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“This clear and courageous book starts from a simple but often ignored
question: what changes when mental suffering is no longer broken
down into symptoms, diagnoses, and protocols, but taken seriously as
a human, relational, and contextual experience? Tomi Bergstrom
shows why reductionist psychiatry has reached its limits and weaves
philosophy, clinical practice, and systems thinking into a coherent
alternative that is neither vague nor idealistic, but precise and
workable. Written for professionals and policymakers who sense that
the current system no longer fits, the book offers language, direction,
and practical grounding for a mental health care system that takes
complexity seriously without losing sight of the person.”

Jim van Os, PhD, Professor of Psychiatry and Neuroscience
Division Leader at Utrecht University Medical Center, the Netherlands

“This book presents an exceptionally clear, accurate, and well-argued
diagnosis of the conceptual issues at the heart of modern-day mental
health work. Bergstrom does not dismiss the currently dominant
reductionist approach but makes a compelling case for its limitations
when confronted with the messy complexity of this work. Progress in
mental health care will depend on our ability to move towards the sort
of holistic framework that he describes. This book should be essential
reading for mental health professionals everywhere!”

Pat Bracken, PhD, Independent Consultant Psychiatrist

“Having a background in the Open Dialogue approach, Tomi
Bergstrom provides an extraordinary analysis of the problems of
reductionistic thinking in the development of mental health practices.
This topic has not been analyzed sufficiently to understand why, within
the mainstream tradition of psychiatry, inadequate conclusions are
often drawn both about the nature of mental health problems and about
the interventions needed. The problem lies in focusing too much on
psychopathological aspects of mental suffering, without recognizing
mental health crises as responses of individuals under severe stress.
From this perspective, Bergstrom introduces a holistic view in which
human resources are recognized as central to surviving stressful
situations in life. Recommended reading for professionals, service



users, family members, and all who are interested in finding
alternatives to over-medicalization.”

Jaakko Seikkula, PhD, Professor of Psychotherapy (emeritus) at

the University of Jyvdskyld, Finland



Holistic Psychiatry

Holistic Psychiatry offers a timely rethinking of psychiatry by showing why
today’s symptom-based, reductionist models are no longer enough—and
what can replace them.

Drawing together philosophy, research, clinical practice, and service-
system design, this book presents a coherent, holistic framework that
understands phenomena labeled as mental disorders not as internal defects,
but as evolving, context-dependent situations shaped by biology,
experience, relationships, and society. It provides a rigorous theoretical
foundation, a realistic model of dialogical care, and concrete guidance for
reorganizing services, research, and professional roles, including how to
implement the World Health Organization’s guidance on community mental
health services. Grounded in human rights, empirical evidence, and real-
world practice, this book shows how mental health care can become more
humane, effective, and sustainable without abandoning scientific
responsibility.

This book is essential reading for clinicians, researchers, policymakers,
students of psychiatry, psychology, and mental health, and anyone
concerned with the future of mental health care.

Tomi Bergstrom, PhD, is a psychologist and Adjunct Professor of Clinical
Psychology with extensive clinical experience in Open Dialogue at
Keropudas Psychiatric Hospital and a research focus on holistic approaches
at the University of Jyvéskyl4, Finland.
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The term holistic psychiatry can evoke a wide range of associations. Some
link it to alternative or complementary treatments; others regard it as a
positive aspiration to understand and treat mental disorders in a more
comprehensive manner. Many clinicians feel that they already think and
work holistically, for instance, by acknowledging the biopsychosocial
nature of mental disorders and recognizing that no single form of treatment
suits everyone. For some, the concept means very little, or it is interpreted
as an “anything goes” approach without practical value.

As a mode of thinking, however, holism has a clear and well-defined
meaning. It refers to the view that a whole cannot be fully understood by
examining its constituent parts alone; one must also consider how the parts
interact. Wholes are thus seen as involving so-called emergent phenomena
—features that cannot be identified in the parts taken in isolation, even
though those parts are necessary for the whole to exist. Hydrogen and
oxygen atoms, for example, are not wet in themselves, but together they
form water, which is experienced as wet. A single neuron is not conscious,
yet the interaction of neural networks can give rise to conscious experience.
Likewise, culture arises through interactions among individuals, but it is no
longer dependent on any single member of the group.

The opposite of holism is reductionism, which seeks to understand
wholes by breaking them down into simpler and more manageable
elements. A computer malfunction, for example, can often be diagnosed by
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examining its individual components separately and repairing the faulty
part. In medicine, a reductionist approach may involve tracing symptoms to
a specific pathogen and treating it directly, as in the use of antibiotics for a
bacterial infection. By isolating a phenomenon to a single component,
researchers can measure and model it with greater precision.

Reductionism is currently the dominant approach in both science and
culture. It has enabled major technological advances and is intuitively easy
to grasp: humans have a natural tendency to divide reality into parts, for
example, by categorizing. Yet this approach is not always the most
effective. Many complex problems arise from intricate interactions among
biological, psychological, and social factors, and the meanings assigned to
them are interpretive and context-dependent. Such phenomena cannot be
adequately understood or treated by focusing on their components alone.

Psychiatry 1s a field in which such complexity is particularly
pronounced, as both treatment and research engage with subjective and
interpretive experiences for which no unambiguous etiology has been
established; if such etiologies were known, these conditions would fall
under other branches of medicine or the human sciences. Nevertheless,
psychiatric practice remains largely reductionist, and the discipline’s
commitment to theoretical neutrality—most clearly reflected in diagnostic
systems of mental disorders—has led to situations in which even ostensibly
holistic approaches are implemented and interpreted through a reductionist
lens.

In 2021, the World Health Organization (WHO) issued guidance calling
for the development of more holistic approaches to mental health care.
These international calls highlight the need not only for new practices but
also for a clearer conceptual reorientation of existing mental health systems.
Without such reorientation, calls for holism risk remaining rhetorical, while
underlying reductionist assumptions continue to shape diagnosis, service
structures, and everyday clinical work. This is seen in many countries, as
these calls have thus far received relatively little attention, partly because
many believe that existing systems already operate in a sufficiently
comprehensive manner. A key challenge is that the concept of holism is
often only partially understood.

This book aims to provide a foundation for holistic psychiatry and
broader, more comprehensive approaches to supporting people facing
complex life challenges currently framed as mental disorders or problems.



It 1s divided into three sections: theory, practice, and research. The first
section describes both the benefits and the limitations of the dominant
reductionist framework. It also examines how phenomena defined as mental
disorders can be understood from the perspective of a holistic ontology—
that is, a holistic conception of reality—and how this framework can
account for many phenomena that remain inadequately explained within a
reductionist framework.

For some readers, the philosophical questions addressed in this book will
be familiar, while for others, they may initially feel unfamiliar. Nonetheless,
the core ideas of holistic thinking are often intuitive and resonate with
everyday experience. The complexity of the framework does not arise from
abstract theory but from the need to consider three interconnected levels
simultaneously:

1. Ontological level: how psychological and social phenomena are
constituted.

2. Epistemological level: how such phenomena can be studied, explained,
and understood.

3. Practical level: how these foundations inform treatment practices and
the organization of services.

Distinguishing these levels is a practical consideration. When the
reductionist limitations of psychiatry are taken into account, it is useful to
consider alternative ontological frameworks. A holistic ontology can, in
practice, support a pluralistic epistemology by encouraging the use of
multiple, complementary methods for understanding and explaining
psychiatric phenomena. Likewise, if psychiatric problems are not well
captured by simple mechanical chains of cause and effect, it is sensible to
question whether treatments based solely on such models are sufficient.
From a practical standpoint, it follows that the organization of the service
system may benefit from being aligned with the multilevel nature of the
phenomena it is designed to address.

Although the theoretical section strives for philosophical precision, the
practical sections are intended to be accessible and useful even to readers
who do not fully master the underlying theory. These chapters describe
what a holistic mental healthcare system might look like in practice and
outline concrete guidelines for its implementation. Particular attention is



given to interaction strategies that can enhance the quality of encounters
and strengthen the collaborative relationship among the various parties
involved.

The framework is illustrated with case examples based on the author’s
long clinical experience and work as a chief psychologist at Keropudas
Psychiatric Hospital, where the Open Dialogue treatment approach—

was developed. These cases have been modified and combined so that they
do not refer to real individuals.

Later chapters explore questions and challenges related to adopting and
researching holistic approaches, many of which stem from tensions between
reductionist and holistic modes of understanding. Implementing a holistic
system is not without risks, but advancing and studying such approaches is
essential if mental health services are to respond more effectively to the
nature of complex problems than current frameworks allow.

In this book, holism is examined within the framework of psychiatry as a
response to the reductionist models that currently dominate the field. Due to
diagnostic inflation, a wide range of human experiences, life situations, and
social difficulties are increasingly operationalized as psychiatric concerns
and addressed within psychiatry and the broader mental health service
system. Because psychiatry holds a powerful position in defining what
counts as a mental health-related issue, this has resulted in situations where
a single field exercises disproportionate influence over both the
conceptualization of human suffering and the ways it is responded to.

While this book aims to contribute to the development of holistic
psychiatry, holism alone does not resolve the institutional power relations
shaping mental health services, and there is a risk that holistic psychiatry
may be understood as an expansion of psychiatry rather than a challenge to
disciplinary hierarchies. Holistic psychiatry is therefore treated here as a
transitional concept—one that dismantles psychiatry’s reductionist ontology
while opening space for more pluralistic, phenomenon-oriented, and
multidisciplinary forms of support. Such an ontological shift enables
broader participation by diverse professional, experiential, and community-
based actors and supports approaches that extend beyond specialized
services into everyday contexts and communities, with helping practices
grounded not in any single discipline but in people’s lived experiences, life
situations, and dialogical processes.



Although systemic change may be challenging, individual professionals
and citizens can already begin to adopt more holistic ways of responding to
the human challenges that become labeled as mental health disorders or
problems. Holism also has relevance for other areas of medicine,
particularly where etiology is unclear and the need for services is high.
What is required above all is curiosity, openness, and a willingness to
approach complex phenomena as they are.

The final chapters draw together existing research suggesting that a
holistic, dialogical, and contextually sensitive approach to care may offer
advantages over reductionist models. Although these studies are constrained
by methodological limitations, they point toward promising directions for
future inquiry. My hope is that this book will spark curiosity and motivation
to further explore, refine, and develop more holistic approaches to helping
and care.

This book is intended primarily for mental health and psychiatric
professionals as well as policymakers. It offers a perspective on holistic and
dialogical mental health care grounded in both research and practical
experience and aims to support clinical work as well as the structural
development of service systems. It is also suitable for service users, their
families, and anyone interested in guiding mental health care toward a more
comprehensive and human-centered model.






Part 1

Theory
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The first part establishes the conceptual and philosophical foundations of
the holistic framework developed throughout this book. Its primary aim is
to clarify what is meant by holism in psychiatry and to distinguish this
framework from prevailing reductionist approaches. Rather than proposing
a new treatment method or theoretical school, the part develops an
ontological and epistemological reorientation: it asks what psychiatric
phenomena fundamentally are, how they emerge, and how they can be
meaningfully understood.

The part in this section moves from philosophical considerations to
clinically relevant concepts. They examine the limitations of reductionist
explanations, introduce the idea of unfavorable situations as the basic unit
of analysis, and elaborate the notion of dialogical space as a core event of
care through which change becomes possible. Together, these chapters
provide the conceptual scaffolding required for the later sections. Without
this theoretical groundwork, the practical and research-oriented arguments
of this book would risk appearing as isolated innovations rather than as
consequences of a holistic framework.
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Chapter 1

The Nature of Mind and Mental Disorder

DOI: 10.4324/9781003777939-3

1.1 What Is the Mind?

What do we mean when we talk about the mind? Although we use the word
constantly, there is no single correct or universally accepted definition. In
scientific contexts as well, its meaning depends on the disciplinary
framework. Typically, it refers to a person’s internal experiences such as
emotions, thoughts, and consciousness. What is called “the mind” is also
often seen as qualitatively different from things that can be observed
directly with the senses or physically touched.

If a human head is opened, we can confirm through sight and touch that
the brain exists. With brain imaging and other research methods, we can
also observe its activity. The brain, a brain scan, or an EEG trace looks
essentially the same regardless of who is examining it.

The experiences evoked by a brain image, however, are far more
difficult to observe and therefore harder to wverify. A neuroscientist
interprets the image through prior knowledge and may experience curiosity
or interest, whereas a layperson might feel confusion or frustration if they
do not understand what they are looking at. The researcher may begin
analyzing the image and considering what can be inferred from it, while the
layperson simply notes that it depicts a brain and moves on.

Although the observed object is the same, it gives rise to different
thoughts and feelings in different individuals. These subjective experiences
cannot be observed in the same way as the brain or the measurements
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depicting its activity. Yet they undeniably exist and can be communicated to
others through language or behavior. Still, we cannot directly perceive what
another person truly experiences or what that experience feels like from
“the inside.”

For instance, a person who feels confused by a brain image may say they
do not understand what they are supposed to conclude from it and that
thinking about it feels anxiety-provoking. “Anxiety” is a word that the
person has learned to associate with a certain kind of unpleasant internal
sensation. We cannot know whether their anxiety feels the same as someone
else’s, as the interpretation of such an experience depends on one’s
developmental history and cultural background.

Although we can observe in various ways that the person’s state has
changed, we cannot directly feel it ourselves. For this reason, the mind
cannot be verified in the same way as, say, the brain, a brain scan, a dog, a
cat, or a car. Yet our inner experiential world is something we know with
certainty to exist. In fact, it is the only thing we can verify beyond doubt,
because all of our perceptions and interpretations of reality are mediated
through the mind. However, we have direct access only to our own
experiences; those of others we can only imagine.

Nor can we be completely certain that our perceptions of the world
correspond to some “real” external reality that exists independently of the
mind. The seventeenth-century philosopher René¢ Descartes (1641/2008)
arrived at his famous conclusion cogito, ergo sum—*1 think, therefore I
am”—through such reflection. For Descartes, the most certain fact is the
existence of the thinking subject itself: without consciousness and thought,
the very act of philosophical doubt would be impossible.

Even though the mind may be the only thing we can verify with
certainty, it does not always feel as real as the external world. It appears
more ambiguous than a dining table, a bicycle, a family member, a
workplace, or a pet. The mind seems immaterial—something that cannot be
touched and perhaps cannot be fully trusted.

How can a physical body give rise to something that feels immaterial—
what we call “the mind”—and how are the two related? René Descartes’
work played a central role in shaping dualism, the view that mind and body
are qualitatively distinct (Robinson, 2020). The resulting mind—body
problem has remained a central concern in philosophy and psychology and



is particularly salient for medical disciplines—such as psychiatry—that aim
to understand and influence mental phenomena.

1.2 What Is a Mental Disorder?

The nature of the mind and its relation to the material world remains an
unresolved mystery. We do know, however, that the concept of mind
typically refers to a person’s internal experiences. But how can such
phenomena be considered either healthy or disordered? In other words:
what do we mean when we say that someone suffers from a mental
disorder?

The World Health Organization (WHO, 2004) defines mental health as a
state of well-being in which the individual realizes his or her own abilities,
can cope with the normal stresses of life, can work productively and
fruitfully, and is able to make a contribution to his or her community. Yet
who can reliably claim to know their own abilities and limits? And what
does “normal” mean, when its interpretation depends on the situation,
culture, historical period, method of measurement, and many other factors?

The perceived problematic nature of a psychological or social
phenomenon is always determined by its context—that is, by the culture
and historical moment in which a person lives. For this reason, the concept
of mental disorder does not refer solely to an individual’s inner experiences,
behavior, or traits; it cannot be fully reduced to an internal dysfunction or
disease of the person.

In practice, the term mental disorder refers to emotions, thoughts, and
behaviors that, in a particular context, are experienced as problematic from
someone’s perspective. Characteristics and behaviors that deviate from
prevailing social norms and ideals have been managed, controlled, or
treated in different ways throughout history, depending on what has been
considered problematic in the first place.

For a long time, certain psychological and social difficulties were viewed
primarily as spiritual, moral, or legal issues. During the eighteenth and
nineteenth centuries, however, the rise of a scientific worldview gradually
shifted responsibility from the Church and other institutions to the emerging
field of medicine and its developing specialty, represented by the so-called
alienists (Pietikdainen, 2019). The word alienist derives from the Latin




alienare (“to estrange”) and referred to physicians whose task was to treat
individuals thought to be alienated from themselves, from their community,
or from reality.

By the late nineteenth century, medicine was becoming increasingly
specialized, and alienism acquired a new name. The term psychiatry was
adopted to describe the medical branch concerned with the study and
treatment of the mind and its disorders (psyche = mind, iatreia =
healing/treatment) (Porter, 2002). By the early twentieth century, psychiatry
had replaced alienism as the professional designation and had become an
established medical specialty in most countries.

During the twentieth century, psychiatry’s internal diversity and the
multitude of competing theories fit poorly with the prevailing positivist
orientation of modern science and medicine. Positivism is a philosophy of
science that maintains that genuine knowledge is derived from observable
and empirically verifiable phenomena (e.g., Park et al.,_2020). Because
positivism holds that knowledge is valid only when it can be observed and
measured in specific ways, explanatory models based on subjective
experiences or personal interpretations are often deemed non-scientific
(Raatikainen, 2004).

