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ABSTRACT 
Objective: To explore effective therapeutic strategies to promote recovery from first episode of psychosis and minimize its 
relapse. 
Study Design: Qualitative study. 
Place and Duration of Study: Karwan-e-Hayat Psychiatric Care and Rehabilitation Center, Karachi, from Mar to Jun 2019. 
Methodology: Seventeen participants were recruited through purposive sampling and data was collected through in-depth 
interviews. Qualitative thematic content analysis was done through generation of a coding scheme.  
Results: Almost half i.e., 8 (47%) had experience of 10 years, while 7 (41%) had 15 years’ experience, and 2 (12%) had 30 years’ 
experience as psychiatrists. Analysis of the interview transcripts revealed three main themes related to psychiatrists’ views     
on interventions for first episode of psychosis to prevent relapse: (1) duration of first episode of psychosis (2) compliance and 
rate of recovery after first episode (3) effective interventions for first episode psychosis. 
Conclusion: The effective interventions to promote recovery from first psychosis episode and minimize its relapse included 
multiple combinations of integrated stage-specific approaches necessitating antipsychotics (pharmacological) and psycho-
social support (non-pharmacological). 

Keywords: Episode, Interventions, Psychotic, Qualitative study, Recovery, Relapse, Therapeutic. 

How to Cite This Article: Khalil R, Naeem Z, Jameel N, Talib U. Effective Therapeutic Interventions to Promote Recovery from First Psychotic Episode and 
Minimize Its Relapse: A Qualitative Study from Pakistan. Pak Armed Forces Med J 2021; 71(5): 1624-1629. doi: https://doi.org/10.51253/pafmj.v71i5.3139 

 
INTRODUCTION 

Psychosis is listed as a feature of multiple 
psychiatric disorders presented in the Diagnostic and 
Statistical Manual of Mental Disorders-5 (DSM-5). 
Although psychosis is the defining feature of the schi-
zophrenia spectrum disorders (i.e., schizophrenia, schi-
zoaffective disorder, delusional disorder, schizophreni-
form disorder, and brief psychotic disorder), it also 
occurs in some people with bipolar disorder during 
either a manic or depressive episode as well as in some 
individuals during a major depressive episode asso-
ciated with major depressive disorder.1 Psychotic sym-
ptoms (i.e., hallucinations without insight, delusions) 
may develop during either intoxication or withdrawal 
from substances and, in some cases, may become chro-
nic sequelae of prior substance use (substance induced 
psychotic disorder).1 The course and outcome of first 
psychotic episode is greatly dependent on its initial 
management.2 Early intervention means early detec-
tion, shortening delays in effective treatment, and pro-
viding optimal and sustained treatment.3 The notion 

that optimal treatment of the early phase of disorder 
could shorten the duration of illness and thus reduce 
the prevalence of the disorder, and further have a posi-
tive medium to long term effect on the course and out-
come, is an attractive idea. The primary task of therap-
ists involved in the management of patients who have 
experienced a first episode of psychosis is promotion 
of recovery and prevention of secondary morbidity, 
relapse and persistent disability.1 For the early psycho-
sis management, the psychiatrist should keep   in mind 
that psychosis and schizophrenia are not the same ill-
nesses. Psychosis is the name of symptoms or expe-
riences, which include hallucinations and delusions.4 
Diagnosis in early psychosis can be highly unstable. 
Thus, early diagnosis of schizophrenia should be avoi-
ded. However, the treatment should be phase specific. 
This introduces the idea of 'staging' into psychiatric 
treatment, an idea which has been rarely applied. It 
implies that the treatment in earlier phases of illness 
should be different, more benign and potentially more 
effective than in later phases.1 The foremost goal of our 
exploratory study is to identify a clinically useful stra-
tegy for first episode of psychosis, which can take care 
of different kinds of concerns that arise along the 
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continuum as people move toward recovery and 
minimize relapse of the psychosis. 

