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continued interest into the nosologic features, subtyping,
and significance of this condition.2–4 Several schools of
thought have emerged in the quest to understand this
nosologic and diagnostic entity.5 Essentially, the methods
used to conceptualize schizoaffective disorder can be
summed up as categorical, dimensional, or mixed ap-
proaches. In the categorical group, schizoaffective dis-
order is seen as either schizophrenia with incidental
affective features6,7 or manic depressive disorder with in-
cidental schizophrenia-like symptoms.8,9 It is also seen
as an intermediate entity between schizophrenia and af-
fective disorders.10,11 Additionally, it has been seen as a
completely new and third psychotic disorder that is unre-
lated to the Kraepelinian dichotomy of schizophrenia or
manic depressive disorder.12 In the dimensional group,
schizoaffective disorder is thought to exist along a con-
tinuous spectrum of psychotic disorders with schizophre-
nia at one end and manic depressive disorder at the
other.13 Schizoaffective disorder may also represent gen-
uine, heterogeneous interforms reflecting unknown eti-
ologic interactions between schizophrenia and manic
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Background: Within the schizophrenia spectrum
disorders, schizoaffective disorder is conventionally
considered to have a better prognosis compared to
schizophrenia. We tested the hypothesis that patients
with first-episode schizoaffective disorder had better
clinical and functional outcomes compared to pa-
tients with first-episode schizophrenia.

Method: The study population consisted of con-
secutive subjects with first-episode schizophrenia
or first-episode schizoaffective disorder (diagnosed
according to DSM-IV criteria) enrolled in the na-
tional Early Psychosis Intervention Program at the
Institute of Mental Health/Woodbridge Hospital
in Singapore from March 2001 to March 2003.
The subjects’ level of psychopathology, insight,
socio-occupational functioning, and quality of life
were assessed using the Positive and Negative Syn-
drome Scale (PANSS), the Scale to Assess Unaware-
ness of Mental Disorder, the Global Assessment of
Functioning scale, and the World Health Organiza-
tion Quality of Life-BREF scale, respectively, at
baseline and at 6, 12, 18, and 24 months.

Results: At baseline, patients with schizo-
affective disorder (N = 24) were more likely to
be employed (OR = 3.38, 95% CI = 1.27 to 9.02,
p < .05), had a shorter duration of untreated psycho-
sis (z = –3.30, p < .005), but had greater general
psychopathology subscale scores on PANSS
(z = –2.69, p < .01) compared to patients with
schizophrenia (N = 254). Patients with schizophre-
nia had better insight into their psychiatric illness
(z = –3.93, p < .001) at 6 months and expressed a
better level of quality of life in the psychological
health domain (z = –3.83, p < .001) at 12 months
compared to patients with schizoaffective disorder.
At 18 months, patients with schizoaffective disorder
continued to have higher general psychopathology
subscale scores on PANSS (z = –3.89, p < .001)
compared to patients with schizophrenia.

Conclusion: Patients with first-episode schizoaf-
fective disorder do not necessarily have less severe
psychopathology or better longitudinal outcomes
compared to patients with first-episode schizophre-
nia, a finding that warrants attention in the clinical
management of these patients.
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ince the coining of the term schizoaffective disorder
by Kasanin in 1933,1 there has been unabated and
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depressive disorder.14,15 In the mixed approach, schizoaf-
fective disorder is thought to result from a mixture of
the aforementioned processes in the categorical as well as
the dimensional groups.16

