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ABSTRACT
Background: Sleep disturbances are common in the early stages of psychosis and bipolar disorder and are increasingly regarded 
as transdiagnostic risk factors for symptom severity and suicidality. However, few studies have simultaneously examined both 
subjective and objective sleep changes during this early illness phase.
Methods: This cross-sectional study included patients within 12 months of the onset of psychosis or bipolar disorder and matched 
healthy controls. Patients completed standardised questionnaires including the Pittsburgh Sleep Quality Index (PSQI), Epworth 
Sleepiness Scale (ESS), Beck Depression Inventory (BDI), Mood Disorder Questionnaire (MDQ) and Prodromal Questionnaire-16 
(PQ-16). Actigraphy was recorded for seven consecutive nights in both groups.
Results: Twenty patients (11 with psychosis, 9 with bipolar disorder) and 20 healthy controls were assessed. Most patients re-
ported poor sleep quality (70%), depressive symptoms (60%) and suicidal thoughts (65%). Poor sleep quality was strongly linked 
to depressive symptoms (r = 0.76) and prodromal features (r = 0.69). Actigraphy showed reduced total sleep time in patients com-
pared to controls (388 vs. 449 min) and longer sleep latency in bipolar patients than in those with psychosis (161 vs. 80 min).
Conclusion: Sleep disturbances are common during the first year of psychosis and bipolar disorder. Subjective sleep issues are 
closely linked to depression, prodromal psychotic symptoms and suicidal thoughts, while actigraphy shows disorder-specific 
differences. Routine evaluation of both subjective and objective sleep may serve as early indicators of vulnerability and guide 
intervention strategies in severe mental illness.

1   |   Introduction

Sleep and circadian disturbances are among the most consis-
tent yet underrecognised features of major psychiatric disor-
ders (Wulff et al. 2010). Far from being secondary complaints, 
changes in sleep timing, continuity and quality are now seen 
as key aspects of illness expression and potential signs of vul-
nerability. A growing body of research shows that insomnia, 

irregular sleep–wake patterns and circadian misalignment are 
common in both psychotic and bipolar disorders, and these 
changes often appear early in the course of the illness (Baldini, 
Pasquino, et  al. 2025; Baldini, Gnazzo, Maragno, et  al. 2025; 
Baldini, Gnazzo, Santangelo, et al. 2025; Marchetti et al. 2025). 
Understanding how sleep interacts with core clinical features in 
the early stages of psychosis and bipolar disorder may therefore 
provide important clues for prognosis and early intervention.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, 
provided the original work is properly cited.

© 2026 The Author(s). Early Intervention in Psychiatry published by John Wiley & Sons Australia, Ltd.

Lorenzo Pelizza and Marco Menchetti are co-last shared authors.  

https://doi.org/10.1111/eip.70160
https://doi.org/10.1111/eip.70160
https://orcid.org/0000-0002-1051-0472
https://orcid.org/0000-0003-4746-2061
mailto:giuseppe.plazzi@unibo.it
http://creativecommons.org/licenses/by/4.0/


2 of 9 Early Intervention in Psychiatry, 2026

In recent-onset psychosis, most patients report poor sleep qual-
ity (Reeve et  al.  2019). Subjective complaints of insomnia are 
often confirmed by objective assessments like actigraphy, which 
show reduced sleep efficiency (SE), longer sleep onset latency 
(SOL) and fragmented rest-activity patterns (Lunsford-Avery 
et al. 2015). These changes are not harmless: worse sleep con-
sistently links to more severe positive and negative symptoms, 
lower cognitive performance, impaired daily functioning and 
an increased risk of relapse. Furthermore, longitudinal studies 
indicate that disrupted sleep may not only occur during acute 
psychotic episodes but also precede them, serving as a potential 
early warning sign (Afonso et al. 2011).

Sleep disruption is just as common in the early stages of bi-
polar disorder. Decreased need for sleep and irregular sleep 
patterns are typical signs of mania, while insomnia and hy-
persomnia often occur during depressive episodes (Harvey 
et al. 2005). Even when patients are in a euthymic state, many 
still report disturbed sleep, which has been linked to a higher 
risk of relapse. Evidence indicates these changes are not only 
caused by mood episodes but also serve as predictors of fu-
ture mood instability (Ritter et  al.  2012). In young patients 
with a recent bipolar diagnosis, abnormal sleep patterns may 
therefore affect the long-term course of the illness (Gruber 
et al. 2009).

