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ABSTRACT
Purpose  Psychosis is a severe mental health problem 
and is responsible for poor health outcomes, premature 
mortality and morbidity, especially in low- and middle-
income countries. The duration of untreated psychosis 
(DUP), that is the time period between onset of symptoms 
until initiation of appropriate treatment by a healthcare 
professional, is one of the main determinants for 
successful treatment in western settings. This study 
aims to explore the factors related to the DUP among 
Surinamese patients using the perspectives from patients, 
their families and first-line healthcare professionals in 
Suriname.
Methods  Semi-structured interviews were conducted 
with patients having a history of psychosis, family 
members and general practitioners between February 
2019 and April 2019 in Suriname. Interviews were tape-
recorded and transcribed verbatim. Data were analysed 
using a thematic analysis for which an inductive and 
deductive approach was applied.
Results  In total, 28 patients, 13 family members and 
8 general practitioners were interviewed. Five patients 
were excluded from the study. A median DUP of 4 months 
was found (IQR 1–36). Identified themes related to DUP 
included presentation of symptoms and illness awareness, 
help-seeking behaviour and alternative medicine, social 
support and stigma, financial and practical factors.
Conclusion  Multiple factors were related to DUP, of which 
poor illness awareness, traditional medicine, stigma and 
social support were predominant. Poor illness awareness 
and use of alternative medicine were related to a longer 
DUP. Stigma was often an obstacle for patients and their 
families. Social and family support was important in 
helping patients to get medical help sooner. Other explored 
factors including financial and practical factors did not 
contribute to DUP.

INTRODUCTION
Globally, mental and addiction disorders 
caused 7% of all global burden of disease 
measured in Disability-Adjusted Life Years 
(DALYs) and 19% of all years lived with 
disability in 2016,1 along with a percentage of 
16% of the world population being affected 
by mental disorders.1 People with mental 

health disorders are at high risk for disabilities 
and mortality,2 stigma and discrimination.3 In 
most countries, especially low-income and 
middle-income countries, health systems are 
inadequately designed to manage mental 
health problems.2 4 An alarming 76%–85% of 
people with severe mental disorders in low-
income and middle-income countries do not 
have access to proper mental healthcare.2

One such severe mental disorder, schizo-
phrenia, affects over 21 million people 
worldwide. The global incidence of schizo-
phrenia is 1.5 per 10 000,5 and the global 
burden of schizophrenia alone accounts for 
1.7% of Years Lived with Disability (YLDs).4 
Psychotic symptoms are a core feature of 
schizophrenia, which is characterised by 
sensory and/or cognitive disturbances. It has 
a broad clinical presentation with most prom-
inently symptoms such as hallucinations and 
delusions, but it can also present itself with 
symptoms such as thought disorganisation or 
apathy.6 The duration of untreated psychosis, 
that is, the period between onset of symp-
toms and initiation of appropriate treatment 
by a healthcare professional, has been asso-
ciated with poorer general outcomes.7 These 
manifest themselves as reduced likelihood 
of remission, poorer social functioning and 
cognitive impairment.8 9 In middle-income 
and high-income countries several factors 
playing a role in a prolonged DUP have been 
identified, such as stigma,10–12 the financial 
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	► Collaboration with local nurses during interviews to 
overcome language and cultural barriers.

	► Incorporating views from different population 
groups; patients, family and general practitioners.

	► Retrospective study design prone to recall bias.
	► Selection bias due to purposive sampling.
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situation of the patient,11 13 illness awareness,11 13 14 percep-
tion,13 distance to care facilities15 and knowledge of 
mental illnesses.14 Studies in Africa found reasons for low 
access to mental healthcare related to cultural views on 
causes of disease and reported people visiting informal 
healthcare settings first, before reporting to a hospital.16 
Another recent study found that traditional medicine 
could contribute to a delay of starting appropriate treat-
ment.13 Several countries have conducted research into 
country-specific factors and have begun to design and test 
interventions to reduce the DUP.17

In Suriname, a middle-income country, limited 
evidence on psychosis is available. The most recent 
study on the incidence of schizophrenic disorders was 
conducted in 2005 and showed an incidence of 1.77 per 
10 000.18 Healthcare is highly centralised, with only one 
psychiatric hospital located in the capital city Paramaribo. 
A study researching the equity in healthcare in Suriname 
reported the use of secondary healthcare to be lower in 
the rural interior compared with coastal areas.19 Suri-
name is a country in which traditional medicine is widely 
practised and large parts of the population still rely on 
these traditional healers in both urban and rural areas. 
Research in Suriname has shown that within traditional 
medicine, psychiatric diseases such as depression and 
anxiety are considered a social imbalance or to have spir-
itual causes.20 These alternate explanations of disease, 
among other factors, alter help-seeking behaviour of 
patients and their pathway to care, which seems to be of 
great importance in psychotic disorders.

