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Abstract 
Background: Schizoaffective Disorder (SAD), similarly to schizophrenia, is a 
potentially chronic mental disorder that negatively affects the functioning of a 
patient. Various issues in everyday clinical practice often arise from its diag-
nostic and therapeutic uncertainty. To date, there is a lack of a well-defined 
therapeutic algorithm used to treat the simultaneously manifesting schizoph-
renic and affective components. The aim of this study was to compare the 
therapeutic approaches in schizophrenia and schizoaffective disorders to 
identify the need of different treatment strategy for these diseases. Methods: 
In a retrospective study, we evaluated the therapeutic algorithms used in all 
patients with SAD (n = 99) hospitalized at the Department of Psychiatry, 
Comenius University in Bratislava, Faculty of Medicine and University Hos-
pital Bratislava throughout the year 2010 and compared them with the thera-
peutic procedures used in all schizophrenia patients hospitalized in the same 
year (n = 120). Results: We found similarities between the groups of patients 
with schizophrenia and SAD in the number, type and length of hospitaliza-
tions and general patient management. Differences were identified in terms 
of the spectrum of used pharmacotherapy. For the treatment of both mental 
disorders, atypical antipsychotics were used the most. In the treatment of 
schizophrenia, we found the most frequent use of combined antipsychotic 
therapy, meaning oral and long-acting injectable forms. Patients with SAD 
mostly received antipsychotic monotherapy, but its complex effects were sup-
plemented with other psychotropic drugs, mostly mood-stabilizers and anxi-
olytics. Conclusion: The results of our study show similarities between schi-
zophrenia and SAD in terms of health care utilization, despite the fact that  
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SAD is generally considered to be a “milder” disorder. On the other hand, 
this study indicates differences in the spectrum of pharmacotherapy used. 
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1. Introduction 

The diagnostic ambiguity of Schizoaffective Disorder (SAD) is a frequent issue 
in the daily clinical practice. Despite its long history of being recognized as a dis-
tinct disorder, the diagnostic criteria have not been clearly defined [1] [2]. At-
taining a correct diagnosis of SAD requires not only the evaluation of the actual 
clinical state, but also a detailed history of the course of disease [3]. Similarly, to 
other psychiatric diagnostic entities, it includes a heterogeneous group of states 
within the disorder itself. Although the disorder psychopathologically consists of 
two groups of syndromes, schizophrenic and affective, it is a complex mental 
disorder. To achieve optimal therapeutic outcomes, patients with SAD therefore 
fundamentally require psychopharmacological treatment that affects all the as-
pects of the disease. Thus, SAD represents not only a therapeutic problem, but 
also a diagnostic one. When evaluating the incidence of SAD, we have to con-
sider that coexistence of psychotic and affective symptomatology is more com-
mon in clinical practice than the incidence of SAD per se. Data concerning SAD 
incidence have been influenced by present-day understanding of the disease and 
by the diagnostic criteria used, however they are not based on biological evi-
dence [3] [4]. As reported in the scientific literature, the annual incidence of 
SAD is about one quarter of the incidence of schizophrenia [5]. Kozak et al. [6] 
indicate that when comparing incidence at the time of hospital discharge, the 
diagnosis of SAD in the USA is even more frequent than the diagnosis of schi-
zophrenia. The disorder is more common in women and its course follows the 
middle ground between schizophrenia and bipolar disorder [7]. 

In general, less attention has been given to the treatment of SAD than that of 
schizophrenia. Although many efforts have been devoted to create therapeutic 
algorithms for the treatment of various mental disorders, guidelines specifically 
focused on the treatment of SAD are rarely reported in the literature [7] [8]. 
Moreover, there are significant limitations presented. One important limitation 
is aforementioned diagnostic ambiguity of SAD [3] [4] [9]. Studies focused on 
evaluating the efficacy and safety of psychopharmacological treatments often in-
clude SAD patients together with schizophrenia patients or exclude SAD pa-
tients completely. In real clinical practice, it is not rare to use combinations of 
various psychotropic medications [7] [10] [11]. An individualized complex 
therapy including pharmacotherapy and psychosocial treatment is the basis for 
recovery for a severe mental disorder such as SAD [12]. 
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There is an unmet need to find a satisfactory and practical therapeutic method 
for the treatment of SAD. The aim of our study was to evaluate the therapeutic 
algorithms used in patients with SAD hospitalized at the Department of Psy-
chiatry, Comenius University in Bratislava, Faculty of Medicine and University 
Hospital Bratislava (DP Bratislava) throughout the year 2010, compare them 
with the therapeutic algorithms used in patients with schizophrenia in the same 
year, and identify the need for a different treatment strategy for both diagnoses. 