Beyond symptom severity, sleep disturbances relate to prodro-
mal phenomena and emotional burden. People at high clinical 
risk for psychosis often show irregular sleep patterns, and acti-
graphic studies indicate that these changes predict a greater like-
lihood of transitioning to psychosis (Lunsford-Avery et al. 2015; 
Davies et al. 2017). In early psychosis, fragmented or shortened 
sleep has been linked to persistent prodromal symptoms, so-
cial withdrawal and mood dysregulation (Reeve et  al.  2015). 
Similarly, in bipolar disorder, disrupted sleep may sustain de-
pressive symptoms and slow recovery even outside of acute epi-
sodes (Geoffroy et al. 2015). These findings emphasise the broad 
role of sleep as a mechanism connecting mood and psychotic 
features from the earliest stages.

A particularly important aspect is the relationship between 
sleep and suicidality. There is now a strong consensus that in-
somnia and nightmares are independent predictors of suicidal 
thoughts, attempts and death by suicide across various popu-
lations (Baldini, Gnazzo, Maragno, et  al. 2025; Li et  al.  2025; 
Faccini et  al.  2025). Importantly, this link remains consistent 
across different diagnostic categories, age groups, and stages of 
illness. The underlying mechanisms are still debated, but sug-
gested pathways include impaired emotion regulation, increased 
impulsivity and changes in stress response systems (Palagini 
et al. 2025). The first year after the onset of psychosis or bipo-
lar disorder is recognised as a period of increased vulnerability 
for suicidal behaviour, yet few studies have specifically investi-
gated the role of sleep during this critical stage (Baldini, Gnazzo, 
Santangelo, et al. 2025; Tubbs and Fernandez 2025). This high-
lights a notable gap in the research, especially considering the 
potential for sleep assessment to serve as a simple, non-invasive 
and clinically useful tool for suicide prevention.

Consistent with a transdiagnostic perspective, the present study 
includes both first-episode psychosis and bipolar disorder to 

examine shared and disorder-specific sleep vulnerability mark-
ers during the earliest illness phase.

This study aimed to examine sleep disturbances in patients 
within the first year after developing the first episode of psy-
chotic or bipolar disorder, using both actigraphic and self-
reported measures. Specifically, we sought to explore the links 
between sleep quality, depressive symptoms, prodromal fea-
tures and suicidal thoughts. Using a multimodal approach, our 
goal was to clarify how sleep disturbances influence the clinical 
presentation of the early stages of the illness and to highlight 
their potential as targets for early intervention.

2   |   Methods

2.1   |   Study Design and Setting

This was a cross-sectional observational study conducted at the 
Bologna Department of Mental Health in Northern Italy, in col-
laboration with the Narcolepsy Center at the IRCCS Institute 
of Neurological Sciences of Bologna. The study took place from 
March 2024 to September 2025, as part of routine outpatient 
mental healthcare for adults recently diagnosed with psychosis 
or bipolar disorder.

2.2   |   Participants

Patients were consecutively recruited from community mental 
healthcare services in Bologna.

Inclusion criteria were: (i) age 18–35 years; (ii) diagnosis of 
first-episode psychosis or bipolar disorder, according to the 
DSM-5 criteria (APA  2016); (iii) illness episode duration of 
24 months or less, consistent with early intervention service 
criteria, with a specific focus on the first 12 months after 
illness onset, and (iv) ability to provide informed consent. 
Exclusion criteria included: (i) intellectual disability, neu-
rodegenerative disease, or major neurological disorder; (ii) 
comorbid substance use disorder; (iii) inability to complete 
self-report questionnaires and (iv) fewer than seven valid 
nights of actigraphy monitoring.

Sociodemographic and clinical information (such as age, sex, 
education, employment, living situation, tobacco use, illness 
duration and current medications) was collected using a struc-
tured data sheet. Medication use was not limited, and patients 
received standard pharmacological treatments as indicated in 
the international guidelines for the treatment of psychosis and 
bipolar disorder (NICE 2014) by their psychiatrists.