METHODOLOGY 

Qualitative approach with in-depth Interviews 
was adopted for this study. Data was collected from 
March to June 2019 at the Karwan-e-Hayat Psychiatric 
Care and Rehabilitation Center, Karachi, Pakistan. The 
study was approved by the Institutional Review Board 
(IRB) at KHPCRC with approval number: REF/IERB/ 
102/2019. Karwan-e-Hayat maintains one of the largest 
numbers of psychiatric inpatients in Karachi. KHPCRC 
at keameri comprises of a 100-bed inpatient facility 
providing treatment and rehabilitation services, an 
outpatient clinic at Khayaban-e-Jami, and a community 
Psychiatry Center at Korangi. Each of three facilities 
has an outpatient department and rehab facilities, 
which provide services through a multi-disciplinary 
team. Combined, the three facilities demonstrate step-
by-step care through quality medication, therapy, 
counselling, and rehabilitation. 

Inclusion Criteria: Psychiatrists, clinical psychologists, 
occupational therapists, social workers, and rehab 
practitioners.  

Exclusion Criteria: Non-consenting individuals were 
excluded. 

Purposive sampling technique was adopted for 
the study and potential participants were contacted in 
their offices and were invited to participate in the 
study. Potential participants were given an infoma-tion 
sheet about purpose of the study. Those who agreed to 
participate were recruited for in-depth interviews. 

Seventeen psychiatrists were selected through 
purposive sampling. The ages of 9 (52.9%) of the study 
participants (psychiatrists) were between 55-65 years, 
and more than half 10 (58.8%) of them were females. 
Almost half 8 (47%) had experience of 10 years, while 7 
(41%) had 15 years experience, and 2 (12%) had 30 
years experience as psychiatrists. Although all poten-
tial participants were given a copy of the written inf-
ormed consent along with contact information of the 
principal investigator, signed informed consent forms 
were not collected as these would have been the only 
participant identifiers. 

Seventeen in-depth interviews were conducted 
and all participants were cognitively functional and 
medically stable and had work experience of more 
than five years. A semi-structured, open-ended inter-
view guide was used that focused on eliciting psychia-
trists’ perspectives on effective strategy to manage 

psychosis. All participants followed the same discus-
sion guide that allowed comparisons between various 
responses. Interviews lasted between 45-60 minutes. 
Notes were taken in local language, in order to retain 
the literal sense of the responses. The notes were later 
translated and expanded, immediately after each inter-
view concluded. Qualitative thematic content analysis 
was conducted by two investigators and a preliminary 
coding scheme was generated. The coding scheme faci-
litated the systematic identification of analytic patterns 
that became apparent from the data, as well as theore-
tically important concepts. Limited demographic infor-
mation was obtained from participants. 

Information regarding number of patients admit-
ted, gender distribution and daily outpatient clinics 
was obtained from the medical record. Data were ente-
red and analyzed using Statistical Package for Social 
Sciences (SPSS) version 20. Categorical variables were 
summarized in the form of frequencies and percenta-
ges while quantitative statistics were summarized as 
mean and standard deviation. For qualitative analysis, 
first review was done and data was explored. Initial 
codes were created, followed by reviewing of those co-
des, revision and combining into the themes. Themes 
were presented in a cohesive manner 

RESULTS 

Demographic characteristics of the participants 
are shown in Table. Almost two-third 12 (70.5%) of 
study participants treated >2000 cases throughout their 
professional career. Their outpatient services varied 
from 70-150 patients per day. Sixteen (94%) partici-
pants reported auditory psychosis as the commonest 
type of psychosis. 

Number of admitted patients in the ward were 90, 
out of which 45 (50%) were psychotic and schizoph-
renic patients. Ages of 68 (75.5) admitted patients were 

Table: Demographic characteristics of study participants. 

Characteristics n (%) 

Age (years) 

45-54 
55-65 

8 (47.1) 
9 (52.9) 

Gender 

Male 
Female 

7 (41.1) 
10 (58.8) 

Work Experience 

5- 10 Years 
11-15 Years 
16-20 Years 
21-15 Years 
26-30 Years 

8 (47) 
7 (41.2) 

- 
- 

2 (11.8) 
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between 20 to 45 years and 60 (66.7%) of them were 
males.  

Analysis of the interview transcripts revealed 
three main themes related to psychiatrists’ views on 
interventions for first episode of psychosis to prevent 
relapse: (1) duration of first episode of psychosis (2) 
compliance and rate of recovery after first episode (3) 
effective interventions for first episode of psychosis. 