Positivism 1s closely linked to reductionism—the idea that complex
phenomena can be understood by breaking them down into simpler
components, which can then be measured, classified, and studied more
easily (Rosenberg, 2005). A key aim is to identify cause-and-effect
relationships. When the influence of one component on another is known,
the entire phenomenon can be explained through its constituent parts and
their causal interactions. Reductionism thus provides a means of
operationalizing complex phenomena—converting them into measurable
variables that can be studied within a positivist framework.

In psychiatry, too, there were attempts to reduce mental difficulties to
clearly defined psychological, social, or biological mechanisms through
various theories. However, these theories could not be empirically
confirmed. For example, psychoanalytic theory relied Ilargely on
interpretations of non-observable internal experiences, which cannot be
directly perceived or measured and therefore cannot be tested in accordance
with positivist assumptions.

For similar reasons, psychiatric diagnoses and theoretical models could
not reliably determine the causes of a person’s difficulties or identify the




best possible treatment. In practice, different clinicians might assign
different diagnoses to the same patient, depending on their individual
interpretive frameworks. In other words, the reliability of psychiatric
theories and definitions was weak.

During the 1980s, psychiatry attempted to resolve the problem of
interpretive variability and low reliability by shifting toward diagnostic
approaches based primarily on observable symptoms, thereby avoiding
assumptions about causes or theoretical explanations (Frances,_1981). By
focusing on observable signs rather than on theoretical interpretations, it
appeared more likely that two clinicians would arrive at the same diagnosis.
Although this approach was presented as theory-neutral, it still rested on a
positivist and reductionist assumption: that by reducing complex
psychological and social phenomena to more objectively observable
symptoms, we eventually could better understand the causal mechanisms of
mental disorders and more accurately target treatments (e.g., Patil &
Giordano, 2010).
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Chapter 2

Reductionist Psychiatry
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2.1 The Reductionist Understanding of Mental
Disorders

Reductionism is generally understood as the doctrine that a given theory or
phenomenon can be reduced to another, more fundamental one (Rosenberg,
2005). Within this view, scientific disciplines are seen as hierarchically
ordered: the objects of study in specialized sciences such as psychology and
sociology are to be reduced to more basic sciences, such as biology and
ultimately physics (Raatikainen, 2004).

As noted above, reductionism is rooted in a positivist conception of
science and causality, which holds that genuine knowledge is based on
observable and measurable phenomena and on their repeatable
correspondences: if A is observed, B is also observed. The aim of research
therefore becomes the identification of such linear cause—effect
relationships, approached through empirical methods that rely on direct
observation.

Because positivism counts as scientific knowledge only those
phenomena that can be systematically and reliably tested through specific
experimental designs, it easily leads to methodological monism—the
assumption that the same scientific method can be applied regardless of the
nature of the object under investigation (Gonzalez, 2020). In psychology,
this was seen most clearly in the behaviorist movement, which focused
exclusively on externally observable behavior.
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Reductionism has been particularly influential in the natural sciences and
in technology. For example, an electrical device can be taken apart and its
functioning understood by examining its individual components. Oxygen
can be traced back to photosynthesis, which, in turn, can be traced to
biochemical reactions in plant cells. The experience of excruciating pain
can be traced to irritation of nerve endings in the periosteum, which can be
traced to a bone fracture, which, in turn, can be traced to the impact of
falling off a bicycle. According to the reductionist logic, influencing
specific points along such chains of causation allows us to achieve desired
outcomes—for instance, building an electrical device step by step for a
specific purpose, or treating a bone fracture by aligning and supporting it,
and preventing further injury by riding more carefully.

In the study and treatment of mental disorders, reductionism can be seen,
for example, in the widely used biopsychosocial model, in which complex
psychosocial problems are reduced to three main components: biological,
psychological, and social. This makes phenomena that are inherently
complex and interpretive easier to conceptualize and manage.

For instance, low mood leading to impaired functioning may be
diagnosed as a depressive disorder and traced back to psychological and
social factors that cause or maintain depression. These may include
relational patterns of interpreting social situations in ways that reinforce
negative self-conceptions and sustain depressive symptoms (e.g., Beck,
1967). Such psychological processes can then be further reduced to
biological mechanisms, such as changes in neurotransmitter systems to
which an individual may have a genetic predisposition, activated by
stressful life events (e.g., Caspi et al., 2003).

The same logic can be applied to other psychiatric diagnoses. If a person
has thoughts interpreted as hallucinations or delusions that cannot be
explained by intoxication or a neurological condition, these can be
diagnosed as symptoms of psychotic illness. Psychosis can then be
understood within the vulnerability—stress model: a person may have a
genetic predisposition linked to structural changes in the brain that increase
the risk of psychotic symptoms, but the symptoms emerge only under
significant life stress (e.g., Walker & Diforio, 1997).

Similarly, the risk of anxiety disorders is often considered higher in
individuals with a hereditary tendency toward a strong “fight or flight”
reaction. If a person repeatedly experiences anxiety in certain situations,




they may learn to anticipate and experience it again in similar contexts. This
can lead to avoidance or compulsive behaviors intended to manage anxiety,
but which ultimately maintain it over time (e.g., Barlow, 2002).

Attention-deficit/hyperactivity disorder (ADHD) is often reduced to
developmental delay in the prefrontal cortex, as these brain regions regulate
executive functioning (e.g., Shaw et al.,_2007). Post-traumatic stress
disorder is reduced to exposure to a traumatic event, which gives rise to
intrusive recollections and avoidance of associated stimuli (e.g., Yehuda &
LeDoux,_2007). Personality disorders are frequently linked to early
relational experiences and their influence on psychological development.
For example, insecure, inconsistent, or traumatic early attachments may
impair emotion regulation and the ability to maintain stable relationships
(e.g., Fonagy et al., 2002).

In practice, the reductionist approach breaks down complex psychosocial
problems into more manageable components using prevailing theoretical
models and hypotheses derived from them and attempts to direct treatment
and prevention efforts at these components. Psychotherapy and its exercises
may target perceptual, interpretive, and behavioral patterns that sustain
depressive or anxious states. Psychoeducation may teach individuals to
identify early warning signs of psychosis or mania, enabling them to
prevent exacerbations and avoid triggers. Psychotropic medications target
neurotransmitter systems associated with symptoms. Preventive work may
include public education about risk factors and screening programs to
identify high-risk groups before symptoms escalate.

A central aim of reductionism in psychiatry, as in many other branches
of medicine, is to intervene as early as possible in the causal chain in order
to prevent or reduce unwanted downstream effects. For example, if
individuals with a genetic predisposition to psychotic disorders could be
reliably identified, it might be possible to develop medications to prevent
“illness onset.” This logic is reflected in the areas to which psychiatric
research has devoted the most resources (e.g., Cuthbert & Insel, 2013;
Lewis-Fernandez et al., 2016): developing more precise diagnostic systems
to identify mechanisms that could eventually reduce diagnoses to basic
biological components, such as brain function and genetics, and developing
more refined treatments and assessment methods that allow interventions to
be targeted as accurately as possible to these component causes.




Thus far, however, the precise identification of causal chains in mental
disorders has not succeeded. We lack laboratory tests or imaging methods
that can independently verify the presence of a mental disorder, as well as
tests that would enable treatments to be targeted to early-stage causes in
ways that reliably prevent the emergence of later difficulties.

In practice, the treatment of mental disorders is largely symptom-
relieving rather than cause-correcting or preventive. When predefined
symptom criteria are met, a diagnosis can be assigned, and treatment begins
according to guidelines and recommendations developed for that specific
disorder. Accordingly, service systems are organized along reductionist
lines: different units and professionals specialize in treating particular
symptom clusters—that is, diagnostic categories—even though psychiatric
diagnoses do not reveal the causes of observed symptoms and therefore do
not permit reliable conclusions about underlying causal mechanisms.

In other words, psychiatry remains in a situation where psychosocial
problems are reduced to component parts through various theories, yet these
components cannot be adequately measured or empirically tested. Although
symptom-centered classification systems have improved diagnostic
reliability, validity remains a challenge: using predefined symptom criteria,
two clinicians are more likely to reach the same diagnosis, but it is not clear
what the diagnosis actually signifies or how it can be reliably reduced to
biopsychosocial components.

For these reasons, especially strong reductionism—which equates mental
disorders directly with biological correlates—has been widely criticized,
and its limitations are broadly acknowledged within psychiatry (e.g.,
Kendler, 20035; Parnas et al., 2013; van Os et al., 2019; Zachar et al., 2023).
In fact, the prevailing descriptive psychiatric diagnostic approach—in
which no stance is taken on etiology—can itself be seen as an attempt to
avoid unwarranted assumptions about the causes of disorders.

One proposed solution to the problems of strong reductionism in
psychiatry is a clearer distinction between natural kinds and practical kinds
(Zachar,_2015). Natural kinds are entities that are non-artificial, clearly
delineated, and composed of features that can be operationalized into
measurable properties. Natural kinds are thought to possess essential
features—that is, stable and defining properties that make a thing what it is
(Gelman,_ 2004). Examples include chemical structures or genetic
inheritance patterns that distinguish one biological species from another.




According to an essentialist perspective, psychiatric disorders would also
have a single, common underlying cause—shared by all individuals with
the disorder and in principle measurable. Taken to its extreme, this
essentialism would lead back to a strong form of reductionism, for which
empirical support is lacking. Essentialism in psychiatry can therefore be
considered a kind of classification-induced illusion, since psychiatric
diagnoses are fundamentally constructed, or practical kinds, grounded not
in essence but in clinical, organizational, and convention-based aims
(Zachar, 2015).

Some scholars have nevertheless suggested that certain psychiatric
disorders may be closer to natural kinds than others, on the assumption that
they correspond to discrete biological mechanisms (e.g., Tsou,_2016).
Although such mechanisms have not yet been clearly identified—and
current diagnostic categories are so heterogeneous in causes,
manifestations, and outcomes that they cannot readily be considered natural
kinds—this does not rule out the possibility that future research, aided by
more fine-grained diagnostic models, might identify some natural kinds
(Werkhoven,_2021). This reductionist logic is evident in contemporary
efforts to reform psychiatric classification. The most prominent example is
the Research Domain Criteria framework, which seeks to identify
underlying biological, psychological, and social processes rather than
relying on categorical symptom-based diagnoses (Cuthbert & Insel, 2013).

Although psychiatric research and the development of newer diagnostic
systems have challenged strong biological reductionism and especially
eliminative reductionism, which aims to replace mentalistic vocabulary
altogether with biological terminology (Cuthbert, 2022)—reductionism
remains deeply embedded in clinical practice and still continues to shape
research as described above. One reason is the lack of alternative models
that are both equally systematic and functional; another is pragmatism:
equating diagnoses and symptoms with specific categories yields many
practical benefits that help explain the persistence of reductionist thinking
in the organization of services and in everyday clinical work.

2.2 The Benetfits of the Reductionist Framework



There are many advantages associated with the reductionist framework,
which help explain its popularity. First, it aligns closely with the
assumptions of modern science—particularly medicine. In medicine,
reductionism is often an effective way to structure and treat problems,
because in many illnesses, causal chains can be at least partly identified.

For example, the causal sequence underlying cancer development is
relatively well understood; it begins with exposure to risk factors that cause
deoxyribonucleic acid (DNA) damage and genetic mutations within cells.
These changes may lead to uncontrolled cell growth, forming a tumor and
producing observable clinical symptoms. Because the symptoms can be
traced directly to the causal factor—the tumor—treatment can target this
cause by removing or destroying the tumor, for example, through surgery,
radiation, or medication that kills cancer cells or stops their growth. Many
cancer risk factors are also well defined, enabling preventive efforts through
public policy and public health initiatives.

To ensure that treatment is directed at the correct point in the causal
chain, research is needed to establish efficacy and effectiveness. In
medicine, treatment effects are often investigated using randomized
controlled trials (RCTs), in which patients are assigned to treatment or
control groups at random. Randomization reduces the influence of
confounding variables and increases confidence that observed changes are
attributable to the treatment rather than to preexisting group differences.

The same logic is applied in psychiatry. When observable psychosocial
problems and symptoms are classified as medical diagnoses, controlled
study designs can be used to investigate treatment effects. When sufficient
evidence accumulates, clinical guidelines can be developed to direct
professional practice in accordance with research findings. Psychiatry can
thus be viewed as part of standardized, evidence-based medical practice,
which strengthens its legitimacy as a public or insurance-funded service:
once a disorder is diagnosed, treatment proceeds according to agreed-upon
evidence-based methods, largely independent of individual causal
circumstances.

Because the causes of psychiatric disorders cannot be clearly identified
and psychiatric diagnoses are therefore intentionally descriptive, the
development of symptom-relieving treatments has often progressed through
trial and error. Reductionism, however, offers the prospect—at least in
principle—of developing more effective and better-targeted treatments,



provided that causal mechanisms become better understood and
interventions can be directed at them directly. As mentioned above, much of
psychiatric research funding has therefore long been directed toward
studying genetic and neurobiological mechanisms, which, in turn,
reinforces and sustains reductionist thinking in research and training.

Beyond its alignment with prevailing medical paradigms, reductionism
is also cognitively intuitive for humans. We have an innate tendency to
categorize phenomena into simpler classes and to perceive causal
relationships—an evolutionary prerequisite for survival. Categorization
enables rapid judgments about environmental stimuli: we avoid a growling
bear, stay away from fire, do not eat poisonous mushrooms, and seek the
company of familiar and trusted individuals. Likewise, in daily life, we
constantly evaluate the motives underlying others’ actions and the potential
consequences of our own.

This categorization-based decision-making occurs largely automatically.
When we perceive a certain feature, we link it to a familiar category, which
allows us to predict consequences and act quickly. The same mechanism
operates in mental health care: psychiatric diagnoses transform complex
and interpretive phenomena into simpler and more manageable forms,
making it easier to draw inferences about potential causes, treatment
options, and eligibility for certain forms of financial or insurance-based
support.

Clear, predefined, and diagnosis-specific procedures enhance the sense
of control in uncertain situations. They also make work faster and more
straightforward. When health professionals are trained to identify and
classify problems and to select predetermined treatments for each category,
the need to analyze each situation from scratch is reduced. This
predictability and the act of naming phenomena create a sense of safety: for
example, when a person reports hearing accusatory voices leading to self-
harm, the situation is often frightening also for staff. Linking such
experiences to a diagnostic category provides a starting point for forming
hypotheses and treatment plans, and the situation may feel less
overwhelming or alarming.

In addition to offering a sense of control and safety, the reductionist
approach provides literal protection within the system: by following
predefined procedures and rules, a practitioner can justify decisions
objectively and is typically protected both legally and in terms of liability.



Reductionism not only supports professional work and the organization
of services but also often provides patients with a sense that their situation
is understood and manageable. When symptoms are given a clear name, it
becomes cognitively easier to process and discuss them. A single term
simplifies communication with others, reducing the need to explain
complex or difficult-to-articulate experiences in depth. Diagnosis can also
relieve feelings of guilt—and reduce external blame. If psychological and
social difficulties are seen as resulting from an objectively identifiable
medical disorder, the individual is not necessarily viewed as “personally
responsible” in the same way.

From a societal and organizational perspective, the reductionist
framework makes systems more structured and manageable. Clear
definitions of problems, designated treatment locations, and the work of
specialized professionals following predetermined procedures facilitate
resource allocation, ensure patient safety, and help resolve potential
conflicts. This supports fair distribution of publicly funded treatments,
reducing reliance on the subjective judgments or preferences of individual
workers and officials. This orientation aligns closely with the utilitarian
assumption (Chase & Mosse, 2025): that the ethical legitimacy of mental
health interventions rests primarily on their demonstrable effects, and that
moral responsibility in public health care i1s best discharged by selecting
those interventions that can be shown, through standardized and
comparable evidence, to produce the greatest aggregate benefit. Within this
framework, reduction and standardization are not merely practical
necessities but moral safeguards, ensuring that decisions about care are
justified by measurable outcomes rather than by individual wvalues,
aspirations, or ethical intuitions.

For these reasons, the reductionist approach is often experienced not
only as useful but, in many practical situations, also as the only feasible
option.

2.3 Problems of Reductionism in Defining Mental
Disorders

The central challenge of the reductionist approach in psychiatry is that
psychosocial phenomena classified as mental disorders cannot be reduced



to biological, psychological, or social components that would explain them
consistently across situations and individuals. Because psychiatric concepts
inevitably refer to psychological processes, they are always, to some extent,
dependent on subjective experience (Kendler, 2005). Accordingly, the
factors underlying symptom patterns that meet a given set of diagnostic
criteria are, like other psychological and social phenomena, by default
pluralistic and multicausal (Kendler, 2024).

In practice, symptom patterns that satisfy the criteria for the same
diagnosis may arise from entirely different causes: for one person, they may
follow from interactional patterns learned in relationships; for another, from
current life stress; for a third, from an inherited sensitivity to intense
emotions; for a fourth, from an unknown disturbance in brain functioning;
and for a fifth, from some combination of these. Conversely, the same
putative causes may lead to very different symptoms and diagnoses.

