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Abstract 

Schizoaffective disorder is a chronic mental health condition characterised primarily by schizophrenia 

symptoms, such as hallucinations and delusions, and mood disorder symptoms, such as mania and depression. 

The lifetime prevalence of schizoaffective disorder is only 0.3%. In terms of prevalence, the schizoaffective 

disorder affects both sexes equally, though it tends to appear in males younger. Schizoaffective disorder is 

effectively treatable with medication and psychotherapy. Co-occurring substance use disorders pose a grave risk 

and necessitate interdisciplinary treatment. Due to the severity of the disorder's symptoms, schizoaffective 

patients require close observation. Different symptoms, such as hallucinations, delusions, disorganised thinking, 

depression, and mania, are associated with different mood disorders, such as bipolar disorder and depression. It 

is not known for certain what triggers the onset of schizoaffective disorder. Multiple factors may contribute to 

the emergence of schizoaffective disorder. Treatment and management of schizoaffective disorder include 

medications (such as mood stabilisers, antipsychotics, and antidepressants), psychotherapy (cognitive 

behavioural therapy or family-focused therapy), self-management strategies, and education. 
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Introduction 

Schizoaffective disorder is a  persistent mental illness 

in which the symptoms are primarily characterized as 

schizophrenia, such as hallucinations or delusions, 

and symptoms of a mood disorder, such as mania and 

depression [1, 2]. Many patients are often 

misdiagnosed at first as bipolar disorder or 

schizophrenia [3]. Because both of these mental 

health problems are more well-studied than 

schizoaffective, most interventions are borrowed 

from these illnesses treatments [3]. The 

Schizoaffective disease is relatively rare,with only 

0.3% of men and women that experience this illness 

[4]. However, men often tend to develop it at an 

earlier age than women [1].Therapy and medication 

are known to be the most effective way in managing 

Schizoaffective disorder [1]. Co-occurring substance 

use disorders could be quite hazardous which makes 

integrated treatment a better route [5]. The 

classification of the diagnosis of schizoaffective 

disorder [6]. Problems have been reported with its 

interrater reliability  and diagnostic stability [6]. 

Further adding to the uncertainty, schizophrenia and 

bipolar disorder share with schizoaffective disorder 

specific clinical symptoms , these two illnesses share 

specific symptoms such as structural brain 

abnormalities and family history [7]. Some 

researchers have even urged abolishing 

schizoaffective disorder as a diagnostic classification 

[6]. Because of the uncertainty, some researchers 

have even decided to classify this illness as a 

diagnostic classification [8, 9]. This review aims to 

explore the current treatment interventions of patients 

diagnosed as having schizoaffective disorder. 

 

Schizoaffective disorder and Schizophrenia 

It has been long debated whether schizophrenia and 

the schizoaffective disorder portray as two different 

illnesses or not [10]. These syndromes share the same 

psychotic symptoms, but schizoaffective disorder 

involves unstable mood disorder and does not show 

any evidence of a decline in role functioning [8].  

schizoaffective disorder has finally been reserved as a 

separated individual in the Diagnostic and Statistical 

Manual of  Mental Disorders, Fifth Edition (DSM-5) 
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and in the International Statistical Classification of 

Diseases and Related Health Problems, Tenth 

Revision (ICD-10) [11, 12]. However its credibility 

as a distinct form of psychotic illness remains 

questionable [6].  cognitive performance may provide 

a way of “carving nature at its joints” within the 

schizophrenia spectrum and is of key importance in 

relation to functional outcome and the search for 

candidate endophenotypes of psychosis [13]. A series 

of studies have found significantly more cognitive 

impairment in schizophrenia than in schizoaffective 

disorder, but many others report minimal or no 

differences between these groups [3, 14]. Patients 

with schizoaffective disorder exhibit a pattern of 

cognitive impairment that is similar to the findings 

obtained in patients with schizophrenia, but distinct 

from those with major depression and bipolar 

disorder [15]. A meta-analysis concluded that 

cognitive data failed to support performance 

differences between patients with schizophrenia and 

schizoaffective disorder [16]. 

