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Abstract Family history and psychosocial background
factors were studied in married patients with a DSM-III
diagnosis of schizoaffective disorder (n = 17, partners n =
16), married patients with diabetes (n = 10, partners n = 10)
and married healthy individuals (n = 8, partners n = 8).
The two latter groups were comparison control groups
matched for gender and age to the patients with schizoaf-
fective disorder. Affective disorder, not particularly schizo-
affective disorder, was more common in first- and tended
to be more common in second-degree relatives of patients
with schizoaffective disorder as compared with controls.
Poor parental relations, especially to the father, during the
formative years were prominent in patients with schizoaf-
fective disorder as compared with the controls. The same
patients also more often than others gave a report of sexual
encroachment, inside or outside the family, and corporal
punishment during the growing-up years.

Key words Schizoaffective disorder - Family history -
Poor parental relations - Sexual encroachment - Corporal
punishment

Introduction

In schizoaffective disorder affective and schizophrenic
symptoms can present together or in an alternating fash-
ion. Symptoms related to schizoaffective disorder may
also exist in cycloid psychosis (Perris and Brockington
1981; Jonsson 1992; Lindvall et al. 1993). Thus, it is nec-
essary not only to determine if patients with a mixture of
both affective and schizophrenic symptoms may be classi-
fied as having a schizoaffective disorder, but also to clas-

P. Nettelbladt (<)
Department of Psychiatry, University Hospital Lund University,
S-22185 Lund, Sweden

C. Svensson - U. Serin
Department of Child Psychiatry,
University Hospital Lund University, S-221 85 Lund, Sweden

sify different subtypes of schizoaffective disorder, i.e. af-
fective or schizophrenic (Tsuang and Coryell 1993).

In a critical review of the literature life events prior to on-
set was identified as a risk factor for affective disorders,
whereas intimate relationships were found to be protective
(Hirschfeld and Cross 1982). Few data on the relationship
between schizoaffective disorder and psychosocial risk fac-
tors during the growing-up years have been reported thus far.

The work presented in this paper is part of a cross-sec-
tional study investigating the importance of different back-
ground factors in schizoaffective disorder by comparing
married patients with schizoaffective disorder, married pa-
tients with diabetes and married healthy individuals (Nettel-
bladt et al. 1995). The principal aim of the present study
was to elucidate the contribution of family history and psy-
chosocial risk factors in the aetiology of schizoaffective dis-
order. More specifically, the following questions are raised:

1. Does the family history of psychiatric disorder differ
between individuals with a schizoaffective disorder as
compared with non-psychiatrically ill individuals?

2. If there is a family history which is the prevalence of
mood disorders as compared with schizophrenia in the
relatives of the schizoaffective probands?

3. Do factors in the past and present psychosocial life history
differ between the individuals with a schizoaffective disorder
as compared with non-psychiatrically ill individuals?

Subjects and methods

The present paper is a cross-sectional study comparing married pa-
tients with schizoaffective disorder, married patients with diabetes
and married healthy individuals. The two latter groups were
maiched controls with respect to gender and age. The study took
place between May 1986 and May 1990.

Subjects

Married patients with a schizoaffective disorder

The case records of all patients who during the period of investi-
gation had gotten a diagnosis of an organic or functional psychosis
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in ICD-8 or ICD-9 were investigated and diagnosed according to
DSM-II by the first author (P.N).

Thus, all patients diagnosed as having a DSM-III diagnosis of
schizoaffective disorder and living in unbroken families (n = 18)
were, together with their partners, contacted and investigated in a
phase of remission 1 or 2 weeks after their discharge from the
mental hospital (S:t Lars) or the psychiatric department of the gen-
eral hospital in Lund, a university town in southern Sweden. One
patient refused to participate in the study, because the disease had
been such a severe mental trauma to her that she lacked strength to
discuss it. In another case the patient was interviewed, but her part-
ner refused to participate. Thus, this sample consisted of 17 pa-
tients diagnosed as having a schizoaffective disorder (PS), 13
women and 4 men, and their 16 partners (PPS).

Of the schizoaffective disorders, 12 were of the bipolar type
(current or previous manic syndrome) and 5 of the depressive type
(no current or previous manic syndrome). The duration of the ill-
ness ranged from 3 to 31 years (mean 12.06 years). In 2 cases it
was the first hospital admission, although these patients had been
psychiatric outpatients for many years. The remaining 15 patients
had two to seven hospital admissions (mean 3.11).