A group of healthy controls was recruited from university stu-
dents and young adults in the local community who responded 
to online postings and word of mouth. Eligibility was verified 
through a brief clinical interview conducted by a psychiatrist to 
rule out current or past psychiatric disorders, as well as major 
neurological or medical conditions affecting sleep. Controls un-
derwent the same actigraphic monitoring protocol as patients. 
Self-report questionnaires were not administered to healthy 
controls, as their role in the study was to provide an objective 



3 of 9Early Intervention in Psychiatry, 2026

actigraphic reference for sleep parameters, in line with the prag-
matic design of this early-phase exploratory study and to mini-
mise participant burden.

3   |   Measures

3.1   |   Pittsburgh Sleep Quality Index (PSQI)

The PSQI is a 19-item questionnaire that measures an individual's 
sleep quality over the past month. It assesses seven aspects of sleep, 
including quality, latency, duration, efficiency, sleep disturbances, 
use of sleep medication and daytime dysfunction. Scores range 
from 0 to 21, with higher scores indicating poorer sleep quality. A 
total score above 5 signifies poor sleep quality. This study used the 
validated Italian version of the PSQI (Curcio et al. 2013).

3.2   |   Epworth Sleepiness Scale (ESS)

The Italian version of the ESS measures subjective sleepiness 
by asking individuals to rate their likelihood of falling asleep 
in eight different situations, with possible scores ranging from 
0 (would never doze) to 3 (high chance of dozing) on each ques-
tion (Vignatelli et  al.  2003). A total score of ≥ 11/24 indicates 
pathological subjective excessive daytime sleepiness (Möller 
et al. 2006).

3.3   |   Beck Depression Inventory (BDI)

Depressive symptomatology was measured using the BDI, a 
21-item self-report scale with total scores ranging from 0 to 63, 
where higher scores indicate greater depressive severity. A cut-
off of ≥ 14 was used to indicate at least mild depressive symp-
toms (Beck et al. 1996).

Suicidal ideation was assessed using item 9 of the BDI, which 
evaluates thoughts of suicide over the past 2 weeks and is scored 
on a 4-point scale (0–3). In line with previous research in early-
phase clinical samples, BDI item 9 was analysed both as a 
continuous variable in correlational analyses and as a binary 
variable to indicate the presence of suicidal ideation (score ≥ 1 
vs. 0) for prevalence estimates and logistic regression models.

3.4   |   Mood Disorder Questionnaire

Lifetime manic and hypomanic symptoms were assessed with 
the Mood Disorder Questionnaire.

(MDQ) is a widely used 13-item self-report screening tool 
(Hirschfeld et  al.  2000). Each item asks for a yes/no answer 
about experiencing manic or hypomanic symptoms. Besides 
counting symptoms, the MDQ has two additional questions that 
check if these experiences occurred at the same time and if they 
led to moderate to severe functional impairment. While it is not 
meant to provide a formal diagnosis, the MDQ has been proven 
to be a reliable tool for identifying bipolar spectrum features in 
both clinical and community settings.

3.5   |   Prodromal Questionnaire-16

The Prodromal Questionnaire-16 (PQ-16) is a short self-
report screening tool derived from the longer Prodromal 
Questionnaire, originally developed to identify individuals 
at increased risk for psychosis (Parabiaghi et  al.  2024). It 
comprises 16 yes/no items assessing positive, negative, and 
general psychosis-like experiences (PLEs). Beyond its use in 
ultra-high-risk settings, the PQ-16 has demonstrated good re-
liability and validity as a dimensional measure of psychosis-
spectrum experiences in both clinical and research contexts 
and is widely applied within early psychosis services (Ising 
et al. 2012).

In the present cross-sectional study, the PQ-16 was adminis-
tered to assess the current presence of PLEs and subthreshold 
psychotic features, rather than to define a prodromal phase 
or illness staging. A cut-off of ≥ 6 on the total symptom score 
was used to indicate clinically relevant levels of PLEs, in line 
with previous validation studies (Parabiaghi et  al.  2024; Ising 
et al. 2012).

