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Introduction: The suicide risk in psychotic disorders is highest in the early phases of illness.
Studies have typically focused on suicidality from treatment start rather than actual onset of
psychosis. This study explored the prevalence and characteristics of suicidality in patients with
a first episode of psychosis (FEP) in two time intervals: 1) prior to study entry and 2) explicitly
in the period of untreated psychosis.
Method: One hundred seventy FEP-patients were interviewed as soon as possible after
treatment start. The interview included assessments of diagnoses, suicidality, symptoms,
substance use, and premorbid functioning.
Results: Nearly 26% of the patients attempted suicide prior to study entry and 14%made suicide
attempts during the period of untreated psychosis. Of the patients who had been suicidal (i.e.
experienced suicidal ideation or attempts), 70% were suicidal during the period of untreated
psychosis. Suicide attempts prior to study entry were associated with female gender, more
depressive episodes, younger age at psychosis onset, and history of alcohol disorder. Suicide
attempts during untreated psychosis were also associated with more depressive episodes and
younger age at illness onset, in addition to drug use the last six months and longer duration of
untreated psychosis (DUP).
Conclusion: The prevalence of suicidality before and in the early phases of FEP is high, especially
during untreated psychosis. As prolonged DUP is associated with suicide attempts during the
period of untreated psychosis, reducing the DUP could have the effect of reducing the
prevalence of suicide attempts in patients with FEP.

© 2010 Elsevier B.V. All rights reserved.
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1. Introduction

The suicide rate in schizophrenia and other psychotic
disorders is high (Radomsky et al., 1999). Most studies have
focused on patients with schizophrenia, with a suicide rate of
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5% (Palmer et al., 2005) and occurrence of non-fatal suicidal
behaviour in as many as 50% of patients (Bolton et al., 2007).
The suicide risk is elevated throughout the life course, but the
risk is highest during the early phases of schizophrenia
(Palmer et al., 2005). Due to diagnostic instability in early
phases of psychotic disorders (Haahr et al., 2008), studies on
patients with a first episode of psychosis (FEP) frequently
include a broader range of psychotic disorders.

Studies of psychotic disorders have typically focused on
suicidality in relation to treatment start rather than the actual
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onset of psychosis. However, risk factors for suicidal behav-
iour like depression (Hawton et al., 2005) and substance use
(Verdoux et al., 2001) are prevalent before treatment start
(Larsen et al., 2006; Romm et al., 2010), indicating that the
time before treatment start could be a period of increased
suicide risk. In fact, studies have found that 14–28% of
patients with FEP have attempted suicide prior to first
treatment for psychosis (Bertelsen et al., 2007; Robinson et
al., 2009). Also, patients with untreated psychosis appear to
have a higher risk for violent suicide attempts compared to
treated patients (Nielssen and Large, 2009).

A few studies have focused on suicidality explicitly in the
period between psychosis onset and treatment start, i.e.
during the period of untreated psychosis. Within this period,
6.5–11.3% of patients with a FEP attempted suicide (Clarke et
al., 2006; Foley et al., 2008) or engaged in self-harm (Harvey
et al., 2008). The duration of untreated psychosis (DUP) can
be alarmingly long; across different studies the average mean
DUP in FEP-patients lies between 1–2 years, and the median
DUP at about 6 months (McGlashan, 1999). Some studies find
that longer DUP is associated with increased risk for suicidal
behaviour (Altamura et al., 2003; Clarke et al., 2006; Harvey
et al., 2008), though not consistently (Bakst et al., 2009; Foley
et al., 2008; Nordentoft et al., 2002; Preti et al., 2009). There is
some evidence that risk factors for suicidal behaviour vary
across different phases of illness (Addington et al., 2004;
Clarke et al., 2006). The reason for the inconsistent associa-
tion between DUP and suicidal behaviour could be that the
studies measure suicidality in different time periods.

The present study of patients with FEP aimed at exploring
the prevalence and characteristics of patients with suicidality
in two different time intervals: 1) prior to study entry and 2)
explicitly in the period of untreated psychosis. As previous
attempted suicide is a strong predictor of later attempts and
completed suicide (Hawton et al., 2005), we focused
particularly on suicide attempts in the two time intervals.