Social cognition and its correlated neural circuits 

have emerged recently as a bio behavioral domain 

that is distinct from emotionally “cold'' standard 

cognitive performance [17]. This domain may 

provide new insights and incremental validity in 

predicting functional outcomes and inform the search 

for more refined behavioral endophenotypes of 

psychosis [18]. Components of social cognition 

include emotion perception and regulation and 

“theory of mind,” or the ability to imagine the 

psychological states and experiences of others [8]. 

The small relevant literature is inconsistent, with 

some reports that schizoaffective disorder patients 

outperform those with schizophrenia on theory of 

mind tasks [19]. In contrast, other studies indicate no 

significant differences between groups in terms of 

theory of mind or emotion perception [20]. It is 

noteworthy that most studies assessed single rather 

than multiple domains of social cognition, excluded 

non-psychiatric control participants and failed to 

consider both social and non-social aspects of 

cognition [21]. Behavioral studies have been 

complemented by advances in social and affective 

neuroscience including the description and analysis 

of an intrinsic social brain network (SBN) [22]. This 

network links a series of pre- and medial frontal and 

temporal - parietal lobe regions that appear to 

mediate social and emotional processing. Structural 

and functional magnetic resonance neuroimaging 

studies have shown that schizophrenia and 

schizoaffective disorder share cerebral gray and 

white matter reductions and altered activation 

patterns relative to control values [22]. Regions most 

affected include several frontal, cingulate and 

temporal lobe structures implicated in the SBN [22]. 

However, it is not known whether SBN abnormalities 

occur preferentially or more severely in people with 

schizophrenia relative to schizoaffective disorder or 

whether they are common neurobiological features in 

patients with psychosis [10, 22]. If SBN 

abnormalities are shared, this would further 

undermine the validity of psychosis variants like 

schizophrenia and schizoaffective disorder [10, 22]. 

Schizoaffective disorder 

There are two types of schizoaffective disorder [6]. 

Each has some schizophrenia symptoms [6]. Forstly, 

bipolar type, which is episodes of mania and 

sometimes major depression. Secondly, depressive 

type, is the only major depressive episodes [6]. 

Schizoaffective disorder, although relatively rare in 

the general population, is prevalent in mental health 

treatment settings [23]. In the general population, 

schizoaffective disorder is roughly one-third to one-

sixth as common as schizophrenia [17]. Among 

heavy users of mental health services, however, the 

percentage of patients diagnosed as having 

schizoaffective disorder (24%) approaches that of 

schizophrenia (32%) [17]. Within U.S. community 

hospitals, more patients are discharged with a 

diagnosis of schizoaffective disorder than 

schizophrenia [24]. Schizoaffective disorder is a 

heterogeneous clinical condition that encompasses 

psychotic, depressive, and manic symptoms [9]. 

Despite its clinical severity and common occurrence 

in clinical practice, the pharmacologic treatment of 

schizoaffective disorder has received far less 

attention than that of schizophrenia or the major 

mood disorders [25]. As a result, few well-defined 

clinical principles exist to guide the treatment of 

schizoaffective disorder [26]. Little is also known 

about the pharmacologic management that patients 

with schizoaffective disorder actually receive in 

community practice. Some evidence suggests that 

complex pharmacological regimens are common 

[26]. In one sample of consecutive inpatients treated 

for schizoaffective disorder, 90% of patients received 

antipsychotic medications and 79% received either 

mood stabilizers or antidepressant medications during 
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their inpatient stay [26, 27]. Comparable data for 

outpatients are not available at present [26, 27].  

Clinical characteristics of patient samples with 

schizoaffective disorder vary with the treatment 

setting . In one long-term study of inpatients with 

persistent illness, for example, the outcomes of 

patients with schizoaffective disorder closely 

paralleled those of patients with schizophrenia [28, 

29]. In another study of patients treated within a 

lithium clinic, there were few clinical differences 

between patients with schizoaffective disorder and 

those with bipolar disorder [29]. One means of 

reducing sampling bias related to treatment setting 

and deriving a more representative characterization 

of schizoaffective disorder is through the assessment 

of patients within large and diverse systems of care 

[30]. The study presented here compared the 

demographic, pharmacologic, cotreated diagnostic, 

and service use characteristics of patients from 

Medicaid programs in two states who were treated 

for schizoaffective disorder or schizophrenia [30, 31]. 