Married patients with diabetes

From the diabetic registers of the Department of Community
Health Sciences, Lund University, Dalby, and the Departments of
Medicine, in Lund and Malmo, Lund University, patients with di-
abetes were selected. They were, to fulfill the criteria, to have been
hospitalized, to live in an unbroken family and to be of the same
gender and age as the patients with schizoaffective disorder. Ten
patients fulfilled these criteria. The duration of the illness ranged
from 5 to 35 years (mean 17.56 years). The number of hospital ad-
missions was one to five (mean 2.3). These patients and their part-
ners were all contacted, and all agreed to participate in the study.
Thus, the diabetic sample consisted of ten patients with diabetes
(PD) and their ten partners (PPD).

Married healthy individuals

From a previously investigated sample representative of unbroken
Swedish families (Uddenberg 1974; Nettelbladt 1981), eight
healthy individuals were selected. They were to fulfill the same
criteria as listed above for the married patients with diabetes, ex-
cept for the criterion of hospitalization. These individuals and their
partners agreed to participate in the study. Thus, this sample con-
sisted of eight healthy individuals and their partners (HL, n = 16).

Methods

All patients having been diagnosed to suffer from a schizoaffective
disorder according to DSM-III or diabetes, as well as their healthy
corresponding partners, were interviewed by one of the investiga-
tors (P.N.), an experienced psychiatrist and general practioner,
who also made the diagnostic assessments. Their partners were in-
terviewed by another investigator (C.S.), an experienced social
worker and trained family therapist. The interview was semi-struc-
tured and the interview technique was very much the same as de-
scribed by Uddenberg (1974) and Nettelbladt (1981).

Social background

The individual was asked about his or her educational background.
The educational level was estimated as high if the individual had a
university degree, low if the individual had no education beyond
elementary school, and moderate if the individual had neither a
high or low education. The professional situation was discussed.
The individual was asked how many jobs he or she had held, what
his or her present profession was, if he or she was satisfied with the
profession, for how long the profession had been held and if he or

she worked full or part time. The economical situation was esti-
mated by asking the individual about his or her income, about the
total income of the family and about financial support. The indi-
vidual also gave his or her opinion about whether the family had
enough money to spend on a four-grade scale (money does not suf-
fice to money more than enough). Information about the present
dwelling conditions was gathered. Type of dwelling (own house,
apartment house), standard of dwelling (modern, half modern, old)
and living place (city, town, small town, countryside) were dis-
cussed. Information about the social situation during the growing-
up years was collected by posing the same questions as above
about the educational background of the parents, the professional
and economical situation of the parents and the dwelling condi-
tions. Questions about the marital status of the parents (divorce,
step parents) were also posed.

Emotional background

Contact with each of the parents was evaluated for childhood (up
to 12 years) and adolescence (1320 years). A good contact was
noted when a close, open and warm relationship to the parent in
question was reported. In contrast, poor contact was registered
when the parent was described as distant or cool, or when there
had been more or less permanent conflicts.

When the discussion about the individual’s emotional relation-
ship to his or her parents was finished, a global assessment of the
individual’s description of his or her father and mother, respec-
tively, was made. When the positive feelings were the most promi-
nent, the description was estimated as positive. In contrast, when
the negative feelings seemed to dominate, the description of the
parent was considered to be negative. When neither positive nor
negative feelings seemed to dominate, an ambivalent attitude was
noted. When the individual had been brought up by people other
than his or her biological parents, the parent figure whom the indi-
vidual recognized as the ‘significant’ one was regarded as ‘the fa-
ther’ or ‘the mother’.

The individual was asked about his or her opinion of the mari-
tal relationship between the parents and about the way he or she
had been reared (‘authoritarian’, ‘firm, but understanding’, ‘free’,
‘child centred’ or ‘parent centred’).

The marital relationship between the spouses was evaluated.
The individual was asked to give a free description of his or her
partner. When this description was dominated by positive feelings,
a positive attitude was registered. When negative feelings at least
as strong as the positive ones were reported, an ambivalent attitude
was noted. When negative feelings dominated, a negative attitude
was noted.