2. Methods  

This study was conducted as an open-label assessment of therapeutic strategies. 
The inclusion criteria for the study were 1) hospitalization at DP Bratislava dur-
ing the year 2010 and 2) diagnosis of SAD or schizophrenia. Case records of all 
219 in-patients discharged with the diagnosis of SAD (F25.y, n = 99) and schi-
zophrenia (F20.y, n = 120) were used in the analysis. We recorded the demo-
graphic characteristics and selected clinical indicators such as age, gender, type 
of SAD, duration of disease, length of hospitalization, number of admissions, 
and medications at the time of hospital discharge. The spectrum of treatment 
strategies and psychopharmacologicals has been unchanged since 2010. 

Categorical data were analyzed using chi-square tests. Other data were ex-
pressed as means with standard deviations (SD) and analyzed using analysis of 
variance (ANOVA). The overall level of statistical significance was defined as p < 
0.05, eventually 0.1% (p = 0.001). 

3. Results 

In 2010, there were 1058 hospitalizations at the DP Bratislava altogether, 219 
(20.7%) of which carried the diagnosis of SAD or schizophrenia. Out of those, 
the diagnosis of SAD at discharge appeared in 99 cases (SAD group, 45.2%), 
whereas 120 hospitalizations with the diagnosis of schizophrenia (SCH group, 
54.8%). There were statistical differences between the groups due to age and 
gender distribution (Table 1). In the SAD group, the mean age at the time of 
hospitalization was higher and there was a higher proportion of women. In 
terms of diagnosis, the depressive type of SAD was more common than man-
ic/bipolar SAD (Table 2). When comparing the mean age of patients with the 
manic and depressive type of SAD to the schizophrenia group, we found a statis-
tically significant difference only in the depressive type of SAD (45.8 vs. 41.1 
years; p < 0.05). In terms of gender distribution there was a greater representa-
tion of women in both types of SAD as compared to the SCH group. Duration of 
disease and length of hospitalization were similar in both groups (Table 1). 
First-time hospital admissions were rare and made up about 3% of cases. In both 
groups, hospital admission occurred mostly at the acute psychiatric unit (SAD 
86.9%, SCH 80.8%). 

The most frequently used psychotropic medications in SAD and SCH were 
antipsychotics. In the SCH group, they were prescribed in 100% of patients, and 
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in the SAD group, they were prescribed in 99% of cases. The use of atypical an-
tipsychotics prevailed. At the time of hospital discharge, they were prescribed for 
92.9% and 93.3% of patients in the SAD group and the SCH group respectively 
(Table 3). Conventional antipsychotics were used less often (SAD 29.3% SCH 
41.7%), and rarely as monotherapy (SAD 6.1%, SCH 6.7%). Overall, a smaller 
proportion of patients in the SCH group underwent antipsychotic monotherapy 
than in the SAD group (SAD 67.7%, SCH 45.8%; p < 0.001). As expected, a 
combination of antipsychotics with various psychotropic medications was more 
frequent in the SAD group, mainly as a combination with mood stabilizers and 
 
Table 1. Characteristics of SAD and SCH group. 

 SAD (n = 99) SCH (n = 120) p 

Age (years) 
average ± SD 

median (interval) 
44.3 ± 11.9 
44 (21 - 78) 

41.1 ± 13.8 
40 (19 - 78) 

<0.05 

Gender (%) 
male 

female 
37.4 
62.6 

60.0 
40.0 

<0.001 

Duration of  
disease (years) 

average ± SD 
median (interval) 

14.5 ± 9.8 
5 (0 - 43) 

14.1 ± 12.4 
9 (0 - 60) 

ns 

Length of current  
hospitalization (days) 

average ± SD 
median (interval) 

15.6 ± 8.26 
17 (0 - 31) 

28.2 ± 21.6 
23 (2 - 152) 

ns 

Number of  
hospital admissions (%) 

first 
repeated 

3.0 
97.0 

3.3 
96.7 

ns 

ns: no statistically significant differences. Data are presented as the mean ± SD or the median (interval 
min./max.), or the percentage. 

 
Table 2. Diagnostic spectrum of SAD and SCH group (according to ICD-10). 

SAD (n = 99) SCH (n = 120) 

F25.0 34% F20.0 63% 

F25.1 43% F20.3 15% 

F25.2 17% F20.5 11% 

other F25.y 6% other F20.y 11% 

 
Table 3. Psychopharmacotherapy in SAD and SCH group. 