Therefore, the aim of this study is to explore the factors 
related to the duration of untreated psychosis among 
Surinamese patients, using the perspectives from patients, 
their families and first-line healthcare professionals in 
Suriname.

METHODS
Setting, study design and participants
In Suriname, the healthcare system is not evenly distrib-
uted between rural and urban areas.21 It is highly 
centralised with only one psychiatric hospital based in the 
capital city Paramaribo, the so-called ‘Psychiatric Centre 
of Suriname’ (‘PCS’). In addition to this psychiatric 
hospital, there is one outpatient clinic of the PCS based 
in Nieuw-Nickerie. With only 10 psychiatrists in place, this 
calculates to 1 psychiatrist per 56 000 population in the 
country.22 To put this into perspective, the Netherlands 
has a calculated 1 psychiatrist per 4636 population.23 
General practitioners (GPs) are the first line of care in the 
formal healthcare system. We conducted semi-structured 
interviews between February 2019 and April 2019 among 
patients, family members and GPs. Patients were eligible 
for inclusion if they (i) signed the informed consent 
form; (ii) were diagnosed with a psychotic disorder and 
(iii) were aged between 16 and 65 years of age. Patients 
were excluded for participation if they (i) had intellec-
tual disability or (ii) had a known drug-induced psychosis. 

For family members and GPs no inclusion or exclusion 
criteria were formulated.

Sampling and materials
Patients were recruited from various regions in Suriname, 
namely Paramaribo, Moengo (East), Nieuw-Nickerie 
(West) and Brownsweg (South). The patients, known by 
the PCS to have a history of psychosis, were recruited based 
on the inclusion criteria and contacted by psychiatrists 
working in the PCS (mainly RN). Eligible patients were 
selected based on purposive sampling in order to aim at a 
heterogeneous group of participants concerning area of 
living and estimated DUP. A convenience sample of family 
members was used. If patients brought a family member 
to an interview, this family member was approached for 
participation in the study. In case patients were visited at 
home for an interview and a family member was present 
and willing to participate, this member was interviewed 
and included in the study. A convenience sample for the 
GPs was used. GPs were telephonically approached (by 
RN) and asked for participation, and if they were willing 
to participate they were included. In total, eight GPs were 
approached for participation in the study. The inter-
viewing process continued until saturation appeared and 
when no new themes emerged.

A first draft of the topic list was developed by the 
research team, using topics from previous studies and 
using the Cultural Formulation Interview,24 and the 
McGill Illness Narrative Interview,25 as the foundation 
of the interview design. Thereafter, it was discussed with 
PCS healthcare professionals (psychiatrists and nurses) 
for further improvement and clarification of language, 
cultural appropriateness and focus on known factors 
that would be relevant for the research question. This 
ensured that every factor associated with DUP, insights in 
the care pathway and cultural factors would be addressed 
and be understandable to the participants. DUP was 
defined as the time period between onset of symptoms 
until initiation of appropriate treatment by a healthcare 
professional. Onset of symptoms was defined as the first 
manifestation of symptoms as reported by the patient or 
their family, irrespective of illness awareness. The treat-
ment initiated by healthcare professionals is based on 
international evidence-based guidelines. Patients were 
interviewed about their first episode of psychosis and the 
topics covered were based on the predicted factors which 
could influence the DUP. The GP interviews focused on 
their knowledge of and experience with psychotic disor-
ders. Semi-structured interviews were conducted by (AvB, 
MdL, LK, MP) in Dutch (the official language of Suri-
name), with the presence of a nurse from the PCS when 
possible for any language and communication problems. 
When patients were only able to speak their local dialect 
then a nurse would translate. This was the case for 5 
(n=5) out of 27 patient interviews and 1 (n=1) out of 14 
family interviews. Doctor interviews were all conducted in 
Dutch. All interviews were tape recorded and transcribed 
verbatim. Interview templates for the original and revised 
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patient and family interview (online supplemental files 1; 
2) and GP interview (online supplemental file 3) trans-
lated into English can be found in the supplementary 
materials.

