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ABSTRACT 

This study tried to investigate the notion that psychosis is not synonymous 
with schizophrenia. Psychiatric symptoms are not unique to a particular psychi- 
at14c disorder but rather a measurable dimension underlying different disorders 
even those of neurosis. A sample of 117 patients labelled with the diagnosis of 
schizophrenia, 56 patients with affective psychoses and a control group of 25 
patients with neurotic disorders were investigated. Psychosis was assessed in 
these patients using a locally constructed rating scale composed of five dimen- 
sions, these were: loose association, delusion, hallucination, personality dete- 
rioration and passivity experiences. The results were discussed in the light of 
the psychiatric profile and it was found that psychosis is found in different pat- 
te~rns among the studied disorders. Schizophrenia was found to be a heterogene- 
ous disorder and bipolar affective disorder was found to be of more severe psy- 
chosis than unipolar disorder. 

INTRODUCTION 

The term "Psychosis" lacks precision. 
While it was defined in some studies as 
the presence of delusions and hallucina- 
tions (Waziri et al., 1983). others added 
fcnnal thought disorder to the definition 
(Insel and Akiskal, 1986). In a broader 
se:nse, psychosis meant the presence of 
dcrealization, depersonalization, para- 
nold experiences, hallucinations and de- 
lusions (Chopra et al., 1986). Robins 
(I  986) defined it as the presence of for- 
mal thought disorder, disorientation, 
confusion or memory loss in addition to 
the presence of delusion and hallucina- 
tions. 

Psychosis should not be equated to 
schizophrenia. It is a loosely defined 
tern that may be present in many psychi- 
alric disorders including schizophrenia. 
A follow-up study of the course of psy- 
chosis in schizophrenia revealed that one 
third of the patients showed no psycho- 
ti: activity two years after the attack 
~ h i l e  forty percent of the patients 
showed persistence of psychosis during 
the two times of follow up, two and four 

and a half years respectively (Harrow et 
al., 1985). 
The p~zsent study was designed to ree- 
valuate the concept of psychosis through 
the use of a locally designed rating scale, 
then to assess the presence of psychosis 
in schizophrenia, affective psychosis and 
a group of neurotic patients. 

SUBJECTS AND METHODS 

The sample of the study comprised 
117 patients diagnosed as schizophrenia 
and 56 patients with affective psychoses; 
they were chosen from the out-patient 
clinic' and the in-patient wards of Ain 
Shams University Hospital and a private 
mental hospital. The diagnosis depended 
on the criteria of the ICD- 9 (WHO, 
1978). 

A control group consisted of 25 pa- 
tients matched for age and socio- 
economic standards with the study 
group. Members of this group were suf- 
fering from neurotic disorders according 
to the same classifying systeg (ICD-9). 
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The study included only male patients 
to overcome the different variables (like 
pregnancy, puerperium, contracep- 
tion,...). that may affect the diagnosis 
and carry a possible relationship with 
psychiatric disturbances. 

For each member of the study, a semi- 
structured clinical interview was carried 
out by two clinicians separately and inde- 
pendently from each other. 

At the end of the interview, patients 
were assessed for the presence of psy- 
chosis according to a 

locally-designed rating scale that was 
proved to be reliable by a pilot study car- 
ried out on 20 cases before its application 
in the research. ' 

The rating scale i's a numerical one 
constructed on 5 dimensions including: 
formal thought disorders, delusions, hal- 
lucinations: personality disintegration and 
passivity eqperiences.Each item is esti- 
mated as follows: the lowest score de- 
notes the absence of the sign with gradual 
increase of the severity parallel with the 
increase of the score. 

