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Abstract  
There is often a delay of months or years between the onset of psychotic symptoms and the 

initiation of appropriate treatment. Early intervention is required to mitigate the negative 

consequences of prolonged periods of untreated symptoms. Phase-specific medicines are 

associated with improved outcomes, at least in the near future. Massive economic and societal 

expenses complement the terrible personal and family repercussions. Multiple studies have 

examined the long-term outcomes for schizophrenia patients experiencing their first episode. After 

five years, at least half of patients still have moderate-to-severe functional and/or social. Early 

psychosis may be a "critical period" for determining a patient's long-term prognosis, and course-

influencing variables may provide a large treatment window of opportunity. One of the few ways 

to improve long-term outcomes is by reducing the time to treatment success. Typically, psychosis 

occurs in late adolescence or early adulthood. Patients with psychosis are more susceptible to 

anxiety problems, depression, aggression, drug addiction, and suicide. Early management has been 

associated with enhanced functional result, decreased recurrence rates, enhanced treatment 

adherence, and increased patient satisfaction. 
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Introduction  
To lessen the detrimental effects of protracted durations of untreated symptoms on a person's social 

and private life, early intervention is warranted. In addition, phase-specific therapies are linked to 

better results, at particular in the near run. To determine the ideal length of these programs, further 

study is required. There is often a lag of months or years between the development of psychotic 

manifestations and the beginning of suitable therapy, according to several research. The DUP, or 

Duration of Untreated Psychosis, refers to this interval [1]. 

A shorter length of undiagnosed psychosis is linked to an improved therapy response and enhances 

the probability of a successful recovery [2]–[4], therefore treating psychosis as soon as symptoms 

occur is crucial. Impoverished clinical and operational healing may be the outcome of a protracted 

wait before receiving therapy [5]–[7]. 

The first 5 years after commencement seem to be crucial since this is when the symptoms are most 

amenable to therapy. Moreover, if left unaddressed for a long period, psychosis may have a negative 

influence on a person in many aspects of their life [8]–[11].  Psychosis may have a significant 

negative impact on one's capacity to think, feel, do well in school or at work, and have fulfilling 

connections with families and friends. Other issues may develop, including social isolation, drug 
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use or engagement with the legal system, despair or other psychiatric problems, and even suicide 

[12]. Early intervention aims to reduce the emergence of these extra issues 

 People who are suffering psychotic may be in great discomfort and take risks with others or 

themselves. Early intervention shortens the period of time when someone is in pain or at danger of 

hurting themselves or other people.  Teens and young adults' growth as they become autonomous, 

define their values, pursue careers, develop sexually and socially, etc., is severely hampered by 

psychosis. Early assistance helps children to resume their developmental trajectory.  
 

The costs of psychosis  
Psychotic disorders are a significant public health concern. When experiencing a psychotic episode, 

a person is in great discomfort and may behave in a way that is harmful to them or others. The 

strain brought on by psychosis is heavy. When it first appears in late adolescence, it seriously 

impairs a person's capacity to complete developmental activities. The development of one's own 

independence, identity, and beliefs may be endangered, as well as social, sexual, scholastic, and 

professional problems. Families are often under a lot of strain, and those who are suffering 

psychosis are more likely to develop additional psychopathologies, be victimized, live in poverty, 

and have more health issues. Huge economic and social costs accompany the devastating human 

consequences to people and families. Active psychosis was placed greater than paraplegia and 

visual impairment by the  WHO as the third most incapacitating disorder. According to the WHO, 

schizophrenia and bipolar illness account for around 2 percentage points of all disability-adjusted 

lifespans, and lifespan is reduced by about 10 years. In western countries, 25% of women and 40% 

of men have a chronic, moderate-to-severe handicap. In the last 15 years, the development of 

atypical antipsychotics has coincided with a resurgence in interest for psychotherapy approaches 

like cognitive therapy as well as psychological and social processes like neuropsychological 

functioning. A new hope and greater interest in the start and initial phases of psychotic illnesses 

were engendered by these advances, together with the focus on the social care and research through 

into origins and path determinants of the main psychotic diseases. According to research, it often 

takes a long time before a young person with psychoses is assessed and treated [13]. Additionally, 

over time, these methods were often upsetting, alienating, and poorly implemented. The Primary 

