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The first psychosis is a crucial point for further development of mental disorders. Previous evidence has demonstrated that psychotic disorders, including schizophrenia, are associated with a
large number of years living with the disability. It is a global aim to improve prognosis of psychotic
disorders, especially in rural regions, where mental health care possibly is not so easily accessible for patients. The aim of this study was to investigate clinical and sociodemographic determinants in association with patient and illness related factors to improve knowledge
and understanding of first time psychosis patients in a rural region. This is a descriptive, cohortbased study of all consecutive first episode psychosis (F20, F23, ICD 10) patients admitted in the
Daugavpils Psychoneurological Hospital (DPNH) between January 2016 and December 2017. Of
the 94 first-time patients hospitalised in DPNH with symptoms of psychosis, 69 met the inclusion
criteria. Our results showed that median age of patients was 33 years (IQR 27.5–42.0), median
duration of untreated illness (DUI) was 30 months (IQR 11.0–60.0), and median duration of untreated psychosis (DUP) was 8 weeks (IQR 4.0–48.0). The results showed that 55.1% of first psychosis patients had not seen any health care specialist before being admitted to the psychiatric
hospital. We found statistically significant differences between some sociodemographic aspects in
DUI/DUP. Patients who lived with relatives had the longest DUI — 36 months, compared with 12
months for those who had established their own family. Unemployed patients had longer DUI —
36 months, compared with 12 months for employed patients. Similar findings were shown for associations with DUP. To our knowledge this study adds several important findings that help to better understand first psychosis patients.
Key words: psychotic disorders, duration of untreated psychosis, duration of untreated illness, schizophrenia, first episode psychosis.
INTRODUCTION
Improvement in psychiatric treatment is one of the landmarks of the twenty-first century as it is stated in the Strategy to Improve Mental Health Care in Latvia 2019–2020
(Anonymous, 2018b): psychiatry is one of three priorities in
health care in Latvia in 2019. Because of the specific character of the course of the illness, schizophrenia often remains untreated for a long time before it is recognised and
treated (Bertelsen et al., 2008), which has a strong effect on
the affected individuals and on society, including long-term
disability, unemployment, and reduced life expectancy
(Owen et al., 2016; Whiteford et al., 2016). Statistically
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schizophrenia is known as one of the mental disorders with
the highest number of years living with disability (Wittchen
et al., 2011; Olesen et al., 2012). Psychosis starts in late
adolescence to early adulthood, when it is considered as an
early stage of schizophrenia, and is classically viewed as a
critical point (Birchwood et al., 1998). Its management not
only requires to determine the long-term outcomes, but also
consideration of the possibility of realising secondary prevention in psychiatry (Fusar-Poli et al., 2017).
Among all registered patients with mental and behaviour
disorders in Latvia in 2017, 22.0% were registered with diagnoses F20–F29 (Anonymous, 2018c). The Centre for DisProc. Latvian Acad. Sci., Section B, Vol. 73 (2019), No. 4.

