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Effect of an early detection programme

on duration of untreated psychosis

Part of the Scandinavian TIPS study*
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Background Itisunclear whether an
early detection programme increases or
decreases the number of patients with a
long duration of untreated psychosis
(DUP), and whether these differ from

other patients with a long DUP.

Aims Toinvestigate whether the
number and characteristics of patients
with along DUP in the early detection
programme differ from those with a long
DUP in the non-early detection

programme.

Method We compared the number
and characteristics of patients with a DUP
=2 yearsin an early detection areaand a
non-early detection area.

Results The early detection
programme recruited slightly fewer
patients with a long DUP than the non-
early detection programme. The patients
in the early detection programme had
lower PANSS scores, but more frequently
had a deteriorating course of premorbid
social functioning.

Conclusions An early detection pro-
gramme does not seem to drain a pool of
previously undetected patients with a long
DUP. The patients in the early detection
programme seem to have a lower
symptom level at baseline and to have had

a deteriorating premorbid social course.
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Duration of untreated psychosis (DUP)
seems to be related to poor outcome
(Verdoux & Cognard, 2003). One way to
find out if DUP is a marker rather than a
cause of poor outcome (McGlashan, 1999)
might be to compare early detection pro-
grammes with non-early detection (control)
programmes in a so-called parallel control
design (McGlashan & Johannessen, 1996;
McGlashan, 1998). An early detection
programme aims to reduce DUP by
generating information about early signs
of psychosis and the importance of early
treatment. However, as early detection pro-
grammes also imply intensive detection
(Padmavathi et al, 1998; McGorry et al,
1999), it has been suggested that the advan-
tages of early detection might be over-
shadowed by recruitment of many patients
with a long DUP (McGorry, 2000). Indeed,
in a recent quasi-experimental study, Krstev
et al (2004) found that an early detection
programme was associated with lower
DUP for most recruited patients, but it also
accumulated an over-representation of
patients with a ‘very long duration of
untreated psychosis’ (DUP >3 years). This
paper therefore focuses on the following
research questions. Does an early detection
programme recruit more or fewer patients
with a long DUP than control programmes?

Are the patients with a very long DUP
in an early detection programme different
from the patients with a long DUP in a
non-early detection programme regarding
gender, age, symptoms and premorbid
function?

METHOD

This study is part of the Scandinavian TIPS
study (Early Treatment and Intervention in
Psychosis), a multisite investigation of the
relationship between DUP and outcome in
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consecutively admitted patients with first-
episode schizophrenia-spectrum disorders.
From 1 January 1997, the specialist psy-
chiatric services in four healthcare sectors
established treatment  pro-
grammes for patients with first-episode

equivalent

psychosis. In two of the healthcare sectors
(comprising all of Rogaland County,
Norway; population 370 000), an extensive
early detection programme was added. The
programme
campaigns and specialised early detection
teams, with the intention of bringing

consisted of educational

patients with first- episode psychosis even
earlier into the specialised treatment
system and thus decrease the DUP. The
programme is elaborated elsewhere
(Johannessen et al, 2001). The two other
participating healthcare sectors (Ulleval
sector, Oslo County, Norway and mid-
sector, Roskilde County, Denmark: collec-
tive population 285000) established the
same treatment programmes, but did not
implement an early detection programme.
These sectors were the basis of the
parallel control sample. Both the Regional
Committee for Medical Research Ethics
and the Data Inspectorate approved the
study.

Patients

All possible patients with first-episode
psychosis from these sectors admitted to
in-patient or out-patient treatment were
assessed without delay at first contact.
Patients were eligible for participation in
the study if they met the following inclusion
criteria: living in the catchment area of one
of the four healthcare areas, age between
18 (15 in Rogaland County) and 65, meet-
ing the DSM-IV (American Psychiatric
Assocation, 1994) criteria of schizophrenia,
schizophreniform disorder, schizoaffective
disorder (narrow schizophrenia-spectrum
disorder), brief psychotic episode, delu-
sional disorder, affective psychosis with
mood incongruent delusions, psychotic dis-
order not otherwise specified (non-narrow
schizophrenia-spectrum disorders), actively
psychotic, not previously adequately treated
for psychosis, no neurological or endocrine
disorders with relationship to the psychosis,
no contraindications to antipsychotic medi-
cation, understands/speaks one of the
Scandinavian languages, IQ over 70 and
willing and able to give informed consent.