3.6   |   Actigraphy

Objective sleep–wake activity was recorded using wrist-worn 
actigraphs. Participants were instructed to wear the device 
continuously on the non-dominant wrist for seven consecutive 
nights, covering both weekdays and weekends, and to complete 
a daily sleep diary to assist with data interpretation. Actigraphy 
data were processed with validated algorithms, providing esti-
mates of total sleep time (TST), SE, SOL, wake after sleep onset 
(WASO) and circadian rest–activity rhythm. Nights were con-
sidered valid if the device was worn for at least 90% of the noc-
turnal interval; participants with fewer than five valid nights 
were excluded from the analysis.

3.7   |   Ethics Approval

The study was approved by the Independent Ethics Committee 
of the “Area Vasta Emilia Centro” (CE-AVEC) (protocol no. 
36330/AUSLBO). All participants provided a signed informed 
consent form before participating in the study. Each person was 
free to withdraw their consent at any time.

4   |   Statistical Analysis

Sociodemographic and clinical variables were summarised 
using means and standard deviations for continuous data, and 
absolute and relative frequencies for categorical data. Patients 
were compared based on the type of onset (psychosis vs. bipo-
lar disorder). For continuous data, independent-sample t-tests or 
Mann–Whitney U-tests were employed depending on data dis-
tribution. For categorical data, chi-square or Fisher's exact tests 
were used. Along with p-values, effect sizes were reported using 
the correlation coefficient (r) for non-parametric comparisons 
and odds ratios (OR) with 95% confidence intervals (CI) for cat-
egorical comparisons.
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Associations between self-reported sleep parameters, depressive 
symptoms, prodromal features and suicidal ideation were exam-
ined using Spearman's rank correlation coefficients.

When examining associations between suicidal ideation (BDI 
item 9) and depressive symptom severity, the BDI total score was 
calculated excluding item 9 to avoid item overlap and spurious 
correlations.

To evaluate clinical significance, questionnaire scores were also 
categorised based on validated cut-offs (PSQI > 5, ESS > 10, BDI 
≥ 14, PQ-16 ≥ 6, and endorsement of BDI item 9 for suicidal ide-
ation). Logistic regression models were used to calculate ORs 
with 95% CIs, comparing the prevalence of above-threshold val-
ues between groups.

Actigraphic variables were averaged across the seven valid re-
cording nights and compared between patients and healthy con-
trols, as well as between psychosis and bipolar subgroups, using 
t-tests or Mann–Whitney U-tests.

All analyses were two-tailed, with the significance level set at 
p < 0.05. Effect sizes were reported regardless of significance. 
Analyses were conducted using JASP (version 12.2; JASP Team, 
Amsterdam, The Netherlands).

5   |   Results

5.1   |   Sociodemographic and Clinical 
Characteristics

The final clinical sample had a mean age of 25.00 ± 3.90 years. 
Slightly more than half were male (55%) (Table 1). Most par-
ticipants had completed high school (90%), while a small 
percentage held a university degree (10%). The majority 
lived with their families (90%), and 30% were employed at the 
time of assessment. Tobacco use was reported by 15% of the 
sample.

As for clinical features, 11 subjects had a first episode of psy-
chotic onset, while 9 had a first episode of bipolar. Regarding 
pharmacological treatment, the mean proportions of prescribed 
medications were as follows: 55% received second-generation 
antipsychotics, 45% mood stabilisers, 30% antidepressants and 
15% benzodiazepines.

Regarding illness duration, 60% of patients were assessed within 
the first 12 months after illness onset, while the remaining 40% 
were evaluated slightly beyond this threshold, reflecting real-
world variability in referral timing within early intervention 
services.

5.2   |   Group Comparisons

As shown in Table  2, there were no statistically significant 
differences between patients with first episode psychosis and 
those with bipolar onset in both sleep and psychopathological 
self-reported measures. Also, the prevalence rate of suicidal 
ideation, assessed through the BDI item 9, was comparable. 

However, lifetime MDQ manic/hypomanic features tended to 
be higher in the bipolar group, although this difference did 
not reach significance (p = 0.67). At the same time, PQ-16 
scores were higher in the psychosis group, although not sta-
tistically significantly so. Consistently, our results on clini-
cal cut-offs (Table 3) confirmed these findings. Indeed, none 
of these proportions differed significantly between the two 
subgroups.

The correlation matrix among clinical variables is presented 
in Table  4. Worse sleep quality (i.e., higher PSQI scores) was 
strongly linked to more severe depressive symptoms (BDI total 

TABLE 1    |    Sociodemographic and clinical characteristics of the 
clinical sample.

