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The value of positive and negative symptoms for cross-sectional differential
diagnosis was studied on a sample of 52 consecutively admitted patients with
schizophrenia and Schizoaffective psychosis. Subjects were diagnosed by DSM
IV criteria and classified as schizophrenic, depressive Schizoaffective and manic
Schizoaffective disorders. The scale for the assessment of positive symptoms
(SAPS) and scale for the assessment of negative symptoms (SANS) were used.
Our findings showed that both positive and negative symptoms were relevant to
differenatial diagnosis between schizophrenia and ather psychotic disorders.
However, negative symptoms presented higher significant differences between
diagnostic groups than positive symptoms.

Certain symptoms were found to be of higher severity in only one diagnostic
group. They were as follow: Pressure of speech for manic Schizoaffective disor-
der; guilt for depressive Schizoaffective; high scores on negative symptoms for
depressive Schizoaffective and schizophrenic disorders; inappropriate affect for
schizophrenic disorder; and three (Psychomotor retardation) symptoms of the
affective flattening subscale of SANS (unchanging facial expression, decreased
spontanecus movements, and paucity of expressive gestures) for depressive

Schizoaffective disorder.

(Egypt.J.Psychiat., 1998, 21 :239 - 247).

INTRODUCTION

It has long been assumed that there
are no specific symptoms for schizophre-
nia (Pope and Lipinski, 1978). Schnei-
der, (1959) Proposed his first rank symp-
toms (FRS) as specific for schizophrenia
and FRS have been included in the most
widely used Psychiatric diagnostic crite-
ria. However, they have frequently been
found in affective psychoses (Taylor and
Abrams, 1973). Due to this lack of spe-
cifity for diagnosis, schizophrenic symp-
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toms have not been used as an exclusive
validate or of specific mental disorders.
In most recent classifications of mental
disorders, aspects other than symptoma-
ology have been included (e.g., in
DSM- IV deteriorating course, 6-month
duration of symptoms and exclusion of
affective or Schizoaffective disorders
(American Psych. Association, 1987).

In recent decades, schizophrenic
symptoms have been reconceptualized
and incorporated within a new frame-
work: Positive and negative symptoma-
tology. (Andreasen and Olsen, 1982).
This positive and negative conceptuali-
zation has stimulated a growing number
of reports on schizophrenia research.
However, what is of great use to clini-
cians in routine practice is to know the
value of these positive and negative
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symptoms for differential diagnosis.
Few reports have tested the specific val-
ue of positive and negative symptoms in
differential diagnosis of mixed popula-
tion of psychotic patients. Higher inten-
sity has been reported for certain posi-
tive symptoms in manic than in
schizophrenic  psychosis (Andreasen,
1979 & Harvey et al., 1994), and Lower
intensity has been reported for same
negative symptoms in bipolar disorders
of poor outcome than in schizophrenics
(Reddy et al., 1992). Morever, Walker et
al. (1988) suggested that there were dif-
ferences in positive and negative symp-
tom profiles between manics and schizo-
phrenics. Other studies have found a
higher prevalence of negative symptoms
in depressed patients than in schizo-
phrenics (Kulhara and Chadda, 1987).
Only one comparative study has includ-
ed schizoaffective patients (Kitamura
and Suga, 1941), they found higher neg-
ative symptoms in depressive Schizoaf-
fectives than in schizophrenics and high-
er negative symptoms in schizophrenics
than in depressive affectives.

SUBJECTS AND METHODS

A sample of 52 patients was recruit-
ed from consecutive admissions to Man-
soura university psychiatric department.
Their mean age was 33.69, age at onset
was 25.63, and number of previous ad-
missions was 4.19- 25 patients were
male (49.5%) and 27 female (50.5%) all
patients were drug free on admission up
to the end for their assessment and eval-
uation of their symptoms.

A semistructured interview for schiz-
ophrenia and related psychoses was used
(Landmark, 1982), DSM 1V criteria
were used to diagnose patients and to
make 3 subgroups 19 patients were
schizophrenics (36%), 17 manic Schizo-
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affective disorder (33%) and 16 depres-
sive Schizoaffective disorder (31%).

Axis V of DSM 1V, Global Assess-
ment of functioning in the past year
(GAFP) was used as indicator of social
and occupational functioning.