RESULTS 

Comparison of the 5 scales be- 
tween each pair of subtypes of 
schizophrenia 

(Table 2) 
Kruskal-Wallis (K W) test of signifi- 

cance was carried out between each pair 
of subtypes of schizophrenia seperately to 
determine the exact sites of significant 
differences. Cases of simple and catatonic 
schizophrenia have been excluded from 
this comparison due to their small num- 
ber. The result, for each item, showed the 
following: 4 

1) Loose association: 
- Statistically significant differences 

were present between the hebephrenic 
subtype and the residual- latent-paranoid 
subtypes. 

-Residual subtype was significantly 
different from the acute paranoid and 
schizo-affective subtypes. 

2) Delusions: 
- There were statistically significant 

differences between the paranoid subtype 
and the other 6 subtypes. 

- Both the residual and latent subtypes 
were significantly different from the un- 
specified- schizo- affective and the acute 
episode subtypes. 

3) Hallucinations: 
- There were statistically significant 

differences between each of the following 
subtypes; paranoid, schizo-affective, re- 
sidual, and latent on one hand, and the 
hebephrenic-unspecified and the acute ep- 
isode subtype on the other hand. 

4) Personality deterioration: 
- Both the paranoid and the acute sub- 

types were significantly different from the 
unspecified and hebephrenic subtypes. 

- The latent subtype was significantly 
different from the unspecified hebephren- 
ic and schizo-affective subtypes. 

5) Passivity experiences: 
-Both the unspecified and hebephrenic 

subtypes were statistically different from 
the acute and schizo-affective subtypes. 

By mapping the position of each di sor- 
der on the continuum of psychosis for the 
five dimensions previously mentioned, 
the "psychotic profile" for each disorder 
will be obtained. For every dimension the 
psychotic score was arranged along a 
continuum of severity (the psychotic con- 
tinuum). 

Comparison of the 5 scales be- 
tween each pair of 2 subtypes of 
affective psychosis 

(table 3) 
K-W test of significance was carried 

out between each pair of 2 subtypes sep- 
arately to determine the exact sites of sig- 
nificant differences between the subtypes. 

1) Loose association scale: 
Recurrent depression subtype was sig- 

nificantly different from both recurrent 
mania and milder cases. The mean rank 
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TABLE I 

Comparison between the Characteristics o Cases with Schizophrenia, 
Affective Psychosis an d Controls 

Schizophrenia Affective psychosis Control 

n=117 n=56 n=25 

-Age in years 27.29 +/- 7.65 34.1 2 +/- 12.72 30.72 +/- 7.13 

-Duration of illness 

in years. 3.95 +/- 4.54 4.68 +/-5.9 2.45 +I- 2.84 

-Family history +ve/ 

-ve 3618 1 1514 1 2/23 

- Hospital 

Private I state 5616 1 28/28 3/22 

.subtypes: 20 paranoid. 24 recurrent depression 11 anxiety neurosis. 

20 hebephrenic. 17 recurrent mania. 8 reactive depression. 

18 unspecified. 15 mixed attacks. 6 obsessive com- 

pulsive neurosis. 

16 residual. 

15 schizoaffective. 

11 acute episode. 

10 latent. 

5 catatonic. 

2 simple. 
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TABLE I1 

Kruskal Wallis (K-W) Test between Schizo hrenics and 
Controls on the Psychotic 

Item of psychotic scale Meanrank Mean rank Corrected 

Group I versus Group 2 X 2  

Associations 58.79 108.5 32.89 

Delusions 58.76 108.62 33.08 

Hallucinations 62.84 90.68 10.31 

Personal deterioration 61.85 95 14.61 

Passivity experiences 65.38 79.5 265 

Statistically significant differences were present between schizophrenics and controls 
in the scale of association, delusions, hallucinations, and personality deterioration while 
passivity experiences did not show any statistically significant difference between the 2 
groups. 
P<0.0001. 

