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The Rise of Schizoaffective Disorder 
	 Schizoaffective disorder (SAD), introduced in 1933 by 
Kasanin (1), is a “diagnostic compromise” between schizo-
phrenia and psychotic mood disorder used for psychotic pa-
tients with disturbances in mood.  The concept of SAD was 
a major diagnostic shift away from the belief that psycho-
sis defines schizophrenia and toward recognition of greater 
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Schizoaffective disorder, initiated in 1933, challenged the “Kraepelinian dichotomy” and Bleuler’s contention that psy-
chosis defined schizophrenia.  Schizoaffective disorder recognized the diagnostic importance of mood symptoms in 
psychotic patients.   The concept of schizoaffective disorder linked schizophrenia and bipolar disorder, stimulating 
comparative studies that have revealed surprising similarities and overlap between patients diagnosed with schizo-
phrenia versus bipolar disorder.  Schizoaffective disorder has increased in popularity because it appears to cover both 
diagnoses in psychotic patients with symptoms of mania and/or depression.  The popularity of schizoaffective disor-
der is reflected by a PubMed search that shows over a thousand articles per year citing schizoaffective disorder for 
the past three years.  There has been a steady increase in articles since 1975 through the present. We have reviewed a 
recent, selected literature addressing the validity of schizoaffective disorder as well as that comparing schizophrenia 
and psychotic bipolar disorders.  Overlap, especially from molecular genetic and neurocognitive studies, leads to the 
hypothesis that schizoaffective disorder is a psychotic mood disorder and not a separate disease.  Implications for the 
Diagnostic and Statistical Manual of Mental Disorders-V are discussed.

Abstract

diagnostic significance for mood symptoms.   Schizoaffec-
tive disorder challenged the “Kraepelinian dichotomy” that 
two separate diseases cause severe mental illness by joining 
schizophrenia and the mood disorders; the gap between 
them has continued to narrow (2).   “Schizoaffective psy-
choses,” a diagnosis used by Cobb in 1943, included both 
schizophrenia and bipolar disorders, suggesting a single 
diagnostic grouping (3).  SAD became established by the first 
Diagnostic and Statistical Manual of Mental Disorders (DSM-
I; 1952) and its popularity is demonstrated by over 26,000 
references mentioning SAD since 1949 and the substantial 
number of psychotic patients so diagnosed (4). The number 
of PubMed cites in the literature continues to increase into 
2007 (see Table 1).  Although SAD is no longer considered 
a subtype of schizophrenia, it remains more closely associ-
ated with schizophrenia than with the mood disorders in the 
DSM-IV-TR published in 2000.
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Flawed Diagnostic Criteria for SAD
	 The DSM-IV-TR Criterion A for SAD requires the pres-
ence of two syndromes:   a major mood disorder, which is 
concurrent with two of five diagnostic symptoms that “meet 
Criterion A for schizophrenia” (hallucinations, delusions, 
disorganization of speech and behavior, catatonia and the 
“negative symptoms”) (see Table 2).   When SAD was de-
fined, these symptoms for schizophrenia were considered 
disease specific.  However, established bipolar patients, when 
psychotic, can demonstrate bizarre, mood-incongruent hal-
lucinations (5), paranoid delusions (6), grossly disorganized 