ease Prevention and Control of Latvia in their annual statistic report indicated that every year 365 new cases of
schizophrenia-spectrum disorders are registered (persons
who went to a health-care specialist in the territory of Latvia and were diagnosed with F20–F29 diagnosis accordingly to ICD-10 (Anonymous, 1992) at the end of visit. This
is the fourth most common diagnosis code after organic, including symptomatic, mental disorders (2515 new cases per
year), neurotic, stress related and somatoform disorders
spectrum disorders (1091 new cases per year), and mood
(affective) disorders (732 new cases per year) (Anonymous,
2018c).
In psychotic disorders including schizophrenia, for clinical
benefit, it is important to explore modifiable factors such as
duration of untreated psychosis, and duration of untreated
illness (Marshall and Rathbone, 2011; Murru and Carpiniello, 2018). There is evidence of the influence of psychosocial factors, for example social support (Norman et al.,
2018; Novick et al., 2012), and pathways to seeking help in
mental health care, which can dramatically affect treatment
delay (Temmingh and Oosthuizen, 2008; Bhui et al., 2014).
A Danish population study found that demographic factors,
such as female gender, higher age, and living in peripheral
areas, are associated with prolonged DUP (Hastrup et al.,
2018).
Because of the existing significant barriers to access to
mental health-care, people living in regional areas diagnosed with mental illness are the most vulnerable (Byrne et
al., 2017). Young people in rural areas experience greater
difficulties with stress and coping mechanisms, when compared to urban areas (Boyd et al., 2006). This can be explained with longer distance to mental health care centres,
social isolation, lower socioeconomic status and higher stigmatisation towards mental illnesses (Lihong et al., 2012).
Mental health care in Latvia, especially emergency psychiatry, which offers psychiatric care for acute psychosis, is organised strictly on catchment area basis, which makes the
Daugavpils Psychoneurological Hospital (DPNH) the only
institution providing emergency psychiatry in a catchment
area of approximately 273 375 inhabitants, and consisting
of 19 municipalities (city and rural). This region of Latvia is
known as Latgale, which covers 22.53% of the territory of
Latvia, and in 2016 it contained 13.9% of the Latvian population (Anonymous, 2018a). Based on the OECD criteria
(Anonymous, 2011), a rural region is classified as having a
density of inhabitants less than 150 people per square kilometre. Thus, the majority of municipalities of Latgale are
rural, with an overall average population density of 19 inhabitants per square kilometre (Anonymous, 2018a). However, the region includes two governmental level cities:
Daugavpils and Rçzekne.
The aims of our study were to explore (1) clinical and sociodemographic patterns in first-episode patients living in a
rural region in Latvia, (2) pathways taken to obtain mental
health-care during first-episode psychosis, and (3) associations between clinical and sociodemographic determinants
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in first-episode psychosis. Our hypothesis was that clinical
patterns, including duration of untreated illness and duration
of untreated psychosis, are associated with social and also
demographic characteristics.
To our knowledge there is no study describing psychotic
disorders in a rural region of Latvia. In scientific literature
less is known about the specifics in psychotic disorders in
rural regions. Yet, this remains one of the most challenging
environments for mental health care. Therefore, our study is
important for obtaining background information that can aid
making decisions on the implementation of more effective
strategies in treating patients with first psychosis in rural
settings.

MATERIALS AND METHODS
The current study design is descriptive cross-sectional and
included all consecutive patients with first episode of psychosis (FEP) admitted in DPNH.
The recruitment time period was between 1 January 2016
and 31 December 2017. For the first assessment we included all consecutive patients presenting psychotic symptoms for the first time in their lifetime in DPNH. The first
clinical evaluation and diagnosis were made by certified
psychiatrists working in the DPNH emergency room. The
diagnosis was confirmed during the initial clinical interview; the first-episode psychosis was defined as an acute
psychiatric illness, which fulfilled criteria of F20 or F23 described in the International Classification of Disease 10th
revision (Anonymous, 1992).
All assessments and interviews were performed by researchers, psychiatrists and in case of a complicated diagnostic process, consent was reached with the supervisor, a
certificated psychiatrist with experience in the field of more
than 30 years. Data was collected by interview from each
patient on demographic factors (e.g., age, gender), social
factors (relationship status, children, employment status,
living conditions, education in years), help-seeking behaviour (appointments before admission in psychiatric hospital,
initiator for seeking help, and the way how patients were
brought to the hospital), and clinical symptomology, including duration of untreated illness (DUI) and duration of untreated psychosis (DUP).
Inclusion criteria were as follows: 1) age 18–65 years at the
time of interview; 2) diagnosis of F20 or F23 based on
ICD-10; 3) clinically stable for participation in the clinical
interview; 4) first psychosis episode in their lifetime; and 5)
obtained written consent of enrolment in study. Exclusion
criteria were as follows: 1) organic aetiology of the presenting psychotic symptoms, e.g., brain/head injuries; 2) exogenous aetiology of presenting psychotic symptoms, including
substance abuse induced psychosis; 3) comorbidity with intellectual disabilities (IQ < 70), based on previous medical
history; 4) use of antipsychotic medication for more than
four weeks; and 5) affective psychosis (F30–F39).
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From all consecutive 94 patients with non-affective psychotic symptoms, 69 patients met the inclusion criteria.
Twenty-five were excluded for the following reasons: in
eight patients the psychosis was caused by an organic pathology, in seven patients the psychosis was induced by
substance intoxication, for four patients it was not the first
psychotic episode and six patients refused to participate in
the study.
All included patients were interviewed two times: within
five days of the admission (1st interview) and within three
days before discharge from the hospital (2nd interview).
From 69 patients, both interviews were completed by 56
participants. Ten patients were discharged before they were
reached for the second interview, and three patients refused
to participate in the second interview. All patients who were
not able to participate in the second interview had given informed consent for the use of data from the first interview.
The interviews were constructed by the authors using a
semi-structured clinical interview concept. Both interviews
were conducted only as face-to-face clinical evaluations,
which took 40 to 60 minutes and were conducted only by
researchers.
The 1st interview contained three structured blocks. The
first block consisted of sociodemographic characteristics.
We also included self-reported information about suicide attempts during the patient lifetime and psychotic illnesses in
the family history. The provided information was checked
by closest family members or others close to the patients.
Additional information was derived from medical files, including clinical records from the attending psychiatrist and
used for crosschecking the information given by the patient.
The second block was aimed to explore help-seeking behaviour. This block was based on a German study (SchultzeLutter et al., 2015). Information was collected on ways how
patients were brought to the hospital: 1) help-seeking initiator (patient him-/herself, family members, friend/colleagues, medical workers or other); 2) first contact with
healthcare practitioners before admission to psychiatric
emergency room (general practitioner, psychiatrist, other,
none); 3) way how the patient was transported to the psychiatric emergency room (by him-/herself, by family members, by ambulance, by ambulance with police escort).
The third block included clinical assessment with the Scale
for Assessment of Positive Symptoms (SAPS) (Andreasen,
1984) and Scale for Assessment of Negative Symptoms
(SANS) (Andreasen, 1983). SAPS is a widely used assessment scale, which includes four main domains of psychotic
positive symptoms (schizophrenia spectrum): hallucinations, delusions, bizarre behaviour and positive formal
thought disorder. SANS is a widely used assessment scale,
which includes five main domains of psychotic negative
symptoms (schizophrenia spectrum): affective flattening or
blunting, alogia, avoliation-apathy, anhedonia-asociality
and attention. SAPS includes 30 symptoms to be evaluated
separately, and four global symptoms — one for each do334