Psychiatric symptoms often overlap across diagnostic categories and
vary substantially within a single diagnosis, limiting the wvalidity of
reductionist inferences (van Os et al., 2019). In practice, the same
constellation of symptoms may satisfy different diagnostic criteria
depending on how patients articulate their experiences and which features
clinicians emphasize.

At the same time, individuals can meet the same diagnostic category
with entirely different sets of symptoms, and symptom profiles within a
single diagnosis may even be mutually contradictory. For example, a
diagnosis of depression may be applied both to someone who sleeps and
eats too little and to someone who sleeps and eats too much. This is because
current diagnostic categories have been created through consensus-based
committee processes rather than grounded in well-defined psychometrics or
biological mechanisms, resulting in constructs that often lack clear
boundaries and internal coherence.

A psychiatric diagnosis, then, is not the same as a causal factor targeted
by treatment. It is a label for a cluster of symptoms interpreted as frequently
co-occurring, and this is precisely how diagnostic categories were originally
designed—to facilitate professional communication, statistical reporting,
and service organization in a field where the object of treatment and
research 1s too interpretive and context-dependent for reliable reductionist
reasoning (Frances, 1981). This is reflected, for instance, in the American
Psychiatric Association’s DSM (2022) classification, which emphasizes in




its opening sections that psychiatric categories are descriptive and
consensus-based, and are not intended to provide etiological explanations.

Practice, however, often diverges from this principle. Psychiatric
diagnoses are easily treated as if they were explanations of the problems
they describe. This produces reification (Hyman, 2010)—the objectification
of a descriptive classification, or in this case, its transformation into a
seemingly real disease entity that is assumed to cause the symptoms—
leading to circular reasoning: symptoms are explained by the diagnosis
even though the diagnosis was originally defined on the basis of those very
symptoms (Bergstrom, 2023).

An anxiety disorder, for example, does not cause the experience of
anxiety; rather, it is a label for a situation in which experiences called
anxiety are so intense that they impair everyday life. Similarly, a psychotic
disorder does not cause hallucinations or delusions; 1t describes a state in
which such experiences have occurred for a certain period. ADHD does not

cause executive-function difficulties; it is a description that a person, at a
particular age and in a particular context, has manifested such difficulties.

The conceptual confusion arising from reification is not merely an
academic concern; it has practical consequences. When a psychiatric
diagnosis is treated as a cause or an explanation, attention shifts away from
the actual factors that generate or sustain a person’s problems—whether
these lie in life circumstances, relational contexts, patterns of thought, or
biological disturbances. At the same time, diagnosis begins to shape how
people understand themselves and others. A psychosis diagnosis may evoke
fear and guardedness that, at worst, leads to othering and inappropriate
encounters. A depression diagnosis may cause a person to doubt their own
capacities and positive feelings, and to believe that their condition can be
influenced only through medication, leaving other forms of help underused.

Although diagnosis may bring relief and reduce guilt, it does not in itself
explain or change the underlying determinants of the problem. Using
diagnosis as an explanation may therefore be ethically questionable if it
sustains the misleading impression that a disorder is a disease entity causing
symptoms. Moreover, people may begin interpreting their own and others’
difficulties through the stereotypes associated with diagnostic categories.

As noted earlier, humans have a natural tendency to simplify complex
reality into categories. People also often perceive and interpret their
environment in ways that fit with prior expectations. If a person has been



given a psychosis diagnosis, their behavior may be interpreted through
common assumptions about psychosis. A need to withdraw from
relationships or medication-induced fatigue, for example, may be construed
as ‘“negative symptoms.” Disagreements about treatment decisions,
relational conflicts, or confusion following rapid discontinuation of
neuroleptic medication may be interpreted as “positive symptoms.” If there
are no problems, that too may be read as “remission.”

in meeting the ideals of a modern information society may be interpreted as
symptoms, rather than seeing those ideals themselves as narrow and
discriminatory toward particular human characteristics. If a person has a
personality disorder diagnosis, interactional problems arising in treatment
may be attributed to the disorder rather than to clinicians’ limitations in
adapting to the situation. A depressed person’s unemployment may be
interpreted as the result of incapacity due to depression, even if the
depressive state was originally an understandable response to lack of work
or to working conditions that the person could not realistically meet at that
time.

In practice, treating diagnoses as explanations easily results in a self-
fulfilling dynamic: behavior is interpreted in line with stereotypes linked to
the diagnosis (e.g., Timimi, 2014). According to the so-called looping effect
(Hacking, 1995), a psychological concept such as a psychiatric diagnosis
reshapes both a person’s self-understanding and professionals’ responses in
ways that may make the individual appear increasingly “diagnosis-
consistent”—not because the diagnosis originally captured them accurately,
but because the social environment begins to treat them according to
diagnostic expectations. People also tend to notice and reinforce
information that aligns with their preexisting beliefs.

Using diagnoses as tools for explanation and interpretation can thus
sustain self-reinforcing arrangements, weaken the targeting of care, and
narrow the understanding of what counts as “normal” human variation.
Because diagnoses often describe common human traits and experiences,
they may feel highly relatable and can be readily internalized as part of
identity. Some diagnoses have also become socially accepted ways of
framing difficulties—through stigma-reduction campaigns and social media
—so that they can provide relief and reduce feelings of blame (e.g., Sims et
al.,_2021). At the same time, this may encourage reductionist medical




responses even in situations where the issue 1s not primarily an individual
“disorder” or “defect” requiring medical “correction.”

Beyond individual-level effects, reducing certain traits, experiences, and
behaviors to mental disorders has wider societal consequences (Beeker et
al.,_2021). First, it increases demand for services and brings a growing
number of people into the mental health system. This further narrows
perceptions of normal human responses to life stress and reduces tolerance
for difference and norm-deviating traits. Once people internalize the idea
that medical problems require medical solutions, interpreting human
reactions and characteristics as medical disorders promotes costly and
potentially harmful overtreatment, while nonmedical forms of support are
used less. In addition, diverse human traits, life challenges, and
understandable contextual reactions may be misleadingly interpreted as
symptoms of permanent illness (e.g., Horwitz & Wakefield, 2007), which
can also affect social participation in multiple ways.

As stated above, research funding has likewise been directed toward
supporting the reductionist hypothesis: the assumption that certain
psychiatric diagnoses can be consistently reduced to biological components,
which would eventually allow diagnoses to be confirmed through
laboratory tests or brain-imaging methods (e.g., Cuthbert & Insel, 2013).
However, this hypothesis is problematic in principle, since contemporary
diagnostic categories are consensus-based classifications whose primary
purpose was to improve reliability by focusing on reported or observable
problems rather than on theoretical explanations. Although this approach is
justified in many respects and has increased uniformity in assessment
practice, individuals with the same diagnosis may present such diverse,
interpretive, and context-bound symptom profiles that research cannot be
expected to reveal clear, universal causal factors underlying current
diagnoses—even as methods advance.

In line with reductionist logic, attempts to respond to diagnostic
heterogeneity and validity problems have involved subdividing diagnostic
categories into increasingly detailed entities and breaking symptom clusters
into smaller, supposedly more homogeneous components (Paris & Phillips,
2013). As a consequence, diagnostic systems have expanded markedly over
recent decades, both in the number of disorders and in the number of
criteria.




Although this strategy has sharpened some distinctions between
diagnoses and improved reliability (Regier et al., 2013), it does not resolve
the interpretive nature of psychosocial difficulties. Instead, the simultaneous
proliferation and broadening of diagnostic categories have contributed to
diagnostic inflation, in which the boundaries of psychiatry have
continuously expanded. Psychiatry then becomes less able to achieve its
original aim of distinguishing ‘“normal” psychological distress or
challenging human experience from the “abnormal” (Frances, 2013).

At the same time that categories have been subdivided into ever-
narrower components, comorbidity—the co-occurrence of multiple
disorders—has increased: the majority of service users meeting criteria for
one psychiatric diagnosis also meet criteria for two or more additional
diagnoses (Nordgaard et al.,_2023). The concept of comorbidity creates
clinical and resource pressure to establish the “correct” diagnosis in
situations where symptom profiles overlap and expression varies with life
circumstances and environment. However, speaking of comorbidity is
misleading in psychiatry, since apparent multi-disorder patterns often reflect
artificial distinctions produced by classification rather than the true co-
occurrence of categorically discrete diseases (Maj, 2005; Nordgaard et al.,
2023; van Os et al., 2019).

As alternatives to categorical classification and its challenges,
transdiagnostic and dimensional models have been proposed (e.g., Fusar-
Poli et al.,_2019; Kotov et al., 2017; Tomeczyk et al., 2023). These
approaches do not treat mental or social difficulties as qualitatively distinct
from other psychosocial phenomena or reducible to diagnostic categories,
but regard them as problems requiring care once they exceed a certain
threshold of severity. Although such models capture the dimensional nature
of psychosocial difficulties better than categorical systems, they still tend to
locate problems within the individual and may thus fail to account for the
fact that what counts as normal or abnormal is substantially dependent on
culture and situation (Bassett & Baker, 2015; Bergstrom, 2023). Many of
these approaches also lack the kind of clinical usability provided by
categorical classification (Frances, 2013; Fusar-Poli et al., 2019).

In practice, resources devoted to reductionist psychiatric research and
diagnostic-system development have been diverted away from other forms
of research and service innovation. Moreover, the specialization required by
reductionism can foster competitive dynamics and amplify economic




interests. For example, from the perspective of the pharmaceutical industry,
reductionism is particularly attractive because it seeks to translate complex
—often partly societal—problems into individual-level neurochemical
mechanisms, for which targeted drug treatments can be marketed.
Reductionism has also encouraged competition among psychotherapies and
other interventions, leading to the commodification of treatments and their
presentation as distinct products, rather than fostering efforts to identify the
common factors that account for effectiveness across helping practices.
These forces help explain the dominance of the reductionistic framework in

psychiatry.

2.4 Problems of Reductionism in the Treatment of
Mental Disorders

In its most stringent form, the reductionist framework for defining mental
health disorders rests on the assumption that psychological and social
difficulties can be reduced to predefined diagnoses, and that diagnoses can,
in turn, be reduced to clearly delineated social, psychological, or biological
components—such as living conditions, traumatic events, psychological
mechanisms, and specific bodily functions. From the perspective of
treatment, such a premise would be ideal: if the root causes of a problem
could be identified and specified with precision, one could develop targeted
interventions that would be expected to alleviate symptoms linearly or
remove their causal source. In practice, however, the effectiveness of
mental health treatments does not follow this linear logic, not least because
symptoms have not been reducible to unambiguous causal factors.

For example, the symptom-relieving or symptom-modifying effects of
psychotropic medication have often been mistakenly interpreted as
evidence that the symptoms must have originated in precisely the
neurotransmitter system on which the medication primarily acts (e.g.,
Moncrieff et al., 2023; Schultz, 2015). This reverse causal inference is itself
problematic (Schultz, 2015): the fact that a drug reduces symptoms through
a particular neurochemical mechanism does not mean that the symptoms
were caused by a disturbance in that mechanism. Intuitively, this is clear to
most people when the effects of substances are considered in other contexts.
Alcohol can reduce social inhibition, but this does not imply that a person




has a biological deficit that alcohol “corrects.” Opiates reduce the
experience of fracture pain, even though they do not repair the fracture, nor
is the pain caused by dysfunction of opioid receptors. Amphetamines and
other stimulants help many people sustain interest in tasks that would not
normally motivate them, even if they do not have developmentally delayed
prefrontal cortices or other neurobiological abnormalities.

Interpreting the cause of symptoms through a medication’s mechanism
of action can lead to a situation where, once a diagnosis is assigned,
medication is viewed as necessary to correct an assumed biological
abnormality or dysfunction—even though no such abnormality has been
demonstrated. Indeed, according to diagnostic logic, such abnormalities
must typically be ruled out before the problem can be defined as a
psychiatric disorder. As a consequence, pharmacological treatment may be
initiated with a low threshold and continued long after diagnosis, even
where there is no individual-level need for long-term medication.

Many psychotropic medications involve both immediate adverse effects
and, especially with prolonged use, many common psychological and
physical harms. Discontinuation of psychotropics can also produce
withdrawal symptoms (Vinkers et al.,_ 2024), which are sometimes
misinterpreted as relapse of the “original disorder,” even though they are
more plausibly—and predictably—related to neurobiological adaptations to
long-term drug exposure (Horowitz et al., 2021). When symptoms worsen
during discontinuation, this can reinforce the diagnosis and the reductionist
idea that a particular treatment is indispensable—despite the fact that many
people would manage with lower doses or without medication if prescribing
were more selective and discontinuation were gradual and systematically
supported (Horowitz et al., 2021).

A further difficulty is that current diagnostic criteria do not reliably
distinguish those who benefit from long-term pharmacotherapy from those
who would do well without it (Maj_et al.,_2020; 2021). For reasons of
resources and perceived safety, service systems often adopt a precautionary
stance and favor maintenance medication in almost all situations—an
approach that, over time, increases the risk of both adverse effects and
withdrawal-related harms.

Reductionist thinking also shapes the use of psychosocial treatments. A
given diagnosis is assumed to require a specific, clearly bounded method,
even though it has long been known that differences in effectiveness




between therapy modalities are small (e.g., Elkins, 2009; Leiman,_2004;
Luborsky_ et al.,_1975). More consequential are the so-called common
factors, such as the therapist—client relationship, the person’s experience of
being heard, expectations, and the purposiveness of treatment (Wampold,
2015). Manualized methods may in some contexts provide helpful structure
and clarity, but they do not guarantee effectiveness if individual and

Within reductionist logic, RCTs are treated as the “gold standard” for
evaluating treatment effects, because randomization is assumed to reduce
the effect of care to the specific method under investigation. This logic fits
well for conditions and interventions with clearly defined boundaries. In
psychiatry, however, it is problematic because diagnoses are not sharply
delimited, diagnostic concepts refer to wide and heterogeneous phenomena,
and outcomes are often based on self-reported change in subjective
experience—experiences that are strongly shaped not only by the method
used but also by expectations, the therapeutic relationship, and the broader
context (van Os et al., 2019).

Moreover, RCTs require that the method under study differs from
another method. This design constraint has meant that the interventions
most readily accepted as evidence-based are precisely those that are tightly
manualized and therefore suited to such research designs, even when they
are not the most flexible, effective, or even usable in real-world practice. In
reality, strict adherence to manuals can hinder the formation of a responsive
therapeutic relationship and thereby weaken the common, nonspecific
mechanisms through which much benefit occurs (e.g., Leiman, 2004;
transfer to actual clinical environments, and treatments no longer meet the
reductionist ideal of evidence-based practice in which effectiveness would
be reducible to specific techniques or other method-specific factors
(Alanen, 2009; Thomas et al., 2012; van Os et al., 2019).

At the level of service systems, the attempt to treat problems according
to reductionist principles leads to increasing specialization both across units
and among professionals, so that a precisely defined problem can be
matched with the most appropriate evidence-based intervention (van Os et
al., 2019). When care is organized around diagnoses and discrete methods,
the service system tends to fragment, making it harder to manage. This
fragmentation, in turn, produces a self-reinforcing pressure to specify




problems and their “correct” treatments ever more precisely, requiring ever
more specialized resources.

In practice, service users move from one unit and professional to another
as their symptom profile changes. A considerable amount of resources is
usually spent on assessment work in an attempt to determine the “right”
evidence-based treatment method and service location. Once a diagnosis is
assigned, symptoms are typically managed in a mechanistic manner using
the methods judged most appropriate for treating that specific disorder,
often leaving the individual’s situation and life context insufficiently

Because symptom profiles often change over time regardless of the
treatment provided, a person may no longer fit the original classification.
This creates the need for repeated assessments and further transfers. Such a
dynamic—combined with the expansion of diagnostic criteria (Frances,
2013)—helps explain what has been called the mental health service crisis
in many Western countries (WHO,_2021): demand for services increases
continually, while the long-term benefits for individual well-being remain
limited and the mode of service provision consumes substantial resources.

The specialization of treatments and services described above also places
demands on professionals, who are expected to master multiple evidence-
based methods to be deployed according to the diagnosed disorder. This is
cognitively burdensome, as both the practical implementation of methods
and the problems being treated are complex and rarely categorical. Taking a
hammer from a toolbox to drive a nail is far more straightforward than
attempting to deliver, with methodological fidelity, interpersonal and
relationship-focused therapy with one patient, cognitive behavioral therapy
with the next, and systemic family therapy with a third.

Because no single practitioner can thoroughly master many psychosocial
treatments or therapeutic orientations, a reductionist model of service
provision requires extensive staffing and training resources so that each
problem category can be matched with an evidence-based method.
Advanced specialization leads professionals to focus on only a narrow
segment of the service user’s overall situation. As a result, the broader
picture may be missed, and treatment begins to target secondary or
irrelevant factors.

A psychotherapist may work on maladaptive emotional, cognitive, and
behavioral patterns; a family therapist on family interaction; a social worker




on financial circumstances; an occupational therapist on daily functioning;
hospital staff on acute safety; physicians on medication plans; and nurses on
monitoring conditions—and so on. If the symptom profile changes in ways
that no longer match the remit of a specialized unit—either in nature or
severity—the patient is redirected elsewhere, where new professionals
again approach the situation from within their respective domains.

In such a system, professionals—who ought to be substantive experts in
mental health—may gradually lose sight of the overall nature of a person’s
difficulties. At the same time, duplication of work increases, and
competition between staff and units over roles, resources, and boundaries of
responsibility may intensify, to the point where no party assumes
overarching responsibility for treatment as a whole.

