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Objective: The suicide rate in schizo-
phrenia is high, with the risk being high-
est early in the course. The rate of suicide
attempts before treatment onset is also
high and is often the event leading up to
first treatment contact. A previous report
showed that the duration of untreated
psychosis can be reduced through an
early detection program, and that the re-
duction was associated with lower symp-
tom levels at treatment initiation. Treat-
ment programs that bring first-episode
patients into treatment at lower symptom

and Suicidal Behavior

levels can have the potential to reduce
risk for suicide attempts.

Method: The authors examined consec-
utive patients with nonorganic, nonaffec-
tive psychosis who sought initial treat-
ment at psychiatric treatment units in
four catchment areas: two that had an
early detection program and two that did
not.

Results: The rate of severe suicidality
(plans or attempts) was significantly
higher in subjects from communities
without the early detection program rela-
tive to those from early detection com-
munities, even after adjustments for
known predictors of suicidality.

Conclusion: Early detection programs
that bring patients into treatment at
lower symptom levels may reduce suicid-
ality risk at first treatment contact.

(Am ] Psychiatry 2006; 163:800-804)

In patients with schizophrenia, the mortality rate by sui-
cide is high, with a lifetime risk of about 5% (1). The rate of
suicidal attempts is higher and varies between 20%-40%
(2, 3). Previous attempts are significant predictors of later
attempts and completed suicide. In addition, current de-
pression, feelings of hopelessness, and drug abuse are re-
peatedly identified risk factors (4-6).

There is a striking difference in suicide rates between
first-episode and chronic schizophrenia patient groups,
with first admissions having rates three times higher (1). In
addition, between 15%-26% have made at least one sui-
cide attempt by their first treatment contact and 2%-11%
at least one more during their first year of treatment (7-9).
The seriousness of suicide attempts is high for patients
with schizophrenia spectrum psychoses (3, 10). Treatment
interventions can reduce suicide risk from the initiation of
treatment onward but will not affect the high level of risk
in undetected cases (11, 12). For some patients, suicidal
behavior may be the event precipitating the first treatment
contact (9, 13). Strategies bringing patients with first-epi-
sode psychosis into treatment earlier may reduce risk, but
we know of no empirical study addressing this question.

This study examined the effect of an early detection pro-
gram on clinical presentation at first treatment. It exam-
ined patients from four catchment area-based health care
sectors in a design where two of the health care sectors
800
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carried out an early detection program whereas the other
two did not. A previous study showed that the early detec-
tion program significantly reduced the duration of un-
treated psychosis and that patients started treatment with
lower symptom levels (14). This article examines the rates
of suicidal behavior up to first treatment contact in pa-
tients from early detection communities relative to pa-
tients from communities without this program. We hy-
pothesized that enabling patients and their social
networks to make contact earlier while symptom levels are
lower would reduce the risk of suicidal behavior up to the
point of first contact.

Method

The study’s four health care sectors (population 655,000) estab-
lished equivalent assessment and treatment programs for pa-
tients with first-episode psychosis. Two sectors added an early
psychosis detection program that consisted of two elements: 1)
repeated information campaigns directed at the general popula-
tion, schools, and first-line health care personnel and 2) easily ac-
cessible early detection clinical teams capable of rapid assess-
ment and triage.

The major targets for the information campaign were the gen-
eral public, health care professionals, and high school teachers
and students. The campaign aimed at increasing the knowledge
about psychiatric disorders in general and early signs of psychotic
disorders in particular. The main issues were to counteract stig-
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FIGURE 1. Postcards Distributed as Part of an Early Detection of Psychosis Campaign?
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2 The postcards used the same visual elements as the school information booklet and an advertising campaign with the theme “The school of
life can put you to harder tests than any exam.” The project logo (the egg) is a part of all campaign elements. The back of each postcard is iden-
tical (example in the middle of the bottom row). The text translates to “Sooner or later someone you know will experience psychiatric problems.
They may withdraw from help. Don’t hesitate to seek help for them. Call...” Postcard illustrations by Lasse Skarboevik, Dybvig Communications.

matization of people with severe mental disorders and to change
help-seeking behavior through information on available re-
sources and the possibilities of a positive outcome.

At the start of the project/information campaign, all house-
holds in the early detection sectors received a free brochure with
information on early psychotic disorders and the aim of the early
detection and intervention project. The main message was that
“Psychiatric disorders have at least one thing in common with so-
matic disorders: the chance of getting well increases with earlier
treatment.” The brochure also included the telephone number
for the low-threshold detection teams, with a presentation in-
cluding photos of the staff. The subsequent public information
campaign consisted of advertisements repeated approximately
once each month in key local medias. The advertisements con-
sisted of thematic ads in the district’s two largest local newspa-
pers and commercials in local cinemas and local radio and TV
stations. In addition, free postcards (Figure 1) and stickers with
the project logo and the detection team’s phone numbers were
distributed in places frequented by youths and young adults such
as cinemas and public libraries. At the same time, health care pro-
fessionals such as the area’s general practitioners were offered tai-
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lored educational workshops with information on recognition
and treatment of early psychosis, including a training video that
showed a patient with a recent onset of psychosis (portrayed by
an actress) and a rating scale of psychotic signs and symptomes.
The area’s high schools were visited twice each semester and were
offered tailored educational sessions on early psychosis, with an
emphasis on an active attitude toward help-seeking and advice
on how to get in contact with the detection teams. The early de-
tection program had a noticeable and immediate effect, with an
increased number of referrals to the early detection teams coin-
ciding with each campaign initiative (14, 15).