2. Materials and methods

2.1. Participants

The study included 170 patients with FEP from the
ongoing Thematic Organized Psychosis Research (TOP)
study, consecutively recruited between September 2004
and July 2008 from in- and outpatient psychiatric units in
three catchment areas of Oslo, Norway. Inclusion criteria
were age 18–65 years and a FEP according to the DSM-IV
(American Psychiatric Association, 1994), including schizo-
phrenia, schizophreniform disorder and schizoaffective dis-
order (constituting “Schizophrenia spectrum disorders”);
bipolar disorder and major depressive disorder, both with
mood incongruent psychotic symptoms (constituting “Affec-
tive psychotic disorders”); delusional disorder, brief psycho-
sis and psychosis NOS (constituting “Other psychotic
disorders”). Patients were included up to 52 weeks following
the start of adequate medication or hospitalisation for
psychosis. They were not considered FEP-patients if they
had previously been treated with antipsychotic medication in
adequate dosage for more than 12 weeks or until remission.
Exclusion criteria were history of severe head injury, brain
damage, neurological disorder, and mental retardation. All
participants signed written informed consent. The study was
approved by the Regional Committee for Medical Research
Ethics and the Norwegian Data Inspectorate.

2.2. Methods

Patients were included in the study as soon as possible
after treatment start. Diagnoses were set according to the
Structured Clinical Interview for DSM-IV Axis I disorders
(SCID-I) (First et al., 1995), with additional information from
hospital records. Age at psychosis onset and at first
depression was defined as age at first SCID-verified psychotic
symptom and depressive episode, respectively. Severity of
positive psychotic symptoms and negative symptoms were
assessed by the Positive and Negative Syndrome Scale
(PANSS) (Kay et al., 1987). Illness insight was measured by
the PANSS item G12. Psychosis was defined as a score of ≥4
on PANSS items P1, P3, P5, P6, or G9 for more than one week
(Melle et al., 2004). DUP was measured in weeks from
psychosis onset until start of adequate treatment. Suicidality
was assessed by asking the patients whether they had been
suicidal, i.e. experienced suicidal thoughts, suicidal plans, or
attempted suicide before psychosis onset, during the period
of untreated psychosis, or after treatment start, respectively.
The merging of these three time periods constituted the time
interval “prior to study entry”. Also based on this information,
patients were categorised into having either one of three
levels of suicidality: non-suicidal, suicidal ideation (suicidal
thoughts and -plans), and suicide attempts. In addition, the
two former groups were collapsed into non-attempters for
the purpose of investigating predictors of suicide attempts.
Information on suicide attempts was cross-checked with the
SCID-interview and hospital records. Current suicidality was
assessed by item 8 on the Calgary Depression Scale for
Schizophrenia (CDSS) (Addington et al., 1990), and current
depression was assessed by CDSS total. Premorbid function-
ing was assessed with the Premorbid Adjustment Scale (PAS)
(Cannon-Spoor et al., 1982) and divided into two domains;
Academic and Social, with childhood scores and scores of
premorbid change calculated for both (Haahr et al., 2008).
Information about alcohol- and substance use during the six
months prior to study entry was derived from a detailed
history and hospital records. The reliability of SCID-I
diagnoses, PANSS-scores and DUP are described in Faerden
et al. (2010).

2.3. Statistical analyses

Analyses were performed with the statistical package
SPSS, version 15.0. Parametric analyses were used for
variables with normal distribution, and non-parametric
analyses for variables with skewed distributions. Analyses
were two-tailed with a preset level of significance of .050.
Categorical variables were analysedwith Chi-square tests. For
continuous variables, Student t-tests and Mann–Whitney U
tests were used for comparison of two groups, while One-way
ANOVA (post hoc Scheffe's tests) and Kruskal–Wallis tests
(post hoc Mann–Whitney U tests with Bonferroni correc-
tions) were used for comparison of three groups. To examine
clinical and demographical predictors of suicide attempts,
binary logistic regression analyses were conducted with
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suicide attempts/not attempts as the dependent variables.
Clinical and demographical variables that differed signifi-
cantly between the groups in question were entered as
independent variables. The substance use most relevant for
the dependent variable was chosen, i.e. lifetime substance use
disorder was chosen for the prediction of attempted suicide
prior to study entry, while substance use during the last six
months prior to study entry was chosen for the prediction of
attempts during untreated psychosis. The DUP-variable was
log-transformed due to its skewed distribution. Drug use last
six months was also highly skewed, and was dichotomized
into use and non-use. Current age and age at psychosis onset
were highly correlated, and to avoid multicollinearity, only
age at psychosis onset was entered into the regression
models. Likewise, depressive episodes correlated significantly
with current depression (CDSS total) and current suicidality
Table 1
Clinical and demographical characteristics in patients with no suicidality, suicidal id