Studies of the longitudinal course and outcome of
schizoaffective disorder, especially in different popula-
tions of patients, are important for several reasons. First,
they help to increase our understanding of the natural his-
tory of the illness, and findings from such studies allow
for clearer discussion with patients and their families
about the course and management of the condition. Sec-
ond, they may allow a better appreciation of the prog-
nosis, with the possibility of identifying predictive vari-
ables. Third, these studies may help to initiate further
studies to elucidate underlying etiologic factors with
treatment implications. Last, but not least, longitudinal
data, including treatment response and prognostic infor-
mation, can be used to clarify diagnostic heterogeneity
and stability, as well as to validate diagnostic concepts.
For example, longitudinal studies of individuals with
first-episode psychosis have revealed relative diagnostic
stability for schizophrenia, bipolar disorder, and schizoaf-
fective disorder, but less so for schizophreniform disorder
and psychotic disorder not otherwise specified.17,18 Earlier
longitudinal studies of patients with schizoaffective disor-
der also revealed heterogeneous outcomes favoring noso-
logic typing toward schizophrenia, affective disorders, or
both. Welner et al.,19 in their prospective study of 114 pa-
tients with schizoaffective disorder, found that more than
two thirds had a chronic, deteriorating course of illness,
hence resembling schizophrenia more than affective dis-
orders. This finding is in support of the notion that schizo-
affective disorder is a variant of schizophrenia with inci-
dental affective colorings. On the other hand, Möller et
al.20 compared the longitudinal outcomes of 183 patients
with functional psychoses and found that schizoaffective
and affective psychoses demonstrated favorable prog-
noses compared to schizophrenia, thus lending support
to the notion of schizoaffective disorder as an affective
disorder with schizophrenia-like symptoms. Marneros et
al.21 followed up 101 patients with schizoaffective dis-
order over a mean duration of 25.5 years and found that
the development of persisting psychosocial alteration was
associated with the absence of melancholic episodes, the
presence of first-rank symptoms, and higher number of
episodes, while the development of a negative social out-
come was associated with low–self-confident, premorbid
personality. The authors concluded that there were only
partial similarities between schizoaffective disorder and
affective disorder or schizophrenia, implying that schizo-
affective disorder may be an intermediate entity between
the 2 groups of conditions.21

Furthermore, previous studies of patients with schizo-
affective disorders were conducted mostly in patients
with chronic illnesses. Studies of chronic patients are

often confounded by the prevailing effects of psycho-
tropic medications and their interactions with the disease
process. Hence, in this study, we sought to examine the
differences in sociodemographic and clinical correlates
between patients with first-episode schizoaffective dis-
order and first-episode schizophrenia. Based on extant
literature, we tested the hypothesis that patients with
schizoaffective disorder had less severity of illness and
better longitudinal outcomes compared to patients with
schizophrenia.

METHOD

Study Design and Participants
The study population consisted of consecutive subjects

with first-episode schizophrenia or first-episode schizoaf-
fective disorder enrolled in the national Early Psychosis
Intervention Program at the Institute of Mental Health/
Woodbridge Hospital in Singapore from March 2001 to
March 2003. The subjects fulfilled the following criteria:
(1) age between 18 and 40 years, (2) English-speaking,
and (3) presented with a first-episode schizoaffective dis-
order or schizophrenia and had no previous psychiatric
hospitalization or antipsychotic treatment. The Institute of
Mental Health/Woodbridge Hospital is the only state psy-
chiatric hospital in the country, and it serves as a principal
treatment and follow-up facility for patients suffering
from severe psychotic illnesses such as the schizophrenia
spectrum disorders. The subjects were excluded from this
study if the psychotic symptoms (1) were secondary to
acute intoxication or withdrawal from alcohol or other
psychoactive substances or (2) resulted entirely from a
medical illness as determined by a comprehensive medi-
cal and neurologic evaluation. The study had the approval
of the hospital ethics committee, and all participants pro-
vided written, informed consent after a full explanation of
the nature of the study.

All new psychiatric admissions were reviewed daily,
and out of 360 potential study participants, 278 subjects
(77.2%; 24 patients with schizoaffective disorders and
254 patients with schizophrenia) provided written in-
formed consent, completed the 24-month protocol, and
are the subjects of this report. There were no significant
differences in the basic demographic variables (age and
sex) of patients who were willing or not willing to par-
ticipate in the study.

Diagnostic Assessment
Axis I psychiatric diagnoses were assessed by psychia-

trists at the index hospitalization and at 24 months by
means of the Structured Clinical Interview for DSM-IV
Axis I Disorders, Patient Edition (SCID-P).22 In com-
pleting the SCID-P, combined symptom information was
obtained from various sources, including clinical inter-
views with the subjects as well as significant others,
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medical records, and the records of other primary treating
clinicians whenever necessary.