Psychosis Prevention centers program founding of the International Early Psychosis Association 

are only two examples of the service delivery systems that have been developed and improved as 

a result of these occurrences together. Although these programs have conducted research to 

improve clinical practice using data, there are still numerous clinical care areas that need high-

quality research support. Many organizations responded to perceived clinical needs with ground-

breaking inventions, which are currently being developed and given empirical confirmation. As a 

result, the problem of caring for people early is still being worked on. It is quite difficult to argue 

with the reasoning behind choosing to intervene early in a disease rather than later. A review of the 

progression and results of psychotic diseases is necessary before going into further depth on the 

justification and objectives of early intervention [14]–[17].  

The progression and results of psychotic illnesses 
 Schizophrenia, schizophreniform disease, schizoaffective condition, bipolar dysfunction, and 

severe depression with psychotic symptoms are the most often diagnosed conditions with 

psychosis. In many contexts across the globe, there is a rise in the use of drugs and other substances 

that might cause psychosis, and physicians are seeing more patients who report with such psychotic 

symptoms [18]–[22]. The majority of psychotic illnesses have a propensity to recur, with times of 

acute psychosis followed by phases of disruption, followed by periods of recovery, decline, and 

recurrence of florid psychosis. When the condition is thought of as having distinct stages, it is 

suggested that various tactics for evaluation and therapy are applicable at each stage. When all 
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psychotic diseases are taken into account, nearly half of sufferers were thought to have a positive 

result after 15 years, with schizophrenia accounting for 38% and the other psychoses for 55%. The 

percentage of recovered patients, however, drops to 16 percent for those who have schizophrenia 

and 36 percent for those who have other psychoses if more strict guidelines are used that isolate 

patients who had a treatment episode within the past 2 years, had shown no symptoms, and had a 

reasonable level of functioning. 

Schizophrenia  

Males with schizophrenia often first experience psychosis in their adolescents or early 20s; women 

often start having symptoms when they are many years older [23]–[27]. Schizophrenia typically 

begins in 39percent of men and 23percent of females before the age of 19. About 25% of cases of 

bipolar disorder begin at a somewhat later age than 20. Long-term results for schizophrenia patients 

having their initial episode have been the subject of several research. Typically, 20–30percent of 

individuals who have a first episode recover without any lasting symptoms. 20-42% of patients had 

poor symptomatic outcomes. At least half of patients still have moderate-to-severe functional 

and/or social impairment after five years. According to a five-year prospective research, 30% of 

patients had excellent outcomes, 14% had bad outcomes, and 56% had intermediate outcomes. 

About 27% of people had competitive jobs and strong social networks, while almost 40% had little 

or no symptoms. At five years, around half of the 20 percent of people who weren't using 

medication had successful results [28]. Other trials, however, have shown poorer results, with 50% 

of patients doing badly and fewer than 20% in recovery after 5 years. According to a recent 

epidemiological event research, after five years, 75% of first episode schizophrenia patients and 

almost 50% of people who had nonaffective psychoses were getting work disability payments. 39 

percent of individuals without schizophrenia and 9 percent of those with schizophrenia were 

deemed to not need therapy. Data from trials with strong drug adherence rates, in contrast to these 

broad general response rates, provide a more positive picture of recovery. For instance, according 

to one research using injectable medicine, 85 percent of first period participants were 

symptomatically cured by one year, but according to another early psychosis program, fewer than 

10% of patients still had positive symptoms at that time [29]–[33]. Poorer outcomes are more 

common in male patients with schizophrenia who also have cognitive impairment, lower premorbid 

functional levels, and less schooling [34]–[39]. Younger onsets, a history of substance misuse, a 

lack of close companions, and unpleasant symptoms are further indicators of worse long-term 

results. Compared to other psychotic diseases, schizophrenia is linked to worse functional outcomes 

and a slower rate of episode recovery.  

