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Summary. One hundred and six affective (76 unipolar
and 30 bipolar) and 101 schizoaffective patients (45 uni-
polar and 56 bipolar) were investigated after a long-term
course of illness, evaluating sociodemographic and gen-
eral data, the long-term course of illness, disability and
psychosocial alterations according to WHO/DAS, WHO/
PIRS and GAS, as well as several social consequences
of the illness (living situation at the end of the observa-
tion time, downward occupational drift, downward so-
cial drift, premature retirement, achievement of the ex-
pected social development). Comparing the 30 bipolar
affective and 56 bipolar schizoaffective disorders, no dif-
ferences were found regarding (a) sociodemographic
and general data (i.e. sex distribution, age at onset, edu-
cation and occupation at onset, stable heterosexual re-
lationship, premorbid personality and social interactions,
mental illness in the family, broken home, life events,
season of birth and social classes) and (b) relevant pat-
terns of the long-term course. Regarding long-term out-
come, the only difference found concerned the more
favourable outcome of the bipolar affective disorders ac-
cording to WHO/DAS, while using GAS the difference
was not statistically significant. No difference was found
either between the two bipolar groups in the social con-
sequences of the illness. The combining of both bipolar
groups as “bipolar diseases” is discussed, as well as the
use of the terms “bipolar disease, affective subtype” and
“bipolar discase, schizoaffective subtype”.

Key words: Affective disorders — Schizoaffective disor-
ders — Bipolar diseases — Premorbid features — Long-
term course and outcome

Introduction

Previous work shows that relevant differences exist be-
tween bipolar and unipolar affective disorders (Angst
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1966, 1980a, b; Perris 1966, 1969; Winokur and Clayton
1967). The differences found concern mainly sociodemo-
graphic and premorbid data and in particular features of
course (Angst 1986a, b; Angst and Clayton 1986; Rohde
et al. 1990). Recent work shows that the dichotomy uni-
polar/bipolar is valid not only for affective but also for
schizoaffective disorders. It has been found that the dif-
ferences between unipolar and bipolar schizoaffective
disorders are similar to those between umnipolar and
bipolar affective disorders (Angst 1986¢, 1989; Mar-
neros et al. 1989a, b, c¢; Rohde et al. 1990).

Consequently several questions arise: (a) How rele-
vant are the similarities between the two unipolar forms,
i.e. between unipolar affective and schizoaffective disor-
ders? (b) How relevant are the similarities between the
two bipolar forms, i.e. between bipolar affective and
schizoaffective disorders? (¢) How relevant are the dif-
ferences between a voluminous group of unipolar diseases
and a voluminous group of bipolar diseases?? (d) Are the
similarities between unipolar affective and schizoaffec-
tive disorders, on the one hand, and bipolar affective
and schizoaffective disorders, on the other hand, so
strong that they can support the assumption of two dif-
ferent disease entities, namely unipolar diseases and
bipolar diseases?

We tested these hypotheses comparing sociodemo-
graphic and premorbid features, long-term course, long-
term outcome and social consequences of the illness in
106 affective and 101 schizoaffective disorders. In this
first part of the study we have tried to answer the above-
mentioned questions with regard to bipolarity.

Material, Methods and Definitions

This study presents the results of the completed Cologne Study on
long-term course and outcome of psychotic disorders (Marneros et
al. 1986a~c, 1988a—c, 1989a-e). It is based on the findings from
106 patients diagnosed as having an affective disorder and 101 pa-
tients diagnosed as having a schizoaffective one.
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Diagnostic Criteria and Definitions

The diagnostic criteria used in this study distinguish between “epi-
sode” (defined cross-sectionally) and “disorder” or “illness” (de-
fined longitudinally). The diagnostic criteria for episodes are based
on DSM-III-oriented criteria and definitions (Marneros et al.
1988a). For statistical purposes we considered an episode as the
time between the beginning and the end of inpatient or inpatient-
like treatment (intensive medical care and interruption of usual
work or duties; Marneros et al. 1988a). The following different
types of episodes were defined: schizophrenic, melancholic, man-
ic, manic-depressive mixed, schizodepressive, schizomanic and
schizomanic-depressive mixed (Marneros et al. 1988a).