Symptom Assessment
The Positive and Negative Syndrome Scale (PANSS),23

the Scale to Assess Unawareness of Mental Disorders
(SUMD),24 and the Global Assessment of Functioning
(GAF)25 scale (SCID Axis V) were used to assess the se-
verity of psychopathology, level of insight, and psychoso-
cial functioning, respectively. Interrater reliability was ob-
tained by rating 8 subjects by 2 raters with an intraclass
correlation coefficient above 0.80 for all the observer-rated
scales.

The subjective quality of life (QOL) at baseline was as-
sessed using the 26-item World Health Organization Qual-
ity of Life-BREF (WHOQOL-BREF) scale, an abbreviated
version of the WHOQOL-100 assessment instrument.26 It
is a valid and reliable self-rated instrument that is sensitive
to the health-related QOL in subjects with psychotic ill-
nesses27 and has been well validated in Asian subjects.28,29

The 26 items produce scores for 4 domains related to QOL,
namely physical health (activities of daily living, depen-
dence on medical treatment, energy and fatigue, mobility,
pain and discomfort, sleep, work capacity), psychological
health (bodily image and appearance, negative feelings,
positive feelings, self-esteem, spirituality, concentration),
social relationships (personal relationships, social support,
sexual activity), and environment (finances, physical
safety, access to health services, home environment, op-
portunities to acquire new information, leisure activities,
physical environment, transport). In addition, it also in-
cludes 1 item each on overall QOL and general health.

The duration of untreated psychosis (DUP) was defined
as the duration between the onset of psychotic symptoms
(such as hallucinations, delusions, disorganization of
thought) and the time that treatment was initiated.30 Basic
sociodemographic data were also collected.

Outcome Assessment
Follow-up assessments were scheduled for 6, 12, 18,

and 24 months after each patient’s index hospitalization.
Interviews were conducted with the patient, and informa-
tion from the informant and medical records were also re-
viewed at periodic intervals after the index hospitalization.
Clinical and symptomatic outcomes were evaluated using
PANSS, SUMD, and other data including total duration of
rehospitalization following the index hospitalization and
the medication dosage in daily chlorpromazine equiva-
lents.31,32 Functional outcome was assessed from the GAF
and WHOQOL-BREF scores. To improve the validity of
the diagnosis and clinical measures, “best-estimate” meet-
ings were held after the completion of the 24-month
follow-up visit33 and involved the review of all assess-
ments and diagnoses from the index hospitalization,
follow-up evaluations, and available clinical records.

Statistical Analysis
Data were analyzed using the Statistical Package for

the Social Sciences (SPSS), Windows version 11.0 (SPSS,
Inc., Chicago, Ill.). Normality of quantitative data was
checked using the Kolmogorov-Smirnov 1-sample test.
Differences between groups were tested by the Student
t test and Mann-Whitney U test for normal and nonnormal
continuous variables, respectively, and the χ2 test or Fisher
exact test for categorical variables whenever appropriate.
Correlations for normally distributed data were made with
linear regression (Pearson rp), and nonnormally distributed
data were correlated with a rank method (Spearman r).

The respective rating scores assessed over time were
subjected to repeated-measure analysis of variance, using
diagnosis (schizoaffective disorder vs. schizophrenia) as
the between-group factor and the different rating scores
over time as the within-group factors. Significant interac-
tions (group vs. time) were then explored with post hoc
change-score analyses. A p value of < .05 (2-tailed) was
taken to indicate statistical significance.

RESULTS

Demographic and Clinical Characteristics
Table 1 compares the basic demographic and clinical

characteristics of patients with first-episode schizoaffec-
tive disorder or first-episode schizophrenia. Patients with
schizoaffective disorders were more educated (mean ± SD
years, 12.63 ± 3.70 vs. 10.64 ± 3.36, z = –2.15, p = .032),
were more likely to be employed (OR = 3.38, 95% CI =
1.27 to 9.02, p = .019), and had a shorter duration of un-
treated psychosis (mean ± SD months, 11.44 ± 14.13 vs.
28.09 ± 36.43, z = –3.30, p = .001) compared to patients
with first-episode schizophrenia. There were no signifi-
cant baseline differences in terms of age at onset of illness,
gender, marital status, living arrangements, or family his-
tory of mental illness.