From the perspective of service users, specialization and stepped-care
structures often manifest as difficulty accessing help, complexity of the
system, and long waiting lists. When help is finally obtained, it may be
experienced as mechanical or inattentive to the person’s actual needs. Being
passed from one professional to another also leads to the recurrent
experience of having to repeat the same story, preventing the treatment
process from properly beginning.

Diagnostic centrality creates further challenges. First, if diagnoses are
treated as explanations for symptoms, the diagnostic label itself may
predispose to conflict or shape professionals’ attitudes. Some diagnoses
carry substantial stigma, leading health professionals and others to approach
a person with caution, even before genuinely getting to know them
(Kamens, 2019). Conversely, some diagnoses are desired by individuals as
explanations for their difficulties, which can create disappointment or
conflict if the expected diagnosis is not given.

Second, many service users experience care as imposed or directive if, in
accordance with reductionist thinking, certain treatments are deemed
necessary whenever diagnostic criteria are met. This may contribute to poor
treatment engagement, discontinuation of high-dose medication, and related
harms that may then be misinterpreted as symptoms of the underlying
disorder. Such patterns of dissatisfaction and disagreement are particularly
problematic for treatment effectiveness, because mental health disorders
and problems are inherently experiential: what matters most is the person’s
experience of being understood and helped.



Within a reductionist framework, however, treatment effectiveness i1s
often evaluated using narrow, operationalized symptom measures, which
are assumed to map onto diagnostic categories and thereby measure
uniform reductions in symptoms. Short-term changes in questionnaire
scores do not necessarily reflect outcomes such as social participation, long-
term functioning, quality of close relationships, increased subjective well-
being, or other factors that individuals themselves consider most important
—and that often shape the situations defined as mental health disorders or
problems (Bergstrom, 2023). When such outcomes are not regarded as
indicators of treatment effectiveness, mental health services do not orient
their efforts toward improving them (WHO, 2021).

2.5 Summary of the Benefits and Challenges of
Reductionism in Psychiatry

In both the definition and treatment of mental disorders, a reductionist
framework offers clarity, structure, and predictability. It supports the
manageability of service systems, enables the allocation of resources, and
provides clear and reproducible treatment protocols. At the same time,
however, it introduces distortions: complex, individual, and context-bound
phenomena are compressed into symptom-based diagnoses and
standardized interventions that may not be well suited to addressing the
highly individual, interpretive, and situational problems that come to be
labeled as mental disorders.

Although neither academic psychiatry nor mainstream clinical practice
explicitly endorses strict reductionism, more moderate forms of reductionist
thinking continue to exert strong influence over diagnostic systems, service
structures, and clinical routines. As a result, diverse human characteristics
and life difficulties become construed within the system as individual
“illnesses” or “disorders.” Using descriptive symptom categories as
explanations for those symptoms also fosters self-reinforcing circular
reasoning, a narrowing of what counts as “normal,” and increased demand
for services. As demand grows, the perceived need to stratify services and
more precisely define the nature of each problem—and the type of
treatment to which a person is entitled—intensifies further.



At the level of care delivery, services risk fragmenting into specialized
units. Because psychiatric disorders are not clearly bounded, diagnostic
concepts refer to a wide array of phenomena, and symptom profiles change
over time, this fragmentation easily results in unnecessary transfers between
units and professionals.

Due to the constraints of reductionist research methodologies, the
treatments that become recognized as evidence-based tend to be those that
are readily operationalized and capable of alleviating discrete symptoms.
Consequently, service systems often provide top-down, prespecified
interventions that are delivered in the same manner regardless of context
and that may be poorly connected to the person’s actual life situation. The
broader picture and the purposeful work of helping are easily compromised.
This can lead to duplicated effort and a deepening cycle of resource scarcity
—a situation in which the support system no longer responds effectively to
people’s real needs. From the perspective of service users, such dynamics
amplify the risk of dissatisfaction and conflict, which, in turn, undermines
the effectiveness of mental health care.
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Chapter 3

Holistic Framework

DOI: 10.4324/9781003777939-5

Next, the foundations for a more explicitly holistic alternative to reductionism are
developed. The discussion begins by situating the current push toward holism in
international policy and human rights discourse, focusing in particular on how the
World Health Organization (WHO) and the United Nations (UN) have criticized
the limitations of a predominantly biomedically reductionistic and symptom-
focused mental health service model. It then traces the conceptual history of
holism—from systems thinking and cybernetics to complexity theory,
phenomenology, and embodied/embedded approaches to cognition—showing
how these traditions converge on the idea that human distress is best understood
as relational, context-dependent, and emergent. Building on this background, the
analysis addresses common conceptual pitfalls of holism, including the risk of
relativism and the confusion between weak and strong emergence.

The position adopted in this book—contextual emergence combined with
critical realism—is then outlined as a way to integrate pluralistic explanations
without collapsing into either mechanistic reduction or “anything goes™ holism.
Finally, the implications of this framework for understanding mental disorders are
examined, including why, across modalities, treatment effects so often depend on
nonspecific mechanisms related to meaning, relationship, and the quality of
interaction.

Over the past several decades, increasing international attention has been directed
toward mental health and the development of mental health services. In many
countries, mental health systems have been unable to meet rising demand, and
treatment outcomes have remained unsatisfactory in numerous respects (WHO,
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2021). National mental health strategies have been introduced in many regions in
an effort to direct political and economic resources toward prevention and
improvements in care (Guerrero et al.,_2024). Despite these efforts, however,
financial investment in mental health services has remained relatively low—
typically only a few percent of national health expenditures (WHO, 2017)—and
many countries are now facing outright crises in their mental health systems
(OECD, 2021; WHO, 2021), with widespread staff burnout (Ballout, 2025).

Although adequate resourcing and improved accessibility are essential

2021 guidance that simply increasing resources or expanding service provision
will not, on their own, resolve systemic problems. One key reason, according to
WHO, is that the majority of mental health spending still goes to institutional care
—a model associated with numerous ethical and social concerns, including
institutionalization, diminished social participation, and the use of various
coercive practices.

At the same time, the dismantling of institutional care and investment in
community-based services has not automatically improved access, quality, or
outcomes. According to WHO (2021), one major reason is the dominance of a
biologically reductionist model of mental health care, which tends to overlook the
real and changing needs of individuals as well as many key determinants of
mental well-being—such as experiences of violence, inequality, unemployment,
homelessness, lack of social support networks, loneliness, and existential crises.

As outlined earlier, within a reductionist model, broader societal inequities or
understandable reactions to difficult life circumstances become medicalized, often
unintentionally, through psychiatric diagnoses. These diagnoses render such
difficulties as individual problems. This, in turn, elevates individual-focused
interventions, which require long-term commitment and carry risks, while
simultaneously making it harder to address broader determinants of well-being—
both in clinical practice and in political decision-making.

The medicalization of diverse traits and life challenges—and their reduction
into individual problems—also maintains stigma and narrows conceptions of
normality (e.g., Read et al., 2006). Although public campaigns have attempted to
reduce stigma, their focus has largely been on dispelling prejudices associated
with diagnostic labels. Consequently, certain life challenges and characteristics
have become more socially acceptable only when described through specific
diagnostic concepts. Yet, stigma has not decreased around the underlying
experiences themselves; for instance, difficulties with social interaction or
meeting societal expectations still evoke shame and blame, even if describing
them through a diagnostic concept is more acceptable than before.




For example, it has been reported that many people experience relief when
life-management or social difficulties are framed as neurodevelopmental
disorders, because such framing makes the challenges seem less like personal
“failings” (e.g., Ginapp et al., 2022). Because the only change may be the label
used to describe the difficulties, such experiences illustrate how societal tolerance
for human variation has narrowed—differences become acceptable mainly when
accompanied by a medically sanctioned explanation. At the same time, this
demonstrates how profoundly concepts and their associated meanings influence
human well-being.

Although such relief may be beneficial at an individual level, the use of
medical categories as tools for identity work simultaneously exposes people to
problematic power dynamics and perpetuates the broader medicalization of
ordinary human traits, contributing further to system overload.

While some psychiatric diagnoses have become socially accepted ways of
describing certain life challenges, others remain highly stigmatized and laden
with othering assumptions, exposing individuals to discrimination in health care
and in other domains of life. In some countries, a psychiatric diagnosis leads
directly to restrictions on fundamental human rights—including participation in
community life, forming a family, or raising children. WHO (2021) has further
emphasized that serious human rights violations remain common in mental health
systems worldwide. Beyond stigma, these include coercive practices such as
involuntary hospitalization, forced medication, and seclusion. Similar concerns
have been raised by UN Special Rapporteurs and the Human Rights Council
(Paras, 2017), which have called for abandoning coercion, overmedication, and
other practices that fail to respect autonomy, will, and preferences

health services—from pohcy and legislation to system organization and clinical
practice. The guidance highlights the need to shift away from the current
reductionist, symptom-focused medical model toward a human-rights-based and
person-respecting holistic model.

In recent years, many scholars and experts have likewise argued that a
paradigm shift in psychiatry is necessary. They maintain that mental health
systems must recognize people’s lived experiences and key social and structural
determinants far more comprehensively, so that care can be individualized and
better integrated into the realities of people’s daily lives (e.g., Bracken et al.,
2012 Bracken & Thomas, 2005; Hansen et al.,_2023; Patel et al., 2023; Rose

trarnlng materials and resources through its QualityRights initiative to promote
person-centered and rights-based approaches. In its 2021 guidance, WHO also
presents several practical service-system models from diverse social and cultural



contexts where mental health services have been successfully organized in line
with these principles.

However, implementing these recommendations has proven challenging (e.g.,
Gill et al., 2024; Mahdanian et al.,_2023). One explanation is social bias: the
assumption that such reforms are not needed locally because rights and services
appear to be well protected. In reality, these same structures may perpetuate
discriminatory practices and restrict people’s agency (e.g., Mahdanian et al.,
2023; WHO, 2021). In many Western countries, there is also a prevailing belief
that human rights, participation, and holistic approaches are already adequately
realized, and that system problems result mainly from resource shortages and
growing service demand. This increase in demand can also be interpreted as a
positive sign of decreasing stigma, further obscuring the need for deeper change.

Many healthcare professionals likewise believe that social dimensions of
mental health and people’s lived experiences are already sufficiently addressed—
for example, through the biopsychosocial model or through routine clinical
questioning. New methods are also continually introduced, and these are assumed
to address such needs better. This may lead clinicians to believe that criticism of
reductionism—and therefore WHO’s guidance—does not apply to their practice,
even though the guidance explicitly states that many challenges are characteristic
of Western systems and cannot be solved by increased resources alone.

A further barrier to change is the lack of practical alternatives and systematic
research on them (Gill et al.,_2024). WHO’s call for holistic approaches risks
remaining abstract unless the concept is defined more precisely in contrast to
prevalent reductionist models. A challenge is that the term holism is used
inconsistently in the literature, with no longer a single agreed-upon definition
(Jorgenfelt & Partington, 2019).

In medicine, holism typically refers to comprehensive care, attending to
multiple dimensions of a person, or applying a broad range of methods. Yet,
many of these approaches are in fact reductionist insofar as they attempt to reduce
problems to specific individual mechanisms at which interventions are directed.

The concept of holism is also associated with complementary and alternative
treatments, which can easily mark it as pseudoscientific and hinder constructive
scientific debate. This has impeded the development of a shared theoretical
foundation capable of explaining the mechanisms of more holistic forms of
mental health practice in relation to prevailing approaches. Alternatives to
reductionism have been described, for example, as critical psychiatry (Steingard,
2019) or post-psychiatry (Bracken & Thomas, 2001; 2005). Although these
movements have generated some practical innovations seeking to foreground
lived experience and social context, their transformative potential has often been




limited as they are easily absorbed back into individualized psychiatric practice
and existing power structures (e.g., Rose & Rose, 2023).

Originally, holism was defined as the opposite of reductionism. Addressing the
challenges of reductionism therefore requires a more precise and coherent
elaboration of a holistic framework.

3.2 The Short History of Holism

In its simplest form, holism refers to examining wholes rather than isolated parts.
More commonly, however, it implies a stronger claim: that wholes possess
properties not intelligible through components alone—the familiar idea that “the
whole is more than the sum of its parts.” While reflections on parts and wholes
can be traced back to Aristotle, holism as a term was introduced by Jan Smuts in
Holism and Evolution (1926).

According to Smuts (1926), holism is a fundamental organizing principle of
nature. A whole does not merely aggregate parts but also shapes their relations,
roles, and functions so profoundly that the parts themselves change. The whole
thus acts back upon the parts, and their behavior and meaning can be understood
only in relation to that larger configuration.

Smuts’ idea was later developed within systems theory. In this tradition,
biological and social phenomena are seen as dynamic, open systems that cannot
be understood by reduction to constituent elements (von Bertalanfty, 1968).
Systems exhibit emergent properties arising from interactions among components
and therefore require attention to patterns of interaction, larger configurations,
and their evolution over time.

Natural systems illustrate this clearly. In ecosystems, the disappearance or
reintroduction of a single species can cascade through prey behavior, vegetation,
food webs, and habitats, ultimately reshaping landscapes—effects not predictable
from a single species in isolation. Likewise, in insect colonies, simple behavioral
rules at the micro level generate complex self-organization at the macro level; the
meaning of individual actions becomes apparent only within the colony.

To understand how systems regulate themselves, cybernetics complemented
systems theory (Bateson, 1967; Wiener,_1948). Cybernetics introduced feedback
and homeostasis: systems respond to their own outputs, stabilizing through
negative feedback or amplifying change through positive feedback. These ideas
deepened systemic thinking by describing 2ow wholes maintain, shift, or escalate
patterns over time.

Building on these traditions, complexity thinking conceptualized systems as
nonlinear, adaptive, and continuously evolving (e.g., Byrne & Callaghan, 2023;




generate self-organization and qualitatively novel outcomes that remain partly
unpredictable even when lower-level rules are well known.

Systems and complexity theories have been widely applied in the human
sciences, where social phenomena are understood as dynamic and relational
rather than as the aggregated outcomes of individual actions. Culture and social
institutions arise from individuals but simultaneously constrain and shape them,
persisting beyond any single person. Families and peer networks likewise form
systems in which reciprocal influence makes the whole irreducible to its
members. Systems theory therefore became influential in family therapy, shifting
focus from isolated individuals to relational patterns.

While systems and complexity traditions clarified structural emergence, the
human sciences faced an additional question: how meanings and experiences are
constituted. This was pursued in phenomenology, which examines lived
experience as it presents itself in the lifeworld, without reducing it to external
theoretical schemes (Husserl, 1913; 1936). Heidegger (1927) reframed human
existence as a contextual being-in-the-world, where meaning emerges through
temporality, finitude, and situated agency. In psychiatry and psychotherapy, this
shift meant taking subjective experience seriously as a central focus of inquiry

4E theories further develop phenomenological insights into cognition
(Alexander, 2025). The term refers to four closely related perspectives on the
nature of mind: embodied, embedded, enactive, and extended cognition.
Embodied cognition emphasizes that thinking is shaped by the body and its
sensorimotor capacities. Embedded cognition highlights that cognitive processes
are situated within and influenced by the surrounding environment and social
context. Enactive cognition proposes that cognition emerges through active
engagement with the world. Finally, extended cognition suggests that cognitive
processes can extend beyond the brain and body to include external tools and
structures, such as notebooks, digital devices, or other people.

These perspectives propose that thinking does not occur solely inside the
brain. Instead, cognition unfolds through the interplay of body, environment, and
action (Alexander, 2025; Gallagher, 2014). From this perspective, mental life is
not an isolated inner process but something that happens in the ongoing
interaction between a person and their world. For example, catching a ball is not
simply the execution of an internal mental calculation. It involves bodily
movement, visual perception, timing, balance, and continuous adjustment to the
ball’s trajectory. The act of “thinking” where the ball will land unfolds through
the coordinated interaction of brain, body, and environment. Cognition, in this



sense, is something we do with the world, not something that happens only inside
the head.

Schiitz (1932) brought phenomenology into the social sciences by
emphasizing that the lifeworld is not private but shared. Everyday reality is
formed through how people interpret situations together. What counts as
“normal,” “appropriate,” or “true” is not simply given but arises through mutual
understanding in interaction. This 1idea laid the foundation for social
constructionism. Berger and Luckmann (1966) argued that social reality is
continuously produced and maintained through everyday practices—through
conversation, institutions, and routines that gradually come to feel self-evident.
For example, money, professional roles, or diagnostic categories exist because
people collectively treat them as real and act accordingly.

A range of influential thinkers across philosophy, sociology, and psychology
have emphasized the role of language, social interaction, and discourse in shaping
knowledge. Michel Foucault argued that discursive formations structure what can
be said, known, and regarded as true within a given historical period (1965;
1972). Jean-Frangois Lyotard highlighted the fragmentation of grand narratives in
late modernity, emphasizing the emergence of multiple, localized forms of
knowledge and meaning (1984). Mikhail Bakhtin emphasized the fundamentally
dialogical nature of meaning (1984), while Lev Vygotsky demonstrated how
higher psychological functions develop through social interaction (1934).
Building on these traditions, John Shotter (1993) stressed that meaning is created
and transformed in dialogue rather than residing within individuals. Together,
these perspectives underscore the view that knowledge and meaning emerge
through historically and socially situated discursive practices.