K-W Test between Schizophrenics and Patients with 
Affective Psychosis on the Psychotic Scale 

Item of psychotic scale Meanrank Meanrank Corrected 

Group I versus Group 2 1 2 X2 

Associations 83.27 83.94 0,Oo 

Delusions 67.41 115.08 36.5** 

Hallucinations 72.13 105.83 18.25** 

Personality deterioration 75.81 98.58 8.32 * 
Passivity experiences 77.64 95 4.83 *** 

Statistically significant differences were found between schizophrenia and the group 
of affective psychosis in the scales of delusions-hallucinations-personality deterioration 
and passivity experiences. 

* Pc0.001 
** P<O.oOol 
*** Pc0.05 
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TABLE IV 

K-V Test between Schizophrenics and Patients with 
gffective Psychosis on the Psychotic Scale 

Item of psychotic scale Meanrank Mean rank Corrected 

Group I versus Group 2 

Associations 34.08 56.5 15.69** 

Delusions 38.93 45.62 1.39 

Hallucinations 41.04 40.90 0.00 

Personality deterioration 36.27 51.58 7.3 l*  

Passivity experiences 41 41 0.00 

Statistically significant differences were found between the group of affective psy- 
chosis and controls in the scale of association, personality deterioration and passivity 
experience. 

* P<O.Ool 
** P<O.oOol 

score in the depression subtype was 
smaller in the 2 comparisons meaning 
that it is a milder degree of psychosis 
compared with the other 2 subtypes. 

2) The other 4 scales: 
The differences between the 3 sub- 

types on each of the 4 scales did not 
reach significant levels. 

IDISCUSSION 

Psychosis is not synonymous with 
schizophrenia. Psychotic symptomatolo- 
,:y is not unique to a particular psychiat- 
ric condition (Waziri et al., 1983).It is 
rather a measurable dimension underly- 
ng different psychiatric disorders even 
n neurosis. 

In the light of the confusion surround- 
ng the positioning of the boundaries of 

~~sychosis, the present study used a rath- 
er broad concept depending on the 5 di- 

mensions scale. The results revealed that 
loose association was not specific to any 
of the 3 groups of the study. The sever- 
est forms were present in schizophren- 
ics, the mildest in the neurotic patients 
while the affective group occupied an in- 
termediate position. According to the 
continuum, the neurotic group could be 
plotted towards one end while both 
schizophrenics and affective patients will 
be near the other end (though they are in- 
distinguishable). This could be explained 
by the inclusion, in the affective group, 
of manic cases that obtained high de- 
grees of loose association. In accordance 
to this result, Marango and Harrow sug- 
gested that thought disorders are as fre- 
quent and as severe in mania as they are 
in schizophrenia. However, Jampola et 
al. (1989) emphasized that thought dis- 
ouiers observed in mania were quantita- 
tively different from those observed in 
schizophrenia. Meanwhile, loose associ- 
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ation was the only scale that significantly 
differentiated between the 3 subtypes of 
affective psychosis. 

The recurrent depression had better 
scores compared to both recurrent mania 
and bipolar affective psychosis which 
constituted a rather homogeneous group. 

Thought disorder was considered as a 
continuum ranging from mild slippage to 
bizarre verbalization. The importance of 
this disorder is controversial, even in 
schizophrenia, in the views of eminent 
psychiatrists. On one hand, schizophrenia 
is considered a disorder of association by 
Bleuler, and on the other hand, Schneider 
maintained that the disorder of association 
is not a significant factor in the diagnosis 
of schizophrenia (Cutting, 1985). More 
recently it is reported again that thought 
disorder is not unique to schizophrenia. It 
is measurable even in normal control per- 
sons (Rakhaway et al. 1987). 

In all studies concerned with the as- 
sessment of psychosis, delusions and hal- 
lucinations are 2 common. factors. Along 
the continuum of these signs, schizophre- 
nia was found near one end, the control 
group near the other end and affective 
psychosis in between but nearer to the 
control group. The inclusion of the diag- 
nosis of schizo-affective psychosis with 
the schizophrenic cases, following the 
ICD-9, may be responsible for this result. 