A sexual history was taken. The individual reported about the
atmosphere towards sexuality in the parental home, experience of
sexual encroachment, homosexual contacts, age at sexual debut,
pumber of sexual paartners, sexual functioning, sexual satisfac-
tion, average coital frequency in the past year and contraceptive
method. The criteria for sexual encroachment were similar to those
described in the Dissociative Disorders Interview Schedule (Ross
et al. 1989): The encroachment had (a) occurred at age 18 or un-
der, (b) involved physical contact, (¢) involved a perpetrator and
(d) shown clear evidence of coercion.

Health

Information about diagnosis, family history, previous and present
health and medication was gathered from the patient’s case record
by the first author (P.N.). The individual was asked to give a free
description about his or her past and present health. A family his-
tory about the mental health in first- (parents, siblings) and second-
degree relatives (grandparents, aunts, uncles, cousins, half-sib-
lings) was taken, Based on the individual’s report and data about
heredity in the patient’s case record an attempt was made to cate-
gorize the occurrence of a mental disorder in a relative as primar-
ily affective (depression, mania, schizoaffective disorder) or schiz-
ophrenic.



The consumption of minor tranquillizers, neuroleptics, thy-
moleptics, lithium and drugs for somatic disorders was estimated.

The present mental health was measured in a standardized
manner. The Comprehensive Psychopathological Rating Scale
(CPRS) by Asberg et al. (1978) was used to evaluate psychopatho-
logical symptoms. It consists of 40 reported and 24 observed items
with four defined steps per item and with the possibility of scoring
three undefined steps in between. The ratings of the reported and
observed items were summarized for each patient separately. The
scale has shown satisfactory inter-rater and cross-cultural reliabil-
ity as well as empirical validity (Asberg et al. 1978). A clinical as-
sessment of the individual’s psychiatric status was made.

Statistics

Student’s t-test was used to test differences between means (Mc-
Nemar 1959). The ¥? test was used to test for differences between
proportions. Yates’ correction for discontinuity was employed
when any expected value was below 5. When the total number of
individuals was particularly low, Fisher’s exact probability was
calculated. All tests were two-tailed and a significance level of
0.05 was used (Siegel 1956).

Results
Social characteristics

The separate groups did not differ with respect to social
characteristics (Table 1). Neither did the answers to the
questions about the social situation during the growing-up
years differ between the groups.

Affective disorder in relatives
First-degree relatives

Affective disorders were more common in biological
fathers in the PS group as compared with the rest
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(PPS+PD+PDP+HI) (Table 2). The PS group com-
prised 4 men and 13 women. One of these men had a
biological father with an affective disorder; the biolog-
ical fathers of the three other men had no mental disor-
der. Also, affective disorder tended to be more common
in the siblings in the PS group as compared with the
rest (P = 0.10).

Affective disorder tended to be more frequent in the bi-
ological mothers in the PS group (affective disorder/no af-
fective disorder: 5/12) than in the PD+PDP+HI groups
(affective disorder/no affective disorder: 3/33, P
0.1119). Also, affective disorder tended to be more fre-
quent in the biological mothers in the PPS group (affec-
tive disorder/no affective disorder: 5/11) than in the
PD+PDP+HI groups (affective disorder/no affective dis-
order: 3/33, P = 0.0896).

However, when the PS group and the PPS group were
put together and compared with the rest (PD+PDP+HI),
affective disorder in the biological mothers was more
commen in the PS group + the PPS group (affective dis-
order/no affective disorder: 10/23) as compared with the
rest (PD + PDP + HI: affective disorder/no affective dis-
order: 3/33, P = 0.0197). Schizophrenia was not found in
any of the first-degree relatives.

Second-degree relatives

Affective disorder tended to be more common in cousins
(P = 0.0664) in the PS group as compared with the rest
(PPS + PD+PDP-+HI). Otherwise, there were no differ-
ences between the groups with respect to occurrence of
affective disorder in second-degree relatives. Schizo-
phrenia was not found in any of the second-degree rela-
tives.

Table 1 Social characteristics (n = 69). PS patient with schizoaffective disorder; PPS partner to patient with schizoaffective disorder;
PD patient with diabetes; PDP partner to patient with diabetes; HI healthy individual

PS(n=17) PPS(n=16) PD(n=10) PDP(n=10) HI(n=16) PS/rest
Men/Women 4/13 3/13 4/6 6/4 8/8 n.s.
Age (years) 40.5+6.2 416 £6.9 409+36 424 +9.38 41.9+33 n.s.
University studies 3 6 2 2 4 I.S.
Regularly employed 17 16 10 10 16 Incalc
Family income (> median) 7 — 4 - 6 1.S.
Own house 13 - 6 - 8 n.s.
Lived together (years; > mean) 16.8 - 16.3 - 19.0 P =0.88 (n.s.)
Table 2 Affective disorder in
relatives (n = 69) PS PPS PD PDP HI PS/rest
(n=17) (n=16) (n=10) (n=10) (n=16)

Biological father 6 1 0 0 2 P =0.0065

Biological mother 5 5 2 0 1 n.s.

