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Schizoaffective Disorder—Its Rise and Fall:
Perspectives for DSM-V
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Abstract

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.

Key Words: Schizoaffective, Schizophrenia, Bipolar, Psychotic Mood Disorders, Kraepelinian Dichotomy

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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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.

Clinical Schizophrenia & Related Psychoses April 2008 ¢ 91



Schizoaffective Disorder—Its Rise and Fall

Table 1 Schizoaffective Disorder (SAD)

PubMed Search

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

# Articles | # Articles # Articles | # Articles
Year Citing w/SAD Year Citing w/SAD in
SAD in Title SAD Title

1949 0 0 1978 542 1
1950 1 0 1979 585 14
1951 0 0 1980 516 10
1952 1 0 1981 493 11
1953 1 1 1982 579 10
1954 2 0 1983 510 18
1955 0 0 1984 589 23
1956 1 0 1985 575 13
1957 0 0 1986 558 9
1958 2 0 1987 495 1
1959 1 0 1988 548 21
1960 1 0 1989 574 22
1961 2 1 1990 583 27
1962 4 0 1991 539 19
1963 0 0 1992 555 18
1964 17 0 1993 545 17
1965 289 0 1994 585 14
1966 435 0 1995 563 17
1967 606 0 1996 613 14
1968 674 1 1997 587 19
1969 639 1 1998 623 22
1970 642 0 1999 719 27
1971 568 1 2000 731 23
1972 536 0 2001 772 31
1973 535 0 2002 757 35
1974 520 4 2003 964 27
1975 554 1 2004 907 47
1976 477 0 2005 1,084 48
1977 485 4 2006 1,108 43

2007* 1,100 45
19491 4 903 14 19781 19,899 656
1977 2007

1949-1 56,892 670

2007

*Projected

Flawed Diagnostic Criteria for SAD

The DSM-1V-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 2

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

Schizoaffective Disorder (SAD)

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.

Schizophrenia (SZ)

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*s)

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!l 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.
T Underlines added by authors for emphasis.

F 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).

Il D/O = disorder(s).

9 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).

