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Summary. Comparing unipolar diseases (n = 121) as one 
group with bipolar diseases (n = 86) as another group 
(both groups including affective and schizoaffective dis- 
orders) relevant differences were found in sex distribu- 
tion, age at onset, premorbid personality, long-term 
course and some aspects of long-term outcome. Although 
building two voluminous groups of "unipolar diseases" 
and "bipolar diseases" runs some risk of inhomogeneity, 
this danger could perhaps be limited by referring to the 
"affective subtype" and the "schizoaffective subtype". 
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Introduction 

Relevant similarities between affective and schizoaffec- 
tive disorders have been found (Marneros et al. 1989 a -  
c; contributions in Marneros and Tsuang 1990). The 
dichotomy of affective disorders into unipolar and bipo- 
lar forms, based on empirical data (Angst 1966, 1980a, b, 
1986a, b; Angst and Clayton 1986; Perris 1966, 1969; 
Winokur and Clayton 1967), seems to be valid also for 
schizoaffective disorders (Angst 1986c, 1989; Marneros 
et al. 1989 a-c;  Rohde et al. 1990; Winokur et al. 1990). 
The first two parts of the present study (this issue) showed 
that unipolar affective and unipolar schizoaffective dis- 
orders have more similarities than differences, and that 
the same is true for bipolar affective and bipolar schizo- 
affective disorders. These findings could to some extent, 
but not fully, support the assumption of two voluminous 
entities, namely "unipolar diseases" and "bipolar dis- 
eases", each including affective and schizoaffective dis- 
orders as two related subtypes. But using the terms "uni- 
polar diseases" and "bipolar diseases" instead of "affec- 
tive disorders" or "schizoaffective disorders" would 
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make sense only if the well-known differences between 
unipolar and bipolar affective disorders and unipolar 
and bipolar sehizoaffective disorders still remain after 
building these two voluminous groups and if they can 
clearly be separated on several levels. The aim of part III 
of the present study is to test this hypothesis of two volu- 
minous entities with reliable differences between them. 
The two groups "unipolar diseases" and "bipolar diseases" 
(each including affective and schizoaffective subtypes) 
were compared in the same way as in part I (bipolar dis- 
orders) and in part II (unipolar disorders), (this issue). 

After the comparison we discuss the similarities and 
differences found, together with findings resulting from 
the comparison of unipolar and bipolar affective disor- 
ders and from the comparison of unipolar and bipolar 
schizoaffective disorders. 

Materials and Methods 

Material, methods and definitions are described in part I of this 
study (this issue). 

The variables compared here were the same as for the com- 
parison of bipolar affective and schizoaffective disorders (part I, 
this issue) and unipolar affective and schizoaffective disorders 
(part II, this issue). The definitions and explanations of variables 
are given in the appropriate section of part I. 

In this part of the study the unipolar group consists of 121 pa- 
tients (76 affective and 45 schizoaffective), and the bipolar group 
of 86 patients (30 affective and 56 schizoaffective). 

Results 

For definitions and explanations of variables and terms 
used, see the corresponding sections in part I of the 
study (this journal). 

Sociodernographic and Premorbid Data 

Significant differences were found between unipolar and 
bipolar patients regarding sex distribution. Females were 
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Table 1. Features of population studied 

Unipolar Bipolar 
(n=121) (n=86)  

Sex  

Male 22.3 41.9% P = 0.003 **a 
Female 77.7% 58.1% 

Age at onset 
Arithmetic mean 35.9 29.7 P = 0.000 **b 
Median 36.0 27.5 P = 0.000 **~ 
Standard deviation 10.9 10.3 
Minimum value 15 15 
Maximum value 63 56 

Length of observation time 
Arithmetic mean 28.3 24.4 P = 0 .007  **b 

Median 27.0 24.0 P = 0.002 **c 
Standard deviation 8.8 11.1 
Minimum value 10 10 
Maximum value 56 61 

a Chi-square test; b t-test; c Mann-Whitney U-test 
* P <  0.05; **P<0.01 

s ignif icant ly  m o r e  f r equen t  and  males  s ignif icant ly  less 
f r equen t  in the  g roup  of  u n i p o l a r  pa t i en t s  t han  in the  
g roup  of  b ipo la r s  (Tab le  1). 

The  age at  onse t  in u n i p o l a r  pa t i en t s  was s ignif icant ly  
h igher  than  in b ipo l a r  pa t i en t s  (Tab le  1). 