Sibling 5 2 1 0 2 P =0.10 (ns.)

Grand parents 2 1 1 0 3 n.s.

Cousin 3 0 0 0 1 P =0.0664 (n.s.)
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Table 3 Mental health (n = 69)

PS(n=17) PPS(n=16) PD(n=10) PDP(r=10) HI(n=16) PS/rest
Psychiatric contact in formative years 17 3 1 1 3 P =0.0001
CPRS (reported > med) 15 9 2 2 6 P =0.0003
CPRS (obs > med) 3 4 0 1 0 n.s.
Psychosomatic health (> med) 11 9 3 3 8 n.s.
Neuroleptics/thymoleptics 13 0 1 0 1 P =0.0001
Minor tranquillizers 5 1 0 0 1 P =0.0455
Drugs for somatic disease 6 3 10 0 2 n.s.
Table 4 Emotional background (# = 69)

PS(n=17) PPS(r=16) PD(n=10) PDP(n=10) HI(n=16) PS/rest

Contact with father in childhood, poor 6 0 1 0 0 P =0.005
Contact with father in adolescence, poor 7 1 1 0 1 P =0.001
Father described negatively 6 0 2 0 1 P =0.0065
Contact with mother in childhood years, poor 3 0 0 0 1 P =0.07
Contact with mother in adolescence, poor 3 1 0 0 2 P =031
Mother described, negatively 5 2 0 0 2 P =0.0583
Parental marriage, poor 8 1 2 0 0 P =0.0007

Mental health

Patients with schizoaffective disorder reported psychiatric
contact during their formative years more often than oth-
ers. Patients with schizoaffective disorder reported symp-
toms above the median on the CPRS more often than oth-
ers. However, the observed number of symptoms on the
CPRS did not differ between the groups (Table 3). None
of the patients with a schizoaffective disorder were con-
sidered psychotic. :

Patients with schizoaffective disorder had a high intake
of medication for psychiatric ailments (neuroleptics, thy-
moleptics, minor tranquilizers) more often than others.
Thirteen of the patients with schizoaffective disorder were
regularly taking lithium.

On the other hand, there were no associations between
the occurrence of schizoaffective disorder and the intake
of medication for somatic ailments. Nine of the patients
with diabetes were regularly taking insulin; one anti-dia-
betic tablets.

Emotional background characteristics (Table 4)

Almost one third (4 of 13; 30%) of the patients with
schizoaffective disorder reported that they had had a step-
father during their growing-up years, whereas only 6% (3
of 49) of the other family members reported the presence
of a stepfather during the same period (P = 0.10, n.s;
Table 4).

Patients with schizoaffective disorder tended to de-
scribe their mother in a negative way (P = 0.0583, n.s.)
and tended to report a poor contact with her in childhood
(P = 0.07, n.s.), but not in adolescence (P = 0.31, n.s.).
The same patients also more often than others described

their father in a negative way and reported a poor contact
with him both in childhood and adolescence. Patients with
a schizoaffective disorder reported a poor marital relation-
ship between their parents during their formative years
more often than others.

There was no association between the groups and the
way they had been reared. On the other hand, corporal
punishment during the growing-up years was more com-
mon in patients with schizoaffective disorder [corporal
punishment, yes/no: 11/6 (PS) vs 16/36 (PPS + PD + PDP
+ HI); P = 0.0128].

Sexual history

A report of sexual encroachment during the formative
years was more often reported by patients with schizo-
affective disorder [sexual encroachment, yes/no: 8/9
(PS) vs 3/49 (PPS + PD + PDP + HI); P = 0.0003]; ex-
pressed in percentages 47% (PS) vs 6% (PPS + PD +
PDP + HI). Also, the same patients had less often been
informed about sexual matters during their growing-up
years [informed about sex, yes/no: 6/11 (PS) vs 39/11
(PPS + PD + PDP + HI); P = 0.0012]. Age at sexual de-
but and number of sexual partners did not differ between
the groups. None of the individuals reported homosex-
ual contacts.