An affective disorder was diagnosed if during the whole course only
affective episodes (melancholic, manic, manic-depressive mixed)
and no schizophrenic or schizoaffective (schizodepressive, schizo-
manic, schizomanic-depressive mixed) episodes were present. A
schizoaffective disorder was defined as being the concurrent or
sequential presence of schizophrenic symptoms and melancholic
or manic symptomatology during the course (Marneros et al.
1986b).

A unipolar affective disorder was diagnosed for patients having
only melancholic episodes during the whole course. A bipolar af-
fective disorder was diagnosed if manic or manic-depressive mixed
episodes were also present. Schizoaffective disorders without any
manic symptomatology during the course were diagnosed as uni-
polar schizoaffective disorders, schizoaffective disorders with
manic symptomatology during the course (manic, schizomanic,
manic-depressive mixed or schizomanic-depressive mixed) as bipo-
lar schizoaffective disorders (for more details and definitions see
Marneros et al. 1989a).

At the end of the observation time all patients were inter-
viewed using the following standardized instruments: Present State
Examination (PSE; Wing et al. 1974, 1982); Disability Assessment
Schedule (WHO/DAS; WHO 1979, 1988; Schubart et al. 1986a);
Psychological Impairment Rating Schedule (WHO/PIRS); WHO
1979; Biehl et al. 1986, 1989; Schubart et al. 1986b); Global As-
sessment Scale (GAS; Spitzer et al. 1976; Endicott et al. 1976).
These instruments are described in detail elsewhere (Marneros et
al. 1989d).

Table 1. Features of population studied

Schizoaffective  Affective
(n=101) (n=106)

Sex

Male 36.6% 24.5%

Female 63.4% 75.5%
Age at onset (years)

Arithmetic mean 30.4 36.1

Median 29.0 35.0

Standard deviation 10.4 11.0

Minimum value 15 15

Maximum value 58 63
Length of observation time (years)

Arithmetic mean 25.5 27.9

Median 25.0 25.0

Standard deviation 10.5 9.3

Minimum value 10 10

Maximum value 61 56
Course (n)

Bipolar 56 30

Unipolar 45 76

For the patients investigated, case records of all hospitaliza-
tions during the course were evaluated using a standardized pro-
tocol. The symptom list was AMDP-oriented.

For the patterns of course (number of episodes and cycles, an-
nual frequency of episodes and cycles, mean duration of episodes
and cycles) a log-normal distribution was found (Angst 1980;
Angst and Weis 1967; Angst et al. 1973; Marneros et al. 1988a,
1989b). For these parameters a logarithmic transformation was
applied and a comparison between the diagnostic groups was then
made using the #-test. For other statistical investigations we used
univariate methods such as the chi-square test, t-test, and the
Mann-Whitney U-test. Computation was carried out using SPSSx.

Seventy-six patients were diagnosed as having a unipolar affec-
tive disorder and 30 patients as having a bipolar affective disorder.
Forty-five patients had a unipolar and 56 patients a bipolar schizo-
affective disorder. This investigation is based on this total of 207
patients (Table 1).

In this first part of the study 30 bipolar affective and 56 bipolar
schizoaffective disorders were investigated, comparing three clus-
ters of selected variables, i.e. (a) sociodemographic and general
data, (b) premorbid features, (c) variables of long-term course and
of long-term outcome. Definitions and explanations of the vari-
ables are given in the appropriate sections below.

Results

Sociodemographic and Premorbid Data

No significant difference between the two groups was
found regarding sex distribution (Table 2). Although the
age at onset in schizoaffective bipolars was found to be
somewhat lower than in affective bipolars, the difference
was not significant (Table 2). This is an unexpected find-
ing as recent works of Angst (1986, 1989) showed. As we
found in a former investigation (Marneros et al. 1989a)
the following factors can interfere with the age at onset:

1. Patients with a bipolar course without depressive
symptomatology had a much lower age at onset (mean

Table 2. Features of bipolar population

Schizo- Affective
affective  bipolar
bipolar (n=30)
(n=56)
Sex
Male 46.4% 33.3% P=0.241*%
Female 53.6% 66.7%
Age at onset (years)
Arithmetic mean 29.0 31.1 P=0379"
Median 26.5 28.5 P=0.376°
Standard deviation 10.2 10.6
Minimum value 16 15
Maximum value 52 56
Length of observation time (years)
Arithmetic mean 24.3 24.7 P=10.848"
Median 24.0 23.5 P=0.878°
Standard deviation 11.1 11.3
Minimum value 10 10
Maximum value 61 56

2 Chi-square test; ° z-test; © Mann-Whitney U-test



28.6 years) than bipolar patients with depressive symp-
toms; but 77% of the bipolars in this study did have de-
pressive symptomatology; that means they had a factor
elevating the average age at onset.