T h e  d i f fe rences  f o u n d  r ega rd ing  s tab le  he t e ro se xua l  
p a r t n e r s h i p  b e f o r e  first  man i f e s t a t i on  d e p e n d  on  the  age 
of  the  pa t ien t s .  D i s r e g a r d i n g  pa t i en t s  y o u n g e r  than  25 
years ,  no d i f ferences  b e t w e e n  the  two groups  were  found  
(Tab le  2). The  d i f fe rences  f o u n d  r ega rd ing  mar i t a l  s ta tus  
at first  man i f e s t a t i on  cou ld  also be  e l im ina t ed  in this way  
(Tab le  2). 

The  d i s t r ibu t ion  o f  the  var ious  types  of  p r e m o r b i d  
p e r s o n a l i t y  d i f fe red  b e t w e e n  the  two groups :  obsesso id  
pe r sona l i t i e s  were  f o u n d  much  m o r e  f r equen t ly  in the  
g roup  of  u n i p o l a r  pa t i en t s  than  in the  b ipo la rs ;  converse-  
ly, m a n y  m o r e  s then ic /h igh- se l f - conf iden t  pe r sona l i t i e s  
were  found  in the  b i p o l a r  g roup .  N o  d i f fe rences  b e t w e e n  
the  two groups  were  f o u n d  r ega rd ing  e d u c a t i o n a l  level ,  
o c cupa t i on  at  onse t  of  the  i l lness,  p r e m o r b i d  social  in- 
t e rac t ions ,  f r equency  o f  m e n t a l  i l lness in the  fami ly ,  b ro -  
ken  h o m e  s i tua t ion ,  season  of  b i r th  (Tab le  2), p a r e n t s '  
social  class, p a t i e n t ' s  social  class at  onse t  or  p a t i e n t ' s  
h ighes t  ach ieved  social  class (Tab le  3). 

Life events  be fo re  onse t  or  at least  once dur ing  course  
were  m o r e  f r e q u e n t  in the  g roup  of  b ipo l a r  pa t i en t s ,  bu t  
the  d i f fe rence  van i shed  when  c o m p a r i n g  the  f r equency  
of  life events  b e f o r e  the  first ep i sode  and  the  n u m b e r  of  
ep i sodes  wi th  o r  wi thou t  l ife events  (Tab le  2). 

Long-Term Course 

Polyphasic Course. Signif icant ly  m o r e  b ipo l a r  pa t i en t s  
than  un ipo la r s  had  a po lyphas i c  course ,  i .e .  m o r e  b ipo l a r  
pa t ien ts  suf fered  four  or  m o r e  ep i sodes  dur ing  the course  
of  i l lness.  The  ave rage  n u m b e r  of  ep i sodes  in u n i p o l a r  

Table 2. Premorbid and sociodemographic features 

Uni- Bi- 
polar polar 
(n = 121) (n = 86) 

Educational level 
Lowest level 6.6% 2.3% 
Low level 56.2% 45.3% 

Middle level 13.2% 16.3% 

High level 24.0% 36.0% 

Occupation at onset of illness 
Unemployed 0.0% 2.3% 
Housewife 47.9% 20.9% 
Unskilled worker 10.7% 10.5% 
Skilled worker 5.8% 10.5% 

White collar worker 24.0% 23.3% 
Top white collar worker 4.1% 11.6% 
Self-employed 4.1% 0.0% 
In training 3.3% 20.9% 

Stable heterosexual partnership 
before onset (> 6 months) 

Total 84.3% 65.1% 
Patients older than 25 years 91.9% 86.8% 
Female patients > 25 years 92.5% 83.3% 
Male patients > 25 years 89.5% 91.3% 

Married at onset 
Total 76.0% 54.7% 

Patients older than 25 years 84.8% 73.6% 
Female patients > 25 years 83.8% 67.7% 
Male patients > 25 years 89.5% 82.6% 

Premorbid personality 
(global categories) 

Obsessoid 
(typus melancholicus) 45.8% 19.3% 

Asthenic/low self-confidence 32.2% 38.6% 
Sthenic/high self-confidence 22.0% 42.2% 

Premorbid social interactions 

Tendency to isolation 30.8% 32.9% 
No tendency to isolation 69.2% 67.1% 

Mental illness in the family 60.3% 65.1% 

Broken home situation 28.1% 34.9% 

Life events 

Before first episode 52.1% 48.8% 
At least once during course 70.2% 83.7% 
Episodes with life event 32.4% 30.3% 