Patient and public involvement
Patients were first involved in the research process at 
the stage of conducting the interviews. Experiences 
from participants, together with themes from previous 
research, formed the baseline for this study’s outcome 
measures. Patients and public were not involved in the 
design, recruitment or burden of the study. Research 
results were shared with the PCS. Participants who 
showed interest in the study results were recommended 
to check in with their practising physician on conclusion 
of the study.

Data analysis
While conducting and transcribing interviews, data anal-
ysis was performed simultaneously. The transcribed inter-
views were analysed according to thematic analysis.26 In 
order to ensure reliability, the first four transcripts were 
independently coded by at least two researchers using a 
combined inductive and deductive approach. These find-
ings were discussed in order to create a set of codes the four 
researchers mutually agreed on, and to develop the initial 
codebook. Subsequently, all other transcripts were coded 
individually by a researcher. Thereafter, another member 
of the study team reviewed this coding, adding comments 
and highlighting possibly overlooked codes. Then discus-
sion followed between the two researchers. The analysis 
was considered finished when two researchers reached 
a consensus. The initial codebook was revised based on 
coding of the subsequent transcripts. When new codes 
emerged during analysis, these were added to the code-
book and previously finished analyses of transcripts were 
scanned for these newly found codes. Thereafter, the data 
were refined into themes and subthemes, which was then 
put into a database. A separate document contained any 
relevant, supporting quotations.

RESULTS
Sociodemographics
In total, 33 patients were approached for an interview, 
of which 5 patients were excluded due to having drug-
induced psychosis (n=3), intellectual disability (n=1) and 
because of a language barrier which could not be over-
come (n=1). Sociodemographic characteristics of one 
(n=1) patient were collected through a family interview, 
because the patient was not able to participate. A total 
of 13 family members and 8 GPs were included. Sociode-
mographic characteristics are shown in table 1. Patients 
had an equal gender distribution and a median age of 39 
(IQR 31–48) years. Most patients lived in the capital city 
Paramaribo. The majority of patients indicated to have 
multiple ethnicities, and generally, Indian and Creole 
were the most common. The predominant religions were 

Christianity and Hinduism. Most patients were single 
and lived with their family. The most commonly reached 
educational level was secondary education. Unemploy-
ment was high and most earned under 2000 SRD (€240) 
per month. The median DUP (n=2 unknown) was 4 
months (IQR 1–36) and the median onset of first symp-
toms (n=1 unknown) was 60 months ago (IQR 19–132). 
Mainly mothers were interviewed, with a median age of 
53 (IQR 48–58) years. The majority of GPs were males, 
with a median age of 47 (IQR 41.5–56) years and they 
were mainly based in Paramaribo and West-Suriname 
(table  1). Values were marked ‘unknown’ in case they 
could not be reliably retrieved from the interview nor 
from the medical file.

Using the perspectives of patients, their family 
members and GPs, we identified various factors related to 
the duration of untreated psychosis. According to partic-
ipants, presentation of symptoms and illness awareness, 
help-seeking behaviour and alternative medicine, social 
support and stigma, and financial and practical factors 
are important topics.

Presentation of symptoms and poor illness awareness
The onset of psychosis was characterised by a wide variety 
of symptoms. According to patients and family members, 
hallucinations and disturbed and confused thoughts are 
the most common first symptoms of a psychosis.

Patient 1: I saw things… on the tv, what I wasn’t al-
lowed to see and hear. And I also heard things… and 
in my thoughts. I thought differently about things… 
I wanted to have my own thoughts. I had thoughts 
about things that weren’t true.

Nearly half of the patients also presented with aggres-
sive behaviour and agitation. According to a few patients, 
symptoms of paranoia, sleep disturbance and abnormal 
motor behaviour were present. Depressive or suicidal 
thoughts were hardly mentioned (table 2).

Patient 4: It was a sudden outburst (…) that I sudden-
ly became aggressive at home.

Patient 12: The delusions got worse and worse and 
worse, there were several conspiracies playing in my 
head and eh I thought people were planning things 
against me.

According to GPs, patients most frequently present 
with hallucinations, disturbed and confused thoughts 
and aggressive behaviour as symptoms of psychosis. They 
elaborated on disturbed behaviour and indicated seeing 
a wide range including disobedience, confusion, destruc-
tion of property, self-neglect, wandering outside all day, 
blackmailing and aggression.