2. Specific types of bipolar episodes, namely the
mixed manic-depressive and schizomanic-depressive,
were found to be correlated with a higher age at onset
than other kinds of episodes. The majority of the bipo-
lars of our sample (57%) did in fact have such mixed epi-
sodes; in 26% the course began with such an episode.
This is also a factor elevating the average age at onset of
the bipolar group.

3. In the majority of the bipolar schizoaffectives of
this sample (69% ) the course began with episodes other
than manic or schizomanic, which are the episodes with
the lower age at onset. This is also a factor elevating the
average age at onset of the bipolar group.

4. In the vast majority of the unipolar patients of this
sample (76%) the course began with a schizodepressive
episode, and as many as 95% had schizodepressive epi-
sodes during the course of the illness. Schizodepressive
episodes as initial episodes were found to be correlated
with lower age at onset than other types of episodes with
depressive symptomatology; this is a factor decreasing
the average age at onset in the unipolars of this sample.

5. Both unipolar and bipolar schizoaffective patients
of this sample had a very strongly “schizoaffective fo-
cused” course, whereas an affective or schizophrenic
bias was rare in both groups (Marneros et al. 1989b).
Perhaps the extremely rare presence of affect-dominant
and schizo-dominant cases in both groups and their strong
similarity regarding “schizoaffective dominance” could
have a relation to the similar average age at onset in both
groups.

The educational level was evaluated using four global
categories (Marneros et al. 1989%a, Table 3): (a) lowest
education level (uncompleted elementary education or
special education for children with learning problems);
(b) low educational level (completed elementary school
or uncompleted intermediate school); (¢) middle educa-
tional level (completed intermediate/vocational school or
high school, not completed); (d) high educational level
(completed high school or university study).

The distribution of the four educational categories did
not differ significantly between the two bipolar groups;
neither did the ocupation at onset of the illness (Table 3).
Between bipolar affective and schizoaffective patients
no significant differences were found regarding social
class, i.e. original (parental) social class, social class at
onset and highest achieved social class (Table 4). Social
class was judged according to the criteria of Kleining and
Moore (Kleining 1975a,b; Kleining and Moore 1968;
Moore and Kleining 1960) and then transferred to the
categorization of Hollingshead and Redlich (1958). Ac-
cording to German sociological investigations, there are
no relevant differences in social structure among West-
ern industrial countries, especially between the United
States of America and the Federal Republic of Germany
(Kleining 1975a,b; Kleining and Moore 1968; Moore
and Kleining 1960}, so the two classifications are com-
patible.

Table 3. Premorbid and sociodemographic data
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Schizo- Affective
affective bipolar
bipolar (r = 30)
(n=>56)
Educational level P =0.456*
Lowest level 3.6%  0.0%
Low level 42.9% 50.0%
Middle level 19.6%  10.0%
High level 33.9% 40.0%
Occupation at onset of illness P=0.471%
Unemployed 1.8% 3.3%
Housewife 19.6% 23.3%
Unskilled worker 10.7%  10.0%
Skilled worker 143%  3.3%
White collar worker 17.9% 33.3%
Top white collar worker 14.3%  6.7%
In training 21.4%  20.0%
Stable heterosexual partnership
before onset (> 6 months)
Total 64.3% 66.7% P=0.825%
Patients older than 25 years 93.8% 762% P=0.152°
Female patients > 25 years 87.5% 78.6% P=0.870"
Male patients > 25 years 100.0% 71.4% P=0.152*
Married at onset
Total 53.6% 56.7% P=0.783%
Patients older than 25 years 81.3% 61.9% P=0.118°
Female patients > 25 years 75.0% 57.1% P=0.301%
Male patients > 25 years 87.5% 71.4% P=0.349*
Premorbid personality
(global categories) P=0.089*
Obsessoid (typus melancholicus) 15.1%  26.7%
Asthenic/low self-confidence 472%  23.3%
Sthenic/high self-confidence 37.7%  50.0%
Premorbid social interactions P =0.093*
Tendency to isolation 26.8% 44.8%
No tendency to isolation 73.2% 55.2%
Mental illness in the family 66.1% 63.3% P=0.800"
Broken home situation 39.3% 26.7% P=0.242%
Life events
Before first episode 50.0% 46.7% P=0.786°
At least once during course 85.7% 80.0% P=0.706*
Episodes with life events 28.8% 33.5% P=0.246"
Season of birth P=0.770%
Spring (March to May) 21.4%  30.0%
Summer (June to August) 21.4% 23.3%
Autumn (September
to November) 21.4%  20.0%
Winter (December
to February) 357% 26.7%