Marital and sexual relationship

The patient’s description of his or her partner did not dif-
fer between the groups; nor did sexual functioning, sexual
satisfaction, average coital frequency in the last year and
contraceptive method.



Discussion

In the present study the patients with schizoaffective dis-
order had a favourable prognosis. Although they had been
sick for many years, they were married, employed and
had a good economic status. Twelve of them had experi-
enced a mania and five a depression. Thirteen of them
were treated with lithium. Thus, the present sample of
schizoaffectives may be viewed to suffer primarily from a
mood disorder. Moreover, the present study was under-
taken in the late 1980s. If the patients had been diagnosed
now, they would primarily meet the criteria for schizoaf-
fective disorder presented in the DSM-IV.

In a family study of mood disorders including schizo-
affective disorders, lifetime prevalences of major affective
disorders were 37, 24, 25, 20 and 7% in relatives of
probands with schizoaffective, bipolar I, bipolar II, and
unipolar disease, and normal controls. The data were inter-
preted to indicate that the different affective disorders rep-
resent thresholds on a continunm of underlying multifacto-
rial vulnerability. Gender-related transmission of morbid
risk was not present (Gershon et al. 1982). In another study
a positive family history for schizophrenia occurred in 9.8%
of schizophrenic probands and in none of the schizoaffec-
tive and manic probands (Pope et al. 1980). It was con-
cluded that the diagnostic separation of schizophrenia from
schizoaffective disorder and manic disorder appears to be
valid, whereas the diagnostic separation of schizoaffective
disorder from manic disorder does not appear to be valid.
Other data indicate that DSM-III-R schizoaffective disorder
resembles schizophrenia (Tsuang and Coryell 1993).

On the other hand, Angst et al. (1979) proposed that
schizoaffective disorder is a single disorder with genetic re-
lation to both schizophrenia and affective disorder. Also,
Tsuang (1991) compared the morbidity risks for schizo-
phrenia and affective disorder in the relatives of schizoaf-
fective patients with such risks in the relatives of those with
schizophrenia and affective disorder, Tsuang (1991) consid-
ers that the results support the view that schizoaffective dis-
order is neither schizophrenia nor affective disorder.

The findings in our study may be compatible with the
view that schizoaffective disorder is a mood disorder di-
agnostically separated from schizophrenia (Pope et al.
1980; Gershon et al. 1982). Thus, affective disorder, not
particularly schizoaffective disorder, was more common
in first-degree relatives and to some extent tended to be
more common in second-degree relatives to patients with
schizoaffective disorder as compared with controls. Also,
our finding of a negative family history of schizophrenia
among the relatives to patients with schizoaffective disor-
der replicates the findings of two of the studies mentioned
above (Pope et al. 1980; Gershon et al. 1982).

An interesting finding is that affective disorder in the
biological mothers to both the schizoaffective patients and
their spouses was more common than in the reference
groups. A possible interpretation of this finding is that the
experience of a parent with an affective disorder may pro-
vide a more or less conscious motivation to find a partner
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with the same experience. It is with such a partner that the
emotional needs of the spouse may be satisfied.

Among the environmental factors related to schizoaf-
fective disorder, poor parental relations, especially to the
father, during the formative years was prominent. Previ-
ous studies (Langner and Michael 1963; Vaillant 1974;
Uddenberg 1974; Nettelbladt 1981) have pointed out that
there exists a relationship between poor mental health and
poor emotional relations to the parents. The interaction
between poor parental relations in the formative years and
later poor mental health may be complex and not specific.
It is, however, possible to presume that negative experi-
ences of the parents in the formative years may render in-
dividuals predisposed by inheritance to affective disorder
more susceptible.

A report of sexual encroachment, inside or outside the
family, was more often reported by patients with schizoaf-
fective disorder. As known to the present authors, there
are no other studies relating sexual encroachment to
schizoaffective disorder.

For comparison, it may be instructive to examine some
of the larger studies on sexual encroachment in the gen-
eral population. Due to methodological differences and
diagnostic inconsistencies, reported prevalences vary be-
tween 4 to 67% (Pope and Hudson 1992; Kreyberg-Nor-
mann et al. 1992). In a Canadian sample using the same
criteria as in our study, sexual encroachment was reported
in 17.6% of females and 8.2% of males before the seven-
teenth birthday (Bagley 1989). In a random sample of
Norwegian women, childhood sexual abuse involving
genital contact was reported by 8.5% of the women (Schei
1990). In an American community-based study the preva-
lence of childhood sexual assault before 16 years was
5.3% (Siegel et al. 1987).