 SAD (n = 99) SCH (n = 120) p 

Atypical antipsychotics (%) 92.9 93.3 ns 

Conventional antipsychotics (%) 29.3 41.7 ns 

Antipsychotic monotherapy (%) 
Combined antipsychotic therapy (%) 

67.7 
32.3 

45.8 
54.2 

<0.001 

Mood stabilizers (lithium, antiepileptics) (%) 48.5 9.2 <0.001 

Anxiolytics (%) 43.4 28.3 <0.05 

Hypnotics (%) 45.5 43.3 ns 

ns: no statistically significant differences. 
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anxiolytics. In the depressive SAD subgroup, a combination with antidepres-
sants was often used. Combinations of atypical antipsychotics were observed 
only in the SCH group. Similarly, combinations of atypical and conventional an-
tipsychotics occurred more often in the SCH group than in the SAD group (SAD 
6.1%, SCH 30.8%). In all cases, it was a combination of oral and long-acting in-
jectable forms (LAI). LAI forms were administered at the time of discharge in 
49.2% of hospitalizations with SCH and only in 24.2% of hospitalizations with 
SAD, even though atypical LAI forms being off-label treatments in Slovakia. LAI 
forms were prescribed for the manic type of SAD more often than the depressive 
type, with a ratio of 4:1. There were no statistically significant differences when 
comparing age, gender, length of the disorder and hospitalization between the 
subgroup of patients who used only oral medication and the subgroup of pa-
tients who used a combination of oral and LAI forms. The most frequent atypi-
cal antipsychotics used for the treatment of the manic type of SAD were (in des-
cending order): quetiapine, olanzapine, zotepine. The depressive type of SAD 
was mostly treated with ziprasidone, olanzapine, clozapine and quetiapine. For 
the treatment of schizophrenia, the most frequently prescribed antipsychotic 
drugs were risperidone, olanzapine, haloperidol, and quetiapine. 

At hospital discharge, patients were mostly referred to outpatient psychia-
tric care (SAD 87.9%, SCH 85.6%). Rehabilitation and resocialization at the 
day-treatment program, or hospitalization at a different ward, were less fre-
quent. 

4. Discussion  

Schizoaffective disorder, like schizophrenia, is a potentially chronic mental dis-
order, with negative impact on a patient’s functioning and quality of life. Data 
about its incidence are influenced by the current understanding of the disorder 
and the diagnostic criteria used in clinical practice. From an epidemiological 
point of view, SAD has a lower incidence than schizophrenia. However, its med-
ical importance, for example in the context of health care utilization, is similar to 
that of schizophrenia, which has been further confirmed by the results of this 
study. 

In accordance with published data, we found that the mean age in the SAD 
group was higher and that women predominated when compared to SCH [13] 
[14]. From a diagnostic perspective, the depressive type predominated in the 
SAD spectrum, as also previously reported by Doci et al. [15], although, Perlman 
et al. [16] found higher prevalence of the bipolar type. The course of SAD is 
generally described as more favorable than the course of schizophrenia [17]. It is 
characterized by an acute type of onset, a well-defined duration of episodes and 
generally good remissions with minimal residual symptomatology. Based on 
these reports, we had expected a faster achievement of remission and thus a 
shorter duration of hospitalizations in patients with SAD. However, this hypo-
thesis was not confirmed by the results of our study. This could be explained by 
the predominance of the depressive type of SAD, which often has a chronic 
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course with negative consequences on all aspects of social functioning and on 
health care utilization [18] [19]. In contrast, association between psychosis and 
affective symptoms, including manic and depressive symptoms, has been identi-
fied as a positive prognostic factor [20]. Moreover, in our study, there were re-
peated hospitalizations and a longer course of the mental disorder in both groups, 
in which case even the course of SAD could turn into progressive with residual 
symptoms. The groups did not differ in the need for extended care in the 
day-treatment program in order to provide rehabilitation and resocialization. 

Psychotropic medication is the main tool used for the treatment of SAD, with 
antipsychotics being the most common type, but antidepressants and mood sta-
bilizers are also prescribed [21]. Combined pharmacotherapy is often indicated 
in connection with the presence of schizophrenic and affective symptoms. Stu-
dies of the efficacy and safety of antipsychotic monotherapy are available in the 
literature. Nowadays, the efficacy of a therapy is measured not only by achieving 
remission during the acute phase, but emphasis is placed also on its long-term 
effect. The aim of maintenance treatment is to retain good remission without re-
lapses that worsen psychosocial functioning and lower the quality of life. For each 
treatment option, prescription of medication at hospital discharge should be 
carefully evaluated against the risk of suicidal behavior [22] [23]. Improvement 
of schizophrenic and affective symptomatology with conventional antipsychotics 
used as monotherapy has been described by several authors [24] [25] [26]. The 
problem seems to be the lack of efficacy on affective, especially depressive symp-
tomatology and the depressogenic potential of conventional antipsychotics and 
their negative side effect profile. Better acute and long-lasting efficacy, higher 
quality of life, greater safety and better patient compliance are achieved with atyp-
ical antipsychotics, mainly thanks to their more complex pharmacological ef-
fects. The results of our study show that atypical antipsychotics dominated in the 
spectrum of prescribed drugs. Conventional antipsychotics were hardly ever used 
as monotherapy. They were used mainly in the LAI form, which was influenced 
by the unavailability of atypical LAI antipsychotics on the pharmaceutical mar-
ket in Slovakia at the time of data collection for our study. In clinical practice, 
there were only risperidone and olanzapine in LAI forms, but they were pre-
scribed twice as all conventional LAI antipsychotics,. Preference for atypical an-
tipsychotics in the treatment of the whole spectrum of psychotic disorders was 
also confirmed by Correll et al. [27], who stated that they are used in 88.6% of 
the cases. The same result, however, this time in patients on the schizophrenic 
spectrum, was noticed by Pickar et al. [28]. In the analysis of hospitalizations 
and prescribed psychotropic medication in the year 2010 in patients suffering 
from the schizophrenia spectrum disorder in the Slovak Republic, Aziri and 
Pečeňák [29] state that atypical antipsychotics were prescribed in 67.3% of cases.  