Both phenomenology and constructionism have shaped psychotherapies that
foreground lived experience and co-constructed meanings. Existential and
humanistic therapies focus on the meanings individuals give to experience
(Rogers,_1951), while dialogical and network-oriented postmodern therapy
approaches emphasize not-knowing stances and meaning co-creation in
relationships (Anderson & Goolishian, 1992; Andersen, 1987; Seikkula & Arnkil,
2006).

In addition to systems-theoretical and phenomenological traditions, another
influential model in psychiatry often interpreted as holistic is George Engel’s
(1977) biopsychosocial model, originally proposed as an attempt to broaden the
narrow and strongly reductionist biomedical model. In Engel’s framework,
human beings are understood as biopsychosocial wholes, such that symptoms or
problems cannot be reduced to biological factors alone but emerge from
interactions among biological, psychological, and social processes. One practical
example is the vulnerability— stress model (Meehl, 1989; Zubin & Spring, 1977),




which proposes that illness onset is more likely in individuals with genetic or
other biological vulnerabilities, while environmental factors such as stress and
adversity increase risk.

Despite its holistic ambition, the biopsychosocial model is in practice often
reductionist, because it tends to decompose phenomena into separate biological,
psychological, and social components (Bolton & Gillett, 2019). As a result, it
may not adequately capture emergent properties of wholes and therefore
frequently falls short of holism in its strict sense.

Compared with contemporary biopsychosocial approaches, a conception that
comes definitionally closer to holism is the holistic conception of the human
being developed by Finnish psychologist and philosopher Lauri Rauhala (1983).
In Rauhala’s holistic anthropology, the human being is a three-dimensional but
unified whole in which bodily, consciousness, and situationality are inseparably
intertwined (Backman, 2015; Koivumaiki, 2022).

e Bodily refers to the fact that human beings are embodied organisms whose
existence depends on biological and physiological structures and processes.

e Consciousness denotes the experiential, psychological, and spiritual
dimension of human life—how persons feel, interpret, and understand
themselves and their surroundings.

e Situationality describes human existence in relation to environment, time,
culture, other people, and life circumstances.

In Rauhala’s thought, situationality does not refer only to social factors or life
events but to a multilayered being-in-relations with both concrete and ideal
realities: time and place, culture and language, history, relationships, values,
meaning systems, natural environments, and so forth (Koivumadki, 2022).
Through their interaction, an individual’s unique and continually changing life
situation—and the meanings attached to it—are formed, with their favorability or
unfavorability always context-dependent. Mental disorders, in this view, refer
primarily to unfavorable modes of consciousness experience, since both the
definition of such disorders and the evaluation of helping practices ultimately rest
on changes in experience itself (Rauhala, 2002).

Although bodily and biological processes are necessary conditions for
conscious experience in Rauhala’s framework, experience cannot be reduced to
biology alone, because its meaning is always constituted in relation to the other
dimensions. Rauhala’s anthropology is therefore holist in a strict sense: a human
being is not the sum of biological, psychological, and social “parts,” but a single,
unique whole. Rather than reducing difficulties to disease-caused dysfunctions,
attention shifts to the person’s unique situation—the whole as such—which



should be approached through meanings and context. This entails a move away
from methodological monism toward an acknowledgment that different
dimensions of existence require corresponding modes of inquiry and their
integration.

Taken together, these traditions converge on a view of human beings as
relational, situated, and dynamically constituted. Holism thus implies not merely
the inclusion of multiple factors, but also a shift in how phenomena are
conceptualized and studied: from isolated parts to relational wholes.

3.3 Holism and Its Challenges

3.3.1 General Challenges

Holistic frameworks are not without their difficulties. Although Jan Smuts’
original formulation of holism has proven useful for describing some natural
phenomena, it also contains internal tensions; only later developments in systems
theory and its successors provided a more coherent and scientifically robust
foundation for understanding how wholes function (Jorgenfelt & Partington,
2019). Yet, systems theory alone was insufficient to address core questions in the
human sciences—particularly those concerning how experiences and meanings
are constituted. These dimensions were further elaborated in phenomenological
philosophy and, subsequently, in social constructionism, both of which come with
their own challenges.

A common critique of the more extreme forms of social constructionism is the
claim that all aspects of reality—including those described by the natural sciences
—are nothing more than products of social interaction and language, and
therefore not reducible to any underlying constituents. Under this view, attempts
to describe reality become merely additional constructions that themselves
reshape the very phenomena they purport to explain. Such a stance leads to
radical relativism, where knowledge becomes entirely perspective dependent and
competing interpretations cannot be evaluated within any shared framework
(Boghossian, 2006).

Although our interpretations of reality are always mediated through socially
shaped conceptual schemes—and although we cannot access a fully theory-
independent ‘“view from nowhere”—radical social constructionism and the
relativism it entails are impractical, particularly in the organization of mental
health services. This view risks collapsing all forms of distress into purely
linguistic constructs, implicitly assuming that suffering will dissipate once the
relevant descriptions are altered. While conceptual reframing can indeed be




therapeutically helpful, there is no reason to assume this is universally or causally
sufficient. It is also pragmatically necessary to assume that some form of mind-
and language-independent reality exists: food does not disappear from the
refrigerator when the door is closed and I stop thinking about it or naming it.

Even without embracing radical constructionism, holism itself may sometimes
drift toward a form of relativism that emphasizes the uniqueness of wholes
without engaging with causal relations among their components. In practice, this
can occur when holism is invoked as a rhetorical strategy in situations where the
object of study is complex or poorly understood—effectively using holism to
sidestep the fact that scientific knowledge has not yet advanced enough to
uncover the relevant multicausal or reciprocal mechanisms.

Importantly, the purpose of holism is not to preclude efforts to identify
mechanisms operating within a whole. The possibility that a system may possess
emergent properties, that its parts derive their significance from the whole, or that
the whole can modulate the behavior of its parts does not entail radical relativism,
nor does it require the abandonment of reductionist forms of explanation.

A key distinction here is between weak and strong emergence. Weak
emergence refers to cases in which a phenomenon appears novel or complex but
is, in principle, explainable if all components and their interactions were fully
understood (Chalmers, 2006). Weak emergence represents a practical rather than
a principled limitation and is thus compatible with reductionism.

Strong emergence, by contrast, posits that wholes possess properties or causal
powers that cannot, even in principle, be derived from their lower-level
constituents (Carruth & Miller, 2017). Here, macro-level properties are taken to
be ontologically independent from basal physical processes, forming a distinct
causal domain. This view approaches an ontological dualism, in which physical
processes and irreducible emergent properties lack any transparent relation of
derivation or dependence.

The central problem for such dualist or strongly emergent positions concerns
causation. If one assumes, for example, a mental domain wholly independent of
neural processes, it becomes difficult to explain how this domain could exert
causal influence on the brain without violating the causal closure of the physical
—that is, the principle that every physical event has a sufficient physical cause.
To claim that a mental state causes a change in a neural state would require
positing entirely new causal mechanisms, incompatible with established physical
laws. Contemporary empirical understanding suggests that the brain is both a
necessary and sufficient condition for mental states; no separate nonphysical
causal “layer” need be assumed.




Dualism also raises the issue of causal overdetermination, where a single
physical event (such as raising one’s hand) would be caused simultaneously by a
mental event and the corresponding neural configuration, with neither cause
depending on the other (Kim,_2006). Although logically possible, such
duplication is scientifically implausible and theoretically unnecessary. In nearly
all relevant cases, phenomena resembling strong emergence can be explained
without appealing to nonphysical causal powers (Bar-Yam, 2004; Chalmers,
2000).

As an alternative to both strong and weak emergence, contextual emergence
has been proposed (Silberstein,_2017). On this view, lower-level processes are
necessary conditions for higher-level phenomena, but higher-level properties do
not fully reduce to them because they arise only from the organization of parts
under specific contextual constraints. At the same time, higher-level structures
can shape and constrain lower-level phenomena without requiring new physical
laws or invoking a dualistic separation between material and nonmaterial
domains.

For example, traffic culture does not arise solely from the microlevel
characteristics of individual drivers but emerges from interactions across multiple
levels: from how people collectively interpret and follow traffic rules and how
they relate to one another on the road. The resulting macro-level pattern
constrains and guides the behavior of individual drivers without requiring traffic
culture to be treated as a separate force or autonomous entity. Rather, it functions
as a shared normative framework that arises from people’s behavior while
simultaneously shaping it.

This perspective highlights that explaining or influencing the behavior of an
individual driver requires explanatory models operating at different levels than
those needed to understand or modify traffic culture as a whole. Individual
behavior cannot be meaningfully understood in isolation from its context. What
appears maladaptive or deviant in one environment may be entirely rational in
another. For instance, a driver accustomed to the fast-paced and densely
interactive traffic of a large city may appear reckless or erratic when driving in a
quieter, rule-oriented environment, if their behavior is evaluated without regard to
the norms and expectations shaping that context. The intelligibility of behavior
therefore depends fundamentally on the situational whole to which it is related.

3.3.2 The Position of Holistic Psychiatry

In practice, both radical relativism and strong forms of emergence lead to
interpretations that are difficult to apply within psychiatry and that generate
unnecessary theoretical problems. To avoid these extremes, this book adopts the



framework of contextual emergence together with an epistemological position
grounded in critical realism. This combination, I argue, makes it possible to
develop a pragmatic and clinically workable form of holism.

Critical realism begins from the assumption that reality exists, at least to some
degree, independently of our conceptual schemes, observations, and social
practices, and that it can be investigated using scientific methods (Bhaskar, 1975).
This assumption permits reductive analysis when justified, without collapsing
into a purely mechanistic model. At the same time, critical realism recognizes that
scientific knowledge is inevitably contextual, socially constructed, and therefore
provisional—always open to empirical revision.

Rather than restricting knowledge to what is immediately observable—as in
radical positivism—critical realism relies on abductive reasoning, causal
modeling, and probabilistic inference. Scientific inquiry thus aims to identify
underlying mechanisms, including those that cannot be directly observed but can
be inferred from their effects. Experiences, meanings, and other non-observable
psychological phenomena are therefore understood as real and as legitimate
objects of scientific study.

Because critical realism acknowledges the stratified nature of reality, it
supports methodological pluralism: psychological and social phenomena do not
need to be reduced to biological processes, nor studied using the same methods as
neurophysiology. They can be examined at their own conceptual and
methodological level. This makes holism scientifically viable: complex systems
can be analyzed as multidimensional and interdependent without denying or
oversimplifying the mechanisms that underlie them.

Critical realism also does not exclude reductionism. Scientific progress may
reveal that some currently complex phenomena can indeed be reduced to more
detailed causal chains. Yet, many of the phenomena labeled as mental disorders
are so circular, relational, and context-dependent that it is neither realistic nor
theoretically valuable to reduce them to a single latent causal factor (e.g.,
Kendler,_2016). For instance, bullying may produce anxiety, which alters
behavior in ways that reinforce further bullying and mental challenges—a
dynamic that does not require positing a hidden underlying “disease entity.”

Because the potential feedback loops and relational processes are practically
limitless, the aim of this book is not to present holism as a universal explanatory
framework. Rather, its purpose is to provide a pragmatic theoretical foundation
for organizing services and guiding clinical work in situations where reducing a
person’s difficulties to a single mechanism is neither realistic nor helpful.



3.4 A Holistic Understanding of Mental Disorders

According to a holistic framework, a phenomenon classified as a mental disorder
cannot be understood by examining its constituent parts in isolation. In line with
the basic premise of holism, such phenomena display emergent properties that are
not found in any single component. Even if these properties could, in principle, be
explained through the interaction of lower-level processes as scientific methods
advance, the components—and the relations between them—acquire their
meaning only within the larger configuration and context to which they belong. In
other words, whether a particular psychosocial phenomenon is considered
problematic is context- dependent. For this reason, interpreting a psychological or
social difficulty as a mental disorder, and understanding the processes through
which it develops, always requires situating it within a broader whole rather than
reducing it solely to the individual and their attributes.

For example, from a holistic framework, depression is not simply the result of
dysregulated neurotransmission, adverse life events, or maladaptive cognitive
patterns, even though such mechanisms may contribute to the development of
situation what is called “depression.” Rather, depression names a configuration
that arises when a person meets certain diagnostic criteria for a variety of reasons,
seeks, or is directed toward care on that basis, and when professionals judge that
the criteria are fulfilled. Once established, the diagnosis takes on additional
meanings depending on the observer, the situation, the surrounding culture, and
the symbolic weight attached to the category.

When a person states that they “have depression,” the statement evokes
different reactions depending on the listener’s assumptions and previous
experiences. One person may experience the diagnosis as stigmatizing and avoid
disclosing it; another may experience relief and a sense of explanation. One
clinician may conceptualize the condition as a disturbance in serotonergic
functioning and view medication as essential; another may understand it as a
meaning-laden configuration shaped by developmental and relational history and
therefore emphasize psychotherapy. A family member may respond with support,
while another may withdraw from the topic altogether. These varied reactions and
interpretations feed back into the emerging configuration interpreted as
depression. In this way, a self-reinforcing and partially unpredictable feedback
process arises—an emergent psychosocial configuration described by holistic and
complex-systems perspectives.

Because such an emergent configuration cannot be exhaustively reduced to a
person’s psychological or biological attributes, it is not methodologically
meaningful to examine it solely through theories that describe those attributes.
This does not imply a dualistic split between mind and body. Rather, from the



standpoint of contextual emergence, bodily and psychological processes are
constitutive conditions for the configuration interpreted as a mental disorder, yet
the configuration is not fully intelligible in terms of those processes alone. Its
characteristic features arise only in the context in which the components are
organized and constrained.

Intuitively, it is already clear to most people that similar experiences or
behaviors do not necessarily arise from the same social, psychological, or bodily
processes—even within the same person. For instance, an experience labeled
“anxiety” may be accompanied by different patterns of neural activity or bodily
arousal in different situations even when the experience appears similar. Across
individuals, the complexity further multiplies: there is no reason to assume that
my experience of anxiety can be reduced to the same social, psychological, or
biological processes as yours. Nor can we know with certainty whether we use
the same word to refer to phenomenally similar experiences.

Personal developmental history, culture, and historical context shape the
meanings we assign to our experiences. Consequently, “anxiety”—or any
experiential term—is never fully commensurable across individuals. Even if we
apply the same word to broadly similar sensations, our biological dispositions and
lived histories shape what elicits the experience and how it manifests.

The brain and the body are continuously shaped by learning and adaptation.
Every experience—including reading this sentence—leaves a trace in neural
networks; otherwise, it could not be remembered. These changes are always
individual because they arise from the unique interplay of previous experiences
and environmental conditions.

Although it is intuitively obvious that thoughts, feelings, utterances, and
interactions cannot be reduced to identical causal histories across people, this is
often forgotten in psychiatric contexts due to the reification of diagnostic
categories. When psychological and social reactions are reduced to diagnostic
labels, they can begin to appear as if rooted in a discrete, biologically defined
disorder or latent entity presumed to be the true cause of the difficulties. This
lends an unwarranted sense of categorical difference to reactions that would
otherwise be understood as dimensional—varying in intensity along continua
familiar to all human beings.

Recognizing this helps clarify why experiences classified as mental disorders
cannot be straightforwardly mapped onto singular causal mechanisms at the
group level. Although the experiences can be severe and highly disruptive, they
are not qualitatively distinct from universal human experiences and emotions
such as stress reactions, fear, anger, sadness, or shame. Likewise, all people



recognize difficulties in executive functioning, interpersonal interaction, and
situations where thinking becomes muddled.

Most people also recognize that the classification of psychosocial experiences
as problematic depends on cultural norms and contextual expectations. What
counts as normal or abnormal is shaped by values, social demands, and shared
ideals. For example, hearing voices may be interpreted positively as spiritual
communication in one cultural setting and as a symptom of severe brain disease
in another. Similarly, impulsivity or high energy may be valued in some social
contexts while pathologized as attentional disorder in others.

It is also widely understood that many experiences classified as symptoms of
mental disorder can be natural and coherent responses to challenging
circumstances, even if their persistence may generate new difficulties. The
boundaries of what constitutes a stressful life event, and what emotional
responses arise, depend on developmental history and individual predispositions.
For example, grief following the death of a loved one may lead one person to
withdraw, which reinforces sadness and may eventually meet diagnostic criteria
for depression. Another person, drawing on different relational experiences, may
seek social contact and thus “recover” without prolonged distress. In both cases,
neurotransmitters such as serotonin may be constitutive for emotional experience
as they usually are, but the emergent configuration is not intelligible solely in
terms of the serotonergic system.

Even when the situation is the same, human reactions differ markedly: one
person interprets a social situation as threatening, another as promising. One
becomes paralyzed in a crisis, another mobilized. Whether a response is adaptive
depends entirely on the context, the expectations attached to it, and the meaning
system in which it is situated.