Schizophrenic symptoms were evalu-
ated in the first days of admission with
Andreasens Scales for the assessment of
positive and negative symptoms (SAPS
and SANS), (Andreasen, 1984). Results
on SAPS and SANS were obtained by
the raters before any definite diagnosis
has been achieved.

RESULTS

Sociodemographic characteristics of
diagnostic subgroups are Listed in table
Depressive Schizoaffectives were signif-
icantly older, and their onset of illness
was significantly later than those of
schizophrenics and manic Schizoaffec-
tives (tables 1 & 2). Depressive Schizo-
affectives were found to have signifi-
cantly lower number of previous
admissions than the other two groups
(table 3). GAFP scores (table 4) were
significantly lower in schizophrenics
than depressive and manic Schizoaffec-
tives.

Global ratings of SAPS on delusions
and hallucinations were similar in the
three groups (table 5). Schizophrenics
had higher levels of bizarre behavior
than Schizoaffective depressives, but
these levels were higher than for manic
Schizoaffectives. The later group had
higher levels of bizarre behavior than
depressive  Schizoaffectives. Formal
thought disorder was found to be higher
in schizophrenic and manic Schizoaffec-
tives than in depressive Schizoaffec-
tives. SAPS total score was lower in de-
pressive Schizoaffectives than in the two
other psychotic groups (table 5).
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Table
Age i Years)In Diflerent Diagnostic Caegorics

Shimphreis  Schmllcte(aic)  Shiophrenis  SimafleciveDep)  Schimphveni Scimalletve (ep)

Mean 18D Mea 4D Ma 4 Ma 4D Mea  +#9D Mem  #9D
o] W W NIR N9 w42 87 1! % 42 7

t=~00775 P45 = 34H p=00043 t= 348 p=00014

*Significant

Tale?
Age of nset in Years} b Difernt Diagnostic Ctegories

Schimphrenia  Schimallertve(Mank)  Schinphrenia  Schimalletive Dep) Scimphreia  Schimalhectie Dep)
Mean D M #D M 4D Ma 48 M 480 M 4

n U R4 144 b/ Y11/ Y L VIR V. R < & 06 ub
b=- 34187 P00 =051 p=02%611 1= 5,148 p=0ony
* Simificant
Table)
No. of Adumissions i the Differeat Groups

Schizophoenia Schizpalfective (Mankc) Sdimphrenia Schizoalfective (Dep) Schizphresia Schizafiective (Dep)
e +5 Mem 450 Mew 8 Mean 5D Mew  #4D M +48D

48 4 4 pill ) 4 15 181 4] Al 15 161
{2012 pL4SIl =188 =053 =53 p0
* Signiicant
Tibled
Gafp Scotes nthe Difesen Groups

Schimprenia  ScindictieMak)  Shiophrenia  Simafltive(lp)  Schimphrenia  Schinuaflecive (Dep)
Mew 4D Mo D M 4D M WD M 4D Ma D

5 ¥4 £ vl RS R 11 I A1 ] iy $18 By
t=- 3947 00 -3 p=000068 t=-057% p= 02008
Gafp: Global assessmentof hsctioaeg & e st yex Dep” Depessive * Sipificant