Huhn et al. [30] have confirmed that antipsychotics differ more in their 
side-effects than in their efficacy. However, in both groups we found a prefe-
rence in terms of mechanism of action of different groups of antipsychotics. The 
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fact that Serotonin and Dopamine Antagonists (SDA), risperidone and ziprasi-
done, ranked at the top for the treatment of schizophrenia and the depressive 
type of SAD could be explained by the expectation for obtaining considerable 
therapeutic benefit on negative, depressive and cognitive symptomatology as 
compared with the effect on positive symptomatology. The greater need to in-
fluence the affective (manic) and positive schizophrenic symptomatology in the 
treatment of the manic type of SAD could explain the more frequent use of Mul-
ti-Acting Receptor Targeted Agents (MARTA), with quetiapine in the first place. 
We have not identified a study that had separately analyzed how often the spe-
cific antipsychotics are used for the treatment of patients with SAD. Correll et al. 
[27], as well as Procyshyn et al. [31] have reported the use of olanzapine-quetia- 
pine-risperidone, in declining order, in the treatment of a whole spectrum of 
psychiatric diagnoses. Our findings in the SCH group are supported by Faries et 
al. [32], who also described the order in which antipsychotics were administered 
as risperidone-olanzapine-quetiapine, but in patients treated for different psy-
choses from the schizophrenic spectrum. Broekema et al. [33] found that the 
most frequent antipsychotics used in the treatment of patients with mental dis-
orders were risperidone-clozapine-olanzapine. The frequent use of haloperidol 
for the treatment of schizophrenia in our study may seem surprising. A likely 
explanation is that it could be used as the LAI form in 45% of cases. We think 
that haloperidol as a conventional antipsychotic drug has the advantages implied 
from the long-lasting clinical experience. Although many studies proved its reli-
able efficacy, they simultaneously pointed at the risks of side effects, mainly in 
case of high dosing. However, the view on the treatment with smaller doses of 
haloperidol differs. Marder et al. [34] present haloperidol in low doses (5 mg/day) 
as an efficient enough and at the same time a much safer antipsychotic drug. The 
results of the study of Green et al. [35] documented comparable neurocognitive 
effect and impact on psychosocial functioning in the therapy with risperidone 
(5.7 mg/day) and haloperidol (4.5 mg/day) in a two-year trial.  

In clinical practice, combinations of psychotropic medications are often used 
to influence all symptoms of SAD. Among the advantages of properly chosen 
combinations of antipsychotics may be the more complex and optimized influ-
ence they exert on key neurotransmitters, and thus affect a wider range of symp-
toms. The potential disadvantages are possible adverse effects associated with phar-
macokinetic or pharmacodynamic interactions, subsequent need for corrective 
co-medication, a higher cost of treatment, and possible worsening of the patients’ 
adherence to treatment [27] [36]. The results of our study showed a relatively 
high representation of combinations of antipsychotics in both groups. Combina-
tions of antipsychotics were more frequent in the SCH group. It was mostly a 
combination of oral and LAI form of antipsychotics. A certain influence had also 
the high percentage of recurrent hospitalization in patients with SCH. 

A higher proportion of antipsychotic monotherapy in the SAD group can be 
explained, on the one hand, by the more frequent use of different psychotropic 
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drugs from other groups, especially antidepressants and mood stabilizers, on the 
other hand, by the rarer use of LAIs in the treatments. In none of the groups, we 
found preference for a particular combination of psychotropic drugs. 

