual hypotheses.

In Germany, the diagnosis is based on the International
Classification of Diseases (ICD-10), which differs in some points
from the definition of the Diagnostic and Statistical Manual of

Mental Disorders (DSM-5), commonly used in many other
countries. The ICD-10 conceptualizes SAD as an episodic
disease and is strongly oriented towards the cross-sectional
symptoms of the episode. Both affective and schizophrenic
symptoms occur in the same episode. According to DSM-5, the
focus is more on the longitudinal symptoms, and psychotic
symptoms must be present for at least two weeks without
affective symptoms (in contrast to ICD-10). The differentiation
of SAD from bipolar affective disorders is also often difficult.
While bipolar affective disorder is an affective disorder
characterized by changes in motivation, activity and mood
towards mania/depression and has been widely studied,
schizoaffective disorder remains comparatively little researched
despite frequent diagnosis in clinical practice.

Due to the open discussion on diagnostic classification,
information on epidemiology and etiopathogenesis of SAD is
also difficult to collect. According to Tavcar, exact
epidemiological statements are not possible due to a limited
number of studies. A lifetime prevalence of 0.5%-0.8% is
estimated, whereby Angst assumes that 10%-25% of psychoses
diagnosed as schizophrenia or affective psychoses can be assigned
to schizoaffective psychoses [4-6]. Aetiopathogenetically, similar
to schizophrenia and affective disorders, a multifactorial genesis
can probably be postulated [7]. Molecular genetic data show that
bipolar disorder and schizophrenia are not completely separate
disease entities and that SAD has a genetic relationship to both
schizophrenia and bipolar disorder [8].

For treatment of SAD no guidelines have been developed and
only a few controlled studies have examined the pharmacological
treatment of this disorder. The best evidence is provided by
atypical antipsychotics. Nevertheless, the aim should be to
enable individual therapy, possibly supported by psychotherapy
or in cases of resistance to therapy by electroconvulsive therapy
[9].

In terms of their long-term prognosis, SADs are placed
somewhere between schizophrenia and bipolar affective
disorders [10,11]. In 50% of cases residual symptoms develop
[12]. SAD remains still a challenge in diagnosis and treatment
[13,14].
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