Prior to s

Group 1 Group 2

Non-suicidal
(N=60)

Suicidal
(N=66

Age (years), mean (SD) 28.9 (8.1) 27.2 (9.
Gender, n (%)

Male 42 (70) 49 (74)
Female 18 (30) 17 (26)

Diagnosis, n (%)
Schizophrenia spectrum 34 (57) 40 (60)
Affective psychoses 6 (10) 9 (14)
Other psychoses 20 (33) 17 (26)

Course of illness
Age at psychosis onset (years), mean (SD) 26.8 (7.8) 24.0 (8.
DUP (weeks), median (min–max) 19 (0–780) 40 (0–1
Age at first depression d (years), mean (SD) 23.9 (6.5) 20.3 (8.
Depressive episodes, median (min–max) 0 (0–5) 1 (0–10

PANSS, mean (SD)
Positive scale 14.8 (5.3) 16.0 (5.
Negative scale 15.4 (7.0) 15.4 (6.
Lack of insight (item G12) 3.0 (1.4) 2.7 (1.4

CDSS, mean (SD)
Current depression (CDSS total) 3.3 (2.8) 7.2 (3.8
Current suicidality (CDSS item 8) 0.1 (0.3) 0.7 (0.7

PAS, median (min–max)
Social functioning childhood e 0 (0–4.5) 0.8 (0–6
Social functioning change f 0 (−2–5) 0.5 (−2
Academic functioning childhood f 1 (0–5.5) 1.5 (0–5
Academic functioning change g 1.0 (−2.5–4.5) 1.5 (−4

Lifetime alcohol disorder, n (%)
None 52 (87) 53 (80)
Alcohol disorder 8 (13) 13 (20)

Lifetime drug disorder, n (%)
None 44 (73) 45 (68)
Drug disorder 16 (27) 21 (32)

Substance use last 6 months prior to study entry
Alcohol unitsg,h, median (min–max) 14.5 (0–624) 18 (0–1
Drugs (times used), median (min–max) 0 (0–276) 0 (0–18

DUP=duration of untreated psychosis; PANSS=Positive and Negative Syndrome
Adjustment Scale.

a χ2=Pearson's chi square, F=One-way ANOVA.
b Scheffe's test, Mann–Whitney U test.
c χ2=Kruskal–Wallis test.
d n=96.
e n=169.
f n=168.
g n=167.
h One alcohol unit=12.5 g alcohol.
(CDSS item 8) respectively and thus the CDSS measurements
were omitted from the regression analyses.

3. Results

Prior to study entry, 60 patients (35.3%) were non-
suicidal, 66 (38.8%) had suicidal ideation, and 44 (25.9%)
had attempted suicide. Clinical and demographical group
differences are presented in Table 1. There were group
differences in gender, age at psychosis onset, DUP, depressive
episodes, current depression, current suicidality, PAS child-
hood academic functioning, and alcohol the last six months.