A number of studies have dealt with the use of antipsychotic monotherapy 
and combined psychopharmacotherapy in psychiatric patients. Most of them 
have documented less common use of antipsychotic monotherapy. Faries et al. 
[32] reported antipsychotic monotherapy for a one-year period in only 35.7% of 
patients. Broekema et al. [33] reported the use of monotherapy in the treatment 
of a whole range of psychiatric diagnoses in 47.1% of patients. In contrast, only 
25.7% of combined antipsychotic treatment was reported by Procyshyn et al. 
[31]. Combination of antipsychotics with other commonly used psychotropic 
medications was observed in our study, particularly in patients with depressive 
type of SAD. In 2002, we published the results of a study that monitored the use 
of various psychotropic drugs in patients with SAD, where we reported that 
combined therapy of antipsychotics with antidepressants occurred in 23.7% of 
patients, while mood stabilizers were used in 37.1% of cases [37]. Later on, we 
revealed the higher antipsychotic efficacy and tolerability of risperidone in com-
parison to haloperidol-sertraline combination for the acute treatment of SAD, 
depressed type [8]. Both treatments were comparable in terms of antidepres-
sant efficacy. For the treatment of SAD, Doci et al. [15] found that antidepres-
sants represented 65%, while mood stabilizers only 5% of the cases. In the 
treatment of schizophrenia spectrum disorders Pickar et al. [28] found the use of 
antipsychotic and antidepressant combination treatment in 38.0% of patients, 
where use of the combination occurred significantly more often in the case of 
re-hospitalizations and in achieving higher score on Montgomery Asberg De-
pression Rating Scale (MADRS). The combination of an antipsychotic drug with 
a mood stabilizer occurred in 44.5% of the patients. They indicate the diagnosis 
of SAD, as well as aggressive behavior and a high score on Positive and Negative 
Syndrome Scale (PANSS) as the important predictive factors for the combined 
use. The use of mood stabilizers has its place especially in persistent residual 
positive symptoms while antidepressants are used when depressive and/or nega-
tive symptoms occur [38]. Olfson et al. [39], in accordance with our results, 
postulated the status of SAD as a separate therapeutic entity.   

Our study is limited by the open-label design, and the fact that the study was 
performed at one psychiatric center, where clinical practice can be influenced by 
particular workplace practices. We realize that some effects on the obtained re-
sults are likely due to psychiatric comorbidity, which we did not research in our 
study. Since 2010, other atypical antipsychotics came to the pharmaceuticals 
market in Slovakia, including in LAI, but no new medication brought a new 
unique mechanism of action. 

5. Conclusions 

Diagnosing and treating SAD pose a problem in everyday clinical practice, and it 
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is not sufficiently researched in evidence-based studies, even in the new revisions 
of DSM-5 and ICD-11 [3] [4]. So far, there has not been a well-defined thera-
peutic algorithm to treat patients with simultaneously present schizophrenic and 
affective symptoms.  

We can confirm the findings of other authors that despite differences in the 
prevalence of schizophrenia and SAD in the general population, there are simi-
larities between these disorders, for example, in terms of health care utilization. 

In the SAD group, we found a higher proportion of the depressive type of the 
disorder, which also represents a significant therapeutic challenge. As expected, 
in the treatment of SCH and SAD groups, atypical antipsychotics were the most 
commonly used. Conventional antipsychotics were administered primarily in 
the LAI form. A more frequent occurrence of combinations of antipsychotics in 
the SCH group was associated with the combination of oral and LAI antipsy-
chotic medication, as well as the prevalence of repeatedly hospitalized (poten-
tially treatment-resistant) patients. In the SCH group, the most prescribed anti-
psychotic agent was risperidone, which is, according to the recommendations, 
considered to be the drug of the first choice. For the treatment of patients with 
SAD, antipsychotic monotherapy was often used. Its efficacy was often supple-
mented by antidepressants and mood stabilizers, particularly in patients with a 
depressive type of SAD. The manic type of the disorder was most often treated 
with quetiapine, an atypical antipsychotic agent from the MARTA group. 

The results of our study show similarities between schizophrenia and SAD in 
terms of health care utilization, despite the fact that SAD is generally considered 
to be a “milder” disorder. Nevertheless, our data point to differences between these 
two disorders as reflected in the spectrum of pharmacotherapy used to treat 
them. 

Acknowledgements 

The authors would like to thank Viktor Segeda, M.D., PhD. for his assistance 
and expertise throughout the preparing the earlier version of the manuscript and 
Dominika Meszarosova for her help in writing the manuscript. 

Conflicts of Interest 

The authors declare no conflicts of interest regarding the publication of this pa-
per. 

References 
[1] Marneros, A. (2003) The Schizoaffective Phenomenon: The State of the Art. Acta 

Psychiatrica Scandinavica, 108, 29-33.  
https://doi.org/10.1034/j.1600-0447.108.s418.7.x 

[2] Webb, C.A. and Keeley, J.W. (2017) Evaluating Clinicians’ Representations of Schi-
zoaffective Disorder. Comprehensive Psychiatry, 74, 102-108.  
https://doi.org/10.1016/j.comppsych.2017.01.009 

https://doi.org/10.4236/health.2021.131007
https://doi.org/10.1034/j.1600-0447.108.s418.7.x
https://doi.org/10.1016/j.comppsych.2017.01.009


L. Izakova, D. Breznoscakova 
 

 

DOI: 10.4236/health.2021.131007 77 Health 
 

[3] APA (2013) Diagnostic and Statistical Manual of Mental Disorders. Fifth Edition, 
American Psychiatric Association, Arlington. 