# Chi-square test
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Table 4. Social classes

Schizo- Affective
affective  bipolar
bipolar (n=130)
(n=156)
Parents’ social class P=0.473%
I 8.9% 10.0%
I 26.8% 16.7%
T 30.4% 20.0%
v 28.6% 43.3%
A" 5.4% 10.0%
Patient’s social class at
onset P=0.947%
1 10.7% 6.7%
jid 30.4% 26.7%
111 23.2% 23.3%
v 30.4% 36.7%
A% 5.4% 6.7%
Patient’s highest achieved
sacial class P=0.872°
1 14.3% 13.3%
I 30.4% 20.0%
il 23.2% 26.7%
v 26.8% 33.3%
v 5.4% 6.7%

I, Upper classes, upper middle class; II, middle middle class; III,
lower middle class; IV, upper lower class; V, low lower class

# Chi-square test

No significant differences were found either between
the two groups with regard to premorbid personality and
premorbid social interactions (Table 3). However, it has
to be pointed out that because of the mainly retrospec-
tive estimation of premorbid personality structure (usu-
ally using a reconstruction based on patients and pa-
tients’ family information as well as case record informa-
tion) it is possible that a shortcoming arose because of
lack of information or incomplete information. But most
important is possible “contamination” of “premorbid”
and “postmorbid” features. However, this danger of
contamination is not as extensive in affective and schizo-
affective disorders as in schizophrenia. Because of the
reasons mentioned we did not use standardized instru-
ments to estimate the premorbid personality, relying in-
stead on the interviewer’s opinion and case records. The
three global categories of premorbid personality were
(for definitions see Marneros et al. 1989a): (a) obsessoid
personality (“Typus melancholicus” of Tellenbach 1976,
see also Akiskal et al. 1983, showing similarities to “ob-
sessive-compulsive personality” of DSM-III), (b) asthen-
ic/low-self-confident personality (oriented on “dependent
personality” of DSM-III) and (c) sthenic/high-self-confi-
dent personality (which is the opposite of the former
type).

No significant differences between affective and schizo-
affective bipolar patients were found regarding stable
heterosexual relationship before onset (duration of part-
nership at least 6 months, Table 3). This finding proved

to be true regardless of age and sex. There were also no
differences found in the distribution of the various types
of social status in the two groups (Table 3).

The frequency of patients having at least one relative
with mental illness was not found to differ between the
two groups (Table 3). Broken home situation (i.e. mainly
loss of one or both parents before the patient reached
the age of 16) and presence of so-called life events also
did not differentiate the two bipolar groups; neither did
the season of birth (all patients were born in Europe,
Table 3). This means that no significant differences were
found between bipolar affective and bipolar schizoaffec-
tive disorders concerning any of the sociodemographic
and general data compared (Tables 2—4).

Long-Term Course

As already pointed out we confirmed the findings of
Angst (Angst 1980; Angst and Weis 1967; Angst et al.
1973) that for some variables of the course of affective
disorders there is a log-normal distribution. We found
this to be valid also for the same variables of the course of
schizoaffective disorders (Marneros et al. 1988a, 1989b).
For the variables considered here — annual frequency of
episodes, annual frequency of cycles, average length of
cycles and episodes — logarithmic transformations were
carried out.

Polyphasic Course. The course of affective and schizoaf-
fective disorders was broken down into three categories
based on the number of episodes during the follow-up
period (a) monophasic: only 1 episode; (b) oligophasic:
2 or 3 episodes; and (c) polyphasic: 4 and more episodes
(Marneros et al. 1986b). The majority of patients in both
groups suffered a polyphasic course, showing no signifi-
cant difference between bipolar affectives and bipolar
schizoaffectives (Table 5).