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



Schizoaffective Disorder—Its Rise and Fall

LSApgndassns onauab

paJeys 75/adg [enuaiod yum sease yuasaidal ‘zzdg pue‘y1doL ‘L Lbzz ‘zebg L ‘L LdgL Buipnjpul‘swouab ay3 jo suoibai (son2ush
eiuis 9|diyn|A “A3j1g1dadsns d13auab awos aleys ddg pue 7S 3ey3 1daduod ayi Yim Ju3isisuod ale saipnis abejul| pue Ajiwe4 - €00¢ 3I9usH
! 119! ! ! ! ! ! (LUCS7 Jejndsjow) umalRg 1z
dg97875 . ZS pue adg jo A)iqidadsns d1auab paseys s3sabbns adUIPIAS Yd1yMm 10} SUOIH3I dIWOUSb6 dAY d1e 3IdY3 MOIASY PIN [ WY
.ANsS33U puOka, A1NUd UB SWSIS AVS AmEoEEV% 200C sswi|
. [es1ulfd Z11eM :
pljeAul v's ,/Japiosip poow d1joydAsd pue gys U9SaMISq UOIIRDIBWISP OU S| aIdY3 "', eloup3 S SueIydASq 0T
, " eluaiydoziyds Jo wioy e se ssauj|l (s2un1eady
Jejiwis a3 buipiebai pue swordwAs aAd244e 2yl 19A0 Buisso|b Ag ‘Op sisuIeIydAsd uedLIBWY JO 1SOW Se *** SAIHIUS IDUNSIP J130ydAsd Aejinoo 061
493 7s a1e sasoydAsd anndaye pue s1uaiydoziyds 1eys mala sy 01 1oddns pua| 10u op sisAjeue JsyIny Iy Jo syNsalayl *t, | ‘swoydwiAs) 9 |1IpUY] AneydAsd Sl
MIIADY rig
,'9DUDI9J21 JO SeIPI Ja1Iq pUe ‘SUoeUIdN||eY ‘SUOISN|SP 139)je (s2amiesy /61
Jejiwis 9|Ige| AlpWa11x3 ‘syybnoy) paziuebiosip yum d3oydAsd A|sso1b swedaq (syuaired) saposida diuew 419y jo sead ayi e >noydAsd) UlMpoos Aneiyohsd
d4 R ZS swoldwAs d130ydAsd jo aduapIns Buimoys siuaiied Jo 9508 PUB 09605 UMD YlIM ‘eluew Jo saposids ainde buunp =+, swoydwAs g uosjie) :m.u. Yy €l
|eatutdy
. Ingd|ay 10U Ajjensn (seanmyesy
Jejiwis aJe swoydwAs pue subis bunuasaid 4apIosip SAIID2YL0ZIYdS pue eluaiydoziyds wol) builennuaisyip usymm, a10ydAsd Spues® 9661
4913 7S " 19puosip sejodiq ui uajeaaid si sIsOYdAsy, ‘swo1dwiAs) yuuadalg | uuy JieiydAsqd 0l
MIINDY
,Kinus Juspuadapul pue pijeA e jou si‘pauyap Apus.ind se’‘qys 1eyl 1sabbns sbuipuy sy, swoydwiAs 0861
plleaur avs ,/AVS pUe JSpPIOSIP dIueW YlIM Sjuslied Usamiaqg punoy aI9m saduaIaip Juedyiubis o, [eaup ‘le 19 adod Kiyeiyshsd 6
o [wy
(9suodsau
L, 'SI9PIOSIP 3A13d344e Jofew ay) 01 diysuoiie|a. 211uyap e sey (Qys) sesoydAsd asayl jo dnoibgns eisesjie " -, WsWIean g 9/61
pijeAUl QVS ,P31R2IPUI SI (QVS) 21€1s S1Y3 3qLdsap 031 33y3ds uodn paaibe Ajapim awos jo uondope ayy Joyioddns =, | Kioisiy Ajiwey 122014 Aneiyohsd 8
(31 3P2114e) ,¢UONDIH 10 158 :SISOYAS] SADBYY-0ZIYDS, ‘swoydwiAs) uan ydiy
M3INDY
(9suodsau
v__m>c_ avs J/Sisoubelp Jo poyaw e Disuidi A o w
BTN 4 d n nb 6 duwk d £ d Kioasiy Ajiwey >do 1elYdAsd /
48R ZS Jewnd sy) se wiay) sasn ey yaieasal [je uonsanb ojul sbunq swoidwiAs diuaiydoziyds, jo A1pynads-uou ayy, swioduis) g adod usD Y1y
M3INDY
. . €161
e ,Swuaned aalssaidap-diuew Jo 110Yod Y3 JO {/1 swoldwAs [e1e AneiydAsq
497 avs ul Jn220 [eluaiydoziyds jo dluowouboyied] sISPISUOD (JSPIBUYDS) BY YdIYMm (SWasAs yued 1siy) swordwAs asayy =+, |es1iD 191uadied cmo. Py 9
plieaur @vs . y £ £
EES (ZS 10) @ys ou sI 313y ‘siaplosip poow d130ydAsd aie sasoydAsd jeuoridouny maInaYy ZUMInH 9007 Sy .
4973 avs 933’1 ‘UoISN|2U0D |ed160| B SI 9ASI[DC 9M JBYM O} PIPUDIXD ¢ uluesey ug Aq unbaq puail sy 1ey) 1sab6ns app,, ENE Aneiyohsd
suoisnpuo) suoisnppuo)/A1ewiwing Jo sajonp pa1d3|3s Apnis jo pjai4 (s)ioyany | Jeap/jeuwanor | #joy

siapJosig pPoo d130YdLsd pue 1ap.iosiq SA13I3)e0ziyds ‘eluaiydoziyds bunedwo) saipnis woly sajyond palds|es