Egypt. 1. Psychiat. 21: 1. July 1998 241



M. Farid, etal.

Table §
Saps Global Rating Scores in Different Diagnostic Groups
Symptoms Statistics Schizophrenia Schizaaffective Schizoaffective
(Manic) (Depressive)
Hallucinations Mean 2.04 207 2.07
+/-SD 0.031 0.042 0.042
. =2. =0.1
Significanc =239 P !
. fmean 325 3.65 307
Delusions +-8D 0.516 0.498 0.420
Significance f=1.84 p=0.178
, . mean 3.05 287 1.75
Bizarre Behavior +/-8D 0.056 0.082 0.036
Sienificance £=85.27 p=<005*
. , mean 3.15 288 113
Positive F. Th. Dis. +/-SD 0100 0.048 0.076
Significance f=154.5 p=<0.05*
mean
Tmal - i3 ! 3
Significance f=461.1 p=<0.05*
Table 6
Sans Global Rating Scores in Different Diagnostic Groups
Sans Item Statistics Schizophrenia Schizoaffective Schizoaffective
(Manic) (Depressive)
Mean 2.52 207 i
Affective Flattening +- SD 0.1595 0.061 0.053
o *
Sienificanc 1297 p<0.05
. mean 2.01 024 233
Alogia +/- 8D 0.0743 00116 0.12
Sienificance f=184.5 peO.05*
mean 332 1.05 175
Anhedonia-Asociality +/- 8D 0.086 0.045 0.036
Significance f=187.3 p= 0>
mean
Avolition-Apathy +/-SD o e u
Significance f=24.8 p =<0.05*
s 216 243 2.06
Attention 0.196 0.158 0.212
Significance f=1.94 p=016
128 6.04 1359
mean
Total +-SD 0491 074 0.999
- = *
Significance £=2327 p=<0.05
* Significance
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Table 7
Saps Symptom Socores with Statistically Significant Differences Between Different Groups
Sans Item Statistics Schizophrenia Schizoaffective ~ Schizoaffective
(Manic) (Depressive)
Mean 2,52 0.55 2.31
Delusions of guilt +-8D 0.1595 0.061 0.034
f 36.64*
mean 328 1.65 1.07
Tangantiability +-SD 0516 0.498 0420
f 36.64*
mean 0.8 243 0.2
Pressure of speech +-SD 0.053 0.093 0.009
f 256.6*
mean 0.25 0.06 0.86
Clanging +/-SD 0018 0.032 0.107
f 27.22%

* Significant

Table 8
Sans Symptoms Scores with Statistically Significant Differences between Different Groups
Sans Item Statistics Schizophrenia Schizoaffective Schizoaffective
(Manic) (Depressive)
Unchanging facial Mean 1.37 0.54 3.03
expression +/-S§D 0.142 0.08 0.129
f 137.1~
Decreased spontaneous mean 1.41 0.54 3.12
movements +/- 8D 0.028 0.058 0.031
f 443.5*
Paucity of expressive mean 1.42 0.71 3.09
gestures +/-SD .135 0.054 0.108
f 151.9*
Affective non-responsibility mean 2.08 0.86 2.54
+/- SD .392 0.107 0.118
f 36.29*
Poverty of speech Mean 1.68 0.187 209
+/- 8D 0.081 0.005 0.117
f 181.2*
Physical anergia mean 2.24 0.47 3.24
+/- SD 0.107 0.025 0.067
f 297+
Recreational interests mean n 1.08 3.28
+/- SD 0.101 0.026 0.28
f 110.5*
Inlimacy mean 3.21 0.93 323
+/- SD (.08} 0.047 0.14
f 195.8*
Inzppropriate afiect mean 2.92 1.73 0.95
+/- SD 0.67 0.45 0.39
{ 110.5+

* Significant
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Affective flattening, avolition, anhe-
donia, alogia (all global ratings), and
SANS total score were significantly
higher in schizophrenic and depressive
Schizoaffectives than in manic Schizoaf-
fectives: No intergroup differences were
found in attention (table 6).

Statistical analysis of SAPS and
SANS subitems showed significant dif-
ferences between diagnostic groups.
Four positive symptoms were signifi-
cantly more severe in only one diagnos-
tic group. They were guilt for schizoaf-
fective depressives, pressure of speech
and clanging for schizoaffective manics,
and tangentiality for schizophrenic dis-
order (table 7). Three symptoms of the
SANS affective flattening subscale
showed higher scores in depressive
Schizoaffectives than in the remaining
psychotic groups (unchanging facial ex-
pression, decreased spontaneous move-
ment, and paucity of expressive ges-
tures), while inappropriate affect was
significantly more severe in schizo-
phrenic group (table 8).

In addition, five of SANS symptoms
(affective ‘nonresponsivity, poverty of
speech, physical anergia, recreational in-
terests, and intimacy) were more severe
in depressive Schizoaffectives and schiz-
ophrenics than in manic Schizoaffec-
tives. (Table 8).