thoughts and behavior (7-10), catatonia (11), the “negative 
symptoms” (when depressed) (12-15) and a chronic, deteri-
orating, treatment-resistant course (12, 13). The Criterion A 
symptoms for schizophrenia define “psychotic,” but not any 
specific disorder, so Criterion A for SAD warrants reword-
ing: instead of “symptoms that meet Criterion A for schizo-
phrenia,” substitute “psychotic.”  The preface of “schizo” (in 
schizoaffective disorder) becomes “psychotic,” i.e., a psy-
chotic affective or mood disorder.  
	 Criterion B attempts to differentiate SAD from psy-
chotic mood based on “at least two weeks” when hallucina-
tions and/or delusions are present but “prominent mood 
symptoms” are absent.   Criterion B seems flawed in two 
ways.   First, no scientific data justifies a separate disorder 
based on such a two-week period.  Despite the fact that sev-
eral psychiatric diagnoses utilize arbitrary lengths of time in 
their diagnostic criteria, the very existence of SAD as sepa-
rate from a psychotic mood disorder is dependent on such a 
two-week period.  Thus, utilizing such a two-week period is 
particularly suspect.  Furthermore, the observations of Post 
(12) and Goodwin (13, 14) document that well-established 
bipolar patients can become so psychotic that mood symp-
toms are obscured for weeks to months.  In such cases mood 
symptoms are likely to be overlooked in the face of psychotic 
symptoms.
	 Symptoms diagnostic of a mood disorder have occurred 
(by Criterion A), and according to Criterion C for SAD, must 
be “present for a substantial portion of the total duration” of 
the illness.  The second flaw of Criterion B for SAD is low 
reliability of eliciting such a two-week period. 

No Interrater Reliability for SAD: 
No Validity
	 Cohen’s kappa for the interrater reliability for diagnos-
ing SAD is very low (0.22 and 0.19), in contrast to the kappas 
for mania and major depression, 0.71 and 0.82, respectively 
(16-19). Although some of these studies were early, the re-
port by Maj et al. was published in 2000 (16). As recently 
noted by Swartz (20), “ … without interrater reliability, SAD 
has no validity and if there is no validity, why are we us-
ing it?”  In contrast to SAD, bipolar disorder is scientifically 
grounded with high interrater reliability and disease-specific 
diagnostic criteria.  
	 We acknowledge that the mental health field in the 
mid-1980s was unsure about the validity of SAD and, in the 
absence of any diagnostic criteria in the DSM-III, a decision 
was made to introduce formal diagnostic criteria for SAD in 
the DSM-III-R, however flawed they may have been.

SAD is a Psychotic Mood Disorder
	 According to a recent review of 283 papers that com-
pared schizophrenia, SAD and bipolar disorder, the major-
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Table 1

Total # Articles Citing SAD - 26,892
Total # Articles with SAD in Title - 670

Schizoaffective Disorder (SAD) 
PubMed Search

Year
# Articles

Citing 
SAD

# Articles 
w/SAD 
in Title

Year
# Articles
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# Articles 
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ity (256) suggested that SAD is on a continuum and/or is 
closely related to psychotic mood disorder (4).  A spectrum 
of selected clinical and basic science studies shows overlap 
regarding symptom severity (7-10), course (12, 13), genet-
ics (21-23), brain imaging (24, 25), brain metabolism and 
neurochemistry (26, 27), epidemiology (21), insight into 
their illness (28) and psychopharmacological responses 
(14).  Such similarities should not exist if the disorders are 
distinct.  There are no “zones of rarity” between SAD and 
psychotic mood disorder (29-31).  A basic tenet of medicine 
states that when a single disease can explain the symptoms 
of two or more diseases, there is likely only one disease.  In 
this case we believe that disease is usually a bipolar mood 
disorder because of the unique diagnostic criteria that con-
firm bipolar as a “bona fide” disease.

	 We concur that bipolar disorder is likely due to more 
than one genetic defect.  Possibly analogous to Lesch-Nyhan 
disease, bipolar disorder may be caused by not only different 
mutations in a single gene, but also different mutations in 
separate genes.  Regardless, we believe that the diseases now 
called SAD and schizophrenia are explained by psychotic 
mood disorders.  

Conclusions
	 These data suggest that SAD (and schizophrenia) are 
mood disorders that are severe with psychotic features, not 
separate disorders.  SAD served to initiate the concept that 
there were, in fact, commonalities and overlap between 
schizophrenia and bipolar disorder in contrast to the ideas 
of Kraepelin (initially), Bleuler, Schneider and many others 

Clinical Schizophrenia & Related Psychoses  April 2008   •   93

Charles Ray Lake, Nathaniel Hurwitz

Table 2

Schizoaffective Disorder (SAD)

DSM-IV-TR Criteria (Modified for Brevity*) for Schizoaffective Disorder and Schizophrenia

Schizophrenia (SZ)

A.  	 Uninterrupted period of illness during which major depression, mania, or a mixed episode is concurrent with symptoms that meet 
	 Criterion A for schizophrenia†.