[4] WHO (2018) International Classification of Diseases for Mortality and Morbidity 
Statistics (11th Revision). https://icd.who.int/browse11/l-m/en  

[5] Azorin, J.M., Kaladjian, A. and Fakra, E. (2005) Current Issues on Schizoaffective 
Disorder. Encephale, 31, 359-365. https://doi.org/10.1016/S0013-7006(05)82401-7 

[6] Kozak, L.J., DeFrances, C.J. and Hall, M.J. (2006) National Hospital Discharge Sur-
vey: 2004 Annual Summary with Detailed Diagnosis and Procedure Data. Vital 
Health Statistics, 12, 1-209. 

[7] Miller, J.N. and Black, D.W. (2019) Schizoaffective Disorder: A Review. Annals of 
Clinical Psychiatry, 31, 47-53. 

[8] Izakova, L., Andre, I. and Halaris, A. (2009) Combination Therapy or Monotherapy 
for the Depressed Type of Schizoaffective Disorder. Neuropsychiatric Disease and 
Treatment, 5, 91-101. https://doi.org/10.2147/NDT.S4271 

[9] WHO (2004) ICD-10: International Statistical Classification of Diseases and Related 
Health Problems. 10th Revision, 2nd Edition, 183. 

[10] Vieta, E. (2010) Developing an Individualized Treatment Plan for Patients with 
Schizoaffective Disorder: From Pharmacotherapy to Psychoeducation. The Journal 
of Clinical Psychiatry, 71, 14-19. https://doi.org/10.4088/JCP.9096su1cc.03 

[11] Kantrowitz, J.T. and Citrome, L. (2011) Schizoaffective Disorder: A Review of Cur-
rent Research Themes and Pharmacological Management. CNS Drugs, 25, 317-331.  
https://doi.org/10.2165/11587630-000000000-00000 

[12] Brown, B. and Baker, S. (2020) The Social Capitals of Recovery in Mental Health. 
Health (London), 24, 384-402. https://doi.org/10.1177/1363459318800160 

[13] Cascade, E., Kalali, A.H. and Buckley, P. (2009) Treatment of Schizoaffective Dis-
order. Psychiatry (Edgemont), 6, 15-17. 

[14] Pinna, F., Sanna, L., Perra, V., Pisu Randaccio, R., Diana, E., Carpiniello, B. and 
Cagliari Recovery Study Group (2014) Long-Term Outcome of Schizoaffective Dis-
order. Are There Any Differences with Respect to Schizophrenia? Rivista di Psi-
chiatria, 49, 41-49. 

[15] Doci, I., Kovarova, M. and Kovanicova, M. (2003) Liečba schizoafektívnej poruchy 
na Psychiatrickej klinike v Košiciach v roku 2002. Psychiatrie, No. 2, 25-26. 

[16] Perlman, G., Kotov, R., Fu, J., Bromet, E.J., Fochtmann, L.J., Medeiros, H., Genomic 
Psychiatry Cohort Consortium, Pato, M.T. and Pato, C.N. (2016) Symptoms of 
Psychosis in Schizophrenia, Schizoaffective Disorder, and Bipolar Disorder: A 
Comparison of African Americans and Caucasians in the Genomic Psychiatry Co-
hort. Neuropsychiatric Genetics, Part B of the American Journal of Medical Genet-
ics, 171, 546-555. https://doi.org/10.1002/ajmg.b.32409 

[17] Kingston, T., Scully, P.J., Browne, D.J., Baldwin, P.A., Kinsella, A., O’Callaghan, E., 
Russell, V. and Waddington, J.L. (2018) Functional Outcome and Service Engage-
ment in Major Depressive Disorder with Psychotic Features: Comparisons with 
Schizophrenia, Schizoaffective Disorder and Bipolar Disorder in a 6-Year Fol-
low-Up of the Cavan-Monaghan First Episode Psychosis Study (CAMFEPS). CNS 
Neuroscience & Therapeutics, 24, 633-640. https://doi.org/10.1111/cns.12836 

[18] Ebert, M.H., Loosen, P.T. and Nurcombe, B. (2000) Current Diagnosis and Treat-
ment in Psychiatry. Lange Medical Books/McGraw Hill, New York, 640. 