These reactions, together with the meanings attached to them, also influence
help-seeking and the type of support received. When a trait is culturally viewed as
negative, it tends to evoke shame, which people sometimes attempt to alleviate by
externalizing the difficulty through a medical diagnosis. This can bring relief by
shifting responsibility away from the individual. In many Western cultures, this is
facilitated by a tendency to explain behavior either biologically or morally: the
biological model absolves responsibility, whereas the moral model attributes
difficulties to personal failure. Both are reductive, as they locate the cause
entirely within the individual.

A holistic perspective does not center on blame or responsibility because
human difficulties arise from reciprocally reinforcing, interactional processes that
cannot be reduced to a single person or disorder. This is consistent with the view
that symptoms classified as mental disorders lie on a continuum of human



experience—differing in degree rather than in kind. Anxiety, for instance, is
familiar to everyone, even if the intensity, threshold, and triggers vary.

Anyone can also experience phenomena that might be interpreted as
“psychotic” under sufficient stress or exhaustion. Imagine being alone in a remote
cabin on a stormy night: branches hitting the window, mice rustling in the corners
—many people begin to anticipate threats or perceive ambiguous sounds as
meaningful. The more fatigued or stressed one is, the more intense such
experiences become. Still, such experiences may have served important evolutive
functioning: fear improves arousal and fight-or-flight reaction, increasing odds to
survive. In other words, a tendency toward false-positive threat detection may be
less costly than failing to respond to an actual threat.

Similarly, many people hold unusual beliefs or behavioral habits that deviate
from cultural norms and may resist being questioned, which in certain contexts
can be interpreted as psychotic-like. It is worth remembering that without the
human mind’s capacity for such departures from convention, creativity,
spirituality, and scientific innovation would not be possible.

It is also reasonable to assume that people differ biologically—based on
temperament, genetics, and development—in how intensely they feel emotions,
process information, and respond to situations. These differences do not imply
genetic predispositions to discrete disorders but rather variation along dimensions
of reactivity that can become vulnerabilities under certain conditions. Combined
with the validity problems of psychiatric diagnoses, this helps explain why large-
scale genetic studies have not produced clear biomarkers for mental disorders:
human traits are highly polygenic, pleiotropic, and environmentally contingent
(e.g., Kendler, 2015; Torrey, 2024).

3.4.1 A Holistic Ontology of Mental Disorders

Building on the premises outlined above, it is possible to construct a holistic
ontology of what so-called mental disorders consist of and how a holistic
framework can be integrated with the prevailing reductionist vulnerability—stress
model. Within a holistic framework, vulnerability is not conceptualized as an
internal, person-bound characteristic that inevitably leads to a diagnosable
disorder. Rather, vulnerability is understood as a susceptibility to certain types of
situations: situations in which the individual or their close community
experiences the conditions as sufficiently adverse for the criteria of help-seeking
to be met.

Thus, a disorder does not reside within the individual but in the relationship
and interaction between the person and their environment—that is, in the situation
at hand. At the same time, it i1s assumed that individuals vary in their biological



and psychological dispositions, which influence the kinds of situations that
become adverse for them.

Accordingly, a phenomenon classified as a mental disorder does not exist
inside the individual but in the relation between basic dispositions, the
environment, and the cultural meaning structures that, under certain conditions,
form an unfavorable overall situation from someone’s perspective. Such a
situation may be brief or long-lasting, fluctuate in intensity, or recur repeatedly.
Importantly, an unfavorable overall situation is not a stable property but a
temporally evolving relation between personal dispositions, environmental
conditions, and cultural meanings.

Figure 3.1 illustrates how biological predispositions, early relational
experiences, and later life events interact continuously with micro- and macro-
level social factors. The possible variations formed by these interactions are
effectively limitless, leading always to some degree of individual specificity. For
this reason, such situations can never be fully reduced to discrete components. To
avoid relativism, however, several assumptions about linear causal pathways can
still be made.
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Figure 3.1 From basic dispositions to unfavorable situations: a
contextual and developmental framework. <

First, genetic factors, prenatal conditions, and early childhood environments
shape a person’s physiological, psychological, and social dispositions. These
include, for example, the intensity of emotional reactions in novel situations,
baseline arousal and energy, and basic perceptual and cognitive capacities. Early
experiences—particularly those within early attachment relationships—further
shape these dispositions. These dispositions, in interaction with features of the
immediate environment, influence how the individual acts in their surroundings
and how the environment responds: how emotions are expressed and regulated,
what kinds of interaction patterns develop, which situations evoke particular
reactions, and what the consequences of those reactions are.

Cultural and societal factors determine which reactions are deemed normal or
deviant, how they are responded to, and what kinds of life experiences are likely
in a given environment. Macro-level contextual structures of emergent systems
shape microlevel processes through the meanings, possibilities, and constraints
they create for individuals and their close relations. Macro-level factors also
influence biological development through available nutrition and living
conditions, and they indirectly affect genetic outcomes by shaping societal
expectations and boundaries related to forming relationships and reproducing. An
individual’s dispositions, in turn, influence the extent to which they can meet and
operate under these macro-level boundaries and how the environment responds to
them.

The reciprocal interaction of biological factors, early conditions, and later
experiences forms what is here called basic disposition: the set of embodied,
psychological, and relational capacities through which the person perceives their
environment, interprets events, experiences, and regulates emotions, and guides
action in various situations. Basic disposition influences how life events and
transitions are experienced, while those experiences influence the kinds of
situations the person later encounters. Situations and how one copes with them
further shape disposition—increasing or decreasing the likelihood of certain
future situations and outcomes.

Consider the following example. Jonathan’s mother was genetically prone to
heightened emotional reactivity and coped by drinking alcohol, including during
pregnancy. Both the prenatal alcohol exposure and the genetic vulnerability
contributed to Jonathan being an irritable infant who reacted intensely to novelty.
Caring for him evoked difficult emotions in his mother, making daily care
overwhelming. A child-protection report was filed, which caused her deep shame
because she felt she had failed to meet cultural ideals of motherhood. She coped



by drinking again, was reported to authorities, and eventually Jonathan was
placed in out-of-home care.

As Jonathan grew older, emotional regulation difficulties persisted. At school,
he remained socially capable, even dominant, becoming a central figure in his
peer group. Yet, his basic disposition included a heightened sensitivity to anxiety
and a tendency to respond to novelty with aggression. This made it less likely for
him to succeed academically and more likely for him to gradually withdraw from
education and struggle with anxiety in social contexts.

Jonathan’s adverse situation may be conceptualized in terms of mental or
neurodevelopmental disorders—such as social anxiety disorder, personality
pathology, or attention deficit hyperactivity disorder—that emerge through life
events and the interplay of psychological, social, and biological mechanisms. Yet,
the adverse situation cannot be explained by these components alone, nor can the
components be fully understood outside the situation. In a different context, both
the components and the overall situation could be interpreted very differently. In a
prehistoric environment, for instance, dominant and aggressive responses might
have increased his status within the group rather than leading to marginalization.

Although culture and context strongly shape what is defined as a problem or
disorder, certain phenomena are likely to lead to unfavorable situations across
contexts. These include, for example, severe somatic illnesses that disrupt cellular
functioning, substance-related harms, and situations in which an individual’s
embodied reactions and interpretations of reality become so overwhelming that
they no longer align with shared social reality. Similarly, states of overwhelming
distress in which death comes to be perceived as the only solution almost always
represent highly unfavorable and potentially dangerous situations, regardless of
cultural context.

At the same time, many traits and behaviors are defined as adverse only within
specific historical and cultural contexts. Difficulties associated with
individualistic value systems and digitally mediated environments illustrate this
contextual dependency. Characteristics such as impulsivity or shyness are more
likely to become challenging under conditions of constant self-monitoring,
heightened performance expectations, perpetual availability, hyperstimulation,
accelerated information flows, and emerging modes of social interaction. These
pressures arise from contemporary technological and societal structures rather
than from universal vulnerabilities that directly and across contexts threaten basic
survival and thus increase the risk of unfavorable situations.

Because certain characteristics and experiences are more likely to predict
unfavorable situations within specific historical timeframes—and because
unfavorable situations themselves increase the risk of future challenges—



phenomena labeled as mental disorders often cluster and appear self-reinforcing.
This dynamic is also illustrated by network models of psychopathology
(Borsboom, 2017), in which symptoms are conceptualized as mutually interacting
nodes that amplify one another without requiring the assumption of an underlying
latent disease to which the problems could be reduced. One could theoretically
imagine a model that assigns each individual-context configuration a set of
probabilities: which pathways lead to particular dispositions, and which
dispositions increase susceptibility to specific unfavorable situations.

In practice, however, the number of possible interactions and feedback loops is
so vast—and the interactions so multidirectional—that mapping all causal chains
is neither feasible nor meaningful from a holistic standpoint. The focus therefore
shifts away from locating single causes or reducing problems to discrete
components and toward examining the situation itself: the overall configuration in
which basic dispositions, early and later relationships, and cultural and societal
meaning structures converge at a particular moment in a way that causes harm,
restricts agency, and creates a need for support.

Because unfavorable situations classified as mental disorders are inherently
unique, there is no single medical solution that is effective for everyone.
Consequently, support must be pluralistic, flexible, and responsive to people’s
immediate and evolving circumstances. Rather than treating presumed
psychopathology through predetermined methods, the emphasis shifts toward
providing adaptable assistance in unfavorable situations. Central to this approach
is the question of meaning: what significance is attributed to a person’s
experiences, traits, or behaviors? If these do not cause distress or concern to the
individual or others, or if people feel able to cope using their own resources or
other forms of support, there is no “psychiatric” problem to be addressed. From a
holistic perspective, the primary goal of care becomes preserving the agency of
individuals and their social networks, enabling them to resolve difficulties
themselves and to reduce the risk of future situations in which their own
resources may no longer be sufficient.

3.5 The Implications of Holism for Support Practice

A shift from a reductionist to a more holistic framework inevitably affects how
mental health care is conceptualized and delivered. Whereas a reductionist
approach aims for precise definitions and seeks to break down ambiguous,
context-dependent psychosocial difficulties into manageable components to be
treated according to predetermined guidelines, a holistic framework approaches
such difficulties situationally and case by case, from the perspective of the



person’s lived experience. Support is thus organized around the individual’s
unique—and continually changing—Iived situation, such that it does not focus
solely on the individual and their presumed psychopathology, but more concretely
on the challenges of everyday life, the meanings attributed to them, and, when
needed, the broader social environment.

First, a holistic framework helps explain why research repeatedly shows that
the most influential factors in mental health care are often generic, nonspecific,
and common across therapies, rather than the disorder-specific techniques
prescribed for particular diagnoses. Psychotherapy, for example, cannot be
reduced to a set of techniques, because it is always enacted within a reciprocal
interaction in which therapist and client continuously respond to one another. It is
therefore unsurprising that the quality of the therapeutic relationship and the
therapist’s ability to adapt flexibly to the client’s needs are among the strongest
predictors of favorable outcomes (Wampold, 2015).

Intuitively, most people also recognize that, regardless of the underlying
causes of their difficulties, they benefit from being met promptly, understood, and
supported in ways that are flexibly adjusted to their immediate situation and
needs. What matters most is the experience that something genuinely helps or
alleviates distress.

This same non-specificity applies to psychotropic medications. Although their
mechanisms of action can be more precisely reduced to neural processes, their
“symptom”-relieving effects tend to occur largely irrespective of the original
causes of the difficulties. Anxiolytics usually reduce arousal; antidepressants
often dampen or modulate affective experience; neuroleptics diminish intense
internal stimuli and may induce apathy; hypnotics facilitate sleep; and stimulants
enhance alertness, motivation, and concentration for many people, regardless of
whether they meet criteria for a specific diagnosis or what the original
explanation for their difficulties might be. Consequently, psychotropic
medications are used flexibly across diagnostic categories and for a wide range of
purposes—pain management, pre-procedural sedation, mitigation of agitation or
aggression, and similar uses. Even though certain “symptoms” may suggest
which medication could be helpful, actual effects can only be assessed in practice,
as individual dispositions and situational factors substantially shape medication
response.

Because these generic and nonspecific factors are often the main contributors
to effectiveness of care, it would be reasonable for mental health systems to focus
on optimizing these factors rather than investing vast resources in artificially
reducing psychosocial difficulties into narrow diagnostic categories and targeting
treatment in ways that risk overlooking people’s real-life needs.




One way to illustrate this is through a thought experiment: imagine that the
concept of “mind”—and thus “mental disorders”™—did not exist, yet people’s
distress and need for help remained real. Some might resort to a moral model,
blaming individuals for their difficulties and reducing the problem to choices,
willpower, or other individual level and thus reductionistic explanations. Most,
however, would gravitate toward a more holistic line of inquiry: what does this
person actually need? What are their difficulties connected to? How do they
experience their situation? And what concrete forms of support could help? This
line of thinking more closely resembles a holistic framework.

The history of psychiatry includes several practices that are holistic in this
sense. Phenomenology has played a substantial role in psychiatry, both in
understanding subjectively experienced suffering and in developing therapeutic
approaches that emphasize the person’s lived experience. Certain therapeutic
traditions—such as humanistic (Miller & Rollnick, 2024; Rogers,_1951),
existential (Laing, 1965), Gestalt (Perls et al.,_1951), and integrative therapies
(Norcross & Goldfried,_ 2019; Wampold,_2015)—also aim for holistic
understanding and the flexible application of methods based on changing person’s
needs. Family therapy (Sexton & Lebow, 2016), originally grounded in systems
theory, and later network-oriented therapies (Andersen, 1991; Anderson &
Goolishian,_1992) as well as various therapeutic community models (Jones,
1963), are holistic insofar as they focus on treating broader relational and support
systems rather than the isolated individual. Recovery-oriented (Anthony, 2000)
and participatory approaches (Jones et al.,_2021) likewise emphasize a more
comprehensive understanding of human challenges and possibilities for coping by
highlighting change, strengths, social participation, and the central role of lived
experience, empowerment, and meaningful involvement in decision-making and
knowledge production.

In practice, however, many approaches intended to be holistic are implemented
under the constraints of a reductionist framework and are forced to adapt
accordingly—often in ways that reintroduce the very compartmentalization they
seek to overcome. A difficulty may be reinterpreted as residing not in the
individual but in the family system, leading to referral to family therapy.
Similarly, if a person is perceived as needing social services due to financial
hardship, the intervention easily becomes narrowly focused on that single domain
rather than understanding and addressing the person’s lived experience and
difficulties holistically within their social reality. Even recovery-oriented practice
1s often interpreted through a reductionist lens, where a person can “recover” or
live a fulfilling life despite “mental illness”, thereby subtly reinforcing the idea
that difficulties still ultimately stem from individual psychopathology.




Despite these challenges, recent efforts have sought to develop more
comprehensive ways of understanding “psychopathology,” and several authors
have proposed new approaches and organizational strategies aimed at
acknowledging people’s needs more holistically (e.g., Rose, 2025; van Os et al.,
2019). Although the clinical applicability of these approaches—and the practical
solutions they imply—remains limited, some concrete proposals have been made
for designing a more holistic mental healthcare system.

One such contribution is the Power Threat Meaning Framework (Johnstone &
Boyle, 2018), which seeks to reconceptualize psychological distress as an
understandable response to lived experiences and social contexts rather than as an
expression of underlying pathology. Basically, the framework replaces diagnostic
categorization with a formulation-based approach that organizes assessment
around questions of power, perceived threat, personal meaning, and survival
responses, thereby offering an alternative way to guide clinical understanding,
collaboration, and intervention without assuming disorder-specific causal
mechanisms.

Another concrete illustration of a more holistic organization of care is found in
the problem-oriented medical records (POMR) approach, further developed in
mental health care through the Problem—Resources—Goals Oriented (PRoGO)
framework, proposed as an alternative to contemporary diagnosis- and specialty-
driven models of medicine, in which assessment and treatment are fragmented
across medical specialties, each responsible for its own narrowly defined domain.
Instead of organizing treatment and resources according to diagnostic categories
and predefined care pathways, POMR/PRoGO structures care around each
person’s actual needs, resources, and personal goals (Leucht et al., 2025). Similar
proposals elsewhere likewise call for a shift away from reductionist, top-down,
and diagnosis-led service structures toward bottom-up, process-oriented systems
that adapt to individual needs in case-by-case manner rather than the reverse (e.g.,
Majetal., 2020; 2021; van Os et al., 2019).

A related early example is need-adapted treatment for psychosis, where
planning and decision-making occurred in joint meetings rather than being
determined by diagnostic labels or predefined criteria (Alanen, 2009). This work
later informed the development of the Open Dialogue approach in Finnish
Western Lapland—a system-level reorganization that de-emphasized specialized
units and instead concentrated resources on arranging immediate dialogical
meetings (Bergstrom et al., 2025). From the outset, meetings included everyone
relevant to the situation. Practitioners adopted a not-knowing stance and engaged
in dialogical processes aimed at constructing a shared meaning-making that could
guide flexible planning and allocation of resources.




Open Dialogue has been highlighted by WHO (2021) as an example of a
holistic service model and has been implemented or piloted in several countries
(Pocobello et al.,_2023). Yet, its transferability has proven -challenging,
particularly where surrounding service systems remain organized according to
reductionist principles (Bergstrom et al.,_2025). Additionally, the demands of
evidence-based medicine have required that approaches such as Open Dialogue
be operationalized and validated using reductionist research designs. This creates
a risk that originally holistic models become reified as one more predefined
intervention to be applied whenever certain criteria are met, thereby obscuring
their underlying principles.