Variable

Total 
sample 
(n = 20)

Psychosis 
(n = 11)

Bipolar 
(n = 9)

Gender, n (%)

Male sex 11 (55) 7 (64) 4 (44)

Age – M (SD) 25 (3.9) 23 (3.1) 26 (4.6)

Level of education, n (%)

High school 18 (90) 11 (100) 6 (67)

Degree 2 (10) 0 3 (33)

Employed, n (%)

Yes 6 (30) 1 (9) 5 (56)

No 14 (70) 10 (91) 4 (44)

Living situation, n (%)

Alone 2 (10) 0 2 (22)

With family 18 (90) 11 (100) 7 (78)

Tobacco use, n (%) 3 (15) 2 1 (11)

Type of onset, n (%)

Psychotic 11 (55) — —

Bipolar type I 7 (35)

Bipolar type II 2 (10)

Illness duration since onset, n (%)

< 12 months 12 (60) 7 (64) 5 (56)

≥ 12 months 8 (40) 4 (36) 4 (44)

Pharmacologic treatment, n (%)

First-generation 
antipsychotics

1 (5) 1 (5) 0

Second-
generation 
antipsychotics

11 (55) 7 (64) 4 (44)

Mood stabilisers 9 (45) 1 (5) 8 (89)

Antidepressants 6 (30) 3 (27) 3 (33)

Benzodiazepines 3 (15) 2 (18) 1 (11)
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score; r = 0.76, p < 0.001) and increased PLEs (PQ-16 total symp-
tom score; r = 0.69, p < 0.01). PSQI also had a moderate positive 
correlation with suicidal ideation, as indicated by the BDI item 9 
subscore (r = 0.45, p < 0.05).

Depressive symptoms were strongly linked to both suicidal 
ideation (r = 0.52, p < 0.05) and prodromal symptoms (r = 0.64, 
p < 0.01), further emphasising the connection between affec-
tive distress and subthreshold psychotic features. Meanwhile, 
excessive daytime sleepiness (ESS) and manic/hypomanic fea-
tures (MDQ) did not show significant links with other clinical 
variables.

5.3   |   Actigraphic Analyses: Patients Versus 
Healthy Controls

When compared to healthy controls, patients exhibited a signifi-
cantly shorter average of TST (388.6 ± 68.4 vs. 449.7 ± 31.8 min; 

p < 0.01). No other actigraphic parameters showed significant dif-
ferences between these two subgroups (Table 5).

5.4   |   Actigraphic Analyses: Psychosis Versus 
Bipolar Onset

Within the clinical sample, patients with bipolar onset showed 
significantly longer sleep latency compared to those with psy-
chotic onset (160.8 ± 110.5 vs. 80.1 ± 61.4 min; p < 0.01). Other ac-
tigraphic variables did not differ significantly between groups, 
although there were trends toward lower SE and a higher num-
ber of wake and sleep episodes in the psychosis group (Table 6).

6   |   Discussion

This study examined both subjective and actigraphic sleep dis-
turbances in patients during the first year following psychosis 

TABLE 2    |    Comparison of clinical scale scores according to the type of onset.

Variable Psychosis (n = 11) Bipolar (n = 9) p Effect size (r) 95% CI

PSQI, M (SD) 7.0 (3.3) 8.0 (2.7) 0.83 0.16 −0.29–0.53

ESS, M (SD) 7.0 (4.2) 5.0 (2.9) 0.35 −0.26 −0.59–0.21

BDI total, M (SD) 15.0 (10.6) 18.0 (10.4) 0.46 0.14 −0.32–0.51

BDI item 9 positive, n (%) 8 (66%) 5 (62%) 0.89 OR = 1.20 0.21–6.80

MDQ, M (SD) 0.2 (0.4) 0.8 (0.3) 0.67 0.63 0.22–0.81

PQ-16, M (SD) 12.0 (8.8) 7.0 (6.7) 0.76 −0.30 −0.62–0.20

TABLE 3    |    Clinical cut-offs and prevalence by type of onset.