Theme-1: Duration of First Episode of Psychosis 

Participants had different opinions about the time 
duration of an episode of psychosis. Almost half i.e.,           
8 (47%) of the participants’ experience about duration   
of psychosis was 4-6 weeks, while 7 (41%) believed 
that duration is highly variable among the patients and 
can take one year to five years to get over. A variety of 
reasons were offered. Some thought that it was imp-
ortant to know their patients’ status as the following 
statements illustrates: “I think that it depends on the   
age and severity of the condition” (R1); “It usually 
depends on the insight and motivation of the patient” 
(R8);” In my view it’s the type of intervention and 
compliance which can reduce the duration of one epi-
sode of psychosis and can prevent further worsening” 
(R4). One of the participants expressed it by saying 
“One episode of psychosis takes 1-5 years to get over 
completely” (R2). Another said “First episode may take 
years to resolve completely” (R3). 

Other participants stressed that there is nothing 
like a time duration for a distinguished episode, “ It’s 
very difficult to say that patient has completely recove-
red and the episode is over but it persists in one form 
or another you can say it’s a continuous state of ano-
malous experiences that cause significant distress” 
(R5); “Ultimately, distress is subjective-no one except 
for the individual experiencing distress is capable of 
determining what is and what is not distressing for 
that individual. Yes! we can say, the symptoms are 
managed and controlled to a good extent” (R10). 

Theme-2: Compliance and Rate of Recovery After 
First Episode 

All study participants expressed very positive 
attitudes towards recovery of first episode of psychosis 
if compliance of antipsychotic medication is good. 
They further elaborated the recovery in following 
words: “Those who have experienced some abatement 
of the distress and limitation caused by their subjective 
experiences would be recovering, and those for whom 
their subjective experiences no longer cause significant 
distress or limitation at all would be considered fully 
recovered” (R10). Positive prognostic factors identified 

by the participants included a number of factors. One 
participant explained, “level of insight, acceptance of 
illness, wish to lead a normal life, and fear of symptom 
deterioration are the factors which determine the prog-
nosis of psychotic patients” (R17); “If patient is diagno-
sed early and gets an early treatment, plus he has no 
co-morbidities then there are good chances of rapid 
recovery” (R14); “If the cause of psychosis is substance 
use, like if it is substance related psychosis then the 
patient recovers soon after quitting the illicit drug use” 
(R13); “To me social and family support are the key 
factors for recovery” (R6); “I would say, early onset of 
positive symptoms, self-awareness, motivation, less 
delusional beliefs, less hallucinations, and regular vi-
sits to consultants can lead to recovery” (R16); “There 
is a triad of factors which include psychiatrist, psycho-
logist and social support. These three factors are essen-
tial for complete recovery of the psychotic patients” 
(R3). All participants affirmed that treatment comp-
liance is a fundamental requirement to accomplish the 
goal among psychotic patients as the following state-
ments reflect: “The compliance of antipsychotic is very 
essential for recovery but unfortunately compliance    
is a big problem among psychotic patients” (R5); “Psy-
chotic patients usually have treatment compliance iss-
ue. Volunteers should visit them at their homes at 
monthly basis” (R4); “Psychosis is a process which req-
uires time but can be treated if medical compliance is 
strictly observed by a caregiver” (R9). 

Theme-3: Effective Interventions for First Episode 
Psychosis 

All participants agreed that curative treatment is 
not available for psychosis but symptomatic treatment 
through antipsychotics can be done. More than half 
i.e., 10 (59%) participants were in favor of life-long 
anti-psychotics while others believed that anti-psycho-
tics should be prescribed on-need basis. Participants 
identified a number of strategies which are applied on 
psychotic patients including anti-psychotic medication, 
cognitive behavioral therapy (CBT), family psycho 
education, regular follow-ups, rehabilitation programs 
and occupational therapy. Moreover, hygiene assis-
tance, treatment adherence session, relapse prevention 
techniques, social support and social skill training. 