main, and SANS includes 19 symptoms, and five global
symptoms. Each symptom and global symptom were evaluated with a score 0 (none) to 5 (severe). For SAPS and
SANS we used the total score across all domains (including
global symptoms) for better comparison between these variables at admission and at discharge (Andreasen et al.,
1995).
Determination of duration of untreated psychosis (DUP)
was based on clinical judgement during the interview and
collected data from closest family members. We used a
definition often used in describing first psychosis episodes
in Denmark (Malla et al., 2002). DUP was defined as the
time period from the onset of psychotic symptoms (a score
of 3 and higher on SAPS scale or SANS scale global symptoms evaluation) contiguous with presenting episode to the
time of adequate treatment of psychotics.
For DUI we used the following definition: the time from the
first unspecific symptoms related to psychosis to the time of
adequate treatment of psychosis; there should be no return
to a previous stable level of functioning after manifestation
of psychotic symptoms (Pelayo-Terán et al., 2018). To obtain information about first psychiatric symptoms we asked
the patient, their closest others, and searched in medical records for all symptoms indicating behavioural change, such
as anxiety, depression, suicidal ideation, and social withdrawal, as these symptom clusters have previously been described in other studies on first episode psychosis (Malla et
al., 2006).
As all patients in this study were admitted in the psychiatric
hospital because of psychosis, the admission day was considered as the starting point for adequate treatment — as
previously used in literature (Schultze-Lutter et al., 2015).
Additionally, we collected information from medical records about bed day count in the psychiatric hospital and
used antipsychotic medications.
Pharmacological treatment in the study sample was coded
according to the Anatomical Therapeutic Chemical (ATC)
classification index. In this study we evaluated only antipsychotic medication (ACT code N05A, excluding Lithium) used in psychosis treatment, as recommended for treatment in most of the psychosis guidelines in Europe
(Anonymous, 2014) and Latvia (Terauds et al., 2014). We
collected data only about medication prescribed at the time
of discharge for two main reasons: 1) most often the medication at that point was used for more than 14 days and
could be considered as effective (Tçrauds et al., 2014) and
2) this study was not designed to evaluate specific antipsychotics effects on patients’ clinical determinants. We assessed prescribed antipsychotics only for general descriptive purposes.
The data was analysed using SPSS version 22.0. The descriptive statistics included frequencies for categorical variables (shown in absolute numbers and percentages) and the
Kolmogorov–Smirnov test for normality. For normally disProc. Latvian Acad. Sci., Section B, Vol. 73 (2019), No. 4.

tributed variables we applied means and standard deviations, for nonparametric numeric data — medians and interquartile ranges. Additionally, we explored Cohens d and
effect size for changes in positive and negative symptomology at the time of admission and discharge. For comparison
between categorical variables we used the Pearson ChiSquare test or Fisher’s Exact test, with Phi for estimation of
effect size (weak effect: Phi < 0.3, medium: 0.3–0.5, large:
> 0.5). We used the Mann–Whitney test U test and Kruskal–Wallis test with r as effect size, to examine differences
between gender groups, sociodemographic variables and
help seeking variables, and DUI/DUP. For describing relationships, we used two-tailed Spearman’s correlation coefficient analysis (rs). The level of significance for all statistical
analyses tasks was set at 0.05.