At baseline, patients with first-episode schizoaffective
disorder had higher general psychopathology subscale
scores on the PANSS (z = –2.69, p = .007) compared to
patients with schizophrenia (Table 2). Patients with
schizoaffective disorder did not differ significantly from
patients with first-episode schizophrenia in the other
baseline subscale scores of PANSS or in the SUMD or
GAF scores (Table 2). Within the PANSS general psy-
chopathology subscale at baseline, patients with schizo-
affective disorder scored higher on the guilt feelings
(mean ± SD, 1.67 ± 1.27 vs. 1.19 ± 0.68, p = .007), de-
pression (3.04 ± 1.89 vs. 1.56 ± 1.03, p < .001), and poor
attention (1.95 ± 1.22 vs. 1.46 ± 0.98, p = .012) items
compared to patients with schizophrenia. Table 3 com-
pares baseline QOL between the 2 groups, with lower
scores indicating poorer QOL, and includes scores
for overall QOL, general health, and 4 other QOL
subdomains.
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Table 1. Demographic and Clinical Features of Patients With Schizoaffective Disorder or
Schizophrenia

Schizoaffective Disorder Schizophrenia
 (N = 24) (N = 254)

Characteristic Mean SD Mean SD p Value z Statistica

Age at onset of illness, y 27.35 5.23 28.75 6.53 .33 –0.98
Years of schooling 12.63 3.70 10.64 3.36 .03 –2.15
Duration of untreated psychosis, mo 11.44 14.13 28.09 36.43 .001 –3.30

N % N % p Value χ2 Statistic

Gender .83 0.089
Male 13 54.2 140 55.1
Female 11 45.8 114 44.9

Marital status .75 0.428
Married 2 8.3 36 14.2
Not married 22 91.7 218 85.8

Employment status .019 6.538
Employed 7 29.2 31 12.2
Unemployed 17 70.8 223 87.8

Living arrangements .69 0.015
Self 1 4.2 13 5.1
Living with others 23 95.8 241 94.9

Family history of mental illness .47 0.586
Yes 8 33.3 71 28.0
No 16 66.7 183 72.0

aMann-Whitney U test.

Table 2. Baseline PANSS, SUMD, and GAF Scores in Patients With Schizoaffective Disorder or
Schizophrenia

Schizoaffective Disorder Schizophrenia
 (N = 24) (N = 254)

Scale Mean SD Mean SD p Value z Statistica

PANSS scores
Total 67.29 12.38 62.72 14.87 .12 –1.56
Positive subscale 19.84 5.39 18.94 5.49 .46 –0.74
Negative subscale 11.24 5.92 12.82 7.51 .66 –0.44
General psychopathology subscale 35.87 7.49 31.08 7.93 .007 –2.69

SUMD scores (current awareness)b

Mental disorder 2.38 0.64 2.41 0.67 .57 –0.56
Social consequences 2.33 0.64 2.40 0.68 .65 –0.46
Medication effects 2.08 0.72 2.04 0.87 .90 –0.12
Hallucinations 2.13 0.87 1.95 0.99 .60 –0.53
Delusions 2.08 1.18 2.01 1.13 .63 –0.49
Thought disorder 1.54 1.38 1.40 1.35 .49 –0.70
Flat affect 1.38 1.35 1.29 1.33 .69 –0.40
Anhedonia 1.29 1.08 1.38 1.21 .62 –0.49
Asociality 1.38 1.06 1.66 1.17 .17 –0.14

GAF score 41.08 13.29 37.86 15.45 .22 –1.22
aMann-Whitney U test.
bHigher scores indicate lower level of insight.
Abbreviations: GAF = Global Assessment of Functioning scale, PANSS = Positive and Negative Syndrome

Scale, SUMD = Scale to Assess Unawareness of Mental Disorder.