For this study, there were no differences in age, gender distri-
bution, main income levels, rates of unemployment, or yearly
rates of completed suicides between the health care sectors’ pop-
ulations. The only demographic difference was that the commu-
nities without the early detection program had more immigrants
than the early detection communities (12% versus 4%) (p<0.001,
Fisher’s exact test).

Study inclusion criteria were living in the catchment area of
one of the four health care areas; 18-65 years of age; meeting
DSM-1V criteria for schizophrenia, schizophreniform disorder,
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TABLE 1. Demographic and Clinical Characteristics of Subjects Seeking First Treatment for Symptoms of Psychosis, by Pres-

ence of an Early Detection Program in Their Community

Subjects From Communities
With No Early Detection

Subjects From Early Detec-

tion Communities Significant Between-

Characteristic Program (N=140) (N=141) Group Differences
N % N % p?
Female 61 44 54 38
Scandinavian background 123 88 137 98 <0.05
Married or cohabiting 31 22 20 15 <0.05
Narrow schizophrenia spectrum diagnosis 83 59 92 65 <0.05
Drug or alcohol abuse 38 27 54 39 <0.05
Premorbid social adjustment
Good initial level 97 71 97 71
Stable level 87 64 87 64
Premorbid academic adjustment
Good initial level 89 65 88 64
Stable level 108 79 107 78
Mean SD Mean SD t p
Age (years) 31.1 10.5 26.2 7.6 4.50 <0.01
Education (years) 12.0 2.8 121 2.9
Positive and Negative Syndrome Scale score
Positive component 16.3 4.1 14.4 4.2 3.98 <0.001
Negative component 222 9.7 18.6 6.9 3.56 <0.001
Excitative component 10.8 4.8 8.6 3.8 4.19 <0.001
Depressive component 13.4 4.1 11.0 3.9 5.15 <0.001
Cognitive component 7.9 3.3 6.9 3.2 3.06 <0.002
Mann-
Mean Range Mean Range Whitney U p
Duration of untreated psychosis 16 0-966 5 0-1196 7854.00 <0.01
N % N % x2 pb
Suicidal behavior®
Lifetime 11.98 <0.01
No suicidal ideation 61 44 86 61
Suicidal thoughts 48 35 40 29
Suicidal plans 8 6 7 5
Suicidal attempts 22 16 7 5
Month preceding first treatment contact 10.72 <0.01
No suicidal ideation 66 48 97 69
Suicidal thoughts 49 35 37 26
Suicidal plans 10 7 4 3
Suicidal attempts 14 10 2 1

a Fisher’s exact test.
b Linear by linear association.

€ N=139 for subjects from communities with no early detection program; N=140 for subjects from early detection communities.

schizoaffective disorder (constituting the narrow schizophrenia
spectrum disorders) or brief psychotic episode, delusional disor-
der, affective psychosis with mood-incongruent delusions, or
psychotic disorder not otherwise specified; actively psychotic
(score of four or more on at least one of positive subscale items 1
(delusions), 3 (hallucinatory behavior), 5 (grandiosity), or 6 (sus-
piciousness/persecution) or general subscale item 9 (unusual
thought content) from the Positive and Negative Syndrome
Scale); no previous adequate treatment; no neurological or endo-
crine disorders with relationship to the psychosis; no contraindi-
cations to antipsychotic medication; ability to understand/speak
one of the Scandinavian languages; IQ over 70; and willing and
able to give informed consent. Patient enrollment started at the
same time as the early detection program and included all eligi-
ble, consecutive patients over the next 4 years. Individuals with
psychosis-like symptoms seeking help from a psychiatric service
(N=874) were screened, 378 met the study inclusion criteria, and
281 (141 from the early detection communities, 140 from com-
munities without the program) provided written informed con-
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sent(14, 16). Patients from early detection communities had a
shorter duration of untreated psychosis and lower symptom lev-
els, were slightly younger, and were more likely to be Scandina-
vian, have a narrow schizophrenia diagnosis, and have a history
of drug abuse than patients from the communities without the
program (Table 1).

