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Background: Schizoaffective disorder is currently one of the debated nosological categories, nowadays existing more controversial 
suppositions regarding its ranging. 
Aim: The assumption of this study was that schizoaffective disorder is a version of schizophrenic disorder. 
Methods: In pursuit of this supposition, two groups of subjects were selected, called group A, which includes subjects diagnosed 
with current schizoaffective disorder – according to ICD 10 – and group B, who were diagnosed with current schizophrenia. The two 
groups were relatively analyzed aiming at socio-demographic and clinical parameters at first admission and clinical evolution and 
global functioning 15 years past the first episode. 
Results: The results showed that there are differences on diagnosis at first hospitalization in subjects who subsequently developed 
schizoaffective disorder, which could have been produced by an episode of schizophrenia, an episode of acute and transient psy-
chosis or an affective episode. Also, the long-term outcome of the subjects showed differences between the two groups regarding 
the number of hospitalizations – which is much higher in subjects from schizoaffective group than in those with schizophrenia. The 
schizoaffective disorder group shows superior professional and family functioning in comparison with the group diagnosed with 
schizophrenia.
Conclusions: The conclusion of this study is that schizoaffective disorder is a nosological entity different from schizophrenia. In order 
to clarify its nosological status, neurophysiologic, laboratory examinations and family studies are needed.
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Introduction
Schizoaffective disorder is currently one of the controver-
sial nosological categories. The term “schizoaffective” was 
introduced by Kasanin [1] who described 9 patients who 
clinically experienced psychotic and affective symptoms, 
who have completely recovered after several months and 
had a good premorbida movement.

The term, as a separate category, was introduced in 
modern diagnosis systems starting with DSM III and ICD 
10. ICD 10 introduced the term “schizoaffective disorder” 
but it only defines the notion of schizoaffective episode 
and not that of disorder – meaning the aspects related to 
the long-term outcome. Schizoaffective disorder is inserted 
within the group of “schizophrenia, schizotypical and de-
lusional disorders”.

The aim of this work was born from the question: is 
schizoaffective disorder a variant of schizophrenia or is it a 
separate nosological entity?

Hypothesis: 
1. Socio-demographic and clinical parameters at first ad-

mission differ from the subjects with schizoaffective di-
sorder to those with schizophrenia.

2. Clinical evolution and global functioning after 15 years 
from the first episode are higher in subjects with schi-

zoaffective disorder in comparison with those with schi-
zophrenia.

Material and methods
The present research is part of a larger study carried on in 
the Timisoara Psychiatric Clinic focused on the typology 
and evolution of endogenous psychosis. At the core of the 
research there is the Endogenous Psychosis Case Register, 
which was started in 1985. Between 1985–2004, 1621 
cases have been recorded.

Two groups of subjects were selected from this Case 
Register around inclusion and exclusion criteria - with-
out the use of statistical methodology - known as group A 
(which includes subjects diagnosed with current schizoaf-
fective disorder) and group B (subjects who were diag-
nosed with schizophrenia). Each study group includes 20 
subjects. 

Inclusion criteria:
1. First episode of psychosis was between 1985–1994 and re-

quired hospitalization in Timisoara Psychiatric Clinic ADE;
2. Current diagnosis is schizophrenia, according to ICD 

10(F.20) and schizoaffective disorder (F. 25);
3. Hospitalization in the Clinical Ambulatory Timisoara;
4. Subjects agreed to participate in the study.
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Exclusion criteria:
1. Presence of personality disorders or mental retard;
2. Presence of a disease caused by drug use or an organic 

disorder.

Since schizoaffective disorder does not have a very clear 
definition from long-term outcome perspective, it is very 
important to define the clinical characteristics of the sub-
jects introduced in the study group. 

Clinical features were:
 f First episode of psychosis was classified as schizophre-
nia, acute and transient psychotic disorder or affecti-
ve depressive or manic episode with psychotic symp-
toms;

 f After the first five years of evolution, the subjects pre-
sented only schizoaffective episodes;

 f The current diagnostic is schizoaffective disorder, 
according to ICD 10.

The two groups were analyzed retrospectively on the basis 
of existing case files, but during 2009 a sectional assessment 
was also conducted. Cross evaluation was performed during 
the remission period of clinical symptoms, analyzing several 
parameters out of which only those who belong to the global 
functioning of each topic were selected.

The following parameters were analyzed:
1. Socio-demographic characteristics of each subject.
2. Diagnosis of the first episode of psychosis.
3. The average duration of evolution.
4. Number of hospitalizations until present time.
5. Family and professional functioning, onset and present 

To assess these parameters existing history data were used, 
supplemented by a clinical interview currently conducted . 
Due to low number of subjects, no statistical processing of 
data was carried out, but a simple results analysis.