Prodromal Symptoms. Investigating the presence of pro-
longed prodromal symptoms, i.e. changes of behaviour
and/or mood or a feeling of illness for at least 6 months
before hospitalization (not fulfilling the full criteria of
mental disorders) we found nearly equal numbers in
both groups, bipolar affective and schizoaffective disor-
ders (Table 5). This showed that a so-called chronic
onset of illness was not very frequent in either group.

Annual Frequency of Episodes. To standardize the dif-
ferent follow-up periods of the patients investigated we
used the annual frequency of episodes (AFE), that is the
number of episodes divided by the duration of the illness
in years (Marneros et al. 1988a). The AFE was calcu-
lated for each individual case. No significant differences
regarding AFE were found between bipolar affective
and schizoaffective disorders (Table 5).

Number of Cycles. Only one patient of the affective
bipolar group and only four patients of the schizoaffec-
tive bipolar group had a monophasic (or monoepisodic)
course. All other patients suffered more than one epi-
sode of illness, so that the number of cycles and the
length of cycles could be calculated.



Table 5. Parameters of course

Schizo- Affective
affective bipolar
bipolar (n = 30)

(n=156)
Polyphasic course 75.0% 66.7% P=0.411°
Prodromal symptoms
(> 6 months) 14.3% 13.3% P=0.838"
Annual frequency of episodes
Geometric mean 0.26 023  P=0.4511
Median 0.30 021 P=0.214°
Standard deviation 0.24 0.16
Minimum value 0.03 0.10
Maximum value 1.40 0.70
Number of cycles
Number of patients 52 29
Geometric mean 5.2 3.8 P =0.056¢
Median 6.0 4.0 P=0.062°
Standard deviation 4.3 3.6
Minimum value 1 1
Maximum value 18 15
Annual frequency of cycles
Number of patients 52 29
Geometric mean 0.40 0.41 P=0,948¢
Median 0.47 0.38 P=0.965°
Standard deviation 0.30 0.48
Minimum value 0.07 0.10
Maximum value 1.33 1.54
Average length of episode
(months)
Geometric mean 1.5 1.9 P =0.1061
Median 2.0 2.1 P=0.121°¢
Standard deviation 1.2 1.6
Minimum value 0.38 0.62
Maximum value 7.3 8.4
Average cycle length (months)
Number of patients 52 29
Geometric mean 21.3 19.3 P=0.5634
Median 26.6 31.8 P =0.890°
Standard deviation 33.6 34.1
Minimum value 8.3 7.8
Maximum value 164.3 119.8
Activity of illness (vears)
Arithmetic mean 15.7 15.3 P=0.784°
Median 14.5 14.0 P=0.784°
Standard deviation 10.9 1.7
Minimum value 0.0 1.0
Maximum value 43.0 47.0
Inactivity of illness (years)
Number of patients 39 19
Arithmetic mean 11.7 12.3 P=0.775°
Median 10.0 10.0 P =10.485°¢
Standard deviation 7.9 6.4

® Chi-square test; ® #test; © Mann-Whitney U-test; ¢ ttest (log-
values)

81

A cycle was defined as the period of time between
the beginning of one episode and the beginning of the
next (Angst 1986). As Table 5 shows, again there was no
significant difference found between the two groups.

Annual Frequency of Cycles. The annual frequency of
cycles (AFC) was estimated by dividing the number of
cycles by the duration of activity of illness in years (activ-
ity of illness: time between beginning of first episode and
end of last episode; Marneros et al. 1988a, c). The AFC
was calculated for each individual case. As we have
shown elsewhere (Marneros et al. 1988a), the AFCis an
important parameter of course in affective and schizo-
affective disorders because it is relatively independent of
beginning and end of episodes, which are not accurately
definable. It is also not linked to the inactivity period of
the disorders or to the rare monophasic (monoepisodic)
cases (Marneros 1988a). Again, there were no signifi-
cant differences regarding AFC between affective and
schizoaffective bipolar patients (Table 5).

Length of Eipsodes and Cycles. As we have already
pointed out, for the purposes of statistical analysis, the
length of an episode was considered to be the time be-
tween the beginning and end of inpatient or inpatient-
like treatment. [Inpatient-like treatment (a) need for in-
tensive medical care, i.e. treatment with psychotropic
drugs, and frequent consultation of a psychiatrist and (b)
interruption of usual occupation or duties; Marneros et
al. 1988a]. The cycle length was defined as the period be-
tween the beginning of an episode and the beginning of
the next one. As Table 5 shows, there were also no dif-
ferences found between the two groups regarding the
length of episodes and cycles.