€3|qeL

Clinical Schizophrenia & Related Psychoses April 2008

94



Charles Ray Lake, Nathaniel Hurwitz

J13pI0sip Jejodig=dg ‘e1ua1ydoziyds=7s 4apIosip SAIIIRYLOZIYIS=AYS

‘le1s
. swoldwAs 900 pueds 6¢
pIjeAUL QY'S ./ P1sabbns si sisoubeip gyS 9yl JO dsN [e31ul]d 9yl UO WiNLiolelow v, oD -Mmhh_ﬂr A
swoydwAs d1uaiydoziyds ueyy sduepodwi dnnsoubelp (s21n1e3y
2low A|0eISpPISUOD JO S| SWOIPUAS SAI1I3JJe U JO 9dUSSCR J0 3dUasaId ay) *** , ,USPIOSIP SAI1DDJE JO SIUBLIBA DIE S95ED snoydAsd ‘e Lzl
Jejiwis : Kijeiyshsd 8¢
[l sisouboid poob 1sow 1ey s1sabbns pue eruaiydoziyds se eluaiydoziyds sisouboid poob a1epijeA J0u op salpnis Ajiwey ‘swordwiAs) 13|Mo4
d87% 7S (2pn ap1e) ,e1ua1ydoziyds sisoubold PooD Jo AuplieA YL, MaInaY ek
(z661
seqius L, 1991100U1 3q Aew wia|qo.d swoydwAs 101ke1) (400g1Xa1)
4978 7S SU3 JO uonenwIoy Ino ey uoidsns syl sawoy sbuliq siyy pue (Jejodig/Aluesul saissaidap-diuew pue ejuaiydoziyds/xod [e21u1 cL6L Kineiyshsq [43
-oeld BlJUSWSP) S9SSAU||I OM] 9S3Y1 USaMIS] A|1101De)SIIeS YsIinBuisIp 1ouued am 1eyy Jes|d A|buiseasnul buiwodsq si iy, o uipdaesy jesruD
pIeAU! QS ,/94N1NJ SY1 01Ul SISPIOSIP SAIIIDLO0ZIYS JO S1dadU0D JUBLIND PpUe [BDLIOISIY SY) SNUIU0 Isnf pjnom Asy3 ji pasiape A|peq
\Qm_.\_m>o.\‘_m__E_m 9 P|NOM “** s|enuew pue swa1sAs d11soubeip-g)/ PUe - /S Y3 JO SUOISISA MIU 10) S3D10)3se1 Y], , *°* 2IowAue pijea jou [eLoNp3 B 9007 pueds Le
497 Nm. ’ S| SI9PJOSIP 9A11294420ZIYDS JO 1dadU0d 3Y3 Jo Juiod Huiriels |ed1olsiy syl ‘Arewwns uj, , *** JapJosip Jejodiq pue ejuaiyd c : 1eiydAsd ey
-0Z|Yds U9aM13q paJeys si s1010ey) [ed160jons jo uoniodoid jennueisgns e 1eyl aduspIAe buimoib si a1ay3 1syisboy usyel,
depanoysejiuis /Sa1uB |edibojoisAyd 9007
4am Nm. : -oy3ed Jo/pue |e3160]0133 1DUNISIP BUYSP O3 3|geun s JapJosip Jejodig pue ejuaiydoziyds usamiaq 1ds dizsoubelp ayy , MBINSY ‘|e 1o Jote|y Aaeyohsy 0€
L Pabusjjeyd A|buiseaidul s1 apiosip Jejodiq pue eluaiydoziyds ussmiag uoldunsip disoubelp sy Jo Alpieasyy -, uido 1nd
L pauonsanb aq 10u pasu Alpiea ssoym Ajsusjger €00C
VN pue swoldwAs sjuaned sy3 uiejdxa 01 paxyoAuUl 9g UED 1BY] PUld SWOS Jo A113US Ue S| 11 1eyl swnsse A|ises 00} ajdoad ‘si 1ey | MIINDY 3 |I9puay Aneiyohsq 6C
"PaYIRJ SW0I3q 01 SPU] I ‘Osn [eIuab ojul Swod sey *** ejuaiydoziyds se yons 1daduod d1asoubelp e U0 ‘Aj1eUNIOMIN,, rwy
Jejlls JJamod |ed1Is1IeIs MoJ JO 3Nsal e 10U 1002