Table 1
SOCIODEMOGRAPHIC BACKGROUND INFORMATION ABOUT
FIRST PSYCHOSIS EPISODE SAMPLE
%

p-value

36

52.2%

0.81

69

12.0
(9.0–15.0)

n.a.

Marital status
Married/Partnerships
Single/separated

27
42

39.1%
60.9%

Living conditions
Alone
With spouse
With relatives

8
27
34

11.6%
49.3%
39.1%

The study was approved by the Ethics Committee of Rîga
Stradiòð University (RSU).

Have children
Do not have children

35
34

50.7%
49.3%

0.99

RESULTS

Work situation
Employed
Unemployed

24
45

34.8%
65.2%

0.01

Psychiatric illnesses in family

18

26.1%

n.a.

Suicide attempts in lifetime

8

11.6%

n.a.

From 69 included patients, 36 were male (52.2%); the median age of the cohort was 33.0 years (IQR 27.5–42.0).
There were statistically significant differences between genders — women tended to be older, with median age 35.0
years (IQR 32.0–46.5), than men, who had median age 29.0
years (IQR 26.0–37.0), Mann Whitney U test, p = 0.011 (effect size 0.31). Other descriptive statistics about sociodemographic background information are displayed in Table 1.
Among gender differences tested with the Pearson ChiSquare test, women living significantly more often with
their spouses (63.6% of cases), while men had established
their own family only in 16.7% of cases; 69.4% of men
lived with their relatives and only 27.3% of women lived
with their relatives, p < 0.001 (Phi = 0.48). There were also
significant differences in relationship status: 45.5% of female patients were married and 18.2% had a partnership,
while for male patients the results were respectively 8.3%
and 8.3%, p < 0.001 (Phi = 0.49). Significant differences
were found between genders on having children: 81.8% of
women had children, while only 18.2% of men had children, p < 0.001.
Help-seeking behaviour is displayed in Table 2.
The median DUI was 30 months (IQR 11.0–60.0), and the
median DUP was 8.0 weeks (IQR 4.0–48.00); there were no
significant differences between genders in our sample in
DUI/DUP.
Nonparametric tests showed significant differences between
sociodemographic aspects in DUI/DUP. We found that patients who lived with relatives had the longest DUI — 36
months (IQR 24.0–60.0); for those who lived alone DUI
was 30.0 months (IQR 12.0–61.5) and the shortest DUI was
for those who had established their own family — 12
months (IQR 4.0–36.0), Kruskal–Wallis test, p = 0.022 (r =
0.33). Significant differences were also found for DUP
among living conditions. For patients living with family
Proc. Latvian Acad. Sci., Section B, Vol. 73 (2019), No. 4.

Characteristic

n

All

69

Male
Years of education, including
university Me (IQR)

0.09

< 0.01

n.a., not applicable

Table 2
HELP SEEKING BEHAVIOUR BECAUSE OF COMPLAINTS OF PSYCHOTIC SYMPTOMS
n

%

8
53
7
1

11.6%
76.8%
10.1%
1.4%

Help seeking initiator
Patient him/herself
Family members
Medical workers
Other

First contact with health care practitioners before psychiatric ER
General practitioner
Psychiatrist
None
Other

3
16
38
12

4.3%
23.2%
55.1%
17.4%

6
21
23
19

8.7%
30.4%
33.3%
27.5%

Way how patient was brought to psychiatric ER
Came by themselves
Brought by family members
Brought by ambulance
Brought by ambulance with police escort
Psychiatric ER, Psychiatric Emergency room