Variable (cut-off)
Total sample 

(n = 20)
Psychosis 

(n = 11)
Bipolar 
(n = 9) OR (95% CI) p

Poor sleep quality (PSQI > 5), n (%) 14 (70) 8 (67) 6 (75) 0.67 (0.10–4.35) 0.70

Excessive daytime sleepiness (ESS > 10), 
n (%)

4 (20) 3 (25) 1 (12) 2.33 (0.19–28.0) 0.53

Depression (BDI ≥ 14), n (%) 12 (60) 7 (58) 5 (62) 0.86 (0.16–4.73) 0.87

Suicidal ideation (BDI item 9 ≥ 1), n (%) 13 (65) 8 (67) 5 (62) 1.20 (0.21–6.80) 0.83

Prodromal symptoms (PQ-16 ≥ 6), n (%) 11 (55) 8 (67) 3 (38) 3.33 (0.55–20.0) 0.21

TABLE 4    |    Spearman correlation matrix between clinical variables.

Variable PSQI BDI PQ-16 ESS MDQ BDI item 9

PSQI 1.00 0.76*** 0.69** −0.16 −0.23 0.45*

BDI 0.76*** 1.00 0.64** −0.08 −0.11 0.52*

PQ-16 0.69** 0.64** 1.00 −0.10 −0.05 0.38

ESS −0.16 −0.08 −0.10 1.00 0.12 −0.05

MDQ −0.23 −0.11 −0.05 0.12 1.00 −0.08

BDI item 9 0.45* 0.52* 0.38 −0.05 −0.08 1.00

Note: **p < 0.05; **p < 0.01; **p < 0.001.
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or bipolar disorder onset. To our knowledge, it is one of the first 
to combine both subjective and actigraphic sleep assessments 
in the initial year of these illnesses. By linking these comple-
mentary perspectives to depressive burden, prodromal features, 
and suicidal ideation, the study highlights sleep disturbances 
as early, clinically relevant markers of vulnerability. This focus 
on the earliest stages of illness, along with the dual (subjective 
and objective) assessment approach, provides a new contribu-
tion that expands on previous research involving more chronic 
samples.

Three main findings emerged. First, self-reports confirmed that 
most patients experienced poor sleep quality, high levels of de-
pressive symptoms and suicidal thoughts, with strong links be-
tween sleep quality, PLEs and emotional burden. Second, when 
sleep was objectively measured with actigraphy, patients showed 
significantly shorter sleep TST compared to healthy controls, 
while other sleep parameters were similar. Third, within the 
clinical group, patients with a bipolar onset had notably longer 

sleep latency than those with a psychotic onset, indicating possi-
ble differences in the sleep profile of these early-stage disorders. 
Together, these findings highlight that even within the first year 
of illness, distinct sleep profiles may emerge between psychosis 
and bipolar disorder. Suicidal ideation was strikingly common 
(65%) and showed moderate associations with both poor sleep 
quality (r = 0.45, p < 0.05) and depressive symptoms (r = 0.52, 
p < 0.05). These effect sizes suggest that suicidal thought was 
not only frequent but also meaningfully linked to both sleep 
and affective burden. The integration of subjective and objec-
tive approaches in this critical phase offers a new perspective 
compared to prior research, which has mainly been conducted 
in chronic samples.

Consistent with previous studies, most patients reported poor 
sleep quality, as indicated by the PSQI, with mean scores sig-
nificantly above the clinical threshold (Dondé et  al.  2022; 
Bagautdinova et al. 2023; Ong et al. 2020). Rates of clinically 
relevant depressive symptoms and suicidal ideation were also 
high, highlighting the emotional burden often seen in the 
early stages of psychosis and bipolar disorder. Importantly, 
subjective sleep quality was strongly linked to both depressive 
symptoms and prodromal features, supporting the idea that 
disrupted sleep may serve as a transdiagnostic factor that am-
plifies emotional distress and subthreshold psychotic phenom-
ena. These findings align with earlier research in populations 
with early psychosis and bipolar, where sleep problems have 
been associated with increased symptom severity, impaired 
functioning and a higher risk of relapse (Kaskie et  al.  2017; 
Waters et al. 2013; Cretu et al. 2016). The strong relationship 
with suicidal thoughts further underscores the clinical im-
portance of routinely assessing sleep as a simple marker of 
vulnerability.