However, psychotic affective illness 
bears a relationship to schizo-affective 
disorder. Both di-agnoses are related to a 
remitting course and to a mixture of affec- 
tive psychotic symptoms (Winokur, 
1984). 

Schizo-affective disorder was found to 
be indistinguishable from unipolar and bi- 
polar psychotic depression as regards 
clinical symptoms and social outcome on 
24-months follow-up (Coryell et al. 
1984) as well as regards demographic 
characteristics and psychotic symptoms 
(Bresleu and Meltzer, 1988). 

The personality deterioration scale re- 
vealed that the 3 disorders were near the 
severe end of the continuum, schizophre- 
nia was the worst, affective psychosis in- 

termediate and neurotic disorder just be- 
low. 

The schizophrenic deterioration re- 
placed Kraeplin's idea of dementia prae- 
cox.It was generally regarded as organic 
in nature. In the 1960's the social reeval- 
uation in psychiatry encouraged the view 
that the deterioration was psychosocial in 
origin; but there has been a recent ucnd to 
review that organic formulation (Cutting, 
1983). 

Finally, the passivity experiences scale 
failed to discriminate between the control 
group and both schizophrenics and affcc- 
tive psychotic patients. On the continu- 
um, the 3 disorders would be arranged 
along a relatively narrow range, with a 
tendency to be near the mild end of the 
continuum. 

This scale consists mainly of some of 
the first-rank Schneiderian criteria. Ma- 
thew et al. (1983) identified the first rank 
symptoms in paranoid states, acute psy- 
chotic reaction, temporal lobe epilepsy 
and even in hysterical psychosis. So, the 
first-rank symptoms were not exclusive 
to schizophrenic patients. 

Comparison of the schizophren- 
ic subtypes 

On all the measures of the psychotic 
profile, the psychotic scores were poorer 
for hebephrenic and unspecified sub- 
types, better for residual and latent sub- 
types and intermediate for the other 3 
subtypes: the acute episode, the schizo- 
affective and paranoid subtype.At the 
same time, no significant differences 
were shown between the hebephrenic and 
unspecified subtypes (except on the delu- 
sion scaIe) and between the residual and 
latent subtypes. 

From the previous points, it is evident 
that the schizophrenic disorder is a hete- 
rogeneous group that can be subdivided 
into 3 main categories: 

-The severe psychotic group that is 
formed of a rather homogeneous group 
and includes the hebephrenic and unspec- 
ified subtypes. 

-The moderate psychotic group in- 
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cludes the acute schizophrenic episodes, 
the schizo-affective and paranoid sub- 
types. 

-The mild psychotic group formed of 
the residual and latent subtypes, both 
constitute another homogencous group. 

Moreover, the profile of the latter 
group was nearer to that of the neurotic 
group than to the schizophrenic profiles 
.These results support the narrow concept 
of schizophrenia adopted by recent clas- 
sification systems like the DSM-111 Latent 
and residual subtypes represent different 
syinptomatology and completely different 
stz ges of disintegration.The former sub- 
type should be considered as a pre- 
psychotic phase that heralds the florid 
psychotic picture. Residual schizophre- 
nii, represent the opposite pole of the 
same process, where it is the fate of any 
of the schizophrenic subtypes. 

The schizo-affective psychosis was put 
in the intermediate group. Its position 
would lay between that of affective psy- 
chosis and schizophrenia but generally it 
cauld be considered as a variant of schiz- 
ophrenia as its psychotic profile is more 
or less nearer to that of schizophrenia. 
The same view is held by other authors 
like Williams and McGlashan, (1987) de- 
pending on long-term outcome variables. 
H3wever, others like Rosenthal et al., 
(1980) put it near to the affective disor- 
dc rs. 

On the delusion scale, paranoid schizo- 
phrenia was significantly worse than the 
other 6 subtypes. This result parallels that 
of Rakhawy et al. (1987). 