Season of birth 

Spring (March to May) 24.8% 24.4% 
Summer (June to August) 25.6% 22.1% 
Autumn (September 
to November) 26.4% 20.9% 
Winter (December 
to February) 23.1% 32.6% 

p = 0.116 a 

p = 0.959 a 

p = 0.001 **a 
p = 0.313 a 
p = 0.284 a 

p = 0.84l a 

p = 0.001"* a 

p = 0.092 a 
p = 0.050 *a 
p = 0.527 a 

p = 0.000"* a 

p = 0.749 a 

p = 0.484 a 

p = 0.298 a 

p = 0.468 a 

p = 0.026 *~ 
p = 0.457 a 

p = 0.468 a 

a Chi-square test; b t-test; ~ Mann-Whitney U-test 
* P <  0.05; **P< 0.01 
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Table 3. Social classes 

Unipolar Bipolar 
(n=121)  (n=86)  

Parents' social class P = 0.150 a 

I 5.0% 9.3% 

II 14.0% 23.3% 

III 29.8% 26.7% 

IV 36.4% 33.7% 
V 14.9% 7.0% 

Patient's social class at 
onset P = 0.139 a 

I 4.1% 9.3% 

II 18.2% 29.1% 

III 33.1% 23.3% 

IV 37.2% 32.6% 

V 7.4% 5.8% 

Patient's highest achieved 
social class P = 0.170 a 

I 6.6% 14.0% 

II 18.2% 26.7% 

III 32.2% 24.4% 

IV 36.4% 29.1% 

V 6.6% 5.8% 

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

a Chi-square test 

patients was 3.4 (range 1-17), while the average number 
of episodes in bipolar patients was 5.4 (range 1-19; 
Table 4). 

Prodromal Symptoms. A long prodromal symptomatol- 
ogy, i.e. changes of behaviour and/or mood or a feeling 
of illness for at least 6 months before the first episode, 
was found much more frequently in unipolar than in 
bipolar patients (Table 4). 

Annual Frequency of Episodes. The annual frequency of 
episodes was significantly higher in bipolar than in uni- 
polar patients (Table 4). 

Number of Cycles. Bipolar patients had significantly 
more cycles during the course than unipolar patients 
(ratio 1.7: 1; Table 4). 

Annual Frequency of Cycles. The annual frequency of 
cycles was found to be significantly higher in bipolar 
than in unipolar patients (Table 4). 

Average Length of Episodes and Cycles. T h e  a v e r a g e  
l e n g t h  o f  e p i s o d e s  and  cyc les  was  i n d i v i d u a l l y  e s t i m a t e d  
fo r  e v e r y  p a t i e n t  ( s ee  a lso  p a r t  I ,  th is  i s sue) .  N o  signif i-  
c a n t  d i f f e r e n c e s  w e r e  f o u n d  r e g a r d i n g  a v e r a g e  l e n g t h  o f  
e p i s o d e ,  b u t  t h e r e  w e r e  s ign i f i can t  d i f f e r e n c e s  b e t w e e n  
t h e  t w o  g r o u p s  in r e g a r d  to  a v e r a g e  cyc le  l e n g t h ,  t h e  
d u r a t i o n  o f  t h e  i n t e r v a l  b e t w e e n  e p i s o d e s  b e i n g  g r e a t e r  
in u n i p o l a r  p a t i e n t s .  

Table 4. Parameters of long-term course 

Uni- Bi- 
polar polar 
(n=121) (n = 86) 

Polyphasic course 44.6% 72.1% P = 0.000 **a 
(> 3 episodes) 

Prodromal symptoms 32.2% 14.0% P = 0.003 **a 
(> 6 months) 

Annual frequency of episodes 
Geometric mean 0.13 0.25 P = 0.000 **d 
Median 0.12 0.28 P = 0.000 c 

Standard deviation 0.12 0.22 
Minimum value 0.03 0.03 
Maximum value 0.91 1.42 

Number of cycles 
Number of patients 105 81 
Geometric mean 2.8 4.7 P = 0.000 **2 
Median 3.0 5.0 P = 0.000 **c 
Standard deviation 3.1 4.1 
Minimum value 1 1 
Maximum value 16 18 

Annual frequency of cycles 
Number of patients 105 81 
Geometric mean 0.24 0.41 P = 0.000 **d 
Median 0.36 0.43 P = 0.000 **c 
Standard deviation 0.43 0.38 
Minimum value 0.03 0.07 
Maximum value 3.00 1.54 