DISCUSSION

Our findings indicate that both posi-
tive and negative symptoms were rele-
vant to differential diagnosis between
schizophrenics and other psychotic pa-
tients. However, negative symptoms had
a greater diagnostic value than positive
symptoms. This is because SANS global
ratings and SANS symptoms presented
more significant intergroup differences
than those of SAPS are. In addition spe-

244

cific diagnosis may be inferred from
SAPS and SANS scores. High SANS to-
tal scores and high scores on four of five
SANS subscales (affective flattening,
alogia, avolition, and anhedonia) were
indicative of a diagnosis of schizophre-
nia or depressive Schizoaffective disor-
der, and total positive scores were lower
in depressive Schizoaffective disorder
than in other psychotic groups. Differ-
ences on SAPS total scores were mainly
due to high scores on bizarre behavior
and positive formal thought disorder.
This is concordant with reports of lower
intensity of thought disorders in depres-
sive Schizoaffective than in manic
Schizoaffective patients (Cadoret et al.,
1974 and Holzman et al., 1986). Nota-
bly, SAPS delusions and hallucinations,
two most frequent psychotic symptoms,
and the attention subscale of SANS were
randomly distributed across all psychot-
ic symptoms and had no value for diffe-
rential diagnosis.

Studies on positive and negative
symptoms often commare global ratings
of symptoms re.....ug 1 o great loss of
information. In this study we compared
both global rating and individual symp-
toms and we found significant differenc-
es between groups. There is only one
previous study on positive and negative
symptoms to allow for direct compari-
son. Taylor and Amir (1994) studied a
sample of 167 schizophrenic and 74 af-
fective patients. Their results were in
agreement with ours. They found that
the diagnostic value of hallucinations
and delusions to distinguish psychoses
was of minimal help. Moreover, they
suggested that certain symptoms (pres-
ence of affective symptoms, negative
symptoms, and formal thought disorder)
provide diagnostic discrimination only
between psychosis extremes core schiz-
ophrenia and classic affective disorder.

Others have reported similar differ-
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ences across diagnostic groups only with
respect to thought disorder. Andreasen
and Grove (1986) found that pressure of
speech and tangentiality from the
thought, Language, and communication
scale were discriminant between psy-
chotic patients. Others have also report-
ed that thought disorders differentiated
between psychotic diagnoses (Shenton
etal, 1987).

When analysing SAPS and SANS
symptoms, some clues for differential
diagnosis could be noted. High scores in
the majority of SANS negative symp-
toms were suggestive of two diagnostic
groups:  Schizophrenic or depressed
Schizoaffective patients. Moreover, high
scores on four of SAPS symp.oms (Pres-
sure of speech, clanging, guilt, and tan-
gentiality), and three retardation symp-
toms included in the affective flattening
subscale of SANS (unchanging facial
expression, decreased  spontaneous
movements, and paucity of expressive
gestures) were snggestive of only one di-
agnostic group.

Positive symptoms that best differen-
tiated in the three groups were not
Schneiders FRS, but the positive symp-
toms probably most related to affective
symptomatology- pressure of speech and
guilt. The nonspecifity of FRS for schiz-
ophrenia found in the present study has
also been reported previously (Carpenter
et al., 1973 and Grady, 1990). There-
fore, our results are not concordant with
a recent proposal for using FRS in the
diagnosis of schizophrenia (David and
Appleby, 1992). More importance can
be given to negative symptoms, as sug-
gested by Andreasen and Flaum (1992).
In addition, some non-typically psychot-
ic symptoms (such as pressure of
speech) must be considered in conjunc-
tion with the negative symptoms of val-
uc in cross-sectional diagnosis of psy-
chiotic patients.
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Our results should be interpreted
with caution. It should be remembered
that assessment of mood was explicitly
excluded (except to diagnose). Not with
standing this, it has been reported that
when assessment of mood is combined
with assessment of positive and negative
symptoms, discriminant validity for di-
agnosis of schizophrenia with respect to
affective psychoses is high (Andreasen,
1990). Therefore, it may be assumed that
by exploring mood conjointly with
SAPS-SANS symptoms, the value for
differential diagnosis between psychotic
patients would be augmented.

If these preliminary results are repli-
cated in unselected groups of psychotic
patients, the value of cross-sectional
symptoms in diagnosis, including mood
and positive & negative symptom assess-
ment will be revitalized. Finally, our re-
sults may be of great help in many clini-
cal settings in which cross-sectional
diagnosis is important for clinical or
therapeutic decisions (e.g., acute cases in
which psychotic symptoms are prevalent
and mood assessment can not be reliably
made, or in which informations about
periods free of psychotic or affective
symptomatology cannot be obtained.
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