Table 3. Baseline WHOQOL-BREF Scores in Patients With Schizoaffective Disorder or
Schizophrenia

Schizoaffective Disorder Schizophrenia
 (N = 24) (N = 254)

WHOQOL-BREF Domains Mean SD Mean SD p Value z Statistica

Overall quality of life 3.25 1.29 3.26 1.03 .78 –0.28
General health 3.38 1.26 3.39 1.12 .97 –0.03
Physical health 14.08 3.17 13.83 2.74 .81 –0.16
Psychological health 13.14 2.93 12.65 2.81 .70 –0.39
Social relationships 13.14 3.77 12.84 3.39 .98 –0.02
Environment 13.25 2.46 12.97 2.73 .67 –0.43
aMann-Whitney U test.
Abbreviation: WHOQOL-BREF = World Health Organization Quality of Life-BREF scale.
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disorder. At 18 months, patients with schizoaffective
disorder had higher PANSS total (mean ± SD, 42.02 ±
12.68 vs. 35.05 ± 8.43, z = –3.62, p < .001) and general
psychopathology subscale (24.00 ± 2.89 vs. 19.83 ± 4.29,
z = –3.89, p < .001) scores compared to patients with
schizophrenia.

There was no difference in the total length of hospi-
talization between the 2 groups of patients with schizo-
affective disorder or schizophrenia (mean ± SD days,
29.71 ± 20.70 vs. 26.95 ± 26.93, z = –1.11, p = .27). In
terms of correlations, within the group of patients with
schizoaffective disorder, age was correlated with GAF
score at 2 years (r = –0.90, p < .01); years of schooling
were correlated with baseline PANSS positive symptom
subscale score (r = –0.50, p < .01); and DUP was signif-
icantly correlated with baseline WHOQOL-BREF psy-
chological health subdomain score (r = –0.58, p < .01).
Within the group of patients with schizophrenia, age was
correlated with baseline GAF score (r = –0.22, p < .01);
years of schooling were correlated with DUP (r = –0.23,

Prospective Clinical and Functional Outcomes
Longitudinally, significant differences between the 2

groups of patients (schizoaffective disorder and schizo-
phrenia) were demonstrated in PANSS total (F = 10.86,
df = 1,277; p = .001) and general psychopathology sub-
scale (F = 6.54, df = 1,277; p = .01) scores, awareness
of psychiatric illness (F = 5.35, df = 1,277; p = .02), and
WHOQOL-BREF scores in the psychological health
subdomain (F = 4.08, df = 1,277; p = .04). There were no
differences in rating scores across time between the 2
groups in PANSS positive and negative subscale scores,
GAF scores, or medication doses in daily chlorpromazine
equivalents (Figures 1–8).

Patients with schizophrenia had better insight into
their psychiatric illness (mean ± SD SUMD score,
1.38 ± 0.52 vs. 1.78 ± 0.72, z = –3.93, p < .001) at 6
months and expressed a better QOL in the psychological
health domain of the WHOQOL-BREF (mean ± SD
score, 13.73 ± 1.96 vs. 12.01 ± 1.44, z = –3.83, p < .001)
at 12 months compared to patients with schizoaffective

Figure 1. Mean PANSS Positive Symptom Subscale Scores
Between the 2 Groups Over 24 Months

Abbreviation: PANSS = Positive and Negative Syndrome Scale.
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Figure 3. Mean PANSS General Psychopathology Subscale
Scores Between the 2 Groups Over 24 Months

*p < .05.
Abbreviation: PANSS = Positive and Negative Syndrome Scale.
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Figure 2. Mean PANSS Negative Symptom Subscale Scores
Between the 2 Groups Over 24 Months

Abbreviation: PANSS = Positive and Negative Syndrome Scale.
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Figure 4. Mean PANSS Total Scores Between the 2 Groups
Over 24 Months

*p < .05.
Abbreviation: PANSS = Positive and Negative Syndrome Scale.
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p < .01); and DUP was significantly correlated with base-
line PANSS total (r = 0.14, p < .01) and negative symp-
tom subscale (r = 0.16, p < .01) scores and GAF score
(r = –0.17, p < .01).