Results
Socio-demographic characteristics of the two groups were:

1. Distribution by sex (Table I). 
The proportion of female subjects in the group with 
schizoaffective disorder (80%) was higher than in the 
group with schizophrenia (70%) but with low difference 
between groups.

2. Distribution of the average residence
All subjects in both groups came from urban environment.

3. Average age of onset
Schizoaffective disorder shows an average age of onset of 
24.8 lower than that of subjects with schizophrenia which 
is of 25.2, an almost insignificant difference.

Regarding the diagnosis of the first episode of psychosis 
there are significant differences between the two groups. 
Subjects with schizoaffective disorder show a different 
diagnostic at the first episode compared to subjects with 
schizophrenia which show the same diagnostic as at pres-
ent, namely schizophrenia (Figure 1).

The average duration of development was relatively 
similar – 20.7 years for subjects in the group diagnosed 
with schizoaffective disorder group and 21.3 years for sub-
jects with schizophrenia.

The group analysis in 2009 of the clinical process of sub-
jects (number of hospitalization days during this period) 
shows a twice higher rate of hospitalization days for sub-
jects with schizoaffective disorders compared to those with 
schizophrenia (Figure 2).

Family and social functioning of subjects evaluated at 
the first episode of psychosis were analyzed compared to the 
present (Table II). These results indicate that subjects with 

Table I. Gender characteristics of groups

Male Female

Schizophrenia 6 14

Schizoaffective disorder 4 16

Table II. Familial and profesional characteristic of the groups first 
hospitalization/present

Familial/pro-
fessional

Schizophre-
nia First hos-
pitalization

Schizophre-
nia present

Schizoaffec-
tive disorders 
first hospital-

ization

Schizoaffec-
tive disorder 

present

Married 6 7 3 8

Single 14 13 17 12

Employed 10 1 9 3

Unemployed 10 19 11 17

Fig. 1. Diagnostic of first episode psychosis of schizoaffective 
group Fig. 2. Rate of hospitalization
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schizoaffective disorder differ from those with schizophre-
nia because they obviously have a more favorable outcome.

Discussion
Internationally, at present, regarding schizoaffective disor-
der, four nosological concepts are being described:

1. Schizoaffective disorder is a variant of schizophrenia.
2. Schizoaffective disorder is a variant of affective disor-

ders.
3. Schizoaffective disorder is an intermediate entity betwe-

en schizophrenia and affective disorders.
4. There is a continuum of functional psychoses with 

schizophrenia at one end and affective psychoses at the 
other end of the spectrum [2].

Undertaken studies that tried to attest these nosological 
concepts obtained different outcome because they used  
different definition for schizoaffective psychoses, incompa-
rable with each other.

In this study we tried to evaluate the nosological model: 
schizoaffective disorder is a variant of schizophrenia, with 
respect to the clinical diagnosis of first hospitalization as 
well as the outcome 15 years after first hospitalization.

Subjects introduced in the study showed a period of evolu-
tion of at least 15 years, are currently diagnosed with schizoaf-
fective disorder (according to ICD 10) and became schizoaf-
fective within five years after the first episode of psychosis.

The most obvious differences are related to the first 
episode of psychosis, in the sense that to the subjects who 
subsequently develop schizoaffective disorder, this can be 
represented by an episode of schizophrenia, acute and tran-
sient psychosis or an affective episode. Long-term outcome 
of subjects also showed differences between the two groups 
on the number of hospital admissions, which is higher in 
the subjects belonging to schizoaffective group than in 
those with schizophrenia. These results are not surprising, 
because this emotional component in the clinical layout 
cause an increase in the number of hospitalizations. Global 

functioning – socially, professionally and inside the fam-
ily - is higher in the group with schizoaffective disorder 
compared with those with schizophrenia, these findings do 
not support to the model that schizoaffective disorder is a 
variant of schizophrenia.

As we have seen, the results show that there are differ-
ences between schizoaffective disorder and schizophrenia 
both clinically as well as in long-term outcome. To estab-
lish the validity of schizoaffective disorder as a separate di-
agnosis category, neurophysiologic, laboratory and family 
studies are required and it is also important to define the 
clinical archetype of schizoaffective disorder analyzed in 
the study.

Conclusion
The results of this study revealed the following:

1. The clinical picture at the time of first admission schi-
zoaffective disorder are distinguishable from schizophrenia.

2. Average age of onset is the same for both groups analyzed 
and situated between 24 and 26 years.

3. Long-term results are different in the subjects with schi-
zoaffective disorder, for these have twice the number of 
admissions compared to those with schizophrenia.

4. Professional and family functioning is higher in subjects 
with schizoaffective disorder compared to those with 
schizophrenia.

Schizoaffective disorder is a different nosological entity 
from schizophrenia. To clarify the nosological status, neu-
rophysiologic, laboratory examinations and family studies 
are required, but also a clear differentiation between terms 
“schizoaffective disorder” and “schizoaffective episode”.
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