g ,wNm sem JapJosip Jejodig yum sjusied pue ejuaiydoziydss yum syusied uaamiaq (ybisul ui) SaoUIHIP JuedYIUbIS JO 28| 3y, 1ybisu| ‘eisl Aaeyohsy 8¢
LJapiosip Jejodig yam syusied wouy JayIp 10U op *** eluaiydoziyds yum syusied, rwy
Jejiwis ‘suia10.4d Hunoessyul-i01dadas suiwedop ul sanljewlouqe e
T @t g g ; Rt wayd0iNaN 1B YON | s DS pedy LT
R4S Yum paierdosse aq Aew JapJosip Jejodiq pue ejuaiydoziyds 1eys sissyrodAy sy syioddns Apnis yussaud sy, .
Jejiwis . SAemyied |eaibojoisAydoyied pue sAlESNED UOWWOD BIBYS SISPIOSIP By ‘e3° oz
d9% 7S 1ey3 uonou ay3 03 poddns spus| snya yaiym ‘suresq sejodiq ur dnoub eruasydoziyds sy 01 ssbueyd uolssaidxa Jejiwis -, WsYd0INSN Asyded | €00C 330U
LJapJosip Jejodiq Jo eyl woly eiuaiydoziyds 8661
Jo ABojoyiedoinau [BAN1DNIIS SY3 91LIIUISYIP 10U SS0P (SWN|OA Uloy [erodwiad) pasessdul) Ajewioude [einidnas siyy =, uibew| ‘|2 12 Aoy Kiyeiyshsd oz
(313 3p1ue) uspiosiq Jejodig pue eruaiydoziyds ul Jussald sl Juswsabieju3 uioH jeiodwsy, joig
Jejiwis . ol d q dd d e 219 6661
wi ,eluaiydoziyds 01 dyidads aie idwedoddiy Jsjjews 1ey) uondipaid syl oddns jou ssop Buibew; Aneiyohsg vz
d4 R ZS sisoydAsd sAndaye pue ejuaiydoziyds sposids-1siy yum syusned ul swnjoa ledwedoddiy 13| J3|ews jo Buipuy ayy ***, : SIINOXEI9A usD Uy
‘(91eJed3S aue Jejodiq pue ejuaiydoziyds 1eyi) ,M3IA (sonsuab 5007
SElUE SNOWO010YDIp [eUONIPEI] 3] UINLISAO ‘101paid oM ‘U0OS ||Im pue bus|ieyd 01 buiuuibaq aie sa1pnis d132uab Jejndsjow MoN, lejndsjow) LER) Aneiydhsy €T
d878Z5 (3313 9pp1ue) ,Awoloydiq ueluiadsely 3yl oy pul ayi jo buiuuibag ayy, |eLopI 3 ¥20ppesd ?m
L, JapIosIp 9ADRYe0ZIYDS ‘AjJUsdal ‘pue 4apJosip Jejodiq ‘eluaiydoziyds ui paredijdwi . 5002
. 5 S$2119U9DH [e1e
Jejiwis A|snoinaid usaq sey pue zib | swosowoiyd uo Jayiew yead Ino Jo saseq ebaw Gz UIyim salj ausb | S|g oYL wniidads K1jeiyohsq 44
avs e dga'zs sisoydAsd [euonouny sy ssoide Ajigrdadsns ssusnpul 1ey) 190 Jo 9dua1sIxa ayy 1oddns AjBuoins sbuipuy sbexul| inQ, 1e[n>9joN SELERER U oIy
suoisnpuo) suoisnpuo)/Arewiwing Jo sajonY pa1d3d3s Apnis jo pjaid4 (s)loyany | Jesp/jeuwanor | # 9y

Clinical Schizophrenia & Related Psychoses April 2008 ¢ 95



Schizoaffective Disorder—Its Rise and Fall

(32-34). The “Kraepelinian dichotomy” becamea 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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