
	

 Bipolar Disorder with 
Psychotic Features 

Schizoaffective Disorder Schizophrenia 

History - Manic-depressive insanity 
(Kraepelin, 1899) 

- Bipolar disorder (1950s) 
- 50-75% of patients with 

bipolar I have >= 1 lifetime 
episode of psychosis 

- Intermediate psychosis 
(1920s)  

- Schizo-affective psychosis 
(Kasanin, 1933)  

- Dementia praecox 
(Kraepelin, 1899) 

- Schizophrenia (Blueler, 
1908)  

 

Genetics - Bipolar I has a strong 
genetic correlation with 

schizophrenia (68% 
variance shared)  

- Fewer large genome wide 
associated studies (GWAS) 

- Has a stronger genetic 
correlation w/ schizophrenia 

than bipolar I does  

- GWAS have implicated 
neuronal development 

and immune function (eg, 
the complement system)  

Demographics - ~ 0.6% of population  
- More female (53% F) 

- More employment (59%) 
- More ever married (50%) 

- Onset stressors (66%) 
- Substance abuse (41%) 

- More SA/SI (59%) 

- ~ 0.3% of population 
- More male (47% F) 

- Middle employment (46%) 
- Middle ever married (34%) 
- Less onset stressors (55%) 

- Substance abuse (33%) 
- More SA/SI (57%) 

- ~ 1% of population 
- 2x more male (34% F)  

- Less employment (36%) 
- Less ever married (16%) 
- Less onset stress (57%) 
- Substance abuse (31%) 

- Less SA/SI (36%) 

Differential 
diagnosis 

- Delusions or hallucinations 
occur exclusively in a manic 

episode, or in a major 
depressive episode in a 

patient with bipolar disorder 

- >= 2 weeks of psychosis 
with no mood symptoms 

 - A manic or major 
depressive episode occurs 
during the majority of active 

phase symptoms 

- Active psychotic or 
prominent residual 

symptoms usually occur 
in the absence of a mood 

episode   
 

Time Course - Mood symptoms + 
associated psychosis 
relapses and remits  

- Patients tend to have 
relative better insight into 
their psychosis between 

episodes 

- Psychotic symptoms tend 
to be more chronic and 

unremitting 
- Superimposed episodes of 

mania or depression, 
associated with exacerbation 

of psychotic symptoms 

- Psychotic symptoms 
tend to be unremitting, 

with the constant 
presence of either active 
symptoms or prominent 

residual symptoms 

Pharmacologic 
Treatment 

- Acute episode: 
Antipsychotic + mood 

stabilizer 
- Maintenance: Mood 

stabilizer +/- antipsychotic 
(which is often tapered after 

~ 6 months) 

- Acute episode: 
Antipsychotic 

- Maintenance of bipolar 
type: Mood stabilizers (eg 
lithium) +/- antipsychotic 

- Maintenance of depressive 
type: Antidepressant +/- 

antipsychotic 

- Acute episode: 
Antipsychotic  

- Maintenance: 
Antipsychotic  

- Unclear efficacy of 
lithium augmentation 

Prognosis - Historical thought: “manic–
depressive disorders 

recover” 
- Current thought: some 

cases are chronic, but still 
found to have the best 

prognosis 
 

- Prognosis is intermediate 
- Harrow et al., 2000: 

 

- Historical thought: 
“schizophrenia ends in 

dementia” 
- Current thought: Some 
patients can recover (~ 

1/3rd), but generally 
outcomes are worse 



	

 

 
Wray et al., Cross Disorder Group, 2014, Nature Genetics 

- SNP-based measurements underestimate total genetic heritability, but allow for 
good estimates of coheritability between disorders.  

- Of these five disorders, SCZ and BPD have the strongest coheritability, sharing 
~68% of their variance.  

 

 
Charney et al., 2017, Translational Psychiatry; Figure 4 

- The relative enrichment of polygenic risk scores for BD (Bipolar Disorder), SCZ, 
and MDD in patients with BD I, BD II, and schizoaffective disorder, bipolar type 

(SAB).  
- Schizoaffective patients have more SCZ risk genes than BD I patients do. 

- Schizoaffective patients also have more BD risk genes than BD II patients do. 
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