GP 6: Aggressive behaviour yes, usually family mem-
bers come and tell me that a brother or an uncle sud-
denly behaves aggressively.

The majority of patients expressed that they realised 
they experienced unusual things, such as hearing voices 

https://dx.doi.org/10.1136/bmjopen-2021-050731
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Table 1  Sociodemographic factors of participants

Variable
Patient
frequency, n (%)

Family
frequency, n (%)

General practitioner
frequency, n (%)

Age: median (IQR) 39 (17)* 53 (10)§ 47 (14.5)

Gender

 � Male 14 (50%) 4 (31%) 7 (88%)

 � Female 14 (50%) 9 (69%) 1 (12%)

Ethnicity

 � Indian 6 (21%) 6 (46%) –

 � Creole 3 (11%) 3 (23%) –

 � Mixed† 2 (7%) 0 –

 � Javanese 4 (14%) 3 (23%) –

 � Marron 5 (18%) 0 –

 � Multiple ethnicities 7 (25%)‡ 1 (8%)¶ –

 � Unknown 1 (4%) 0 –

Place of living

 � Paramaribo 16 (58%) 7 (54%) –

 � East Suriname 4 (14%) 2 (15%) –

 � West Suriname 4 (14%) 4 (31%) –

 � South Suriname 4 (14%) 0 –

Religion

 � Christianity 13 (46%) 4 (31%) –

 � Hinduism 7 (25%) 6 (46%) –

 � Islam 4 (14%) 3 (23%) –

 � No religion 3 (11%) 0 –

 � Unknown 1 (4%) 0 –

Relationship status

 � Single 15 (54%) 3 (23%) –

 � In a relationship 7 (25%) 2 (15%) –

 � Married
 � Divorced

2 (7%)
3 (10%)

6 (46%)
0

–
–

 � Widowed 0 1 (8%) –

 � Unknown 1 (4%) 1 (8%) –

Children

 � Yes 11 (39%) – –

 � No 14 (50%) – –

 � Unknown 3 (11%) – –

Living situation

 � With family 20 (71%) – –

 � With partner 1 (4%) – –

 � Alone 1 (4%) – –

 � Unknown 6 (21%) – –

Educational level

 � No education 1 (4%) – –

 � Primary 8 (28%) – –

 � Secondary 15 (53%) – –

 � Higher 3 (11%) – –

 � Unknown 1 (4%) – –

Work status

 � Employed 9 (32%) – –

Continued
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or behaving aggressively. However, they mostly did not 
seem to associate these experiences with an illness, as 
they had difficulties realising that their behaviours were 
abnormal manifestations or that it fell under the scope of 
a medical problem. Only a few patients associated their 
symptoms with having an illness.

Patient 18: I never thought of seeking help for voices.

Researcher: Why do you think that it lasted so long 
until you (…) got help?

Patient 5: Because first I had to think whether it was 
normal or abnormal.

Most of the patients and family members believed there 
was a supernatural explanation to the symptoms as they 
reported the cause of a psychosis to be the cause of a spell 
or the devil. As there were people from different cultures 
involved in this study, these supernatural causes varied 
widely corresponding to patients’ their culture or reli-
gion. For example, Christians would often mention God 
or the devil whereas indigenous people would attribute 
their symptoms to spirits that could do something to 
you, or could even possess you (Winti). GPs too acknowl-
edged that most patients often hold cultural beliefs as the 
primary cause for their symptoms.

Patient 14: Some people will say, who tell me that it 
is the Winti (spirit) from that family. I still talk a lan-
guage that I do not understand (…) so that is the 
Winti.

Variable
Patient
frequency, n (%)

Family
frequency, n (%)

General practitioner
frequency, n (%)

 � Unemployed 19 (68%) – –

Monthly income (SRD)

 � 0–999 19 (67%) – –

 � 1000–1999 7 (25%) – –

 � 2000–4999 1 (4%) – –

 � >5000 0 – –

 � Unknown
 � (100 SRD≈12 EUR)

1 (4%) – –

Relation to patient

 � Partner (married) – 1 (8%) –

 � Mother – 7 (53%) –

 � Father – 2 (15%) –

 � Sibling – 1 (8%) –

 � Aunt – 1 (8%) –

 � Adoption mother – 1 (8%) –

Location of GP practice

 � Paramaribo – – 4 (50%)