Average length of episode 
(months) 

Geometric mean 1.9 1.7 P = 0.116 d 
Median 2.3 2.1 P = 0.226 ~ 
Standard deviation 1.6 1.3 
Minimum value 0.3 0.4 
Maximum value 12.0 8.4 

Average cycle length (months) 
Number of patients 105 81 
Geometric mean 37.4 20.6 P = 0.000 **d 
Median 54.1 28.1 P = 0.000 **~ 
Standard deviation 62.9 33.6 
Minimum value 4.0 7.8 
Maximum value 349.5 164.3 

Activity of illness (years) 
Arithmetic mean 15.0 15.6 P = 0.725 b 
Median 14.0 14.02 P = 0.510 ~ 
Standard deviation 12.3 11.1 
Minimum value 0.0 0.0 
Maximum value 51.0 47.0 

Inactivity of illness (years) 
Number of patients 97 58 
Arithmetic mean 16.0 11.9 P = 0.002 **b 
Median 19.0 10.0 P = 0.003'*c 
Standard deviation 7.9 7.4 
Minimum value 4.0 4.0 
Maximum value 34.0 34.0 

a Chi-square test; b t-test; c Mann-Whitney U-test; d t-test (log- 
values) 
* P <  0.05; **P<0 .01  
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Table 5. Long-term outcome and social consequences of the illness 

Unipolar Bipolar 
(n=121) (n=86) 

Global Assessment Scale P = 0.345 a 
No difficulties 60.3% 53.5% 
(score 91-100) 
Slight difficulties 18.2% 12.8% 
(score 71-90) 
Moderate difficulties 12.4% 17.4% 
(score 51-70) 
Severe difficulties 6.6% 12.8% 
(score 31-50) 
Very severe difficulties 2.5% 3.5% 
(score 0-30) 

Arithmetic mean 84.3 78.7 P = 0 . 0 7 8  b 

Median 91.0 91.0 P = 0.215 c 
Standard deviation 21.0 24.1 

Disability Assessment Schedule P = 0.072 a 
Excellent adjustment 62.8% 54.7% 
(score 0) 
Very good adjustment 20.7% 14.0% 
(score 1) 
Good adjustment (score 2) 8.3% 20.9% 
Fair adjustment (score 3) 4.1% 3.5% 
Poor adjustment (score 4) 4.1% 7.0% 
Very poor adjustment 0.0% 0.0% 
(score 5) 

Living situation at end of 
observation time (n = 98) (n = 76) P = 0.026 *a 

No impact on autarky 
because of mental illness 90.8% 77.6% 
Without autarky because 
of mental illness 7.1% 21.1% 
Permanent hospitalized 2.0% 1.3% 

Downward occupational drift (n = 62) (n = 62) 
(without housewives) 29.0% 43.5% P = 0.093 a 

Downward social drift (n = 51) (n = 59) 
(without housewives) 19.6% 27.1% P = 0.355 a 

Premature retirement (n = 62) (n = 62) 
(because of mental illness) 22.6% 29.0% P = 0.412 a 

Achievement of the expected (n = 121) (n = 86) 
social development 82.6% 69.8% P = 0.029 *a 

Chi-square test; b t-test; c Mann-Whitney U-test 

Activity and Inactivity of the Illness. No differences were 
found between unipolar and bipolar patients regarding 
activity of the illness (time between beginning of first 
and end of last episode). In contrast, significant differ- 
ences were found between the two groups regarding in- 
activity of the illness (last relapse-free period longer than 
3 years), unipolar patients having a significantly longer 
inactive period (Table 4). 

Long-Term Outcome 

Level of Functioning (GAS). No significant differences 
were found between unipolar and bipolar patients re- 

garding the distribution of the various categories of the 
Global Assessment Scale (GAS). The mean score, how- 
ever, is a little more favourable in the unipolar than in 
the bipolar group (Table 5). 

Disability according to WHO/DAS. Again, no significant 
differences were found between unipolar and bipolar pa- 
tients according to the Disability Assessment Schedule 
(WHO/DAS) ,  although the unipolar patients displayed 
excellent or very good adjustment more frequently than 
bipolars (Table 5). 

Social Consequences. Although more bipolar patients 
suffered negative consequences of the illness, such as liv- 
ing without autarky because of the illness, downward oc- 
cupational drift, downward social drift, premature re- 
t irement or non-achievement of the expected social de- 
velopment,  the differences were only significant regard- 
ing living situation at the end of the observation time and 
non-achievement of the expected social development 
(Table 5). 