At the same time, the core idea of dialogical practice—reciprocal engagement
with the perspectives of others and the co-creation of meaning and understanding
through expanding, rather than closing, the conversation—is not dependent on
any single method (Arnkil, 2019; Bergstrom et al., 2025; Seikkula, 2025). One
path toward a genuinely case-based, perspective-sensitive, and bottom-up care
process is the reorganization of services so that, especially at critical junctures,
the likelihood of high-quality dialogical encounters is maximized. Such
encounters strengthen alliances, enhance trust, and support the formation of a
shared understanding of the current situation. In this context, shared
understanding does not imply consensus or the reduction of differences; rather, it
refers to a polyphonic understanding in which multiple perspectives can coexist
and inform further action. In this way, the common factors known to drive
therapeutic effectiveness can be optimized at the system level, allowing care to be
tailored on a case-by-case basis.

In the holistic system described in this book, the fundamental unit of care is
dialogical space (Arnkil, 2019): a relational setting in which the person, their
close network, and practitioners can meet reciprocally and polyphonically.
Dialogue refers to interaction in which each participant can articulate their
experiences and perspectives openly, and where active listening is as central as
speaking. Thus, dialogue does not simply refer to a friendly or everyday
conversation, but to a relational process in which participants orient to one
another’s utterances and allow different perspectives to remain present without
prematurely resolving them. Therefore, dialogue does not aim for a single correct
formulation or for prematurely closing the conversation; instead, themes remain
open, and participants orient toward one another’s utterances. This enables the
emergence of new shared meanings. Its opposite is monologue, where one voice
dominates and exerts one-way influence—typically from an expert position.

A dialogical space allows the situation to be viewed simultaneously from
multiple vantage points and facilitates solutions grounded in the person’s
everyday life and social networks. In mental health system—and particularly




within a reductionist framework—such a space does not arise accidentally. Its
conditions must be actively supported by organizing the environment, time,
participants, and interaction structure in ways that increase the likelihood of
genuine dialogue and, consequently, shared understanding. Thus, dialogical space
is not an abstract ideal or a communication technique, but a space that is actively
co-generated in concrete situations.

Practically, this means that all key people are brought together promptly in a
safe environment, that there is ample room for different perspectives, and that a
shared understanding can form the basis for subsequent steps. To support this,
practitioners must adopt a stance of curiosity and avoid premature certainty,
pathologizing, and reductive language or interpretations that define the situation
unilaterally.

The preconditions for dialogical space are presented in Figure 3.2 (see also
Arnkil, 2019). In the holistic system outlined here, service reorganization aims to
increase the likelihood that these conditions are met at the beginning of support
process and during critical transitions.
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Figure 3.2 Dialogical space. <

The underlying assumption is that the emergence of a dialogical space can
itself alleviate situations what is currently understood or operationalized as a
mental disorder. This assumption rests on the observation that such situations are
often maintained by the meanings attached to experiences, by relational patterns,
and by the accumulation of concerns. Moreover, dialogical space fosters shared
understanding and provides an integrated picture that can guide flexible tailoring
of more reductionist interventions—whether these involve activating personal and
social resources or drawing on specific medical or psychosocial tools. Because
dialogical work builds strong alliances, it aligns with the common therapeutic
factors known to be central to effective psychotherapy and thus can be expected
to have intrinsic therapeutic value.

When situations are severe, prolonged, or recurrent, this dialogical foundation
can be complemented by more traditional, reductionist strategies—such as
medication or other targeted interventions—aimed at influencing the person’s



distress, context, and/or basic dispositions more directly. What changes, however,
1s the sequence: the process begins with understanding and addressing the overall
situation, and reductionist assessments or interventions are employed only when
needed. Through dialogical space, support can progress stepwise to more specific
interventions grounded in shared understanding. In this sense, the holistic system
resembles a staged approach (e.g., McGorry_et al.,_2007), in which severity
guides the level of intervention, moving from lighter to more intensive options.

Figure 3.3 illustrates how a holistic dialogical space functions as the primary
and initial response to an unfavorable situation. Within the dialogical space,
shared reflection and the optimization of common therapeutic factors support the
development of a shared understanding of the situation, its dynamics, and the
person’s needs. In many cases, this dialogical process alone is sufficient to change
the situational configuration and promote improvement, without the need for
additional interventions.




The basic disposition

Individual factors:
Emaotions, thoughts,
information processing,
behaviour, somatic
and embodied states

I
|

I_._F_I_I_I—I‘

-
El
"
-
"
®
»
)
=
[}
-
L]
-
[}
-
-
-

"
*
*,

Forexample: immediate
symptom relief through
therapy and/or medication,
guidance and counselling,

lifestyle support, skill-building, 1_
strengthening motivation and H
agency, supporting daily routines, =

practicing self-regulation,
hospital treatment and
medical support

Micro-social factors:
Developmental tasks,
expectations, relationships
and interaction, changes,
stressors, events

-
v

Unfavorable situation
{mental health

*erne disorder)

3
-
-
- '
[} »
]
-

|
|
!

“'“nu._.
ay

Dialogical space:
Optimizing generic commaon
factors +
Shared understanding

Go to Extended Description

"
-
=
-
-
"
=
"
"
[
-
-
"
L]
-
a
(]
»
&
-

rJ

-
)
'1-

For example: social and
financial support, family
therapy, groups and
occupational therapy, working
with networks, tailoring
support to the life situation

The situation improves within a dialogical

space, where shared reflection and support
help restore balance.

If the situation is severe or prolonged, need-based
treatment is provided according to a shared

understanding of what is most helpful.
If the situation becomes long-lasting or recurrent,
.. longer-term supportis arranged in line with a
shared understanding of the person’s needs and

context.



Figure 3.3 Dialogical space as the integrative core of a holistic care
process. <1

When the situation is severe, prolonged, or recurrent, the shared understanding
developed within the dialogical space provides the basis for introducing
additional, need-based interventions. These interventions may be targeted at
different levels of the situation—including individual factors (e.g., emotions,
cognition, behavior, and somatic health) and micro-social factors (e.g.,
relationships, developmental demands, and social stressors). At this stage, more
reductionistic approaches (such as symptom-focused, psychological, or biological
interventions) can be applied selectively and purposefully, guided by the
situational understanding rather than replacing it.

The different line types in the figure illustrate the underlying logic of care
trajectories. Solid arrows indicate situations that improve within the dialogical
space through shared understanding and relational support. Dotted arrows
represent the introduction of time-limited, need-based interventions when
additional support is required to stabilize or improve the situation. Dash-dotted
arrows indicate situations that become long-lasting or recurrent, where longer-
term, structured support is arranged in line with the person’s needs, context, and
evolving situational dynamics.

Across all trajectories, the dialogical space remains the integrative core,
ensuring that reductionistic interventions at different levels are coordinated within
a holistic, situational framework rather than applied as isolated or default
responses.

The primary goal of a holistic system is therefore to activate real-life networks,
strengthen agency, and concentrate resources on encounters that illuminate and
alleviate the situation as a whole. Dialogical space can be revisited flexibly
whenever the process stagnates or reaches a turning point.

3.6 Summary of the Holistic Framework

Within a holistic framework, whole situations classified as mental disorders are
examined as they present themselves, without immediate need to reduce them to
isolated components or to treat them as signs of an underlying disease entity. The
approach is guided by the basic premise of holism: the whole is more than the
sum of its parts. Interactions across different levels generate emergent phenomena
that cannot be understood by analyzing their components in isolation.

A situation interpreted as a mental disorder is, in this view, an emergent,
multilayered, and relational process arising from ongoing interactions between



the biological organism, the meaning-making individual, and the social
environment. This framework aligns with models such as the 4E/SE approach
(Rose, 2025), complexity theory in psychopathology (Olthof et al., 2023), and the
network model (Borsboom,_2017), all of which posit that biological,
psychological, and social processes can self-organize into observable symptom
configurations without requiring a single latent variable—such as a disease—to
explain the pattern.

The holistic perspective 1s also compatible with the growing dimensional
understanding of mental phenomena. From this standpoint, symptoms associated
with mental disorders are not viewed as categorical indicators of disease but as
variations along continua of normal human experience. Where a particular
experience is located along this continuum—and whether it becomes defined as a
disorder—depends on the degree of harm it produces, which is itself shaped by
the person’s environment and context.

Accordingly, what is called a mental disorder is understood primarily as an
unfavorable situation in which one or more people are concerned about an
individual’s ability to cope. “Situation” here refers not merely to life conditions or
discrete events but also to the overall configuration in which basic dispositions,
social relationships, cultural meanings, and environmental expectations intertwine
to produce harm. For this reason, a holistic framework does not begin by
decomposing phenomena into separate causal factors to be matched with
prespecified, top-down interventions. Instead, it proceeds on the principle of
need-adapted, case- and context-specific support, where the form of help emerges
from the person’s unique and evolving circumstances—essentially from the
bottom up.

The holistic framework also clarifies phenomena that appear puzzling from a
reductionist standpoint. For example, it provides an alternative explanation for the
correlations observed among mental disorders, which have led to theories of a
general psychopathology factor (the latent p-factor) (Caspi et al., 2014). Instead
of positing a hidden causal entity, a contextual and emergent model predicts that
certain sets of basic dispositions together with certain cultural and relational
contexts increase the likelihood of situations diagnosable as mental disorders.

Similarly, the long-standing finding that major psychotherapy modalities
produce comparable outcomes becomes less surprising when therapy is
understood as a complex, reciprocal interaction. In such processes, the quality of
the therapeutic alliance, the experience of being helped, and expectations of
benefit often outweigh technique-specific effects. Likewise, psychotropic
medications are known to have broad, nonspecific influences on neural processes
and behavior, even when no clear neurobiological abnormality is identifiable.
From a holistic viewpoint, these general symptom-relieving effects may be




meaningful regardless of whether they target specific underlying mechanisms.
This helps explain why medications can be effective across diagnostic categories
and why chemically distinct drugs may produce similar outcomes.

The aim of the holistic framework is therefore to optimize context-sensitive
and nonspecific mechanisms of change, while acknowledging that people benefit
from very different forms of support, as their situations are always unique in
important respects. Because phenomena interpreted as mental disorders are, by
definition, experiential and their etiologies often poorly understood, support
should focus primarily on alleviating distress and addressing concerns rather than
on establishing definitive causal explanations. Once distress has subsided and
people’s sense of agency has been sufficiently restored for the situation to feel
manageable, it is no longer necessary to conceptualize the situation as a disorder
requiring a mental health system response.

Accordingly, this book adopts the term helping in unfavorable situations rather
than treatment or care. While psychiatric services have traditionally been divided
into medical interventions on the one hand and broader mental health services on
the other, the holistic framework presented here uses the term mental health
system to cover the full range of phenomena that, in contemporary societies, are
directed toward any form of mental health-related support. This does not exclude
medical assessment or intervention when these are needed. Rather, it enables
medical expertise to be integrated flexibly alongside psychological, social,
relational, and community-based forms of support, according to the demands of
each situation.

For this reason, the central task of a holistic system is to establish the most
constructive possible relational and collaborative environment between those
seeking help and those involved in providing it. Such relationships form the basis
for flexibly tailoring support processes and for safely exploring what may be
effective in a given context. This kind of collaboration emerges within dialogical
space, which, in a more holistic system, can be understood not merely as a
method but also as the primary goal of support work itself.
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Part 11

Practice

DOI: 10.4324/9781003777939-6

Building on the theoretical framework established in the previous part, this
part turns to practice. Its focus is not on individual techniques or therapeutic
schools, but on how mental health care can be organized in a way that
consistently aligns with the holistic framework. The central question is how
services can be structured so that unfavorable situations are met as wholes,
rather than fragmented into diagnoses, referrals, and narrowly defined
interventions.

The part begins by elaborating on dialogical space as the foundational
event of holistic practice and then examines how this logic extends to
service organization, resource allocation, professional roles, leadership,
financing, and legislation. The chapters address concrete institutional
constraints and show how a holistic framework can be implemented within
—and gradually transform—existing systems. Particular attention is paid to
responsibility, continuity, and the reduction of fragmentation across service
pathways. Together, the chapters outline how a holistic framework reshapes
everyday clinical work and the broader architecture of the mental health
system.

All of the principles outlined in this part follow from the theoretical
framework of holism developed in the previous chapter. They describe how
mental health practice and service organization might be structured if one
seeks to implement this framework in a consistent manner. These proposals
are intended as a theoretically informed model rather than as clinical
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guidelines or prescriptive standards. Their practical application requires
further empirical research, contextual adaptation, and iterative
development, which are discussed in the final part of this book.






Chapter 4

Dialogical Space

DOI: 10.4324/9781003777939-7

In a holistic system, service structures and resources are reorganized to
increase the likelihood of entering a dialogical space. The central task of the
mental healthcare system is therefore to facilitate immediate meetings with
individuals and, when appropriate, their networks. These meetings may
include the person’s close relationships as well as other relevant actors,
enabling a shared understanding of the current situation to emerge. On this
basis, the treatment process can be designed and organized on a case-by-case
basis, built from the bottom-up around the concrete circumstances of people’s
lives.

This approach differs from reductionist mental healthcare system, whose
primary aim is symptom reduction according to group-level treatment
guidelines applied from the top-down. Because this requires a unidirectional
definition or reduction of the problem, considerable resources are devoted to
thorough assessment, finding the “right” place of treatment, and trying out
predefined interventions that are selected on the basis of this initial
definitional work.

A holistic system, by contrast, seeks to understand situations as wholes and
to respond to them contextually without needing to reduce them to constituent
parts through extensive assessment processes. Because psychosocial
challenges—those commonly defined as mental health problems or
psychiatric disorders—are always somehow embedded in social contexts and
life situations in which they become problems in the first place, the most
essential investment is in participatory helping practices that can be brought
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into people’s actual living environments, outside the formal mental healthcare
system.

The basic principle of the holistic system is illustrated in Figure 4.1.
Regardless of the nature or presumed etiology of the problem, the core task of
psychiatric and broader mental healthcare system is to organize, at the initial
and change phases of treatment, a dialogical space from which a tailored,
case-specific helping process can be planned and implemented. Because one
cannot remain indefinitely in a dialogical space, a target endpoint can be set
to make the process more predictable and goal-directed. In situations of
impasse or difficulty, the process can always return to the dialogical phase,
from which the helping process can be reorganized. The starting point is the
flexible trialing of different care and support strategies and the assessment of
what, in the given situation, feels workable and relieving of worry or distress
from the perspective of the people involved. The aim is to proceed in small
steps—starting “where movement is possible”—to keep the process as simple
and thus as manageable as possible.



Contact:
Reflective listening, validation,
joint thinking of options and
shared decision making

ant helping

Dialogical space:
Rapid response
1-5 network or

individual dialogue

Not helping

Shared-understanding-
based-individually tailored
helping process: own service

provision / shift of focus /

hybrid
wt helping

Care becomes
stuck or the
situation escalates

Help need ends

Go to Extended Description
Figure 4.1 The basic organizing principle of a holistic system. <

The holistic system described here is largely based on the Open Dialogue
approach (Bergstrom et al.,_2025) as incorporated into the World Health

research findings of the Open Dialogue are discussed in more detail in the
research section. In here, the Open Dialogue should not be seen as a sharply
defined method, but rather as an example of how the entire service system can
operate in a process-oriented way that supports holistic and dialogical helping
processes. This way of thinking is closer to the approach’s original idea,
which was grounded in a needs-adapted and flexible approach but has, over



time, been methodologies largely due to reductionist demands—particularly
for producing research evidence and enabling broader implementation. If the
starting points of the service system are themselves holistic, the approach can
remain closer to its original ideal and is easier to sustain, as it does not need
to conform to the operational logic of a reductionist system. Moreover, a
holistic ontology already directs mental health services to organize
themselves in this direction.

To illustrate the functioning of a holistic system, the tasks of workers in
both basic and specialized mental health services are divided here into two
central roles: service coordinators and facilitators of care processes. The
majority of personnel resources in psychiatric and mental health services are
directed toward these roles. In practice, however, a holistic service system
may use a range of professional titles, and job descriptions may also include
more reductionist or specialized clinical interventions. What is essential is not
the titles themselves, but the systematic shift in work focus and resource
allocation away from specialized treatments and services toward more
generic, situational, and dialogically constructed helping processes. The aim
1s to draw flexibly on specialized expertise when needed, while maintaining a
primary operational logic grounded in perceiving situations holistically,
facilitating processes, and providing participatory support for the person’s
network. The more detailed changes in professional roles, organizational
structures, and workflows are presented in Chapter 6.

The following section outlines the organization of a dialogical space step
by step, beginning with initial contact, service coordination, and the
arrangement of a dialogical meeting, and proceeding to maintaining dialogue
and coordinating the helping process after the dialogical phase.

4.1 Initial Contact and Rapid Response

For the emergence of a dialogical space, it is important that people are able to
define for themselves the timeframe within which help should be organized.
This 1s particularly crucial when the person contacting services is concerned
about their own or someone else’s life; in such cases, help should be arranged
as soon as it is requested.