Activity and Inactivity of the lllness. Activity of the illness
was defined as the period of time between the beginning
of the first episode of illness and the end of the last one.
Inactivity of the iliness was defined as a period of at least
3 years since the end of the last episode, regardless of the
presence or absence of residual symptoms. This 3-year
period is to some extent arbitrary and only a compro-
mise, but it is, nevertheless, based on empirical data
(Marneros et al. 1988b, ¢). As shown in Table 5, no sig-
nificant differences were found between the two groups.

Long-Term Outcome

Level of Functioning according to GAS. The level of
functioning was evaluated using the GAS. Although the
average score in the GAS is lower in schizoaffective bi-
polars than in affective bipolars, the difference has no
statistical significance (arithmetic mean, Table 6). The
percentage of affective bipolars in the category “no dif-
ficulties” (score 91-100) is higher than that of schizoaf-
fective bipolars but the distribution of the two groups in
the five GAS categories does not differ significantly.

Disability according to WHO/DAS. The global evalua-
tion of social adjustment according to the WHO/DAS,
on a scale of 0-5, showed that significantly more affec-
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Table 6. Long-term outcome and social consequences of the illness

Schizo-  Affective
affective  bipolar
bipolar  (n=30)
(n=156)
Global Assessment Scale P=0.391°
No difficulties 46.4% 66.7%
(score 91-100)
Slight difficulties 14.3% 10.0%
(score 71-90)
Moderate difficulties 19.6% 13.3%
(score 51-70)
Severe difficulties 14.3% 10.0%
(score 31-50)
Very severe difficulties 5.4% 0.0%
(score 0-30)
Arithmetic mean 75.2 85.1 P=0.069"
Median 82.5 95.0 P=0.128°
Standard deviation 25.4 20.5
Disability Assessment Schedule P =0.008"
Excellent adjustment 48.2% 66.7%
(score 0)
Very good adjustment 14.3% 13.3%
(score 1)
Good adjustment (score2)  30.4% 3.3%
Fair adjustment (score 3) 0.0% 10.0%
Poor adjustment (score 4) 7.1% 6.7%
Very poor adjustment 0.0% 0.0%
(score 5)
Living situation at end of
observation time (n=50) (n=26) P=0.053°
Mental illness without
impact on autarky 72.0% 88.5%
Mental illness with impact
on autarky 28.0% 7.7%
Permanently hospitalized 0.0% 3.8%
Downward occupational drift  (n=38) (n=24)
(without housewives) 52.6% 29.2% P=0.070%
Downward social drift (n=38) (n=21)
(without housewives) 26.3% 28.6% P=0.852%
Premature retirement (n=38) (n=24)
(because of mental illness) 31.6% 25.0% P=0.578°
Achievement of the expected ~ (n=56) (n=30)
social development 64.3% 76.7% P=0.238°

# Chi-square test; ® f-test; ° Mann-Whitney U-test

tive bipolar than schizoaffective bipolar patients were
excellently adjusted (score 0) and that more schizoaffec-
tive bipolars than affective bipolars showed only good or
fair adjustment (scores 2 and 3, P =0.008, Table 6).

Social Consequences of the Illness. Several variables in-
dicating the social consequences of the illness were com-
pared, showing no significant differences overall between
the two groups of bipolar disorders (Table 6). Regarding
the living situation at the end of the observation time, the
majority of patients in both groups were able to live autark,

i.e. they were able to take care of themselves. None of
the bipolar schizoaffectives and only one of the bipolar
affective patients had to be hospitalized permanently be-
cause of the mental illness.

Downward occupational drift is defined as the difference
in occupational status between the onset of illness and
the time of the follow-up investigation or, for retired pa-
tients, the time of retirement. We considered only those
patients for whom downward occupational drift was pos-
sible, i.e. those classified as housewives or retired at
onset were excluded. Downward occupational drift was
more frequent in schizoaffective bipolars than in affec-
tive bipolar patients, but without any statistical signifi-
cance (Table 6).

Downward social drift was estimated by comparing the
patient’s original social class (parents’ social class) with
the patient’s social class at the end of the observation
time. The social class was estimated according to the
criteria of Kleining and Moore (1968) and transferred to
the classification of Hollingshead and Redlich (1958).
For the purposes of statistical evaluation we excluded all
the patients for whom downward drift was impossible
because their original social class was already the lowest
one. Less than 30% of the patients suffered a downward
social drift in both groups (Table 6).