members DUP was 24.00 weeks (IQR 4.0–96.0), living
with their own family 5.0 weeks (IQR 2.0–16.0), and for
those living alone DUP was 4.0 weeks (IQR 2.0–17.0);
Kruskal–Wallis test, p = 0.007 (r = 0.38). Accordingly, for
patients in a relationship of married, the DUI was shorter —
12 months (IQR 4.0–36.0), compared with DUI of 36
months (21.0–60.0) for single patients; Mann–Whitney U
test, p = 0.017 (r = 0.28). A similar pattern was found for
DUP: for single patients DUP was 16 weeks (IQR
4.0–48.0), for those in a partnership the median DUP was
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five weeks (IQR 2.0–16.0), Mann–Whitney U test, p =
0,048 (r = 0.24).
We found significant differences in employment status: unemployed patients had a longer DUI — 36 months (IQR
18.0–60.0), when compared to employed patients — 12.0
months (IQR 3.25–36.0); Mann-Whitney U test, p = 0.016
(r = 0.29). Significant differences were also found between
longer DUP and employment status, respectively for employed patients the DUP was four weeks (IQR 2.0–16.0),
for unemployed 16 weeks (IQR 4.0–48.0); Mann Whitney
U test, p = 0.016 (r = 0.31).
We observed a significantly shorter DUP, with median of
two weeks (IQR 1.75–12.00), in cases when the patient was
the initiator for seeking help. DUP was also noticeably
shorter when the initiators for seeking specialist help were
medical workers. The DUP in that case had a median of
four weeks (IQR 1.75–9.00), but when initiators for helpseeking were relatives, the median DUP was 16 weeks (IQR
4.0–48.0); Kruskal Wallis test, p = 0.018 (r = 0.36). We did
not find any other significant associations between helpseeking patterns and DUI in patients with first episode of
psychosis.
Results of the assessment of clinical symptomatology for
the whole cohort were as follows: median SAPS score during the 1st interview was 67.0 (IQR 53.0–74.5), median
SANS was 62.0 (IQR 39.5–74.5), upon discharge the median SAPS score was 20.36 (IQR 20.0–40.0), median SANS
was 26.19 (IQR 13.25–54.75).
For better evaluation of active symptomatology and its
clinical response to treatment we measured the Cohnens d
coefficient and associated effect size. We found that positive symptoms during treatment were changed with effect of
intervention d = 1.80, ESr = 0.67, and also negative symptoms changed with effect of intervention d = 0.87, ESr =
0.40.
The Mann Whitney U test showed differences between genders in clinical symptomology: male patients had more severe positive symptoms (p = 0.02), as well as negative
symptoms (p < 0.001) at the time of admission, and more
severe positive symptoms (p = 0.003) and negative symptoms (p = 0.001) at the time of discharge, when compared
to female patients.
The median time spent in hospital for the cohort was 28
days (IQR 18.0–41.0); there were no significant differences
between genders.
In this sample, only 6 (10.1%) patients had used antipsychotic medication before admission to the hospital; none of
them exceeded the four week limit.
At the time of discharge 86.9% (n = 60) of patients had a
prescription for one atypical antipsychotic medication and
13.0% (n = 9) had a combination of two antipsychotics.
From all prescribed antipsychotics the most often used were
Risperidone 36.2% (n = 25), Olanzapine 21.7% (n = 15),
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Table 3
CORRELATIONS BETWEEN DUI/DUP AND CLINICAL VARIABLES
Variable

DUP
(weeks)

Time spent in hospital
(bed days)

DUI
(months)

rs

p

rs

p

0.258*

0.043

0.282*

0.020

SAPS total score at admission

0.140

0.273

0.110

0.368

SANS total score at admission

0.319*

0.011

0.089

0.468

SAPS total score at discharge

0.366**

0.009

0.141

0.299

SANS total score at discharge

0.422*

0.002

0.110

.420

Spearmen rank correlation
*Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
DUI, duration of untreated illness
DUP, duration of untreated psychosis

Haloperidol 11.6% (n = 8), Aripiprazole 10.1% (n = 7),
Amisulpride 5.8% (n = 4) and Quetiapine 4.3% (n = 3), and
10.0% of patients received another antipsychotic or a combination of antipsychotics. In this study we did not find any
significant patterns between prescribed antipsychotics and
sociodemographic characteristics, clinical symptoms or
DUI/DUP.
The Spearmen rank correlation coefficients for relationships
between DUI/DUP and all other numerical variables are
displayed in Table 3.
DISCUSSION
We explored clinical and sociodemographic characteristics
in patients with non-affective first-episode psychosis in a
rural region of Latvia. Our results are based on a sample of
patients who are highly representative of patients with
first-time psychosis in this catchment area. There was no
competing public or private hospital for patients with firstepisode psychosis (FEP) in the catchment area, and access
to mental health care is universal and funded from public
resources, which allows DPNH to form a representative
sample of FEP in the rural region. During the two-year period, we were able to detect 69 true non-affective first-time
psychosis in the psychiatric emergency room of DPNH. The
catchment area is home to 273 375 inhabitants, which is
close to the incidence statistic described in literature: psychosis incidence in rural regions of France in 2014 was 17.2
per 100 000 (Szöke et al., 2014) and in Canada the treated
yearly incidence of FEP was 14.6/100 000 (Malla et al.,
2006). Higher incidence was found in England in a conduced meta-analysis research work, where results showed
that the pooled incidence for psychotic disorder was 31.7
per 100 000 person years (Kirkbride et al., 2012).
Our sample contained 52.2% male patients and we did not
find significant differences in the sample by gender. This
finding differs from other studies that showed that in nonProc. Latvian Acad. Sci., Section B, Vol. 73 (2019), No. 4.