We estimated the relative treated prevalence of 

schizoaffective disorder and schizophrenia in two 

statewide Medicaid populations and characterized 

services received by each diagnostic group [32, 33]. 

Substantial differences in treatment patterns might 

help to illuminate the distinctive service needs of 

patients treated for either schizoaffective disorder or 

schizophrenia [34]. 

Aetiology of schizoaffective disorder 

Schizoaffective disorder was first featured as a 

subtype of schizophrenia in the first version of the 

DSM [35, 36]. The ailment was eventually identified 

despite the lack of evidence for distinct differences in 

aetiology or pathophysiology [13, 37]. As a result, 

there has been no conclusive investigation into the 

source of the illness [38]. Some studies show that up 

to 50% of schizophrenia patients also suffer from 

depression [16, 38]. The pathophysiology of mood 

disorders and schizophrenia is influenced by several 

risk factors, including genetics, social environment, 

trauma, and stress [18, 39]. Those with a first-degree 

relative with bipolar illness, schizophrenia, or 

schizoaffective disorder may have an elevated risk of 

schizoaffective disorder [19, 34].  

Since its inclusion in the DSM, the diagnostic criteria 

for the schizoaffective disorder have been revised and 

expanded, making it difficult to conduct more 

epidemiological studies [11, 12]. Thus, there have 

been no large-scale studies of the epidemiology, 

incidence, or prevalence of the schizoaffective 

disorder [6, 40]. According to the study, 30% of 

cases occur between the ages of 25 and 35 and are 

more common in women [28]. Schizoaffective 

disorder occurs roughly one-third as often as 

schizophrenia, with a lifetime prevalence of 0.3% 

[41]. It is estimated that schizoaffective disorder 

accounts for 10 to 30% of inpatient admissions for 

psychosis [42, 43]. 

The exact pathophysiology of the schizoaffective 

disease is still unknown [44]. Several studies suggest 

that abnormalities in dopamine, norepinephrine, and 

serotonin may have a role [45]. Moreover, white 

matter anomalies in several brain areas, including the 

right lentiform nucleus, the left temporal gyrus, and 

the right precuneus, are associated with schizophrenia 

and schizoaffective disorder [46]. According to 

researchers, schizoaffective disorder patients showed 

decreased hippocampal volumes and distinct 

deformations in the medial and lateral thalamic 

regions compared to healthy controls [47]. The actual 

cause of the schizoaffective disorder is uncertain 

[47]. Multiple variables may have a role in the 

development of the schizoaffective disorder [46, 47].  

 

Symptoms  

The severity of schizoaffective disorder symptoms 

must be adequately managed [48]. Depending on the 

diagnosis of mood disorder, such as depression or 

bipolar disorder, the following symptoms will 

manifest [49]. An experience of seeing or hearing 

things that are not present is a hallucination [49]. 

Delusions, which are false fixed beliefs, are 

maintained despite contradictory evidence [50]. 

Unsystematic reasoning A person may abruptly 

switch from one topic to another or provide entirely 

unrelated comments [50]. Depressed disposition 

Schizoaffective illness of the depressing kind is 

characterized by melancholy, emptiness, feelings of 

worthlessness, and other depressive symptoms [50]. 

Psychotic behaviour A person with schizoaffective 

disorder: bipolar type will exhibit euphoria, racing 

thoughts, riskier behaviour, and other manic 

symptoms [50].  

Diagnosis  
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Bipolar disorder and depression are the two main 

types of schizoaffective disorders [36]. Since 

schizoaffective disease shares symptoms with 

schizophrenia, depression, or bipolar disorder, it can 

be challenging to diagnose [23]. The following 

symptoms must be present for the schizoaffective 

disorder to be diagnosed [51]. Two weeks or more of 

delusions or hallucinations without a severe mood 

disturbance constitutes the presence of a significant 

mood disease, either depression or mania, together 

with schizophrenia symptoms [13]. Symptoms 

consistent with a severe depressive episode are 

present for the majority of the course of the disease 

[51].  