When splitting the sample into non-attempters (n=126)
and attempters (n=44), group differences remained the
same except for a non-significant (p=.061) difference in PAS
childhood academic functioning. In addition the attempters
eation or suicide attempts prior to study entry (n=170).

tudy entry

Group 3

ideation
)

Suicide attempts
(N=44)

Test statistics a p Post hoc b

5) 25.0 (6.1) F=2.8 .065

22 (50)
22 (50) χ2=7.5 .024 2≠3

24 (55)
7 (16)
13 (29) χ2=1.5 .823

4) 20.3 (6.4) F=9.0 b.001 1,2N3
040) 59.5 (2–1040) χ2=10.0 c .007 1b3
3) 19.2 (5.8) F=3.1 .051
) 2 (0–10) χ2=30.9 c b.001 1b2b3

0) 16.1 (4.4) F=1.2 .292
2) 15.5 (6.0) F=0.0 .990
) 2.6 (1.4) F=0.9 .399

) 9.9 (5.6) F=34.9 b.001 1b2b3
) 0.7 (0.8) F=18.5 b.001 1b2,3

) 1.0 (0–6) χ2=2.2 c .339
.5–5) 0.8 (−6–3.5) χ2=4.6 c .101
.5) 1.8 (0–5) χ2=9.5 c .009 1b2,3
–5) 2.3 (−4.5–6) χ2c=4.0 .136

30 (68)
14 (32) χ2=5.4 .069

24 (55)
20 (45) χ2=4.2 .125

274) 78 (0–2016) χ2=8.4 c .015 1,2b3
2) 0.5 (0–2288) χ2=3.5 c .170

Scale, CDSS=Calgary Depression Scale for Schizophrenia; PAS=Premorbid



Table 2
Logistic regression with suicide attempts prior to study entry as dependent
variable (n=170).

B S.E. p Exp(B) 95% CI

Gender 0.966 0.420 0.021 2.626 1.154–5.978
Depressive episodes 0.390 0.115 0.001 1.477 1.179–1.850
Age at psychosis
onset (years)

−0.073 0.032 0.021 0.929 0.873–0.989

Alcohol disorder
(yes/no)

1.129 0.484 0.020 3.093 1.199–7.979

logDUP 0.131 0.124 0.292 1.139 0.894–1.452

DUP=duration of untreated psychosis.
Model Chi Square=41.784, df=5, pb .001. The model as a whole explained
between 21.8% (Cox and Snell R2) and 32.0% (Nagelkerke R2) of the variance
and correctly indentified 80.6% of the cases.
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were significantly younger (p=.040) and had to a larger
extent a history of alcohol disorder (p=.032) compared to
non-attempters. We examined clinical and demographical
predictors of attempted suicide before study entry in a binary
logistic regression model including the following variables:
gender, depressive episodes, age at psychosis onset, alcohol
disorder, and DUP (Table 2). The model indicated that female
gender, more depressive episodes, younger age at psychosis
onset and lifetime history of alcohol disorder were associated
with suicide attempts before study entry. Among the patients
with suicidality prior to study entry, 60 patients (54.5%) were
suicidal before the onset of psychosis, 39 (35.5%) became
suicidal during untreated psychosis, and 11 (10.0%) became
suicidal after treatment start. There were no differences in
clinical and demographical variables between patients with
onset of suicidality before and after psychosis onset. Twenty-
five patients (22.7%) were persistently suicidal across all the
time periods, while 85 (77.3%) were non-persistently
suicidal. Patients with persistent suicidality differed from
patients with non-persistent suicidality only in being more
currently depressed (Mean [SD]=10.5 [4.5] vs. 7.6 [4.7],
p=.008) and currently suicidal (1.1 [0.7] vs. 0.5. [0.7],
pb .001).

During untreated psychosis, 93 patients (54.7%) were
non-suicidal, 53 (31.2%) had suicidal ideation and 24
(14.1%) had attempted suicide. Thus, in the group of
patients who were suicidal prior to study entry (n=110),
77 (70.0%) were suicidal in relation to untreated psychosis,
and of all the attempters (n=44), 24 (54.4%) attempted
suicide in this period. Clinical and demographical differ-
ences between patients with different levels of suicidality
during untreated psychosis are presented in Table 3. There
were group differences in age at psychosis onset, DUP,
depressive episodes, PANSS positive symptoms, current
depression, current suicidality, history of alcohol disorder
and drug disorder, and alcohol- and drug use the last six
months.