The personality deterioration was not 
urriform in all subtypes. Hebephrenic and 
ur~specified subtypes showed a statistical- 
ly significant higher degree of deteriora- 
tion compared to the paranoid, acute and 
latent subtypes. Kendler et al. (1984) 
found that long term outcome of hebeph- 
re nic and undifferentiated schizophrenia 
was similar and both had significantly 
poorer outcome than paranoid schizo- 
phrenia. 

As regard the passivity scale, the heb- 
ephrenic and unspecified subtypes were 

significantly worse than both schizoaffec- 
tive and acute episode subtypes. Howev- 
er, Mellor (1970) did not find any signifi- 
cant difference between hebephrenic 
paranoid and catatonic subtypes. 

To conclude, it is clear that schizophre- 
nia is mostly a psychotic illness inspite 
of the quantitative differences of psycho- 
sis among different subtypes. 

CONCLUSION 

The scale of psychosis is a new instru- 
ment, the reliability and valihty of which 
need to be improved. Nevertheless, it is 
at least a first attempt to assess psychosis 
in a clinical setting and in an objective 
manner. The present findings suggest its 
potential value: 

1- Psychosis as a cluster of symptoms 
which could be quantitatively assessed in 
different psychiatric disorders. 

2- Psychosis as a clinical entity, is not 
synonymous to schizophrenia but could 
be traced in affective disordcrs and even 
in neurotic disorders. 

3- Every patient has a psychotic profile 
through which we can compare the scores 
obtained by the patient with the known 
profile, a tool which may help in the pro- 
cess of diagnosis. 

4- Loose association scale was the 
most sensitive one that could determine 
the degree of psychosis. while personali- 
ty deterioration scale was the least sensi- 
tive one. 

5- According to our results, schizo- 
phrenia can be considered as a heteroge- 
neous disorder or a group of such diseas- 
es with vary in degrees of psychotic 
severity (psychic disintegration). The 
mild forms are those of residual and latent 
subtypes. The most severely disorganized 
ones are those of the hebephrenic and un- 
specified subtypes. 

6- Schizo-affective psychosis would 
better be included within the schizophren- 
ic spectrum, as its psychotic profile is 
nearer to that of schizophrenia than that of 
affective psychosis. 

7- Affective disorder according to 
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ICD-9 system of diagnosis is a rather ho- 
mogeneous one, indicat-ing the validation 
of this system as regards the diagnosis of 
affective disorder. 

8- Bipolar affective disorder was of a 
more severe degree of psychosis than uni- 
polar affective disorder, especially if the 
patient is assessed during the manic 
phase. The clearly differentiating scale 
was the loose association one. 
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AB STRAIT 

L'Cvaluation de la Psychose dans la 
SchizophrCnie, et la Psychose Affective 

en Utilisant Une Echelle Construite Localement 

Cette Ctude a essay6 de faire des investigations 5 propos de la notion que la psychose 
n'est pas synonyme B la schizophrhie. 

Les syrnpt6mes psychiatriques ne sont pas uniques 5 une rnaladie psychiatrique par- 
tixli?xe, mais ils forment une dimension m6surable qui intervient 5 wavers les diffe- 
rentes maladies mCme celles qui sont ntvratiques. 

On a CtudiC, un khantillon de 117 malades diagnostiquks comme souffrant de schiz- 
ophrenie, 56 souffrant d'une psychose affective et un groupe de contrhle qui manifes- 
tent une maladie n6vratique. 

La psychose a kt6 6valuk dans ces malades B hide d'une khelle de semoner form& 
de 5 dimensions qui sont: I'association ample, delusion, hallucination d@t&ioration de 
1;) personalit6 et les expiriences de passiviti et on a trouvi que la psychose est pr6sente 
dans differentes types parmi les maladies Ctudiks. 

La schizophrhie a C t i  trouv6.e comme une maladie hCtCrog&ne et la maladie bipolaire 
affective a kt6 trouvte ayant un degrC de psychose plus grave que la maladie unipolaire. 