[19] Lipkovich, I., Deberdt, W., Buckley, P.F., Csernansky, J.G., Peuskens, J., Kol-
lack-Walker, S., Houston, J.P. and Rotelli, M. (2006) Prediction of Combined 

https://doi.org/10.4236/health.2021.131007
https://icd.who.int/browse11/l-m/en
https://doi.org/10.1016/S0013-7006(05)82401-7
https://doi.org/10.2147/NDT.S4271
https://doi.org/10.4088/JCP.9096su1cc.03
https://doi.org/10.2165/11587630-000000000-00000
https://doi.org/10.1177/1363459318800160
https://doi.org/10.1002/ajmg.b.32409
https://doi.org/10.1111/cns.12836


L. Izakova, D. Breznoscakova 
 

 

DOI: 10.4236/health.2021.131007 78 Health 
 

Symptomatic and Functional Outcome in Patients with Schizophrenia and Schi-
zoaffective Disorder. NeuroRX, 3, 410. https://doi.org/10.1016/j.nurx.2006.05.018 

[20] Arrasate, M., González-Ortega, I., García-Alocén, A., Alberich, S., Zorrilla, I. and 
González-Pinto, A. (2016) Prognostic Value of Affective Symptoms in First-Admission 
Psychotic Patients. International Journal of Molecular Sciences, 17, 1039.  
https://doi.org/10.3390/ijms17071039 

[21] Assion, H.J., Schweppe, A., Reinbold, H. and Frommberger, U. (2019) Pharmaco-
logical Treatment for Schizoaffective Disorder: A Comparison with Schizophrenia 
and Bipolar Disorder. Nervenarzt, 90, 1-8.  
https://doi.org/10.1007/s00115-018-0507-3 

[22] Wasserman, D., Rihmer, Z., Rujescu, D., Sarchiapone, M., Sokolowski, M., Titel-
man, D., Zalsman, G., Zemishlany, Z., Carli, V. and European Psychiatric Associa-
tion (2012) The European Psychiatric Association (EPA) Guidance on Suicide 
Treatment and Prevention. European Psychiatry, 27, 129-141.  
https://doi.org/10.1016/j.eurpsy.2011.06.003 

[23] Zaheer, J., Jacob, B., de Oliveira, C., Rudoler, D., Juda, A. and Kurdyak, P. (2018) 
Service Utilization and Suicide among People with Schizophrenia Spectrum Dis-
orders. Schizophrenia Research, 202, 347-353.  
https://doi.org/10.1016/j.schres.2018.06.025 

[24] Johnson, G., Gershon, S., Burdock, E.I., Floyd, A. and Hekimian, L. (1971) Com-
parative Effects of Lithium and Chlorpromazine in the Treatment of Manic States. 
British Journal of Psychiatry, 119, 267-276. https://doi.org/10.1192/bjp.119.550.267 

[25] Becker, R.E. (1983) Implications of Efficacy of Thiothixene and a Chlorpromazine 
Imipramine Combination for Depression in Schizophrenia. American Journal of 
Psychiatry, 140, 208-211. https://doi.org/10.1176/ajp.140.2.208 

[26] Dufresne, R.L., Valentino, D. and Kaas, D.J. (1993) Thioridazine Improves Affective 
Symptoms in Schizophrenic Patients. Psychopharmacology Bulletin, 29, 249-255. 

[27] Correll, C.U., Frederickson, A.M., Kane, J.M. and Manu, P. (2007) Does Antipsy-
chotic Polypharmacy Increase the Risk for Metabolic Syndrome? Schizophrenia Re-
search, 89, 91-100. https://doi.org/10.1016/j.schres.2006.08.017 

[28] Pickar, D., Vinik, J. and Bartko, J.J. (2008) Pharmacotherapy of Schizophrenic Pa-
tients: Preponderance of Off-Label Drug Use. PLoS ONE, 3, e3150.  
https://doi.org/10.1371/journal.pone.0003150 

[29] Aziri, H. and Pečeňák, J. (2011) Analýza hospitalizácií a predpisov psychofarmák u 
pacientov trpiacich poruchou z okruhu schizofrénie v roku 2010 v Slovenskej re-
publike. Česká a slovenská psychiatrie, 107, 263-267. 

[30] Huhn, M., Nikolakopoulou, A., Schneider-Thoma, J., Krause, M., Samara, M., Peter, 
N., Arndt, T., Bäckers, L., Rothe, P., Cipriani, A., Davis, J., Salanti, G. and Leucht, S. 
(2019) Comparative Efficacy and Tolerability of 32 Oral Antipsychotics for the 
Acute Treatment of Adults with Multi-Episode Schizophrenia: A Systematic Review 
and Network Meta-Analysis. The Lancet, 394, 939-951.  
https://doi.org/10.1016/S0140-6736(19)31135-3 