When splitting the sample into non-attempters (n=146)
and attempters (n=24) during the period of untreated
psychosis, group differences remained the same except for a
non-significant difference on the PANSS positive subscale
(p=.636), and in addition attempters were significantly
younger than non-attempters (p=.025). Clinical and demo-
graphical predictors of attempted suicide during untreated
psychosis were tested in a binary logistical regression model
including the following variables: depressive episodes, age at
psychosis onset, alcohol last six months, drugs last six
months, and DUP (Table 4). The model indicated that more
depressive episodes, younger age at psychosis onset, use of
drugs, and longer DUP were associated with suicide attempts
during untreated psychosis.

4. Discussion

Ourmain findings were that suicidal behaviour was highly
prevalent before and in the early phases of FEP; prior to study
entry, 38.8% had experienced suicidal ideation and 25.9% had
attempted suicide. More than half of the suicide attempters
made attempts during the period of untreated psychosis, and
prolonged DUP was associated with increased risk for
attempting suicide during this particular period of time.

The prevalence of suicide attempts in the early phases of
psychosis varies across different studies (Nielssen and Large,
2009). Our result is in the higher range, but comparable to
rates in similar samples (Nordentoft et al., 2002). Confined to
the period of untreated psychosis, 31.2 % had suicidal ideation
while 14.1% had attempted suicide. This rate of suicide
attempts is somewhat higher than the rates reported
previously (9.6% and 6.5%) (Clarke et al., 2006; Foley et al.,
2008). Of the patients who had been suicidal, 70.0 % had been
suicidal during untreated psychosis, underlining that suicid-
ality is especially prevalent during untreated psychosis.

We found that attempted suicide was associated with
female gender for the period before study entry, but not for
the confined period of untreated psychosis. In the general
population and in other severe mental disorders, men
complete suicide more often than women, while women
make suicide attempts more often than men. In patients with
schizophrenia (Harkavy-Friedman and Nelson, 1997) and
also bipolar disorders (Tondo et al., 2007), the gender ratios
for attempts seem less clear. Our finding is consistent with
results from the FEP-studies that do find a gender difference
in relation to suicide attempts (Bertelsen et al., 2007; Cotton
et al., 2009; Nordentoft et al., 2002). Attempting suicide was
also associated with younger age at psychosis onset, both
before study entry and explicitly during untreated psychosis.
This is in line with a recent study (Joa et al., 2009) reporting
an association between early onset of psychosis and higher
rates of lifetime suicidality, and indicates a need to pay
particular attention to FEP-patients with illness onset at an
early age. In both time intervals we also found that attempted
suicide was associated with more depressive episodes. This
result was expected, as depression is a well-known risk factor
for suicidal behaviour (Hawton et al., 2005; Nordentoft et al.,
2002).

While attempting suicide before study entry was associ-
ated with a history of alcohol disorder, attempt during
untreated psychosis was associated with use of drugs the
last six months prior to study entry. These findings are
consistent with several other studies finding substance abuse
to increase the suicide risk (Hawton et al., 2005; Robinson et
al., 2010; Verdoux et al., 1999). However, it is noteworthy
that while cannabis and other drugs have received much
attention in psychosis research (Gregg et al., 2007), we find
that alcohol disorder may also be associated with serious
negative outcomes.



Table 3
Clinical and demographical characteristics in patients with no suicidality, suicidal ideation, or suicide attempts during the period of untreated psychosis (n=170).

During the period of untreated psychosis

Group 1
Non-suicidal
(N=93)

Group 2
Suicidal ideation
(N=53)

Group 3
Suicide attempts
(N=24)

Test statistics a p Post hoc b

Age (years), mean (SD) 28.3 (8.3) 27.0 (8.9) 23.7 (6.0) F=3.0 .052
Gender, n (%)

Male 63 (68) 38 (72) 12 (50)
Female 30 (32) 15 (28) 12 (50) χ2=3.6 .162

Diagnosis, n (%)
Schizophrenia spectrum 52 (56) 33 (62) 13 (54)
Affective psychoses 13 (14) 6 (11) 3 (13)
Other psychoses 28 (30) 14 (27) 8 (33) χ2=0.8 .940