affective psychosis male patients are represented slightly
more (Kvig et al., 2017), (Szöke et al., 2014; Malla et al.,
2004), and there is a reported odds ratio of 2.37 for nonaffective psychosis patients being male (Golay et al.,
2016).
In our sample the median age was 33.0 years, making our
patients older that in other studies: average age 19.9 years
(Kvig et al., 2017), 22.1 years (Cratsley et al., 2008), 27.8
years (Marshall and Rathbone, 2011), and 24.2 years (Malla
et al., 2002). Compared to a study in a rural region of Japan,
the patient mean age was similar to ours, as the first contact
with psychiatric services was at the age of 30.1 years. In a
previous study conducted in Latvia on the first time of onset
of psychosis in urban region, the mean age was 35.7 (SD
12.3) years for women and 30.0 (SD 10.8) for men, which is
comparable with our findings (Rusaka and Rancans, 2014).
There are several explanations for the different results.
Firstly, because of nonparametric data, we used medians to
describe patient age, which result in higher values than for
mean age. Secondly, the study was carried out in a rural environment, where delayed treatment might be expected. Location in a rural environment can be divided into extrinsic
factors, for example, lack of transportation, lack of financial
resources, social isolation, stigmatisation against mental
health, as well as intrinsic factors, such as more insidious
course of illness (Lihong et al., 2012).
In our sample, men were younger than women. At the time
of admission with psychotic symptoms, the median age for
men was 29.0 years, and for women — 35.0 years. Earlier
hospitalisation of men had been described to be associated
with more aggressive behaviour, society attitudes against
men and being afraid from physical violence, and the association of male gender with illegal substance use (K¸ster et
al., 2008; O’Donoghue et al., 2016). Our results confirm
this, with significantly more severe positive symptoms at
admission and at discharge in men compared to women. We
stress that the negative symptoms were more severe for
men, whereby at the first contact with a mental health-care
specialist men presented with more severe clinical symptoms.
An important finding in our study was the social determinants of first-time psychosis patients. Even before the first
contact with a mental health-care professional, 65.2% of
participants were already unemployed and 39.1% of them
were living with relatives, not being able to establish their
own family, even though the median length of education
was 12 years. Another relevant social determinant found in
this study was that 60.9% of patients were single. Similarly,
in Canada, 73.0% of patients in a first episode sample were
unmarried (Malla et al., 2002). We additionally found that
female patients were significantly more involved in partnerships and had children more often than male patients. This
is linked with the women’s role in the cultural environment,
Latgale is a traditionally oriented region with expectation
for women to have families and children, even when there
are signs of disturbed wellbeing.
Proc. Latvian Acad. Sci., Section B, Vol. 73 (2019), No. 4.

We speculate that in rural regions psychosis may start later.
Therefore, the education level in our sample is high enough,
but after the onset of psychiatric symptoms there is accumulative social and functional disadaptation. This assumption
is supported by the fact that in our sample the median DUI
was 30 months, which represents a 2.5-year period living
with psychiatric symptoms without treatment. We found
that persons living with relatives had a longer DUI (median
36 months), which could be explained by the ability of
close relatives to tolerate and “get used” to odd behaviour
or mental health struggles of a family member. In literature,
the reasons mentioned that explain why families do not seek
help when problems become apparent may be associated
with other variables, such as explanatory models of illness,
stigma, and socio-economic or educational background
(Singh and Grange, 2006).
The calculated DUI of 36 months is comparable with that
indicated in literature: from published epidemiologic studies
it is known that DUI in schizophrenia spectrum psychosis
varies from 36 months to even eight years (Dell’Osso et al.,
2013). In a study of DUI in FEP, DUI had a median of
154.9 weeks or, when converting the median DUI to
months, 35 months (Malla et al., 2006).
The median of 8 weeks for DUP in our sample is similar to
that estimated in other studies, where DUP varied from 4
weeks to 68 weeks (Anderson et al., 2010). Regarding our
study it is worth highlighting that all patients presenting
with first psychosis episode were admitted in an acute psychiatric ward, which clinically indicates more severe and
acute state without the possibility to manage the psychotic
symptoms in an out-patient care settings. This finding is in
concordance with observations from other authors on psychosis in acute psychiatric wards (Cratsley et al., 2008;
Bhui et al., 2014; Sharifi et al., 2009).
Regarding clinical symptoms, we found that a longer DUP
was associated with more severe positive symptoms at discharge. In a Canadian study, a longer DUP was associated
with more severe positive symptoms after a one year follow
up period (Malla et al., 2002). In this study we found a
moderately-strong correlation between a DUP and severity
of negative symptoms at admission and at discharge, which
agrees with previous research showing that longer DUP was
associated with reduction of negative symptoms of schizophrenia spectrum disorders (Chang et al., 2013). To emphasise this finding, we found that during treatment in hospital
the positive symptoms changed with a large effect size,
while negative symptoms changed with only with a small
effect size; thus, clinical remission mainly was achieved by
reducing positive symptoms, but negative symptoms remained difficult to manage.
In our study sample the prescribed antipsychotic medication
mirrored prescription choices given in national guidelines,
with the first two choices being novel antipsychotics such
as Risperidone (36.2%) and Olanzapine (21.7%), leaving
the only used typical antipsychotic Haloperidol (11.6%) in
third place, followed by other novel antipsychotics. Pooled
337

