Relevance of Schneider’s
first-rank symptoms

Peralta & Cuesta (1999) accurately criticise
the significant bias of prior studies, namely
the inclusion of patients in whom schizo-
phrenia was diagnosed using criteria that
strongly rely upon first-rank symptoms. In
their study the authors clearly showed the
high prevalence of first-rank symptoms in
schizophrenia and non-schizophrenic psy-
chosis (diagnosed mainly by Feighner’s
criteria). They conclude that first-rank symp-
toms are not useful in differentiating schizo-
phrenia from other psychotic disorders.
This obviously seems correct, since Schneider
(1959) himself never intended to differentiate
schizophrenia from other psychoses (mainly
schizophreniform disorder, schizoaffective
disorder and atypical psychosis), as these dis-
orders were part of the Schizophrener For-
menkreis in Schneider’s system. Therefore,
we strongly disagree with Peralta & Cuesta
that the diagnostic relevance of first-rank
symptoms should be to differentiate schizo-
phrenia from other psychotic disorders.
Moreover, the authors conclude that un-
til more evidence is available, first-rank
symptoms ‘‘should not receive particular
emphasis in the ICD-11 and DSM-V
diagnostic schizophrenia”.
Peralta & Cuesta omit a second possible
conclusion: that the development of a non-
schizophrenic psychosis (which, in fact,
includes many of the diagnostic criteria of
schizophrenia in any psychiatric classifica-

criteria for

tion) seems an artificial division of one
clinical entity and this group should be
considered as a schizophrenia subgroup in
the ICD-11 and DSM-V.
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Authors’reply: Drs Ortufio and Bonelli raise
interesting questions regarding the relation-
ship between our finding of lack of diag-
nostic value of first-rank symptoms for

schizophrenia and Schneider’s concept of
schizophrenia. One of the major problems
in interpreting the work of Schneider
(1987) is that he described his concept of
schizophrenia very succinctly. He mentioned
clearly the pathognomonic value of first-
rank symptoms for schizophrenia in the ab-
sence of organic illness (p. 65). However,
symptoms,
although sufficient, is not necessary for the
diagnosis, which may be also done on the
basis of ‘second-rank’ symptoms. Unfortu-
nately, Schneider tells us nothing about
how to diagnose the disorder on the basis
of these symptoms, and as a consequence,
beyond the presence of first-rank symptoms,
the diagnosis of schizophrenia is only va-
guely described. On the other hand, Schnei-
der gives us a precise description of the

the presence of first-rank

boundaries of the concept when he states
that “since in comparison with cyclothymia
the diagnostic frame of schizophrenia is very
broad and vague, we tend to include atypical
cases within the varied clinical picture of
schizophrenia” (Schneider, 1987, p. 8). It
seems, therefore, that within the endogenous
psychoses, for Schneider all that does not fit
the diagnosis of cyclothymia is schizo-
phrenia. His own data on the differential
prevalence of endogenous psychosis (Schnei-
der, 1987, p. 8) appear to support this asser-
tion: 84% for schizophrenia, 15% for
cyclothymia and 1% for mixed psychosis.
We agree that our study results, by
showing that first-rank symptoms spread
across the full spectrum of psychoses, do
not necessarily
schizophrenia concept, since DSM-III-R
psychotic disorders and mood disorders
with first-rank symptoms would corre-
spond to Schneider’s Schizophrener For-

contradict  Schneider’s

menkreis, which is very similar to the
current notion of ‘schizophrenia spectrum
disorders’. Our statement that first-rank
symptoms “‘should not receive particular
emphasis in the ICD-11 and DSM-V
diagnostic criteria for schizophrenia™ refers
to the way in which first-rank symptoms
are used by these criteria, that is as symp-
toms having higher diagnostic prominence
for schizophrenia than for non-schizophre-
nic psychoses. We agree that the division
of psychotic disorders into schizophrenic
and non-schizophrenic psychoses is an arti-
ficial one (our data regarding first-rank
symptoms support this) as it is the radical
separation between schizophrenia and
manic—depressive illness made by Schneider.
Notwithstanding, we do not agree with the
contention that all psychotic disorders must
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be diagnosed as schizophrenia. If the
schizophrenia concept makes any sense (at
least in regard to historical and clinical rea-
sons), it is to differentiate a subgroup of
psychotic disorders with poor outcome;
but precisely here is where the first-rank
symptoms (and by extension, Schneider’s
schizophrenia concept) fail. Schneider held
with Kraepelin’s nosological distinction be-
tween schizophrenia and manic—depressive
illness, and like him assumed a poorer prog-
nosis for schizophrenia than for cyclothy-
mia. He seems to think of first-rank
symptoms when he mentions “. . .the task
so important for clinical and social psy-
chiatry, to search for symptoms, which
from experience will permit predictions re-
garding the future course and outcome.
This will after all be the question asked of
us” (Schneider, 1925). The attribution of
first-rank diagnostic value for schizo-
phrenia to certain symptoms could be in-
terpreted in the sense that their presence
conveys poor outcome. However, the link
between first-rank symptoms and poor out-
come implicit in Schneider’s writings is at
odds with existing data indicating that
first-rank symptoms are of no prognostic
relevance (Mason et al, 1997). Therefore,
given that (a) first-rank symptoms are pre-
sent with a similar prevalence across the
full spectrum of psychotic disorders, and
(b) that first-rank symptoms are unrelated
to the prognosis of schizophrenia, it seems
fair to conclude that they are useless for
the diagnosis of schizophrenia. In fact, our
data support Crow’s (1995) contention that
they are not disease entities but continua of
variation where schizophrenia and manic—
depressive illness represent the extreme
forms of the psychotic continuum.
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