Treatment options for schizoaffective disorder 

Medications and psychotherapy are commonly used 

to treat schizoaffective disorders. Antipsychotics 

should form the basis of most treatment programmes, 

although the choice of medicine should be 

customized [26]. According to studies on treatment 

protocols for the disease, 93% of patients with 

schizoaffective disorder were prescribed an 

antipsychotic [27]. 20% of patients were 

administered a mood stabilizer alongside an 

antipsychotic, and 19% have prescribed an 

antidepressant alongside an antipsychotic [27]. If a 

patient with schizoaffective disorder threatens 

themselves or others, inpatient hospitalization should 

be considered before beginning treatment [26]. This 

comprises those who are disregarding daily living 

activities or unable to operate significantly below 

their baseline level [27].  

Pharmacological therapy 

Antipsychotics include but are not limited to 

paliperidone (FDA approved for schizoaffective 

disorder), risperidone, olanzapine, quetiapine, 

ziprasidone, aripiprazole, and haloperidol [26]. 

Similar to schizophrenia, resistant people may be 

treated with clozapine. It is used to treat psychosis 

and aggressive behaviour in schizoaffective disorder 

[26]. Other signs of schizophrenia include delusions, 

hallucinations, negative symptoms, disorganized 

speech and behaviour, and negative symptoms [52]. 

The majority of first- and second-generation 

antipsychotics block dopamine receptors [53]. 

Second-generation antipsychotics have additional 

effects on serotonin receptors [53]. Distractibility, 

indiscretion, grandiosity, flight of ideas, increased 

goal-directed activity, decreased need for sleep, and 

hyper-verbal behaviour is all symptoms of the bipolar 

schizoaffective disease [52]. If the patient has a 

history of manic or hypomanic symptoms, it may be 

prudent to provide mood-stabilizing drugs [53, 54]. 

Lithium, valproic acid, carbamazepine, 

oxcarbazepine, and lamotrigine are the mood-

regulating medications [53]. Schizoaffective disorder 

is treated with antidepressants due to its association 

with depressive symptoms [53]. Due to the risk of 

exacerbating a manic episode, it is necessary to rule 

out bipolar disorder before commencing an 

antidepressant [53]. Compared to tricyclic 

antidepressants and selective norepinephrine reuptake 

inhibitors, selective serotonin reuptake inhibitors 

(SSRIs) have a lower risk of adverse drug effects and 

a higher tolerance [53, 55]. SSRIs include fluoxetine, 

sertraline, citalopram, escitalopram, paroxetine, and 

fluvoxamine [55].  

Psychotherapy  

Patients with schizoaffective disorder can benefit 

from psychotherapy, as is the case with most mental 

disorders [56]. This therapy strategy incorporates 

education on the disease, its etiology, and its 

treatment [56]. The goal is to improve the patients' 

social skills and cognitive functioning to prevent 

relapse and potential readmission [24]. Individual 

therapy, family therapy, and psychoeducational 

activities must be included in treatment regimens 

[24].  

Individualized care  

This treatment aims to normalize the patient's mental 

processes and increase his or her knowledge of the 

ailment to reduce symptoms [57]. Sessions focus on 

simple objectives, social interactions, and conflict; 

social skills training and vocational education are 

included [57].  

Group or family psychotherapy 

Critical to the treatment of this schizoaffective 

disorder is family involvement [58]. Given the 

dynamic nature of the schizoaffective disorder, 

family education enhances adherence to medicine 

and visits and helps provide structure for the duration 

of the patient's life [56]. A patient who has suffered 

social isolation may benefit from group programming 

that builds on a sense of shared experiences 

[24]. ECT (Electroconvulsive Therapy) is usually a 

last-resort treatment [37]. However, it should be 
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explored for pharmacotherapy augmentation in 

addition to its use in emergencies and treatment 

resistance [37]. Electroconvulsive therapy is safe and 

effective for the majority of chronically hospitalized 

patients [13, 39].  

Conclusion  

In conclusion, the current data show a significant 

overlap in demographics, symptomatology, cognitive 

and social cognitive performance, and socially 

relevant neural network architecture between patients 

with schizoaffective disorder and those with 

schizophrenia. These results do not undermine the 

clinical relevance of mood disorders within the 

schizophrenia spectrum, but they require a more 

critical examination of the scientific use of existing 

diagnostic distinctions and the likelihood of 

psychosis syndrome fusion. 
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