Bipolar disorder  

A classic relapsing-remitting mental condition is bipolar disorder. A 1.6% lifetime prevalence is 

average. People who have previously been admitted could expect to have episodes for 20% of their 

lifespan. About 10% of people will experience at least 10 episodes in their lifetime, and 90% of 

young people with mania will continue to experience relapses as adults. About 1/2 of bipolar 

incidents last anywhere from 2 and 7 months (median 3 months), with inter-episode periods getting 

shorter over time. 17% of patients with bipolar disorder had a poor general long-term result, 

according to a 15-year follow-up study. Good results were indicated by complete adherence to 

treatment, younger age at commencement, and male sex. Male sex and younger age at 

commencement, but not complete compliance, also indicated a positive psychological outcome 

[40]–[43]. These findings were not fully confirmed by other studies, which found that shorter 

hospital stays and larger start ages were related with faster times to syndromal and functional 

recovery. At 6 and 24 months, each, 84 percent and 97 percent of the participants in that research 

had achieved syndromal recovery, while only 30% and 3%, respectively, had achieved functional 

recovery. Another one-year follow-up of first episode patients revealed that, although only 35% 
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had symptomatic or functional recovery, 56% had experienced syndromal recovery. The discovery 

that a person's socioeconomic level predicts their likelihood of having better outcomes might imply 

that early treatment and behavioral therapy are protective since they allow for the well-established 

economic growth. Ultimately, compared to major depressive disorder without psychosis, major 

depressive disorder with psychosis had worse clinical and functional outcomes after five and ten 

years.  

Premises and goals 
 It is clear from a study of the data on the progression and results of psychotic diseases that the 

prognosis is complex. The amount of time devoted with psychotic signs during the first several 

years is the greatest predictor for all psychotic illnesses, with the healthier the short trajectory, the 

improved the long-term prognosis. Numerous studies have identified significant delays in the onset 

of therapy for bipolar illness and initial episodes of psychosis. Long-term untreated psychosis 

(DUP) results have been linked to biological anomalies, relapses, and slower and less 

comprehensive recovery. Delay in intense psychosocial therapy (DIPT), a more recent idea, may 

also be linked to outcomes and associated with unpleasant symptoms. Early psychosis, when the 

majority of deterioration takes place, may be a "critical time" for deciding long-term fate. Due to 

the development and maximal capacity for positive change at this time, course-influencing 

biopsychosocial factors, including patient and family responses, may provide a significant 

therapeutic opportunity. It is complicated how long untreated psychosis lasts and how things turn 

out. Longer length does not always indicate a worse result, according to research. Shortening the 

time to successful treatment is one of a few methods to enhance long-term results, even if the 

association between length of undiagnosed psychosis and outcomes has to be clarified. Recently, 

there has been an increase in interest in treating psychotic diseases as soon as feasible in order to 

lessen suffering and risk now, as well as to enhance alike both short- as well as long-term 

prognoses. Psychosis usually begins in late teens or early adulthood, which significantly impairs 

the capacity of those who have the illness to cope with developmental problems. Parents and 

siblings suffer greatly, and family bonds deteriorate. Psychosis patients are more likely to suffer 

from anxiety disorders, sadness, violence, drug addiction, and suicide [44]–[48]. 

Effective early intervention aims to solve these issues by: • Providing age-appropriate assistance to 

lessen the impact on these people's lives and help them deal with developmental hurdles more 

effectively Reducing the suffering and potential consequences of psychotic activity; helping 

families; and being mindful of elements that can obstruct effective continuing treatment, such as 

the adverse effects of painful procedures; drug side effects; stigma; and other barriers to 

cooperation [44], [49], [50]. Treating linked issues including depression, violence, suicidal thoughts, 

drug misuse, cognitive decline, and anxiety disorders rather than believing that these traits are 

incidental effects. 

There is growing evidence that early intervention is effective [51]–[53]. Involvement in early 

psychosis initiatives has been linked to improvements in functional outcome, reduced recurrence 

rates, improved treatment adherence, and higher patient satisfaction. It has also been linked to 

decreased DUP, hospitalization, police intervention in admissions, medication usage, and DUP 

[54], [55]. These programs also seem to be economical. Despite these successes, the creation and 

empirical verification of suitable treatments and service systems is still required to provide answers 

to many more issues. Research is required, for instance, to assess if intensive therapies enhance 

long-term outcomes or only postpone deterioration and how long they should persist. Early 

intervention may increase the bar for recovery even if it only delays deterioration since the patient's 

developmental demands are more complex. 
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