B.  	 During some period of this illness there have been delusions and/or hallucinations for at least two weeks with an absence of prominent† 		
	 mood symptoms.

C.  	 Symptoms that meet criteria for mood episode are present for a substantial† portion of the total duration of active and residual periods 		
	 of illness.

D.  	Substances and general medical conditions are excluded as causative of the above symptoms.

A.  Characteristic symptoms: two or more of the following symptoms occur during a one-month (active) phase (less if treated, except as 
      noted below):
		  1) delusions‡

		  2) hallucinations‡

		  3) disorganized speech (frequent derailment, incoherence)‡

		  4) grossly disorganized‡ or catatonic‡ behavior
		  5) negative symptoms (affective flattening, alogia, or avolition)‡.

(NOTE: Only one symptom is required if delusions are bizarre, or hallucinations are a voice commenting on one’s behavior/thoughts or two 
or more voices conversing with each other‡§.)

B.  Social/occupational dysfunction: work, interpersonal relations or self-care have markedly deteriorated‡.

C.  Duration: continuous signs for six months with one-month active phase symptoms and may include prodromal or residual symptoms‡.
		
D.  Exclude schizoaffective and mood D/O|| with psychotic features¶.

E.  Exclude substance and general medical condition‡.

F.  Exclude preexisting pervasive developmental D/O‡.

*	 Abbreviated format without change in meaning or substance.
†	 Underlines added by authors for emphasis.
‡	 These criteria are disease nonspecific and occur frequently in most psychotic mood D/Os. 
§	 These qualifications that allow a diagnosis of schizophrenia with only one of the characteristic symptoms in section A are from 
	 K. Schneider’s first rank symptoms (34), stated in 1959 but since invalidated (6).
||	 D/O = disorder(s).
¶	 Mood D/Os with psychotic features are under emphasized in the U.S. and are often overlooked (7-10). As soon as psychotic symptoms are 		
	 found under section A, a diagnosis of SAD or SZ is often made without adequate attention to mood symptoms (35, 38).
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(32-34).  The “Kraepelinian dichotomy” became a cornerstone 
of academic psychiatry and permeated thought throughout 
the mental health and general medical professions.  Later in 
his life, Kraepelin apparently reversed his “dichotomy” con-
cept when he said, “It is becoming increasingly clear that we 
cannot distinguish satisfactorily between these two illnesses 
(dementia praecox/schizophrenia and manic-depressive 
insanity/bipolar) and this brings home the suspicion that our 
formulation of the problem may be incorrect” (35).  More 
recently the “dichotomy” has been discounted based on mo-
lecular genetic data showing identical susceptibility loci in 
patients with both diagnoses (23).   Despite Kraepelin’s re-
versal, the introduction of SAD, discussion of the “contin-
uum” theory (36, 37) and results showing substantial phe-
notypic and genotypic overlap between SAD, schizophrenia 
and bipolar disorder (21-23), the popularity of SAD seems 
to be increasing (see Table 1).  There are some explanations 
for the continuing popularity of SAD (and schizophrenia) 
that include: 1) the absence of disease-specific pathophys-
iology for any psychiatric disease; 2) SAD seems to cover 
both schizophrenia and bipolar disorder diagnoses and so 
is convenient when there is diagnostic ambivalence; 3) the 
massive amount of research data that have accumulated on 
SAD and schizophrenia; and, 4) the wide acceptance of SAD 
and schizophrenia as a bona fide disease among the mental 
health and medical professions, the public at large and the 
media. Although we are not the first to reach this conclusion 
(see Table 3) (7-10, 15-17, 20, 30, 31, 38, 39), we suggest that 
SAD be eliminated from the DSM-V, and that patients diag-
nosed with SAD be reassessed for a psychotic mood disorder. 
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