DISCUSSION

This study yielded a few main findings: first, schizo-
affective disorder was associated with better patient em-
ployment status, a shorter DUP, and better patient edu-
cation, but higher general psychopathology scores on
PANSS, compared to the findings in patients with schizo-
phrenia at baseline. Second, the greater psychopathology
on PANSS in patients with schizoaffective disorder per-
sisted over time. Third, patients with schizoaffective dis-
order had poorer insight into their psychiatric illness at 6
months and a poorer QOL, especially in the psychological
health subdomain of the WHOQOL-BREF at 1 year, com-
pared to patients with schizophrenia. These findings re-
futed our hypothesis that patients with schizoaffective
disorder necessarily had less severity of illness and better

prospective clinical and functional outcomes compared to
patients with schizophrenia.

Schizoaffective disorder was more likely to be associ-
ated with patient employment compared to the findings in
patients with schizophrenia, indicating a more favorable
level of social functioning in schizoaffective disorder at
baseline, and this result is in agreement with the findings
of earlier studies.34,35 Grossman et al.34 studied 39 patients
with schizoaffective disorder, 47 patients with schizo-
phrenia, and 81 subjects with affective disorder and found
that patients with schizoaffective disorder had better work
performance compared with patients with schizophrenia.
Jäger et al.,35 comparing their cohort of 30 patients with
schizoaffective disorder with 64 patients with schizo-
phrenia, also found that regular employment rates were
higher in schizoaffective disorder (73.3%) compared with
schizophrenia (46.9%).35

Duration of untreated psychosis was shorter in patients
with schizoaffective disorder, and this result was corre-

Figure 6. Mean GAF Scores Between the 2 Groups
Over 24 Months

Abbreviation: GAF = Global Assessment of Functioning scale.
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Figure 7. Mean WHOQOL-BREF Psychological Health
Domain Scores Between the 2 Groups Over 24 Months

*p < .05.
Abbreviation: WHOQOL-BREF = World Health Organization Quality

of Life-BREF scale.
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Figure 5. Mean Scores for Awareness of Mental Illness
Between the 2 Groups Over 24 Months

*p < .05.
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Figure 8. Mean Daily Chlorpromazine Equivalents
Between the 2 Groups Over 24 Months
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lated with better QOL, especially in the domain of psy-
chological health at baseline. Malla et al.,36 in their study
to evaluate the determinants of QOL in patients with first-
episode psychosis, similarly reported that DUP was in-
versely related to the social relationship domain using the
Wisconsin Quality of Life scale. In our study, within the
cohort of patients with schizophrenia, an increased DUP
was further correlated with greater severity of PANSS
total and negative subscale scores as well as lower GAF
scores, which is consistent with the findings of previous
studies.37,38 Melle et al.37 found that DUP was associated
with 3-month global symptom severity and global func-
tional outcomes using a modified GAF. In a meta-analytic
study, Perkins et al.38 found that greater severity of nega-
tive symptoms at first treatment contact was significantly
associated with longer DUP. The length of DUP may be
a marker of the severity of the psychotic illness, and the
relationship between DUP and outcome may reflect an
underlying, progressive pathophysiologic process asso-
ciated with postulated neural network dysregulation,39

changes in synaptic plasticity,40 or an acceleration of nor-
mal synaptic pruning or apoptotic processes.41 This no-
tion lends further support for early intervention that seeks
to reduce DUP, a potentially malleable and modifiable
clinical factor, and affect the symptomatologic and func-
tional domains of individuals suffering from psychotic
illness.

Better education, in terms of more years of schooling,
was found in patients with schizoaffective disorder com-
pared to patients with schizophrenia, and this result is
in agreement with the findings of other investigators.
Marneros et al.10 found a significantly higher educational
level in their cohort of subjects with schizoaffective dis-
order compared to subjects with schizophrenia but not
when compared to patients with pure affective disorder.
In addition, more years of schooling were correlated with
decreased PANSS positive subscale scores in patients
with schizoaffective disorder and shorter DUP in patients
with first-episode schizophrenia.10 It is interesting to pos-
tulate that education may exert its protective effects
through greater awareness of the mental condition and
illness, earlier access to treatment, shorter DUP, and less
severe psychopathology.

