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Editorial: Contemporary Psychosocial Interventions 
for Psychosis

chosis simply as a medical disease. Instead, they choose to 
address the person in the throes of psychosis as suffering 
from a crisis, understandable in the context of his subjec-
tive experience and personal history. With this approach, 
the therapeutic goals are not defined as providing symp-
tomatic relief and facilitating speedy functional rehabili-
tation. Rather, therapy strives to maintain social contact 
with the person and to jointly understand the meaning 
and the context of the psychotic experience.

We will briefly discuss two models consistent with 
these changes of approach, which have been gaining 
traction in recent years.

Open DialOgue
An innovative psychosocial approach which has been 
developed in an attempt to intervene at the early stages 
of severe mental crises is the Finnish Open Dialogue 
(OD) program (6-8).

A key element of the OD program is the provision of 
integrated community-based care involving the patient’s 
social network from the start. A crisis intervention team 
- including two or three trained professionals such as a 
psychiatrist, social worker or nurse - is assembled within 
24 hours of first contact. The team then strives to engage 
the psychotic person and members of her family and 
support system as equal partners in the therapeutic pro-
cess. A series of network meetings are conducted, daily 
at first, less frequently as the condition stabilizes, though 
the team remains the treatment address for years after-
wards, providing invaluable continuity of care.

The strength of OD is that in the course of the repeated 
dialogical sessions, the behavior of the psychotic individ-
ual whose condition spurred the family to seek care comes 
to be seen by all participants, family and professionals 
alike, as emerging from the context of family communi-
cation. By “dialogical” is meant that all voices are given a 
hearing without any prejudgment: the family, the appar-
ently psychotic individual, even her psychotic voices, are 
heard and validated. Communication is completely trans-
parent; in a characteristic move, one therapist might turn 
to another and reflect aloud about her attempt to under-
stand the meaning of what has been said. Needless to say 

The attitude of society and professionals toward psycho-
sis has undergone major changes over the past century. 
The first significant “paradigm shift” in this field rejected 
psychotherapeutic approaches which were common in 
the middle of the last century and promoted instead the 
medicalization of psychosis, which came to be viewed 
as a brain disorder. The second revolution, with the 
advent of antipsychotics, came in the form of de-insti-
tutionalization. It enabled a shift away from the asylums 
and sharply reduced the number of psychiatric hospital 
beds. However, the effect of this second paradigm shift 
has plateaued (1). Extraordinary developments in neu-
robiological research have not been translated into major 
progress in the understanding and treatment of psycho-
sis. Disenchantment with the possibly oversold potential 
of neuroscience for unlocking the mysteries of mental 
illness has fostered a search for non-biological alterna-
tives. A growing awareness of the potential harm result-
ing from the long term use of antipsychotic medication 
– including the specter of widespread brain atrophy (2) 
and increased mortality (3) – has been a further source 
of concern and a prod for creative solutions.

Accordingly, numerous projects and treatment pro-
grams featuring psychosocial interventions have been 
implemented. This has been particularly prominent in 
the treatment of early psychosis, with the hope of alter-
ing the trajectory of the illness by reducing relapse and 
enhancing functioning. Disappointingly, a comprehen-
sive Cochrane review from 2012 (4) failed to distinguish 
specific programs or types of treatment as superior to 
others. The reason may have been methodological, and 
the reviewers conclude that there is a need for more 
extensive research.

Perhaps what is needed now in addition to continued 
research is a change of perspective. The Recovery move-
ment (5) offers one such possibility. The Recovery model 
focuses on the individual’s strengths rather than disabili-
ties, and encourages the person diagnosed with a psychotic 
disorder to seek a sense of meaning and purpose despite 
the limitations caused by his illness, with the aim of learn-
ing to lead a satisfying life and to contribute to society.