All evaluations were made by clinically experienced and trained
research personnel using the Structured Clinical Interview for
DSM-1V (to obtain a diagnosis), the Positive and Negative Syn-
drome Scale (to assess symptom levels), the Drake scale (to deter-
mine drug and alcohol misuse) (17), and the Premorbid Adjust-
ment Scale (to assess premorbid adjustment) (18). The Premorbid
Adjustment Scale was first divided into social and academic do-
mains and then further into initial (childhood) level of adjustment
and subsequent course development (19). Duration of untreated
psychosis was measured as time from onset of psychosis (first
week with symptoms that corresponded with a score of four or
more on at least one of positive subscale items 1 (delusions), 3
(hallucinatory behavior), 5 (grandiosity), or 6 (suspiciousness/
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persecution) or general subscale item 9 (unusual thought content)
from the Positive and Negative Syndrome Scale) until start of ade-
quate treatment (14). Suicidal behavior was assessed by asking the
patients at the index diagnostic interview whether they had expe-
rienced any suicidal thoughts, plans, or attempts in the preceding
month and whether they had experienced any suicidal thoughts,
plans, or attempts earlier in their lifetime. Information was cross-
checked with the medical charts. Severe suicidality was defined as
plans and attempts, based on previously shown high associations
between plans, attempts, and later completed suicides (20). All
raters were trained to reliability in the use of study instruments; re-
liability tests were blind and based on randomly drawn study par-
ticipants (see Melle et al. [14] for details).

Analyses were made with the statistical package SPSS (version
12.0). All tests were two-tailed, with level of significance set at
p<0.05. Duration of untreated psychosis was not normally dis-
tributed, and all analyses that included the duration of untreated
psychosis were nonparametric if possible or else duration of un-
treated psychosis was logarithmically transformed. Binary logis-
tic regression analyses were used to evaluate predictors and rule
out confounders for risk of serious suicidal behavior at start of
first treatment. Variables were entered if they were differentially
distributed between the two areas, if they had a statistically sig-
nificant association with suicidality in bivariate analyses, or were
previously identified as potential predictors. They were entered
hierarchically with “Coming from an area without the early de-
tection program” at the last step. The final model was examined
for nonlinearity and for the effects of influential observations
and outliers.

Results

There were high levels of suicidality both at start of first
treatment and in the period before. However, patients
coming from the early detection communities reported
significantly less suicidal behavior than patients from
communities without the program (Table 1). The differ-
ence was particularly marked for the severe forms of sui-
cidal behavior (suicidal attempts and suicidal plans: 4%
[N=6] versus 17% [N=24], respectively [p<0.001, Fisher’s
exact test]; suicidal attempts only: 1% [N=2] versus 10%
[N=14] [p=0.002, Fisher’s exact test]).

There were significant correlations between suicidal be-
havior at first treatment contact and previous suicidal be-
havior (r=0.66), more depressive symptoms (r=0.23), and
poorer satisfaction with life (r=0.25) (all p<0.001). While
less robust, there were also significant correlations be-
tween suicidal behavior at first treatment contact and be-
ing single (r=0.15), diagnosis outside of the narrow schizo-
phrenia spectrum (r=0.12), longer duration of untreated
psychosis (r=0.12), poorer initial levels of premorbid aca-
demic adjustment (r=0.14) and social adjustment (r=0.17),
and deterioration in premorbid social adjustment (r=0.13)
(all p<0.05). No correlations with suicidal behavior at first
treatment contact were seen for age, gender, immigrant
status, drug abuse, or positive or negative symptoms.

Since the difference in suicidal behavior between the
early detection communities and the communities with-
out the program could have been mediated through dif-
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ferences in background variables, multivariate analyses
were done to explore confounder effects. A binary logistic
regression analysis with “Serious suicidality: Presence of
plans or attempts at index contact” as dependent variable
showed a statistically significant influence for only two
variables: “previous plans and attempts” (odds ratio: 6.22,
95% CI=2.36-16.34) and “coming from a community with-
out the early detection program” (odds ratio: 4.96, 95% CI=
1.44-17.06). Repeating the analyses with “suicidal at-
tempts” alone as the dependent variable reproduced
equivalent results (for “coming from a community without
the early detection program”: odds ratio: 5.20, 95% Cl=
1.05-25.74).

Discussion

This study confirms that suicidal behavior is present in
the early phases of psychotic disorders and in many cases
precedes the first treatment contact. While patients from
communities that did not have the early psychosis detec-
tion program showed rates of suicidal behavior in the ex-
pected range, the early detection group had significantly
lower rates. The study thus indicates that an early detec-
tion program, by lowering the threshold for first treatment
contact and bringing patients into treatment earlier, can
reduce rates of serious suicidal behavior at the point of
first contact. The difference was not mediated by differ-
ences in lifetime suicidality. While it was not possible in
the present study to directly link decreased suicidality
with the early psychosis detection program, it is interest-
ing that it appears that facilitating treatment engagement
atlower symptom levels seems to have a separate effect on
suicidality beyond the decrease in duration of untreated
psychosis.

Reducing suicide is a World Health Organization prior-
ity. Risk reduction programs in general youth populations
and the U.S. Armed Forces have given indications of posi-
tive results (21, 22), and another systematic review cited
positive effects on suicide rates of educating general prac-
titioners about patients with depression (23). However,
the results of these studies have been questioned because
of design issues. To our knowledge, ours is the first study to
demonstrate that targeted interventions directed toward
high-risk clinical groups can reduce severe suicidality and
that early detection and intervention have the potential of
reducing one of the most dangerous and permanent com-
plications of schizophrenia.
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