together 86.9% patients were prescribed novel antipsychotics in monotherapy and 13.0% were prescribed a combination of typical with atypical or only typical antipsychotic,
which is in-line with guidelines and other studies in FEP patient populations (Brostedt et al., 2017; Malla et al., 2002;
Pelayo-Terán et al., 2018). We did not find any association
between medications and other determinants characterising
FEP in this sample.
To our knowledge this is the first study in Latvia to examine help-seeking ways to mental health care in first episode
psychosis within rural settings. It was disappointing to find
that 55.1% of patients with first psychosis had never seen
any health-care specialist before and that only 23.2% had
seen a psychiatrist, making this the most often seen specialist before admission in hospital. Only 4.3% had seen a general practitioner. This is in contrast with a study showing
that GPs have a role as gatekeeper to access to a mental
health-care specialist (Anderson et al., 2010). These findings can be explained by the mental health-care organisation system in Latvia, where the psychiatrist is a direct accessibility specialist, fully paid by the government, and no
referral from a GP is needed. In one study where geographical differences were examined (Kvig et al., 2017), direct
help-seeking for a mental health-care professional was dependent on location: urban or rural region. In urban areas
where there are wider social networks, it can be less likely
that the patient was first contacts emergency clinics (Bhui et
al., 2014), as opposed to regional facilities.
Regarding ways how patients were brought to the psychiatric emergency room, we found that 30.4% were brought by
family members, 33.3% were brought by ambulance, 27.5%
by ambulance escorted by police and only 8.7% came by
themselves. This finding allows us to speculate that in rural
regions of Latvia the gatekeepers for mental health care are
medical workers in ambulances. Regarding the initiator of
help-seeking due to psychotic symptoms, for 76.8% of patients family members made the decision to see a mental
health specialist, which is very similar to that mentioned in
another first episode rural study (Lihong et al., 2012). This
is also in concordance with the already established role of
others in help-seeking, which becomes more prominent
with increasing severity of symptoms(Schultze-Lutter et al.,
2015), and, as we mentioned, our sample contained acute
psychosis patients. This allows us to stress the importance
of family member awareness and knowledge of mental
health needs.
It is important to highlight that in our sample 26.1% had a
psychiatric illness in first degree relatives. There is evidence
that patients with first-degree relatives with psychiatric illness have increased risk of subsequent diagnosis of schizophrenia or schizoaffective disorder with an OR of 1.9 [95%
CI 1.1 to 3.0] (Björkenstam et al., 2013). There is a need to
put effort in educating families and patients, not only for patients with FEP to expand their social networks and reduce
stigmatisation, but also considering them as future parents.
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Strengths and limitations. The strength of this study is that
we were able to obtain a representative number of patients
with first-time psychosis in the relevant rural region, which
the main limitation is that we cannot exclude the possibility
of patients voluntarily bringing themselves to other psychiatric hospitals in different regions. Another strength was
that we examined a sample in which the majority of firsttime patients were drug naïve, which gave us reliable clinical findings in duration of untreated psychosis and duration
of untreated illness.
However, we acknowledge that there are several limitations.
First, methodologically, the applied criteria for first episode
psychosis in this study was not based on recent scales developed for the purpose of detecting and indicating a psychotic episode. We used a more conservative method with