In our study the percentage of sexual encroachment in
patients with schizoaffective disorder was 47% as com-
pared with 6% in controls. Obviously, the percentage of
sexual encroachment in the controls is similar to the preva-
lence of sexual encroachment in the general population,
whereas the percentage of sexual encroachment in
schizoaffective patients is far beyond what might be ex-
pected in the general population. Also, other variables
concerning past and present sexual adaptation did not dif-
fer between the groups. Thus, it may be fair to say that the
present data suggest that sexual encroachment may be a
risk factor for the development of schizoaffective disorder,

Moreover, corporal punishment during the growing-up
years was more common in patients with schizoaffective
disorder as compared with the rest. Although we know
that most children can adapt to a relatively wide range of
child-rearing practices without developing symptoms of
malfunctioning, there is also ample evidence that long-
standing patterns of neglect and abuse produce lasting
emotional scars on a child’s development (Chamberlain
1978). Taken together, experiences of sexual encroach-
ment and corporal punishment during the growing-up
years may have a negative influence on the emotional de-
velopment of the growing-up individual strong enough to
contribute to schizoaffective disorder.
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The sample in this study was small implying that the
discussion on our data was based sometimes on tenden-
cies. However, the inclusion of comparison control groups
being part of the same sampling frame if to develop a
schizoaffective disorder make it possible to elucidate if an
emotional stressor found in any of the diseased groups
may be associated with the disease (Lewis and Pelosi
1990). Also, reported symptom scores on CPRS were not
especially high and the observed CPRS symptoms did not
differ between the groups. Moreover, clinically none of
the patients with schizoaffective disorder was assessed as
psychotic. Thus, it is not probable that the information
collected from the patients with schizoaffective disorder
was distorted by their mental disease.

On the other hand, there are many fallacies, including re-
call errors, which may face a retrospective, descriptive
study as the present one. For instance, it is possible that
variables correlated with schizoaffective disorder other than
those found in this study may have affected the dependent
variable. Thus, the relation between schizoaffective disor-
der and a report of sexual encroachment during the forma-
tive years may be due to a premorbid inconspicuous person-
ality structure more often found in patients with schizoaf-
fective psychoses (Eggers 1986). Such a personality struc-
ture may render those patients more than normally suscep-
tible to experience even innocent sexual acts as victimizing.

Also, besides the semi-structured interviews data were
only collected from the patient’s case records. Thus, the
information about mental disorders in the relatives may be
uncertain with respect to diagnosis.

With the above limitations, the present study gives ev-
idence that poor parental relations, corporal violations,
such as sexual encroachment, and corporal punishment in
predisposed individuals may contribute to schizoaffective
disorder. This is further emphasized by the lack of rela-
tionship between schizoaffective disorder and the pa-
tient’s present psychosocial situation. Also, familial trans-
mission of primarily affective mental disorder may con-
tribute to schizoaffective disorder.

Acknowledgements This investigation was supported by grants
from the Bank of Sweden Tercentenary Foundation. The study was
approved by the Medical Ethics Committee of the University of
Lund.

References

American Psychiatric Association (1987) Diagnostic and statistical
manual of mental disorders (DSM-III-R), 3rd edn, revised.
American Psychiatric Association, Washington DC

American Psychiatric Association (1994) Diagnostic and statistical
manual of mental disorders (DSM-IV), 4th edn. American Psy-
chiatric Association, Washington DC

Angst I, Felder W, Lohmeyer B (1979) Schizoaffective disorders:
results of a genetic investigation. J Affect Disord 1:139-153

Asberg M, Montgomery SA, Perris C, Schalling D, Sedvall GA
(1978) Comprehensive Psychopathological Rating Scale. Acta
Psychiatr Scand Suppl 271

Bagley C (1989) Prevalence and correlates of unwanted sexual
acts in childhood in a national Canadian sample. Can J Public
Health 80:295-296

Chamberlain RW (1978) Relationships between child-rearing styles
and child behaviour over time. Am J Dis Child 132:155-160

Eggers C (1986) Schizoaffective psychosis in children and juve-
niles. In: Marneros A, Tsuang MT (eds) Schizoaffective psy-
chosis. Springer, Berlin Heidelberg New York, pp 204-224