When participants were asked about most effec-
tive strategy/intervention for psychosis management, 
there were multiple responses, which can be depicted 
from following statements: “Cognitive behavioral 
therapy (CBT) is the most reliable strategy along with 
antipsychotic medications in the early phase of psycho-
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sis management” (R1); “Anti-psychotics are sufficient 
to manage psychosis if compliance is good” (R4); 
“Psychosis is a treatable condition irrespective of its 
cause. I think family psychoeducation on side by side 
antipsychotic treatment is essential” (R7); “A holistic 
phase specific approach is helpful which includes anti-
psychotics, family and social support though regular 
motivational education according to the phase of 
psychosis” (R8); “The starting dose should be very low 
and should be increased to a target dose and held there 
for the effect to be evaluated. Once the patient’s condi-
tion is relatively stable, home-based care is less stress-
ful for the patient. Then the period following the reco-
very of first episode of psychosis is very critical and 
mind over mood strategy is helpful to prevent remis-
sion”(R16); “Anti-psychotics plus social training, are 
the two key interventions to address the psychotic 
episode” (R12); “I would recommend anti-psychotics 
plus family psychoeducation plus rehabilitation” 
(R14); “Families need to be involved in post crisis time 
to prevent future relapse” (R11); “With antipsychotic 
treatment and psychotherapy sessions, family support 
is nearly equally important and plays a great role in 
patient’s recovery. On the other hand, lack of family 
support, increases the liability to develop another dis-
order in addition to psychosis like depression or mania 
which can increase the severity of the psychosis” (R10); 
“Rehabilitation is necessary to prevent relapse of psy-
chosis but most of the patients could not get full reha-
bilitation due to economic constraints and distance 
from the clinic” (R2); “Psychotic patients usually show 
childish behavior and anxiety. So, day care involve-
ment for long-term sustainability is a good idea” (R10). 

DISCUSSION 

According to DSM-5’s criteria, the psychotic 
experiences that lasts for a minimum of one month or   
a series of psychotic episodes the total of which is at 
least a month, can be termed as long-term psychosis5. 
The participants of our study had different opinions 
about the time duration of first episode of psychosis 
which varied from weeks to years, which may be      
due the fact that up to 85-90% of first episode patients 
achieve a remission or partial remission of their posi-
tive psychotic symptoms within the 12 months follo-
wing entry to treatment, though some potentially res-
ponsive patients will fail to engage with treatment or 
rapidly cease adherence to medication. This is balan-
ced by the persistence of the vulnerability in most pati-
ents and the tendency to recurrence, which may be 
subtle6,7, and feels like a continuous state of psychosis. 

Term non-adherence to medication is also known as 
non compliance of medicines. Various reasons have 
been cited in literature for noncompliance. These 
include poor insight, side effects of medicines, poor 
remission of symptoms, and poor therapeutic alliance.8 
It also includes poor family support,9 and ignorance 
about need to continue treatment.10 Out study findings 
concurred with findings of Moritz et al10 and Baloush et 
al,11 that good social support and positive attitude of 
family members were significantly associated (74.6%) 
with high compliance,10 and unfavorable attitude with 
noncompliance.11-13 The influence of family on comp-
liance is a modifiable factor which can be achieved th-
rough psychoeducation.9 In addition to family-related 
domain, our study stress upon significance of illness-
related domains like level of insight, acceptance of ill-
ness, self-awareness, motivation, wish to lead a normal 
life, fear of symptom deterioration less delusional 
beliefs, less hallucinations substance related causes of 
psychosis, and early onset of positive symptoms. These 
illness-related domains were associated with comp-
liance as has been reported in earlier studies by Moritz 
et al,10 Baloush et al11 and Stentzel et al.13 

Slade et al,14 and Frost et al,15 discovered that reco-
very is emerging as much more common than previou-
sly understood. Participants of this study also showed 
a positive attitude towards recovery from mental 
illnesses. Likewise, a long-term (≥20 year) follow-up 
study by Slade et al16 that more than half of people 
given a diagnosis of schizophrenia experience clinical 
recovery. 