Conclusions and Discussion 

Recent  research has confirmed former assumptions that 
schizoaffective disorders occupy a position between af- 
fective and schizophrenic disorders regarding relevant 
sociodemographic and premorbid features as well as pat- 
terns of course, outcome, t reatment response and pro- 
phylaxis (Angst 1986c, 1989; Angst et al. 1980; Deister 
1990; Marneros et al. 1988 a-c ,  1989 a -e ;  Maj 1985; Maj 
and Perris 1985; see also various contributions in Mar- 
neros and Tsuang 1986; 1990). 

It seems certain that schizoaffective disorders are not 
identical with schizophrenic disorders, although in some 
individual cases the schizodominance is clear. It can also 
be said that there are some significant differences be- 
tween schizoaffective and affective disorders in spite 
of relevant similarities (contributions in Marneros and 
Tsuang 1990). 

It also seems certain that unipolar affective disorders 
differ significantly from bipolar affective ones, especially 
in regard to some relevant sociodemographic and pre- 
morbid data and some patterns of course (Angst 1978, 
1980a, b, 1986a, b; Angst et al. 1973; Rohde et al. 1990; 
Winokur and Clayton 1967). Very similar differences 
like that in affective unipolar and affective bipolar pa- 
tients were found between bipolar and unipolar schizoaf- 
fective patients (Angst 1986c, 1989; Dunner  1980; Perris 
1982; Marneros et al. 1989 a-c;  Winokur et al. 1986, 
1990). 

The two foregoing papers (parts I and If of the pre- 
sent study) showed that only slight differences exist be- 
tween bipolar affective and bipolar schizoaffective disor- 
ders. In particular, no relevant differences were found 
regarding sociodemographic and premorbid data or pat- 
terns of course. 

The differences found mainly concerned some aspects 
of long-term outcome. 

Similarly, between unipolar affective and unipolar 
schizoaffective disorders more similarities than differ- 
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ences were found. The main difference concerning so- 
ciodemographic and premorbid  data were in age at onset 
of the illness and premorbid  personality. The patterns of 
course in both  groups were very similar, showing no sta- 
tistical differences. Only in some aspects of long-term 
outcome were differences found, in favour of affective 
unipolar patients. 

The present  study shows that even after creating two 
voluminous groups of unipolar diseases and bipolar dis- 
eases, each including both affective and schizoaffective 
disorders, the main differences and similarities between 
unipolar and bipolar types remained unchanged. 

This finding gives further support  to the assumption 
of the two distinct entities, namely unipolar and bipolar 
diseases, which, however,  are phenomenological ly and 
prognostically inhomogeneous.  

Future research has to isolate more  precisely the 
reasons for the inhomogeneity of schizoaffective disor- 
ders and to find out whether  the propor t ion of schizodo- 
minant  cases in a populat ion could be responsible for the 
differences found between unipolar affective and unipo- 
lar schizoaffective disorders, on the one hand, and be- 
tween bipolar affective and bipolar schizoaffective disor- 
ders, on the other. Perhaps,  after excluding a schizodo- 
minant  group, affective and schizoaffective disorders 
could be classified as two subtypes of unipolar diseases 
and of bipolar diseases. It  has to be investigated whether  
a schizodominant type of schizoaffective disorders repre- 
sents a bridge between schizophrenia and bipolar and 
unipolar diseases (Angst 1986c; Kendell  1986; Marneros 
et al. 1988c). But first of all, as already pointed out in 
part  II ,  "schizodominance" has to be defined precisely. 
This problem is still unsolved. 

As long as inhomogenei ty exists and the reasons for 
it are unclear, it is difficult to define a voluminous diag- 
nostic category. 

Nevertheless,  after carrying out the presented com- 
parisons the danger of inhomogenei ty of two voluminous 
disease groups, bipolar and unipolar diseases, each in- 
cluding both affective and schizoaffective disorders, 
seems not to be very high, if each groups is referred to as 
including affective and schizoaffective subtypes. I t  must 
also be pointed out that homogenei ty  in mental  diseases 
is uncommon;  pure  affective unipolar diseases are also 
inhomogeneous  (Winokur and Clayton 1967; Winokur  
1972; Coryell and Winokur  1984), as are pure  affective 
bipolar diseases (Angst 1978; Dunner  et al. 1976; Coryell 
et al. 1984; Klerman 1981). 
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