SAPS and ICD-10 diagnostic criteria, which can cause bias
differences due to different inclusion criteria, sampling and
clinical evaluation. Second, we determined the duration of
untreated illness and untreated psychosis by definition
based on retrospective observations of patients’ symptoms
by themselves and by their relatives, which may lead to recall bias and may also be biased by significant other knowledge of the patient (Hastrup et al., 2018). In this study we
tried to minimise this phenomenon by cross-checking the
information with several closest family members, and also
checked all available medical documentation in DPNH.
To conclude, our study revealed several important findings
that can aid to better understand FEP patient demographic,
social and clinical portraits in rural regions. We found that
patients with first-episode psychosis during their first contact with a mental health-care specialist were mostly unemployed, living with their relatives, were single, and did not
seek any psychiatric help before the first contact with a
mental health-care specialist in psychiatric emergency
rooms, and these characteristics were partly associated with
a longer DUI/DUP. We hope that these finding will help to
put more effort in educating society, social institutions, and
also healthcare specialists for more effective detection of
psychotic symptoms, and that these findings will motivate
the development of more tailored and contemporary treatment for FEP, such as early intervention. Clearly there is
need for multiprofessional team work to ensure not only
clinical remission, but also functional (personal and professional) recovery with reintegration in society.
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KLÎNISKIE UN SOCIÂLDEMOGRÂFISKIE RÂDÎTÂJI PIRMÂS EPIZODES PSIHOZES PACIENTIEM LATVIJAS LAUKU
REÌIONÂ
Ðizofrçniskâ spektra saslimðanas visâ pasaulç ir viens no bieþâkajiem invaliditâtes cçloòiem cilvçkiem darba spçjîgâ vecumâ. Pirmâ
psihozes epizode tiek uzskatîta par vienu kritiskajiem punktiem tâlâkâ slimîbas attîstîbâ. Pçtîjuma mçríis bija iegût demogrâfisku un
klînisku informâciju par pirmreizçjiem ðizofrçniska spektra pacientiem lauku reìionâ, lai radîtu izpratni par situâciju kopumâ. Pçtîjuma
norises laikâ no 01.01.2016. lîdz 31.12.2017. tika intervçti visi pirmâs psihozes epizodes (SSK-10, F23, F20) pacienti, kas iestâjâs pirmo
reizi dzîvç ârstçðanai Daugavpils Psihoneiroloìiskajâ slimnîcâ. Iekïauðanas kritçrijiem atbilda 69. Klîniskâ intervija sastâvçja no trîs
blokiem: sociâldemogrâfiskie râdîtâji, palîdzîbas meklçðanas uzvedîba saistîbâ ar psihotiskiem simptomiem un klîniska simptomâtika
(Pozitîvo simptomu novçrtçðanas skala (SAPS) un Negatîvo simptomu novçrtçðanas skala (SANS), neârstçts slimîbas ilgums (NSI),
neârstçts psihozes ilgums (NPI)). Svarîgâkie rezultâti: pacientu vecuma mediâna 33.0 gadi (IQR 27.5–42.0), vîrieði bija ticami jaunâki ar
mediânas vecumu 29.0 gadi (IQR 26.0–37.0), sievietçm 35.0 (IQR 32.0–46.5). Mediânais NSI bija 30 mçneði (IQR 11.0–60.0), NPI astoòas
nedçïas (IQR 4.0–48.0). Tika atrastas nozîmîgas atðíirîbas NSI ietekmei uz sociâlajiem râdîtâjiem: pacienti ar ilgâku NSI dzîvoja kopâ ar
radiniekiem, bija bez attiecîbâm un nestrâdâja. No visiem pacientiem 55.1% pirms iestâðanâs slimnîcâ nebija vçrsuðies pie veselîbas
aprûpes speciâlistiem saistîbâ ar psihotiskiem simptomiem. Pçtîjuma rezultâti ïauj secinât, ka pirmâs psihozes epizodes pacienti jau pirmâ
kontakta laikâ ar psihiatriskâs palîdzîbas speciâlistu ir bez nodarbinâtîbas, dzîvo ar radiniekiem, nav nodibinâjuði attiecîbas, kâ arî lielâkajâ
skaitâ gadîjumu iepriekð nav vçrsuðies pçc psihiatriskâs palîdzîbas, un ðie râdîtâji ir daïçji saistîti ar ilgâku NSI un NPI. Tas norâda uz
nepiecieðamîbu attîstît efektîvas agrînas intervences pirmâs psihozes pacientu sekundârajâ profilaksç un veicinât sabiedrîbas izglîtoðanu
psihotisko traucçjumu gadîjumos lauku reìionos dzîvojoðajiem.
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