During 1997-2000 a total of 423
patients with first-episode psychosis met
the diagnostic criteria, of these, 26 were
not asked to enter the study due to either
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severe language problems (16), inability to
give consent (three) or other reasons
(seven). The remaining 397 were con-
sidered study-appropriate and before they
were asked to sign an informed consent
form were given detailed verbal and written
information about the study’s assessment
and treatment procedures, including their
right to withdraw at any time. A total of
93 patients refused to participate (Friis et
al, 2004) and three more withdrew their
consent and demanded that their data were
erased. The remaining 301 patients formed
the study sample. This paper is based on
these patients (age >18 years: non-early
detection group=140; early detection
group=14).

Data sources and analysis
identified

Structured Clinical Interview for the
DSM-IV Axis I Disorders (SCID-I; First
et al, 1995). The DUP was measured as
the time from the first onset of positive psy-

Diagnosis  was using the

chotic symptoms; the first week with the
Positive and Negative Symptom Scale
(PANSS; Kay et al, 1987) score of four or
more on Positive Scale items one, three,
five, six or General Scale item nine to the
start of the first adequate treatment of psy-
chosis, i.e. admission to the study. Multiple
sources, including interviews with patients
and relatives, were used to ascertain the
length of this period. Analyses were per-
formed with the Statistical Package for the
Social Sciences (version 11.0).

RESULTS

The distribution of patients according to
length of DUP is shown in Fig. 1. As shown
in Fig. 1 the early detection programme had
more patients with DUP <1 year than the
non-early detection group. For all groups
with longer DUP this was reversed. How-
ever, the difference was small-to-moderate
for all levels of DUP, and the difference in
percentage of patients with a DUP >2
years was not significant (y*=1.52; d.f.=1;
P=0.22). The numbers of patients with a
long DUP per 100 000 inhabitants per year
were: early detection group, 1.11; non-early
detection group, 2.02. To test if selective
refusal could have biased the results, we
recalculated the numbers including the
patients who had refused to participate
or had withdrawn their consent. This
recalculation slightly increased the over-
representation of patients with a long
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Fig. 1 Distribution of early detection (Hl) and non-early detection ([J) patients by duration of untreated

psychosis.

DUP in the non-early detection area, but
the difference was still non-significant.
When we compared patients with a long
DUP there were relatively small differences
in patient characteristics between the two
programmes. Most patients had schizo-
phrenia or schizoaffective disorder (early
detection group, 88%; non-early detection
group, 87%). The percentage of males
was also nearly identical (75 v. 73). How-
ever, the age of patients with a long DUP
was significantly lower in the early detec-
tion area (26 v. 33 years; t=2.49, d.f.=37,
P=0.017), a difference which paralleled
that in the entire early detection group
and non-early detection group (Melle et al,
2004).

With regard to premorbid function we
investigated differences in childhood level
and the course of social and academic func-
tioning as defined by Larsen et al (2004).
We found no clear differences in childhood
level between the groups, either for social
or academic functioning. However, we
found a clear difference for the course of
social functioning. Whereas 69% of early
detection patients having a long DUP had
a deteriorating social course, only 37% of
the patients in the non-early detection
group had such a course. This difference
was marginally statistically significant
(x*=3.89, d.f.=1, P=0.05).

As seen in Fig. 2, there was a clear
difference between the groups in PANSS
symptoms.
detection group had clearly lower levels
of positive as well as negative and
general symptoms. The difference was
groups

The patients in the early

statistically significant for all
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(positive: #=3.06, d.f.=36.72, P=0.002;
negative: $=3.07, d.f.=36.87, P=0.004;
general: t=2.56, d.f.=36, P=0.014).