Course of illness
Age at psychosis onset (years), mean (SD) 25.9 (7.4) 23.9 (8.6) 16.9 (4.8) F=13.8 b.001 1,2N3
DUP (weeks), median (min–max) 20 (0–1040) 53 (0–1040) 225 (3–1040) χ2=22.0 c b.001 1b2b3
Age at first depression d (years), mean (SD) 21.6 (6.6) 20.8 (8.6) 18.4 (5.9) F=1.4 .262
Depressive episodes, median (min–max) 0 (0–8) 1 (0–10) 1.5 (0–10) χ2=15.0 c .001 1b3

PANSS, mean (SD)
Positive scale 14.7 (5.2) 16.9 (4.7) 16.0 (4.3) F=3.3 .038 1b2
Negative scale 15.5 (6.7) 15.3 (6.3) 15.6 (6.0) F=0.0 .983
Lack of insight (item G12) 2.9 (1.4) 2.7 (1.4) 2.6 (1.5) F=0.6 .578

CDSS, mean (SD)
Current depression (CDSS total) 4.9 (4.2) 7.8 (4.2) 10.0 (5.7) F=16.3 b.001 1b2,3
Current suicidality (CDSS item 8) 0.2 (0.5) 0.7 (0.7) 0.8 (0.8) F=15.4 b.001 1b2,3

PAS, median (min–max)
Social functioning childhood e 0.5 (0–6.0) 0 (0–6.0) 1.0 (0–6.0) χ2=2.1 c .353
Social functioning change f 0 (−6.0–5.0) 0.8 (−2.5–4.0) 0.5 (−3.5–3.5) χ2=5.8 c .055
Academic functioning childhood f 1.0 (0–5.5) 1.5 (0–5.5) 2.0 (0–5.0) χ2=6.1 c .048 n.s
Academic functioning change g 1.5 (−3.5–5.0) 1.5 (−4.0–5.0) 2.0 (−4.5–6.0) χ2=1.8 c .415

Lifetime alcohol disorder, n (%)
None 77 (83) 45 (85) 13 (54)
Alcohol disorder 16 (17) 8 (15) 11 (46) χ2=11.0 .004 1,2≠3

Lifetime drug disorder, n (%)
None 65 (70) 39 (74) 9 (37)
Drug disorder 28 (30) 14 (26) 15 (63) χ2=10.7 .005 1,2≠3

Substance use last 6 months prior to study entry
Alcohol unitsg, h median (min–max) 17.5 (0–624) 18 (0–1274) 90 (0–2016) χ2=9.7 c .008 1,2b3
Drugs (times used), median (min–max) 20 (0–276) 0 (0–182) 2.5 (0–2288) χ2=13.3 c .001 1,2b3

DUP=duration of untreated psychosis; PANSS=Positive and Negative Syndrome Scale, CDSS=Calgary Depression Scale for Schizophrenia; PAS=Premorbid
Adjustment Scale; n.s. = not significant.

a χ2=Pearson's chi square, F=One-way ANOVA.
b Scheffe's test, Mann–Whitney U test.
c χ2=Kruskal–Wallis test.
d n=96.
e n=169.
f n=168.
g n=167.
h One alcohol unit=12.5 g alcohol.
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The most important difference between suicide attempts
prior to study entry and during the period of untreated
psychosis was that only suicide attempts made specifically
Table 4
Logistic regression with suicide attempts during the period of untreated psychosis

B

Depressive episodes 0.308
Age at psychosis onset (years) −0.226
Alcohol units a last 6 months prior to study entry −0.001
Drugs last 6 months prior to study entry (yes/no) 2.233
logDUP 0.423

DUP=duration of untreated psychosis.
Model Chi Square=54.816, df=5, pb .001. The model as a whole explained betwe
correctly indentified 91.0% of the cases.

a One alcohol unit=12.5 g alcohol.
during untreated psychosis were associated with prolonged
DUP. In line with Clarke et al. (2006) we found that the DUP
became significantly longer with each level of increasingly
as dependent variable (n=167).

S.E. p Exp(B) 95% CI

0.134 0.022 1.361 1.045–1.771
0.066 0.001 0.798 0.701–0.909
0.001 0.400 0.999 0.997–1.001
0.703 0.002 9.325 2.349–37.018
0.188 0.024 1.527 1.057–2.205

en 28.0% (Cox and Snell R2) and 49.9% (Nagelkerke R2) of the variance and
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severe suicidality, with a median DUP of more than four
years for patients who attempted suicide during untreated
psychosis.