Inspired by this model, an increasing number of pro-
fessionals and service-users have stopped referring to psy-
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the psychotic individual is present and hears everything: 
the rule is “nothing about me without me.” All decisions 
are taken consensually, including the administration of 
medication. Over several such meetings, apparently aber-
rant expressions may reveal their meaning and become 
accessible, coherent communication for all participants.

Practitioners of OD have made impressive claims of 
success in preventing hospitalization and improving long 
term psychosocial adaptation in the catchment area of 
Western Lapland, where it is an integral part of the public 
mental health care system (8, 9). Though the definitive 
study has yet to be done, OD is being adapted to various 
locales around the world, and has produced early stirrings 
of interest here in Israel.

COmmunity alternatives tO aCute  
inpatient Care
Deinstitutionalization has stalled at the doors of the inpa-
tient ward, where conditions are still too often character-
ized by overcrowding of patients, a dreary physical envi-
ronment, staff overtaxed and under-trained, and the use 
of medication as the mainstay of treatment. An alternative 
is the community homes for the treatment of the acutely 
psychiatrically ill which have been established in several 
places in the world (10). Many of these homes draw their 
inspiration from R.D. Laing’s early work with psychotic 
individuals and from the Soteria homes initially founded in 
the 1970s by Lauren Mosher, then the psychiatrist in charge 
of schizophrenia research at the National Institute of Mental 
Health. Mosher developed an “interpersonal phenomenol-
ogy” which stressed a non-judgmental “being with” the 
patient as he goes through a psychotic crisis (11). These 
homes are generally characterized by a lack of hierarchy, 
a de-emphasis of the distinction between mentally ill and 
normal, a reclaiming of the psychotic experience within the 
realm of human experience, and the continual striving to 
maintain contact with the psychotic individual. In keeping 
with these principles, the number of residents is limited to 
under ten, meals are shared, the house is jointly maintained, 
a homey atmosphere is fostered, formal psychotherapy is 
not necessarily offered, staff is chosen more for ability to 
establish contact with individuals in psychotic states than 
on the basis of professional credentials, and shifts are as 
long as 48 hours in order to promote continuity of care.

Several research studies have been undertaken, some 
of them randomized, which overall suggest that the short 
term clinical outcome is as good as in conventional inpa-
tient settings, the sense of self-stigma is greatly lessened, 

lower doses of medication are prescribed, and long-term 
psychosocial adjustment may be enhanced (12).

The effort to establish Soteria in Israel has received 
official approval from the Ministry of Health and a 
Soteria-inspired treatment residence is expected to be 
set up as a pilot in the Jerusalem area in the near future.

COnClusiOn
Some have referred to the shift from psychological to 
pharmacological modes of understanding and treating 
mental disorders as a switch from a “brainless” to a “mind-
less” psychiatry (13). The sobering awareness of the limita-
tions of focusing too exclusively on the brain has resulted 
in a renewed interest in psychological and social theories 
of psychosis.

However, were the pendulum to return to a “brain-
less” psychiatry, we would lose the rich insights that the 
neurosciences have to offer and which may yet advance 
the practice of psychiatry. Fortunately, historical pendu-
lums don’t usually work that way. More likely, a richer 
and more comprehensive understanding of the brain will 
ideally encompass not only the parenchyma within the 
skull, but all that it perceives in space and remembers in 
time, and the effects that environment can have upon the 
person, for better or worse. 

Perhaps the time has come to let go of the debate about 
whether best to adopt biological or psychosocial approaches 
to mental illness. Many similar dichotomies which once 
exercised mental health professionals, like nature/nurture, 
or mind/body, are being gradually integrated into more 
complex, nuanced modes of understanding. 

While some have enthusiastically advocated that psy-
chiatry be replaced by clinical neuroscience (14), the 
recent innovations in psychosocial interventions for psy-
chosis suggest that the irreducibly subjective phenomena 
of the mind will continue to demand our clinical atten-
tion and to inform our therapeutic efforts.
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