Excluding patients without paid occupation before
onset (housewives and retired people), we defined the
remaining population as “working”. Slightly more schizo-
affective bipolar patients retired prematurely because of
the mental illness, but again no statistically significant
difference was found.

The last variable showing social consequences of the
illness is the achievement of the expected social develop-
ment, reflecting the opinion of the expert (interviewer)
as to whether the patient is fulfilling his or her expected
social role and whether he or she has achieved the social
status which would be expected on the basis of the status
of the family, education, possibilities of upward social
drift and so on (Marneros et al. 1989¢). About one-third
of the schizoaffective bipolar patients and about a quar-
ter of the affective bipolar patients did not achieve this
expected social development (statistically not signifi-
cantly different, Table 6).

Conclusions and Discussion

Since the dichotomy of affective disorders into bipolar
and unipolar forms has been accepted, relevant differ-
ences between unipolar and bipolar affective disorders
have been repeatedly confirmed (Angst 1978; Dunner
1980; Perris 1982; Winokur 1982; Winokur et al. 1986,
1990). Similarly relevant differences have been found
between bipolar and unipolar schizoaffective disorders
(Angst 1986a,b, 1989; Marneros et al. 1989a—c; Rohde
et al. 1990; Winokur et al. 1990). This leads to the con-
clusion that the comparison of a global and voluminous
group of patients with affective disorders with a global
and voluminous group of patients with schizoaffective



disorders is not always meaningful: the results depend
on the proportion of unipolar and bipolar patients in
both groups. More reliable is the distinct comparison (a)
of bipolar affective and bipolar schizoaffective disorders
and (b) of unipolar affective and unipolar schizoaffective
disorders.

Comparison of bipolar affective and schizoaffective
disorders in this part of the study showed no significant
differences in such important variables as sex distribu-
tion, social capacities and occupational skills, social pre-
morbid interaction and frequency and type of mental ill-
ness in the family. The finding that the differences in age
at onset between the two groups are not significant is un-
expected and, as we found, sample-dependent. There
were also no differences in the relevant patterns of long-
term course.

The only significant difference found was that affec-
tive bipolars had a better long-term outcome regarding
some aspects of social disability. Of course, there is
another difference per definitionem: that is the differ-
ence in psychopathology or in symptomatology. Schizo-
affective disorders have per definitionem a schizophrenic
component in addition to the affective symptomatology.
That means that the main non-psychopathological differ-
ence between bipolar affective and bipolar schizoaffec-
tive patients is the more favourable outcome of bipolar
affective disorders.

As we have shown elsewhere (Marneros et al. 1989¢;
Steinmeyer et al. 1989), symptomatological factors are
the main predictor of the somewhat more unfavourable
outcome of schizoaffective disorders, especially the pres-
ence of schizophrenia-typical symptoms such as incoher-
ence, hallucinations, or first-rank symptoms at least
once during course. This may explain the difference in
outcome between affective and schizoaffective bipolars.

The similarities between affective and schizoaffective
bipolar disorders are so strong that it could be assumed
that the psychopathological differences between the two
groups can be explained only as phenomenological vari-
ations of one and the same disorder, which influence dif-
ferently the frequency of psychological and social alter-
ations during a long-term course. This assumption may
be valid as long as we do not have any certain biological
correlates to the different phenomenology.

Considering the strong similarities between the two
bipolar disorders, an alternative to the distinct classifica-
tion of them into affective and schizoaffective disorders
might be their common categorization as “bipolar dis-
eases”. But despite the strong similarities between affec-
tive bipolar and schizoaffective bipolar disorders, com-
bining both groups under the common term “bipolar dis-
orders” has the disadvantage that it can cause a stronger
inhomogeneity of this group, with the well-known nega-
tive consequences for basic research (see also Part 111).
However, because the inhomogeneity in a global “affec-
tive” or “schizoaffective” group is much stronger than in
a global “bipolar” group, perhaps it is more meaningful
to reverse the terms: instead of “affective disorder, bipo-
lar subtype” or “schizoaffective disorder, bipolar sub-
type” we should use the terms “bipolar disease, affective
subtype” and “bipolar disease, schizoaffective subtype”.
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