DISCUSSION

Number of long DUP patients

We did not replicate the finding of Krstev
et al (2004) that an early detection pro-
gramme recruited more patients with a long
DUP. In fact we found that the early detec-
tion programme recruited slightly fewer of
such patients. This indicates that an early
detection programme does not necessarily
recruit a large number of previously unrec-
ognised patients with a long DUP. At least
this seems to be the case in areas with a
fairly well-functioning mental healthcare
system. The situation might be different if
an early detection programme was sud-
denly introduced in an area with a poorly
developed system. Another source of bias
might be the number of patients who
refused to participate (Friis et al, 2004).
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Fig.2 Positive and Negative Syndrome Scale
(PANSS) symptom score for those with a long
duration of untreated psychosis in the early

detection (M) and no early detection ([J) groups.
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However, the number of patients with a
long DUP who did not participate was
lower in the early detection area than in
the non-early detection area.

Symptom level and premorbid
function

We also found that the early detection
group of patients had lower symptom levels
at admittance than the non-early detection
group. This indicates that the programme
meets its aim of recruiting patients with a
shorter DUP by encouraging them to seek
help with a lower symptom level (Larsen
et al, 2001). This also holds true for the
patients with a long DUP. The early de-
tection patients with a long DUP have
probably had a relatively slow onset of
psychotic symptoms as well as few symp-
toms that raise serious concerns in their
social network. However, it is of interest
that there was a higher percentage with
deteriorating social functioning among the
early detection group with a long DUP.
This may indicate that the early detection
programme has increased the awareness of
the importance of social decline, so that
patients with long-standing low-level
symptoms are brought to treatment more
easily.

Definition of long DUP

It might be argued that we ought to have
used a different cut-off point than a DUP
of 2 years. However, a different cut-off
point (for instance, 1 year or 3 years),
would have given similar results. We chose
the 2-year cut-off, as the psychosis often
seems to plateau after 2 years (Birchwood
etal, 1998).

Limitations and strengths

The results should be interpreted in the con-
text of the following limitations. First, the
early detection programme was implemen-
ted in an area with a previous study of
patients with first-episode  psychosis.
Although the latter preceded the early de-
tection programme and study, we cannot
totally rule out the possibility that this
study perhaps lowered the number of
patients with a long DUP in the early detec-
tion programme. Second, the study was
carried out in areas with a very well-
developed, publicly funded healthcare
system. Consequently, the threshold was
low for seeking psychiatric treatment even
in the control programme. Third, even if

CLINICAL IMPLICATIONS

EFFECT OF AN EARLY DETECTION PROGRAMME

B Early detection programmes recruit patients with a lower symptom level than

usual programmes.

m Early detection programmes recruit more patients that have had a premorbid

deteriorating course of social functioning.

® We find no indication that early detection programmes recruit a higher percentage

of patients with a long duration of untreated psychosis than usual programmes.

LIMITATIONS

B The early detection programme was implemented in an area where there had been
a previous study of patients with first-episode psychosis. We cannot totally rule out

the possibility that this study has perhaps reduced the number of patients with a long

duration of untreated psychosis in the early detection programme.

B The study was carried out in areas with a very well-developed, publicly funded
healthcare system. Consequently, the threshold was low for seeking psychiatric

treatment even in the control programme.

m Even if the study recruited a fairly high number of patients, the number of patients

with a long duration of untreated psychosis is, at best, moderate. Therefore, the

possibility of random error has to be considered.
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the study recruited a fairly high number of
patients, the number of patients with a long
DUP is, at best, moderate. Therefore, the
possibility of random error has to be
considered.

On the other hand, the study has
several strengths. First, it comprises con-
secutively admitted patients from catch-
ment areas. Second, we can document that
selective refusal to participate cannot ex-
plain the results and, consequently, the
generalisability should be high. Third, a
comprehensive effort has been implemented
to quality-assure data (Friis et al, 2003).

In this context, the study seems to
indicate that early detection programmes
recruit patients with a lower symptom level
than usual programmes. There is no
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indication that this implies a recruitment
of many unidentified patients with a long
DUP, at least in areas with a well-
developed, publicly funded healthcare sys-
tem. Therefore, there should be no reason
to be concerned that the recruitment of a
large number of patients with a long DUP
should overshadow the benefits of an early
detection programme.
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