 � East Suriname – – 0

 � West Suriname – – 3 (38%)

 � South Suriname – – 1 (12%)

Patient 29 had been older than 62 for years already but did not know their birth date, there was no file. We assigned patient age 62.
*One patient was included in the study based on the story the family told, they did not specify age and therefore this patient was not included in the 
calculations for age.
†Mixed was not further specified.
‡Multiple ethnicities for patients included the following combinations: Creole-Indigenous-Jewish-Mixed. Creole-Indigenous-Mixed. Creole-
Caucasian-Mixed. Indian-Chinese-Javanese-Caucasian. Indian-Creole (2×). Indian-Jewish-Chinese.
§Age of three family members unknown.
¶Multiple ethnicities for family included the following combination: Creole-Indigenous-Jewish-Mixed.
GP, general practitioner.

Table 1  Continued

Table 2  Presenting symptoms reported by participants

Presenting symptoms Frequency, n (%)

Disturbed and confused thoughts 17 (61%)

Abnormal motor behaviour 6 (21%)

Hallucinations 22 (79%)

Agitation or aggression 12 (43%)

Delusion or paranoia 9 (32%)

Sleep disturbances 8 (29%)

Depressive or suicidal thoughts 1 (4%)

Presenting symptoms as times reported (n, %) by patients or their 
family. Multiple symptoms could apply to one patient. Presenting 
symptoms mentioned by both patient and family are counted as 
one.
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Patient 1: I thought it’s just one of those things they 
put on you, people in Suriname we believe people 
put something on you so I thought that was it. I didn’t 
know it was just my illness. Yes, that is Voodoo.

Family 18: We thought it were attacks of the devil.

While some patients attributed their symptoms to other 
mental or physical factors such as stress or head trauma, a 
few patients indicated to be completely unaware of their 
condition at the time.

Patient 10: I was (ill) because I was stressed. I stressed 
a lot.

Family members reported that they noticed changes in 
the behaviour of their relatives, and that they associated 
these changes with an illness. It should be mentioned 
that participants would also use ‘illness’ for problems 
outside of the medical scope. It was rare that neither the 
family nor other people noticed something was wrong or 
different about the patient.

Family 7: I could see he was sick, you know? As a 
mother, you know?

GP 1: Usually the mentors tell us that the patient has 
been acting strange for a while.

Help-seeking behaviour
The majority of patients and their family members 
reported to have visited a traditional healer for alter-
native care, and this was mainly the first line of care. In 
Suriname, there is a great variety in who can be classi-
fied as a ‘traditional healer’. Traditional healers that 
were repeatedly mentioned by participants of our study 
were: Pandits, Babas (Hindu culture); Lukuman, Bonuman 
(Afro-American culture); Chamans (Indigenous culture); 
Church priests (Christian religion). Some patients indi-
cated they visited a traditional healer multiple times or 
went to multiple different healers.

Researcher: Why did you first go to the Lukuman 
(traditional healer)?

Patient 16: Because that… these things spiritual 
things. (…) This cannot be treated at the general 
practitioner.

Researcher: How many different people (traditional 
healers) did you visit in those 4 years?

Patient 6: Almost four.

The second most common first place to seek help was 
at the GP. Generally, 46% of the study population saw a 
GP before receiving treatment at the psychiatric hospital. 
Most GPs stated that they had been trained in medical 
school on how to recognise psychotic symptoms and that 
they would immediately refer patients who present to 
their clinic with these symptoms. Overall, it was mainly the 
family that decided on where help should be sought. In a 
few of these cases, aggressive behaviour was a clear indi-
cation for the family that the patient needed immediate 

medical attention. In the end, in a great majority of cases 
the family decided to visit a psychiatrist.

Patient 26: They (parents) said ehm, you are con-
fused, go to the doctor.

Researcher: Who decided to go to the GP?

Patient 16: My mother and my grandmother.

Interestingly, some traditional healers also recom-
mended consulting a psychiatrist, according to patients 
and family members.

Patient 7: That Pandit said you must go to the doctor.

Stigma and social support
Many participants indicated that there is a negative 
perception of psychosis and other psychiatric illnesses in 
society and many patients did not share their problem 
outside of their families. Often, the Surinamese people 
would use descriptive words as ‘crazy’ when referring to 
someone with a mental illness. Patients expressed fear of 
being labelled in a negative way.