Studies on the relationship between DUP and suicide
attempts have yielded apparently inconsistent results. Some
studies have found an association between longer DUP and
suicide attempts (Altamura et al., 2003; Clarke et al., 2006;
Harvey et al., 2008), while other studies have not (Bakst et al.,
2009; Foley et al., 2008; Nordentoft et al., 2002). A recent
study even found that shorter DUP was correlated with
suicide attempts (Preti et al., 2009), but this finding could be
explained by the exclusion of patients with substance
dependency, a group with increased risk for suicide attempts
(Verdoux et al., 1999) and prolonged DUP (Cougnard et al.,
2004). Our finding of a relationship between prolonged DUP
and higher risk for suicide attempts are in line with the only
two studies that measured predictors of suicide attempts
specifically during untreated psychosis (Clarke et al., 2006;
Harvey et al., 2008). The studies that did not find a
relationship between DUP and suicide attempts measured
attempts in phases extending beyond the period of untreated
psychosis, and our finding of a non-relationship between DUP
and attempted suicide prior to study entry is thus consistent
with their findings. In sum, our findings indicate that the
length of untreated psychosis has relevance for the suicide
risk specifically during the period of untreated psychosis.

A possible explanation for the relationship between
prolonged DUP and suicide attempts during untreated
psychosis is that the DUP is a proxy factor for another
variable associated both with the DUP and suicidal acts. For
instance, Clarke et al. (2006) suggest that patients with long
DUPs may have more malignant forms of illness likely to be
associated with suicidality. If so, it is likely that DUP would be
associated not only with suicide attempts during untreated
psychosis, but also with suicide attempts prior to study entry.
This was not the case in the present study. Other explanations
for the association between DUP and suicide attempts during
untreated psychosis could be longer opportunity time per se,
or alternatively longer exposure to psychosis (Clarke et al.,
2006). Experiencing psychotic symptoms is traumatic and
distressing (Birchwood, 2003) and a majority of patients
develop depression concurrent with acute psychosis (Birch-
wood et al., 2000). Furthermore, a majority of patients
experience loss of hope and aspirations, disruption, and
social isolation as a consequence of onset of FEP (Tarrier et al.,
2007). In line with this, patients with FEP have diminished
quality of life already at treatment start, and diminished
quality of life was associated with prolonged DUP (Browne et
al., 2000). It is possible that experiencing psychotic- and
related symptoms over longer periods of time, before
treatment commences, increases the risk for attempting
suicide. Finally, FEP-patients with poor premorbid function-
ing and at-risk behaviour (e.g. substance use) are more likely
to have delayed treatment start and hence long DUP
(Cougnard et al., 2004). It is possible that the patients with
prolonged DUP in our study had levels of functioning or
behaviours that delayed them from coming to treatment,
unless they finally attempted suicide. Our study cannot
conclude on this matter, as we did not register specifically
whether suicidality was part of the reason for coming to
treatment.
The main limitation of this study is that suicidal behaviour
was measured retrospectively, and data on the timing of
suicidal behaviour could have been affected by memory bias.
However, the main analyses involved suicide attempts, and
information on suicide attempts was cross-checked in
multiple sources. The strength of the study is that it included
a catchment area-based sample of both in- and outpatients,
increasing the likelihood of a representative FEP sample.

In conclusion, the association between prolonged DUP and
increased risk for attempting suicide during untreated
psychosis is of importance as it indicates that early interven-
tion, with the intent to reduce DUP, could have a specific
effect on preventing suicidal behaviour. In line with this,
Melle et al (2006) found that FEP patients from an area with
an early detection programme, involving coming to treat-
ment at an earlier phase of the disorder and with lower
symptom levels, reported less severe suicidality than patients
from areas without the detection programme. Also, other
predictors of suicide attempts, i.e. depression, may benefit
from treatment, and hence early intervention may serve to
reduce suicidal behaviour in different ways.
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