Research studies by Malla et al3 and Gitlin et al,6 
have focused on the treated course of early psychosis. 
They have shown that the early course of illness for 
psychosis is turbulent and relapse prone, with up to 
80% of patients relapsing within a five-year period, 
and between acute relapses there may be additional 
persistence of subclinical, yet disabling clinical featu-
res. These findings suggested that, if possible, drug 
therapy should be continued for most if not all patients 
same is obvious from our study which recommend 
continuation of antipsychotic treatment whether life-
long or on-need basis. 

In line with earlier research done by Kapur et al,17 
and Wunderink et al,18 a very low starting dose was 
suggested in early stage psychosis by our participants 
and then gradually increased and held there for the 
effect to be evaluated. Further increases should only 
occur in the setting of poor response and only then at 
intervals of approximately 3 weeks, to allow the effect 
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of the change in dose to become clear. More rapid inc-
reases in dose in first episode psychosis lead to greater 
risk of side effects, especially extrapyramidal features, 
with no clear benefit.17 To meet the needs of an indivi-
dual, it is important to formulate appropriate strategies 
for the different stages of the illness (prodromal phase, 
acute phase, early recovery phase and late recovery 
phase) because patients have different therapeutic 
needs at each stage. In the acute treatment, prescribing 
principle for first-episode psychosis are to maximize 
benefit and minimize side effects because the first 
experience of medication may influence a patient's 
future attitudes of therapy of all types.2 

Our findings showed that non-pharmacological 
psychosocial interventions are also essential elements 
of the treatment for patients with psychosis, especially 
during the stable phase of illness,19 and a range of 
psychosocial strategies can augment and broaden the 
scope and depth of the recovery process,20 and these 
interventions include patient and family education, 
cognitive behaviorally oriented therapies, family inter-
ventions, assertive community treatment, social skills 
training, and supported employment. Caregiver and 
family support also should be provided concurrently 
with patient-oriented therapies.20 

Our study participants were of a unanimous 
opinion that psychosis can be addressed through inte-
grated approach of various psychosocial strategies in 
addition to the optimal antipsychotic medication, and 
our findings about effective treatment interventions 
were in agreement with research done by Falloon              
et al,21 Wang et al22 and Kidd et al,23 including anti-
psychotic medication, CBT sessions which focused on 
thought modification, Fami-ly psychoeducation, regu-
lar follow-ups, rehabilita-tion programs like day care 
activities (i.e., leisure life activities and career-based 
stress management training for skill building) and occ-
upational therapy. Moreover, hygiene assistance, treat-
ment adherence session, relapse prevention techniq-
ues, social support and social skill training. 

RECOMMENDATION 

Our research has identified the practical strategies 
for psychosis management in a developing country. 
There is a need to introduce peer support which sim-
ply means receiving support directly from others who 
have “faced the same condition and recovered.” Peer 
support can be done through peer-run crisis homes, 
24-hour crisis hotlines, support groups and classes. It 
can be used either as an adjunct to any of the above 
methods, or even stand entirely alone as the primary 

source of support in areas with a strong peer support 
network. 

Implications for Future Research 

The dominant paradigm for psychosis in the 
mental health field today is brain-disease model1. It’s 
important to look closely at the validity of this model 
because if psychosis is a brain disease then it should 
have a biological cure like an infection but in reality, 
but in reality mere antipsychotics are ineffective and 
need augmentation of psychosocial construct to 
become effective. 

Vast majority of psychosis research has paid 
almost no attention to the subjective experiences of    
the patients. It’s time to shift our attention to the actual 
lived experiences of the individuals to fully under-
stand the most fundamental levels of experience 
during psychosis and exploring what factors are most 
influential in each stage. This will help the researchers 
to formulate an integrative and comprehensive model 
of psychosis. 

CONCLUSION 

An integrated stage-specific approach including anti-
psychotics (pharmacological) and psychosocial support (non-
pharmacological) is likely to prove beneficial in promoting 
complete recovery from first episode of psychosis irrespec-
tive of its cause and minimize its relapse. Integrated stage-
specific approach is a strategy which includes a balanced 
combination of required dose of anti-psychotic medication 
with case-specific proportion and duration of cognitive 
behavioral therapy, Family Psychoeducation, Regular follow-
ups, Rehabilitation programs and Occupational therapy.  
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