Actigraphic findings supported these self-reports by showing 
objective changes in sleep. Compared to healthy controls, pa-
tients exhibited a significant reduction in TST, consistent with 
previous actigraphy and polysomnography studies indicating 
shortened or fragmented sleep in early stages of severe mental 
illness (Lunsford-Avery et al. 2017; LaGoy et al. 2022; Leseur 
et al. 2024; Lauderdale et al. 2008). Other actigraphic parame-
ters, such as SE and WASO, did not differ significantly between 
groups, likely due to high individual variability in sleep among 
young adults. Within the clinical sample, patients with a bipo-
lar onset had significantly longer SOL than those with a first-
episode psychotic onset. This supports evidence that insomnia 
is especially common in bipolar disorder, even early on, and 
may indicate a specific vulnerability to sleep initiation diffi-
culties related to circadian disruption or co-occurring affec-
tive symptoms. Although other actigraphic measures showed 
only trends toward differences between psychosis and bipo-
lar groups, the latency finding suggests that actigraphy could 
help identify disorder-specific sleep patterns from the earliest 
stages.

This partial agreement supports previous research indicating 
that self-reported and actigraphic measures often capture dif-
ferent aspects of sleep disturbance (Jackson et al. 2018). In our 
study, self-reports revealed a widespread perception of poor 
sleep, strongly linked to depressive burden, prodromal features, 
and suicidality, while actigraphy showed a narrower pattern, 

TABLE 5    |    Actigraphic analyses between patients and healthy 
controls.

Variable
Patients 
(n = 20)

Healthy 
controls 
(n = 20) p

TST (min) 388.6 (68.4) 449.7 (31.8) < 0.01

SOL (min) 157.7 (110.2) 190.4 (95.6) 0.49

SE (%) 34.1 (26.4) 39.7 (32.6) 0.55

WASO (min) 254.6 (199.4) 229.7 (200.1) 0.69

Wake 
episodes (n)

5.9 (4.4) 4.7 (2.39) 0.31

Sleep 
episodes (n)

5.4 (4.6) 4.2 (3.1) 0.33

Note: Bold values indicate statistical significance p < 0.05.
Abbreviations: SE = sleep efficiency; SOL = sleep onset latency; TST = total sleep 
time; WASO = wake after sleep onset.

TABLE 6    |    Differences in actigraphic analyses between psychosis 
and bipolar patients.

Variable
Psychosis 

(n = 11)
Bipolar 
(n = 9) p

TST (min) 392.6 (30.9) 383.6 (89.3) 0.78

SOL (min) 80.1 (61.4) 160.8 (110.5) < 0.01

SE (%) 26.7 (17.8) 43.1 (33.1) 0.17

WASO (min) 276.3 (212.8) 228.4 (190.8) 0.60

Wake 
episodes (n)

7.5 (4.9) 4.1 (3.4) 0.08

Sleep 
episodes (n)

7.1 (4.9) 3.3 (3.2) 0.06

Note: Bold values indicate statistical significance p < 0.05.
Abbreviations: SE = sleep efficiency; SOL = sleep onset latency; TST = total sleep 
time; WASO = wake after sleep onset.
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with reduced TST and increased SOL in bipolar onset. Rather 
than a limitation, this difference highlights the complementary 
nature of subjective and objective assessments. The perceived 
experience of poor sleep may itself be a meaningful clinical 
marker of vulnerability, while actigraphy detects dysfunctions 
that are less obvious to patients. In this way, the discrepancy be-
tween subjective and objective measures becomes valuable and 
warrants clinical attention.

From a clinical perspective, these results emphasise the impor-
tance of systematically assessing sleep disturbances in young 
patients at the onset of psychosis or bipolar disorder. The strong 
connections between poor subjective sleep quality and depres-
sive symptoms, prodromal features, and suicidal thoughts sug-
gest that simple tools like the PSQI can help identify individuals 
at higher risk of emotional distress and suicidality. At the same 
time, actigraphy offers objective markers, such as decreased TST 
or increased SOL, which may uncover aspects of sleep problems 
that patients themselves do not easily notice.