Of note, schizoaffective disorder was associated with
greater severity of psychopathology, especially in the
general psychopathology subscale of PANSS at baseline,
with several implications. This result may reflect a higher
level of affective symptoms in these individuals and
could be attributed to the presentation of the illness or
related to other associated psychiatric syndromes. Earlier
studies have found substantial prevalence rates of psychi-
atric comorbidities in patients with first-episode psy-
chosis including schizophrenia spectrum disorders.42,43

Furthermore, a separate analysis of the baseline psy-
chopathology subscale scores revealed that patients with

schizoaffective disorder scored higher on the guilt feel-
ings, depression, and poor attention items. The greater se-
verity of psychopathology in the presence, or otherwise,
of other concurrent psychiatric symptoms or syndromes
may impact negatively on longitudinal outcomes such as
QOL within these individuals.

With regard to gender, a female preponderance within
patients with schizoaffective disorder had been found
in previous studies but not in this study. For example,
Marneros et al.10 found that females constituted 63% of
their patients with schizoaffective disorder. In a prospec-
tive analysis of antecedent psychopathologic features and
sociodemographic risk factors in schizophrenia spectrum
disorders with data from 5 community sites in the Na-
tional Institute of Mental Health Epidemiologic Catch-
ment Area Program, Tien and Eaton44 found that the
relative risk for developing a psychotic disorder with af-
fective features (including schizoaffective disorder) was
6.8 in females compared to males. However, this gender
difference was not found in all studies; for example,
Kitamura and Suga45 reported no gender differences in
terms of preponderance in both schizo-depressive and
schizo-manic syndromes.

Age at onset was previously noted to be younger in
patients with schizoaffective disorder, but this association
was not found in our study. Marneros et al.10 investigated
106 affective, 101 schizoaffective, and 148 schizophrenic
disorders after a long-term course of illness and found
that the median age at onset of illness for schizoaffective
disorder was younger than that for affective disorder but
older than that for schizophrenia. However, Tsuang et al.46

did not find any difference in their study cohort, although
they found that the mean age at onset of illness was sig-
nificantly younger in schizoaffective disorder when com-
pared to affective disorders using the Washington Univer-
sity criteria. However, in both groups of patients, age at
onset was correlated with a lower level of psychosocial
functioning,10,46 and this finding underscores the need for
early identification of these individuals for more intensive
management including psychoeducation and timely en-
rollment in rehabilitation programs.

At 6 months, patients with schizoaffective disorder
tended to have poorer insight into their illness compared
to patients with schizophrenia. At 12 months, these pa-
tients expressed a lower level of QOL, especially in the
psychological health domain. Furthermore, the higher
baseline PANSS general psychopathology subscale score
persisted over time, especially at 18 months, suggesting
that schizoaffective disorder may not be associated with
better prospective clinical outcomes. A few reasons may
be posited. First, the lower level of insight may be related
to the greater severity of psychopathology, which may
also affect negatively their own evaluation of a sense
of well-being. Second, these individuals may be more
willing to express their feelings and emotional state and
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hence were rated higher on the PANSS general psycho-
pathology subscale. Third, patients with schizoaffective
disorders may have inherently poorer-quality lives and
thus rated their health-related QOL according to their in-
ternal feeling state. Fourth, affective symptoms in schizo-
affective disorder may independently affect QOL.47 Fifth,
greater cognitive deficits may underlie the poor insight
and also have an impact on the degree of psychopathology
in these individuals.48,49

There were several limitations in this study. First,
the sample size for patients with schizoaffective disorder
was small, hence disallowing unjustifiable subgrouping
of these patients for further analysis of associated out-
come predictors. Second, the patients were followed up
for only 24 months. It remains unknown whether other
differences in clinical and functional outcome variables
may unfold over a longer period of study. Third, we did
not compare schizoaffective disorder with affective disor-
ders; thus, we are not able to make comments regarding
the prospective outcomes between the 2 groups or im-
plications regarding nosologic validity of schizoaffective
disorder in relation to affective disorders.

In conclusion, our findings refuted the notion that
patients with schizoaffective disorder necessarily have
better prospective outcomes compared to patients with
schizophrenia. This result should raise awareness in the
treatment and management of these patients with a poten-
tially crippling psychiatric illness.
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