Gershon ES, Hamovit J, Guroff JJ, Dibble E, Leckman JF, Sceery
W, Targum SD, Nurnberger JI, Lynn R, Bunney WE (1982) A
family study of schizoaffective, bipolor I, bipolar II, unipolar,
and normal control probands. Arch Gen Psychiatry 39:1157-
1167

Hirschfeld RMA, Cross CK (1982) Epidemiology of affective dis-
orders. Arch Gen Psychiatry 39:35-46

International Classification of Diseases, eighth revision (ICD-8),
Swedish Version (1969) Socialstyrelsen, Stockholm Interna-
tional Classification of Diseases, Ninth revision (ICD-9),
Swedish Version (1987) Socialstyrelsen, Stockholm

Jonsson S (1992) Cycloid and schizophrenic syndromes. A com-
parative study of a preneuroleptic sample using multivariate
techniques. Studentlitteratur, Lund

Kreyberg-Normann E, Tambs K, Magnus P (1992) Seksuelle over-
grep mot barn- et folkehelseproblem? (Sexual abuse of children
— a public health problem?) Nord Med 107:326-330

Langner TS, Michael ST (1963) Life stress and mental health. Col-
lier-Macmillan, London

Lewis G, Pelosi AJ (1990) The case—control study in psychiatry.
Br J Psychiatry 157:197-207

Lindvall M, Axelsson R, Ohman R (1993) Incidence of cycloid
psychosis. A clinical study of first-admission psychotic pa-
tients. Eur Arch Psychiatry Clin Neurosci 242:197-202

Maj M (1984) Evolution of the American concept of schizoaffec-
tive psychosis. Neuropsychobiclogy 11:7-13

McNemar Q (1959) Psychological statistics. Wiley, New York

Nettelbladt P (1981) The man and his family. A psychiatric study
of background variables of relevance for the man’s mental
adaptation and relations to his wife and child. Thesis, Univer-
sity of Lund, Sweden .

Nettelbladt P, Svensson C, Serin U, Ojehagen A (1995) The social
network of patients with schizoaffective disorder as compared
to patients with diabetes and to healthy individuals. Soc Sci
Med 6:901-907

Perris C (1988) The concept of cycloid psychotic disorder. Psychi-
atr Dev 1:37-56

Perris C, Brockington IF (1981) Cycloid psychosis and their rela-
tion to the major psychosis. In: Perris C, Strawe G, Jansson B
(eds) Biological psychiatry. Elsevier/North Holland, Amster-
dam, pp 447450

Pope HG, Hudson JI (1992) Is childhood sexual abuse a risk factor
for bulimia nervosa? Am J Psychiatry 149:455-463

Pope HG, Lipinski JF, Cohen BM, Axelrod DT (1980) Schizoaf-
fective disorder: an invalid diagnosis? A comparison of
schizoaffective disorder, schizophrenia, and affective disorder.
Am J Psychiatry 137:921-927

Ross CA, Heber S, Norton GR, Anderson G, Barchet P (1989) The
Dissociative Disorders Interview Schedule: a structured inter-
view. Dissociation 21:169-189

Schei B (1990) Prevalence of sexual abuse history in a random
sample of Norwegian Women. Scand J Soc Med 18:63-68

Siegel S (1956) Non-parametric statistics for the behavioural sci-
ences. McGraw Hill, New York

Siegel JM, Sorenson SB, Golding JM, Burnam MA, Stein JA
{1987) The prevalence of childhood sexual assault. Am J Epi-
demiol 126:1141-1153

Tsuang MT, Simpson JC (1984) Schizoaffective disorder. Concept
and reality. Schizophr Bull 10:14-25

Tsuang MT (1991) Morbidity risks of schizophrenia and affective
disorders among first-degree relatives of patients with schizo-
affective disorders. Br J Psychiatry 158:165~170

Tsuang D, Coryell W (1993) An 8-year follow-up of patients with
DSM-HI-R psychotic depression, schizoaffective disorder, and
schizophrenia. Am T Psychiatry 150:1182—-11838

Uddenberg N (1974) Reproductive adaptation in mother and
daughter. A study of personality development and adaptation to
motherhood. Acta Psychiatr Scand Suppl 254

Vaillant GE (1974) Natural history of male psychological health.
Arch Gen Psychiatry 31:15-22