Researcher: What was for you the main reason not to 
go to the GP?

Patient 8: That was it, that people will find me crazy.

Researcher: Do people view you differently?

Patient 24: Yes a few of them.

Researcher: Yes? How do they see it?

Patient 24: How should I say it (…), like a madman.

Around half of the study population indicated that 
stigma was not present within the family and 89% of 
participants reported to feel supported by their families. 
If patients were willing to share their problems, the main 
first place to do so was with someone within their family. 
Sharing their problem with outsiders would commonly 
be done after the patient had already received treatment. 
Patients noted that family support was often a key compo-
nent in getting them to seek and receive help. Family 
members also played a big role in helping patients to stick 
to their treatment. GPs too emphasised the importance of 
family support for treatment initiation and continuation.

Family 18: Now when she got these things, I have re-
ally, I really did not at all think about getting crazy or 
being crazy, no (…). But thinking that she is crazy? 
No, I have not at all thought that.

Patient 6: I have also told my nieces (…) they said; 
you did the right thing getting help at the Baba (tra-
ditional healer). (…) They just want to support you.

Family 7: I go with him, (…), every time he has to 
come, I come along.

Interviewees also reported a specific stigma on the 
Psychiatric Centre in Paramaribo. Commonly, it is 
perceived as a place for mad or crazy people.
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Patient 1: My brother and my mother have said at 
school I should not tell anything to everybody that 
I… am under treatment at the PCS. Because then 
they will treat you different or so.

GP 1: They just don’t want to go to the PCS, yes. 
Because fairly it is seen as a madhouse.

Financial and practical factors around mental health services
Most patients were insured prior to seeking help, most 
commonly with basic insurance. Basic insurance covers 
psychiatric care in Suriname. For those that did not have 
insurance prior to their symptoms, it was clear that this 
led to a delay in receiving appropriate treatment. When 
asked, costs did not seem to keep participants from 
seeking help. Only very rarely costs were mentioned as an 
issue for seeking healthcare.

Family 16: We didn’t have to pay for it. He has an 
insurance card.

Researcher: Have you ever doubted whether to seek 
help because it costs so much money?

Patient 14: No I have never doubted.

Family 7: He had no things, no thing-card.

Nurse: Insurance card.

Family 7: Insurance yes. Then I had to wait a long 
time (…) three months or so.

None of the interviewees reported any problem with 
distance to the GP and none mentioned having any 
difficulty getting help at the GP. The interviewed GPs 
agreed with this finding and said distance to them was 
not an issue for patients. Patients living in rural areas did 
mention that in the past it would be difficult to go to the 
PCS, situated in Paramaribo, but nowadays it is possible 
for them to receive psychiatric care through their GPs.

Patient 4: What happened to me, I make time to 
come to the PCS so for me the distance is no longer 
important. What is important is I have found help, it 
is good for me. The distance doesn’t matter anymore.

GP 4: The distance I would not say (…) now with 
these developments we have enough GPs where they 
can go.

DISCUSSION AND CONCLUSION
This study aimed to explore the duration of untreated 
psychosis among Surinamese patients and related factors 
using the perspectives from patients, their families and 
first-line healthcare professionals in Suriname. The 
median DUP was 4 months. Main emerging themes 
included poor illness awareness, use of alternative medi-
cine, stigma and family support. Patients and families had 
difficulty recognising symptoms as an illness and would 
attribute these to supernatural causes, resulting in a delay 
before contacting a GP or psychiatrist. Significant stigma 
and fear of being labelled ‘crazy’ also contributed to a 
delay in help-seeking, as it withheld people from talking 

openly about their symptoms. Good family support was 
associated with a shorter period of time lost before seeing 
a healthcare professional and often it was the family 
who took initiative to look for help. Other factors such 
as financial resources, accessibility to healthcare facilities 
and knowledge of psychiatric illness among GPs were 
investigated too, but were found to be of less significant 
relevance to DUP.