[31] Procyshyn, R.M., Honer, W.G., Wu, T.K., Ko, R.W., McIsaac, S.A., Young, A.H., 
Johnson, J.L. and Barr, A.M. (2010) Persistent Antipsychotic Polypharmacy and 
Excessive Dosing in the Community Psychiatric Treatment Setting: A Review of 
Medication Profiles in 435 Canadian Outpatients. The Journal of Clinical Psychia-
try, 71, 566-573. https://doi.org/10.4088/JCP.08m04912gre 

[32] Faries, D., Ascher-Svanum, H., Zhu, B., Correll, C. and Kane, J. (2005) Antipsy-
chotic Monotherapy and Polypharmacy in the Naturalistic Treatment of Schizoph-

https://doi.org/10.4236/health.2021.131007
https://doi.org/10.1016/j.nurx.2006.05.018
https://doi.org/10.3390/ijms17071039
https://doi.org/10.1007/s00115-018-0507-3
https://doi.org/10.1016/j.eurpsy.2011.06.003
https://doi.org/10.1016/j.schres.2018.06.025
https://doi.org/10.1192/bjp.119.550.267
https://doi.org/10.1176/ajp.140.2.208
https://doi.org/10.1016/j.schres.2006.08.017
https://doi.org/10.1371/journal.pone.0003150
https://doi.org/10.1016/S0140-6736(19)31135-3
https://doi.org/10.4088/JCP.08m04912gre


L. Izakova, D. Breznoscakova 
 

 

DOI: 10.4236/health.2021.131007 79 Health 
 

renia with Atypical Antipsychotics. BMC Psychiatry, 5, 26.  
https://doi.org/10.1186/1471-244X-5-26 

[33] Broekema, W.J., de Groot, W.J. and van Hartne, P.N. (2007) Simultaneous Pre-
scribing of Atypical Antipsychotics, Conventional Antipsychotics and Anticholi-
nergics—A European Study. Pharmacy World and Science, 29, 126-130.  
https://doi.org/10.1007/s11096-006-9063-1 

[34] Marder, S.R., Glynn, S.M., Wirshing, W.C., Wirshing, D.A., Ross, D., Widmark, C., 
Mintz, J., Liberman, R.P. and Blair, K.E. (2003) Maintenance Treatment of Schi-
zophrenia with Risperidone or Haloperidol: 2-Year Outcomes. American Journal of 
Psychiatry, 160, 1405-1412. https://doi.org/10.1176/appi.ajp.160.8.1405 

[35] Green, M.F., Marder, S.R., Glynn, S.M., McGurk, S.R., Wirshing, W.C., Wirshing, 
D.A., Liberman, R.P. and Mintz, J. (2002) The Neurocognitive Effects of Low-Dose 
Haloperidole: A Two Year Comparison with Risperidone. Biological Psychiatry, 51, 
972-978. https://doi.org/10.1016/S0006-3223(02)01370-7 

[36] Ljungdalh, P.M. (2016) Non-Adherence to Pharmacological Treatment in Schi-
zophrenia and Schizophrenia Spectrum Disorders—An Updated Systematic Litera-
ture Review. The European Journal of Psychiatry, 31, 172-186.  
https://doi.org/10.1016/j.ejpsy.2017.08.001 

[37] Izakova, L., Halaris, A. and Pospisil, R. (2002) Monoterapia versus kombinovaná 
liečba akútnej fázy depresívneho typu schizoafektívnej poruchy. Psychiat pro praxis, 
4, 25-29. 

[38] Buchanan, R.W., Kreyenbuhl, J., Kelly, D.L., Noel, J.M., Boggs, D.L., Fischer, B.A., 
Himelhoch, S., Fang, B., Peterson, E., Aquino, P.R. and Keller, W. (2010) The 2009 
Schizophrenia PORT Psychopharmacological Treatment Recommendations and 
Summary Statements. Schizophrenia Bulletin, 36, 71-93.  
https://doi.org/10.1093/schbul/sbp116 

[39] Olfson, M., Marcus, S.C. and Wan, G.J. (2009) Treatment Patterns for Schizoaffet-
cive Disorder and Schizophrenia among Medicaid Patients. Psychiatric Services, 60, 
210-216. https://doi.org/10.1176/ps.2009.60.2.210  

 

https://doi.org/10.4236/health.2021.131007
https://doi.org/10.1186/1471-244X-5-26
https://doi.org/10.1007/s11096-006-9063-1
https://doi.org/10.1176/appi.ajp.160.8.1405
https://doi.org/10.1016/S0006-3223(02)01370-7
https://doi.org/10.1016/j.ejpsy.2017.08.001
https://doi.org/10.1093/schbul/sbp116
https://doi.org/10.1176/ps.2009.60.2.210

	Differences in Treatment of Schizoaffective Disorder and Schizophrenia in Real Clinical Practice in Slovakia
	Abstract
	Keywords
	1. Introduction
	2. Methods 
	3. Results
	4. Discussion 
	5. Conclusions
	Acknowledgements
	Conflicts of Interest
	References