Furthermore, combining both self-report and actigraphic 
monitoring in early intervention services could enhance 
risk assessment, guide personalised treatment strategies, 
and support the early implementation of sleep-focused ther-
apies in early psychopathologies. Approaches such as CBT-I, 
circadian-based strategies and light therapy should be system-
atically studied in these early stages, as they may not only im-
prove sleep but also reduce depressive symptoms and the risk 
of suicide, ultimately leading to better long-term outcomes 
and patient's quality of life. Targeting sleep from the very first 
stages of illness could thus become a critical factor in alter-
ing the long-term course of psychosis and bipolar disorder. 
Particularly, these data suggest that routine sleep assessments 
could be a low-cost, scalable strategy to identify young pa-
tients at greatest risk of suicide.

From a translational perspective, the combined use of self-report 
tools (like the PSQI) and simple actigraphic monitoring provides 
a low-cost, easy-to-implement strategy within early intervention 
services. These tools can offer complementary information on 
both perceived and objective sleep issues, helping clinicians 
identify young patients at increased risk for emotional distress 
and suicidality. In sum, systematically incorporating sleep as-
sessments into routine care could serve as a practical step toward 
prevention, with the potential to improve functional outcomes 
and decrease suicide risk in early severe psychopathologies.

Given the small, mixed sample, findings should be considered 
exploratory and hypothesis-generating, informing future longi-
tudinal studies designed to disentangle shared versus diagnosis-
specific sleep mechanisms.

This study should be viewed as a preliminary step within an 
ongoing project. Planned longitudinal analyses will examine 
trajectories of subjective and objective sleep disturbances and 
test their predictive value for diagnostic stability, relapse, func-
tional outcomes and suicidal behaviour during the early course 
of illness.

Despite the small sample size, the consistent relationships ob-
served between subjective sleep quality, depressive symptoms, 

PLEs and suicidal ideation, as well as the objective markers 
identified through actigraphy, highlight the potential clinical 
importance of sleep assessment in the early stages of severe 
mental illness. Recruitment is ongoing, and future analyses 
with larger, longitudinal samples will be essential to confirm 
these findings, evaluate their prognostic value and determine 
whether early sleep disturbances can predict relapse, functional 
decline or suicidal behaviour over time.

Several limitations should also be acknowledged. Pharma
cological treatment may have influenced both subjective and 
actigraphic sleep parameters. Antipsychotics, mood stabilisers, 
antidepressants and benzodiazepines are known to exert het-
erogeneous effects on sleep architecture, latency and conti-
nuity. Given the naturalistic design and limited sample size, 
medication-specific effects could not be disentangled from 
illness-related sleep disturbances, and the observed patterns 
likely reflect their combined influence.

The small sample size reduces statistical power and limits gen-
eralisability, and the cross-sectional design prevents drawing 
conclusions about causality. Suicidality was assessed using 
a single BDI item, which is a practical choice in early-stage 
studies. However, future research should employ validated 
multi-item instruments to capture the full spectrum of sui-
cidal phenomena. Healthy controls did not complete self-
report questionnaires; this was an intentional methodological 
decision aimed at reducing burden in the control group since 
their primary role was to serve as an actigraphic reference. 
Future studies should also include subjective sleep quality 
assessments in controls to enable more direct comparisons. 
Nonetheless, the observed patterns—shorter TST in patients 
and longer SOL in those with bipolar onset—align with pre-
vious research and are unlikely to be solely due to medication 
effects. Lastly, the narrow age range of the sample increased 
homogeneity but limited the applicability of the findings to 
older populations.

7   |   Conclusion

This study suggests that sleep disturbances are very common 
during the first year of psychosis and bipolar disorder. Subjective 
sleep quality is closely linked to depression, prodromal features 
and suicidal thoughts, while actigraphy shows decreased sleep 
duration and increased sleep latency. These findings highlight 
the importance of routine sleep evaluations as an accessible and 
comprehensive marker of vulnerability in the early stages of se-
vere mental illness.

Future research should expand these findings with larger, 
long-term samples to determine if early sleep problems pre-
dict relapse, functional outcomes or suicidal behaviour over 
time. Studies using multiple methods, including actigraphy, 
polysomnography, circadian markers and ecological mo-
mentary assessment, could help clarify the relationship be-
tween sleep, mood and psychotic symptoms. Additionally, 
randomised trials testing sleep-focused treatments in early 
psychosis and bipolar disorder are necessary to evaluate their 
potential in preventing clinical decline and reducing sui-
cide risk.
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