One important and recurrent finding was the lack 
of illness awareness among the participants and their 
communities. Many patients and families attributed symp-
toms to external, predominantly supernatural, causes. 
These non-medical explanatory models of psychosis have 
been found previously in non-western countries.27 Social, 
cultural and religious explanations were encountered 
and would often influence pathway to care.27 Likewise, 
a study in Malawi,28 found the sociocultural explanation 
of witchcraft and spirit possession to be dominant and 
determinant for subsequent help-seeking. In our study, 
the most common first place to seek help was traditional 
medicine, with GP practices following second. Gener-
ally, the use of traditional medicines is common in many 
households in Suriname.29 From these results, a relation-
ship between this cultural explanation and alternative 
medicine as first place to seek help is evident. Various 
studies in countries with rich cultural history see similar 
results.28 30 31 Many patients who reported seeing a tradi-
tional healer before seeing a medical specialist, were also 
the ones who had a longer DUP. A cross-sectional study 
in South Africa found similar results for contact with 
traditional healers and DUP.30 Burns et al32 too reported 
an association between alternative medicine and long 
DUP. There have been promising attempts to set up 
collaborations between traditional healers and general 
healthcare,33 34 or at educating traditional healers for 
recognising mental diseases.35 However, these studies are 
still juvenile and such a study in Suriname has yet to be 
performed.

We found that in particular family relations played a 
major role in social support, help-seeking behaviour 
and treatment initiation and continuation. Many family 
members are closely involved in decision-making on the 
patient’s behalf and could therefore be of vital influence 
on a patients’ duration of untreated psychosis. Corre-
spondingly, a US study found patients with stronger family 
relations to have a shorter DUP compared with individuals 
who had a more troubled relationship with their families.36 
In their study, a key component in a strong relationship 
included open communication, a factor which emerged 
during our interviews too. Another study from China also 
found family members misjudging the patients’ disease 
to be the main cause for treatment delay,37 again empha-
sising the importance of family in final decision-making. 
Family members appear to be the most common initia-
tors in seeking care and to be decision-makers regarding 
treatment.30 31 The social context including family seems 
to be a promising topic for further research and future 
interventions aimed at reducing DUP.
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General stigma seemed to be a barrier for patients to 
talk about their symptoms and seek help, a finding consis-
tent with previous studies.38 Recently, Kular et al12 found 
stigma on mental illnesses significantly lengthening DUP. 
In our study, GPs too attributed treatment delay to stigma. 
Psychosis is still misunderstood and people are afraid of 
receiving the label ‘crazy’. Correspondingly, we found the 
Psychiatric Centre in Paramaribo was seen as a place for 
mad people.

The study is prone to significant recall bias, since all 
data were gathered through interviews and stories were 
told in retrospect. The time of onset of first symptoms 
ranged from 1986 to 2017, from which the recall bias 
is apparent. During transcript analysis, contradictory 
information was occasionally found between patients’ 
and their families’ stories or between a narrative and the 
medical file. As there was only one moment of contact, 
there was no opportunity to clarify contradictory infor-
mation with the interviewee. In these cases, information 
from the medical file and subsequently the families’ story 
was deemed more accurate than the patients’ story. If 
conflicting themes occurred within the same transcript, 
for example, a patient indicating throughout the inter-
view that they were both aware and not aware of their 
symptoms, both themes were marked as present in the 
results. This might have led to certain themes being over-
exposed or underexposed in this research. Additionally, 
it was difficult to determine DUP for some patients due 
to inconsistencies between patient and family stories and 
the medical file. Finally, a selection bias is likely since 
participants were specifically chosen to create a diverse 
population.

Strengths of the study were access to patient files to 
minimise bias for date of admission, onset of symp-
toms and DUP. Another significant strength is the pres-
ence of local nurses during the interviews to overcome 
language barriers between researcher and interviewee, 
improving the quality of collected data. The inclusion of 
GPs strengthens the study by adding a different, medical 
viewpoint. Furthermore, stories from patients confirmed 
by family members ensured more reliable data. Lastly, the 
study design ensured a broad geographical spread for 
data collection, strengthening the scope to which results 
can be applied.

In conclusion, multiple factors were related to DUP, 
of which poor illness awareness, alternative medicine, 
perceived stigma and social support were predominant. 
Many other factors were explored, including accessibility 
to healthcare facilities and financial factors. The impor-
tance of factors such as the use of alternative medicine, 
stigma and family support provide a reflection of the 
Surinamese society and results of our study facilitate 
better understanding of this specific population. Knowl-
edge about these country-specific factors can be used as 
supportive material for measures taken to reduce DUP 
in Suriname in the future. In concordance with the 
WHO Traditional Medicine Strategy,39 collaboration 
between traditional healers and the general healthcare 

system would be a significant step forward and should be 
pursued.
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