A rapid response serves several purposes. First, it can in many situations
prevent problems from becoming prolonged or more complex, which would
make helping more difficult at later stages. In line with a holistic ontology, the



fact that someone is worried or experiences a psychological or social
challenge as a problem i1s already, in itself, something that warrants
“treatment.” Second, people are often most ready for change and for
accepting help precisely at the moment when they feel worry or distress. If
this “window” 1s missed, they may begin to adapt to and normalize a
challenging situation, which decreases their readiness for change.

Third, an immediate response helps all parties grasp the current factors that
are most likely generating or maintaining the difficulties. For one person,
something sudden and distressing may have occurred, while another may
have endured long-term strain that has culminated in a request for help at that
specific moment. Someone else may have struggled with difficulties for a
long time, but in a particular situation, these have become more visible to
others, triggering concern and prompting help-seeking. When the request for
help is met immediately, the recent events that have led to worry or distress
are still fresh in mind, making it more likely that professionals can gain an
early understanding of what may be at stake.

To ensure an immediate response, service coordination must be as simple
as possible and service stratification as minimal as possible. In practice, this
means that neither professionals nor service users should need to determine,
in the early stages of help-seeking, what the “right” service or place of
treatment might be. In a holistic helping system, service coordination should
therefore occur through a single point of contact, with the basic assumption
that, regardless of the situation, the person has reached the correct place.

The contact channel must be centralized so that resources can be organized
rapidly and efficiently. At the same time, it must be easily accessible for those
who find face-to-face contact or using their real name challenging.
Accessibility can be improved by providing options for text-based
communication or mobile applications alongside in-person and telephone
contact. The contact channel must be available around the clock to ensure
accessibility and rapid response.

To lower the threshold for making contact, public guidance must be as
broad as possible. For example, people can be instructed to use this channel if
they feel that their own or a loved one’s situation is causing concern that
requires outside support.

Example of an Initial Contact—Quiet Elias



Elias is naturally shy, and social situations make him anxious. Recently,
the anxiety has become so intense that he has no longer been able to
study properly. He has also begun avoiding people, which has weakened
his friendships. Public places, in particular, have become difficult for
him. One day, Elias experiences a panic-like episode while grocery
shopping. He abandons his purchases and rushes home. Distressed, he
calls a service coordinator.

During the call, Elias describes his situation. The service coordinator
listens, asks clarifying questions, and reflects back on what she has
heard, and how distressing Elias’s situation sounds. At the same time,
she notes that it is also positive that, despite the anxiety, Elias has still
been able to continue his studies and spend some time with friends.

Elias feels that the conversation itself already brings some relief. He
thinks it would be helpful to consider more carefully what should be
done next. The service coordinator agrees and asks when and in what
way Elias would like to meet. She explains that the meeting can be
arranged at the outpatient clinic, at Elias’s home, or in another
environment that he prefers. Elias feels that meeting at home would be
easiest for the first time and suggests that the meeting should take place
within a week. The service coordinator agrees and promises to make the
arrangements. She encourages Elias to get in touch again at a low
threshold if things get worse and he would like to meet earlier.

The service coordinator then asks whether Elias would prefer to meet
alone or whether it might be helpful to invite someone close to him.
Elias is unsure but mentions that his brother has been supportive and
that he admires his brother’s confidence in social situations. The service
coordinator encourages Elias to consider whether his brother might join
the meeting, if that feels right for him.

Because, in a holistic system, the act of making contact—and the response to
it—is one of the most important “interventions,” the contact channel should
be answered by a real person. The service coordinator’s task is to respond
immediately in whatever form the contact has been made. The key is to listen
in such a way that the person contacting services gains a sense of being met
directly and without delay. This requires asking open and clarifying questions
about the issues the caller has themselves raised. The service coordinator also



inquiries about the person’s own view of what kind of help they are seeking
and within what timeframe.

Although active listening often leads to a shared understanding of the
situation and possible ways forward, the service coordinator’s task is not to
interpret or define the situation any further. Instead, alongside active listening,
their primary role is to decide together with the caller whether they wish to
have a meeting and, if so, what an appropriate timeframe for such a meeting
would be.

Example of an Initial Contact—Exhausted
Sarah

Sarah has long struggled with feelings of exhaustion and fatigue. One
day, she suddenly bursts into tears in the middle of her workday. A
colleague sees this and encourages Sarah to contact a service
coordinator. Sarah feels, however, that she does not have the strength to
make a phone call. Together, they decide to write a message describing
Sarah’s situation, which they send to the service coordinator.

The service coordinator replies, thanking her for the message and
suggesting that it might be helpful to talk in more detail. She asks
whether she could call Sarah, or whether Sarah would prefer to come in
for a meeting. If needed, the conversation can also continue by text.
Sarah gives permission for a phone call.

During the call, the service coordinator first asks general questions
about Sarah’s life. Sarah is initially quiet but gradually begins to
describe the strain and feelings of inadequacy she experiences
particularly at work. The service coordinator listens, summarizes what
Sarah has said, and asks whether she would like to meet in person,
continue the conversation, and think together about what might help
improve her situation. Sarah feels this might be worth trying.

The service coordinator also suggests that someone important to
Sarah—such as the colleague who helped write the message—could join
the meeting. Sarah hesitates but agrees to consider it. The service
coordinator emphasizes that the decision can be made later and that the
meeting can take place with whatever group Sarah herself chooses. She
explains that the meeting can be arranged, for example, at Sarah’s home,




at her workplace, or at the outpatient clinic. Sarah feels the outpatient
clinic would be the easiest option.

The service coordinator then considers what timeframe would be
appropriate for arranging the meeting. Sarah says that she cannot cope at
work right now but is otherwise managing. They agree to try to arrange
the meeting within a few days and that a doctor will also participate.
Before the meeting, the service coordinator consults the doctor, who
may contact Sarah to write a short sick leave certificate until the
meeting takes place. Finally, the service coordinator encourages Sarah to
reach out again at a low threshold if the situation worsens and an earlier
meeting becomes necessary.

4.2 Organizing the Meeting

In many situations, responding to a request for help, hearing a person’s
distress, and jointly considering possible solutions in the manner described
above may constitute a sufficient intervention, and no further assistance is
necessarily required. It is also possible that the mere knowledge of the
existence of such a contact channel creates a sense of safety for a large part of
the population and reduces the need for people to make contact in the first
place.

Example of Responding—Maria’s Relationship
Difficulties

Maria has long struggled with difficulties in her relationship. She
repeatedly ends up in conflict with her partner and feels that the
situation has become almost unbearably distressing. Maria contacts a
service coordinator, who listens to her describe what has been
happening. She reflects and summarizes Maria’s words, invites her to
claborate, and asks how different everyday situations have felt, how it
feels to talk about all this now, and how Maria has been coping overall.
Maria also mentions things that support her well-being, and the service
coordinator highlights and reinforces the importance of these strengths.




Together, they consider how conversations with her partner could be
approached in a more constructive way, and how Maria feels about the
idea of her partner hearing this discussion. The service coordinator then
asks whether Maria would like to continue the conversation at another
time—either alone or together with her partner, at home or at the
outpatient clinic, in whichever setting Maria would feel safest. However,
Maria feels that this conversation has already eased her distress and
helped her view the situation in a way that no longer feels as
overwhelming.

The service coordinator reminds her that she is welcome to get in
touch again at a low threshold if she changes her mind. After the call,
Maria notices that she can approach her partner somewhat more calmly.
A few days later, they are able to speak more constructively, and the
situation gradually begins to improve without the need for further
intervention.

If, however, people themselves wish to continue the conversation, or if the
service coordinator becomes concerned about the situation, they will begin
organizing a meeting,.

The starting point for arranging the meeting is that already the first
meeting should include everyone who is in some way affected by the
situation. To determine this, the service coordinator actively asks the person
contacting services who belongs to their close network and who it would be
useful to invite. If, during the contact, it becomes apparent that the situation
might also benefit from other forms of expertise—such as occupational
health, social services, or medical professionals—this is noted. What is
essential is that the person is not immediately directed to other services unless
the situation involves, for example, a medical emergency requiring somatic
hospital care or another urgent health issue.

A second guiding principle is to organize the meeting in a location where
the participants feel safest. For some, this may be their home; for others, a
hospital or outpatient clinic. Some may prefer to meet remotely. During the
initial contact, the service coordinator discusses these options and records any
preferences.

People often feel reluctant to burden their loved ones with their problems.
Especially in such cases, the service coordinator must be proactive and
encourage them to invite close others by, for example, reminding them that



uncertainty is often what burdens loved ones most. The service coordinator
must also emphasize that close network members are not being assessed or
judged; rather, they are collaborators in thinking together about how the
situation can begin to be addressed.

Example of Service Coordination—Tim and the
Feeling of Shame

Tim is a young man who has used cannabis occasionally for several
years. During one episode of use, he began hearing mocking voices that
felt so real that he called his mother in distress. Later, his mother
encouraged Tim to contact a service coordinator.

Tim calls the service coordinator, feeling ashamed, and explains his
situation. He mentions that he sometimes hears voices even when sober.
The service coordinator asks more about the voices: what they say and
how they feel to Tim. He describes the voices as distressing because
they mock and belittle him. The service coordinator validates the
experience by noting that hearing such voices must be very burdensome
and thanks Tim for having the courage to talk about them. Together,
they reflect on why the voices might be so mocking in tone.

The service coordinator suggests that it would be helpful to continue
the conversation, and Tim agrees. She asks whether Tim has close others
who could be invited to the meeting and who might support him. Tim
mentions his mother but says he feels too ashamed about what has
happened and does not want to worry her any further. The service
coordinator reflects Tim’s concern and acknowledges that this is
completely understandable. At the same time, she asks how it might feel
if his mother were present or heard the conversation in a similar way to
how she, the coordinator, is hearing it now. Tim pauses to think and says
that perhaps it would not be such a bad idea after all. He agrees to
consider it further.

Although the inclusion of close others is encouraged, the service coordinator
must recognize that meeting with family, friends, or professionals—or having
professionals enter one’s personal living environment—requires courage and
trust. For this reason, the service coordinator explains already during the first



contact that the person may also attend the meeting without their network and
that it can be arranged in a neutral location, such as a hospital or an outpatient
clinic. It is also explained that future meetings can be organized flexibly with
different constellations of people, depending on the situation and the person’s
needs.

Example of Service Coordination—Paula and
Ron’s Conflict-Prone Situation

Paula has long been worried about her partner Ron, who lost his job and
whose alcohol use has increased. When intoxicated, Ron behaves
impulsively and threateningly toward Paula. In addition, the family’s
financial difficulties strain daily life to the point that Paula feels
increasingly hopeless. Eventually, she finds herself thinking about
suicide and is frightened enough by the thought that she decides to
contact a service coordinator.

During the call, Paula speaks primarily about her own distress and is
initially too afraid to mention her husband, as she greatly fears his
impulsiveness. The service coordinator asks more questions and thinks
aloud about what might be contributing to Paula’s difficult feelings.
Gradually, Paula dares to talk about the financial stress and her
husband’s drinking. The service coordinator validates Paula’s
experience, noting that it makes the situation understandable, and
wonders whether it might be helpful to meet with Ron as well. The
suggestion frightens Paula, who does not want her husband to know
about the contact. She also hesitates about meeting on her own.

The service coordinator reassures her and suggests that Paula could
first come alone to talk so that they can consider the situation together.
She reflects on Paula’s circumstances and notes that they sound so
overwhelming that it would probably be best to meet as soon as possible
—perhaps even the next day. Paula hesitates, as it is difficult for her to
get to the outpatient clinic, and a home visit does not feel possible
because of her husband. The service coordinator asks about Paula’s
daily routines and suggests that they could meet in a nearby park where
Paula often goes for walks. She also reflects aloud that it is always
possible to seek help from, for example, addiction or social services,
arranging for a professional from those services to join a meeting if




needed—but she does not pressure Paula, instead leaving the option
open for the future.

After the call, the service coordinator records Paula’s concerns and
the potential need for additional support. She forwards Paula’s contact
information and the agreed time to the meeting facilitator, who sets out
the next day to meet Paula for a walk in the park.

Once the service coordinator has clarified the timeframe as well as the
preferences regarding who should attend the meeting and where it should take
place, they begin assembling the working team. In practice, this means
identifying at least two professionals—namely, the facilitators—using an
electronic calendar or another agreed-upon method.

If the situation concerns an existing treatment process that has reached a
crisis or impasse, or if previously concluded treatment needs to be restarted,
the service coordinator will primarily seek to invite the facilitators who were
previously involved in the case. An exception is when the person contacting
services requests a change of workers. In such cases, the service coordinator
explores the reasons for this request and identifies professionals within the
services who better match the person’s preferences—for example, regarding
gender, age, experience, or interpersonal compatibility.

Example of Service Coordination—Dissatisfied
Jonah

Jonah calls service coordination in anger. He explains that he has been
in treatment for several months but feels that nothing is progressing. He
finds one of the facilitators particularly irritating.

The service coordinator listens to Jonah, reflects and summarizes
what he says, and asks clarifying questions: how long he has felt this
way, whether the experience started immediately, and how he feels the
treatment has gone overall. She also explores what exactly irritates him
about this particular worker and how he gets along with the other staff
members.

Jonah explains that this worker’s mannerisms remind him of another
relationship from his past, which makes it difficult for him to speak
openly in the worker’s presence. The service coordinator validates his




experience and thanks Jonah for the courage to share it—this helps the
staff consider what would be most useful for him at this stage. It
becomes clear that the facilitators are likely unaware of how Jonah has
been feeling, as he has not dared to tell them directly.

The service coordinator and Jonah then consider how the issue could
be brought up safely with the facilitators. They eventually agree that the
service coordinator could facilitate a joint discussion in which Jonah’s
concerns can be voiced and the workers can better understand his
experience.

Once the facilitators have been selected, they confirm the schedule, meeting
location, and participants with those involved. If the participants find it
difficult to invite family members or other relevant parties themselves, the
professionals can make the invitations on their behalf. In such cases, it is
important to emphasize that the invitation does not include details about the
concerns or previous conversations; rather, the focus is placed on the present
situation and on the invitees’ perspectives and willingness to participate.

The facilitators do not pressure anyone to attend and make clear that
meetings can be arranged in different constellations. At this stage, they do not
interpret or define the situation; instead, they simply agree on the practical
arrangements necessary for organizing the meeting.

Example of Service Coordination—Carl’s
Crisis

A worried mother calls the service coordinator. She explains that her
son, Carl, has been isolating himself in his room for several days and no
longer agrees to open the door. Even earlier, he had been behaving oddly
and talking about some kind of “syndicate” that, according to him, is
monitoring him and intends to harm him. The service coordinator
validates the mother’s concern, acknowledges that the situation sounds
difficult, and thanks her for reaching out. She reflects that it would be
important to meet as soon as possible, preferably at the family’s home.
The mother says she has suggested this to Carl, but he refused sharply
and behaved threateningly. The service coordinator proposes that they




could first meet with the mother alone. She agrees. The coordinator
promises they will be in touch shortly to arrange a specific time.

After the call, the service coordinator checks the staff calendars and
notices that nurse Matt and psychologist Jane would be available that
afternoon to visit the mother at home. The physician, Sonia, also has a
couple of short time slots during which she could join the conversation
by phone if needed. The coordinator sends a message to the staff,
explaining the urgency of the situation.

The facilitators call the mother, ask how she is coping, and confirm
whether it would be acceptable for them to come. The mother asks what
she should tell Carl about the meeting. The facilitators reply that it is
good to mention it, but of course he does not have to participate, and she
can say that as well. They also ask whether it might be helpful to invite
other people. The mother says that Carl has been close to his
grandfather, who lives next door, but she is unsure how to raise the
matter with him. The facilitators agree that they can contact the
grandfather themselves. She provides the contact information.

They call the grandfather, explain that there is concern about Carl,
and suggest a meeting. The grandfather says that he, too, has been
worried for some time and is willing to join the meeting.

4.3 Preparing and Orienting to the Meeting

A prerequisite for the emergence of a dialogical space is that professionals
and experts occupying positions of authority adopt a not-knowing and
wondering stance during the meeting. This stance enables active listening and
a more polyphonic conversation in which no single voice or interpretation
begins to dominate. Such a stance is also characteristic of many
psychotherapeutic approaches, as it allows for a more equal and exploratory
collaborative relationship that provides a strong foundation for working
alliance. Moreover, it reduces the influence of preconceptions that shape and
reinforce interpretations, thereby enabling a more open and respectful attitude
as well as the kind of learning that is essential for implementing needs-
adapted care.

Maintaining a not-knowing stance is, however, challenging. It may evoke
feelings of uncertainty in workers, and various issues related to professional



roles and responsibilities often steer them toward a more expert-driven
position. To support the not-knowing stance, facilitators work as a team or
pair, so that responsibility for the treatment does not fall too heavily on one
person and so that uncertainty becomes easier to tolerate. Working in pairs or
teams also enables more polyphonic dialogue and ensures that at least one
facilitator is likely to be reachable between meetings should the situation
escalate or require a reorganization of care.

To safeguard the not-knowing stance, facilitators do not interpret the
situation or create treatment plans on the basis of preliminary information.
Instead, they aim to enter the meeting with as open a mind as possible,
trusting that solutions and perspectives will emerge in interaction with those
seeking help. An exception to this principle concerns severe situations where
the initial contact already indicates the need for medication, hospital care, or
sick leave; in such cases, a physician may be invited to the meeting. Even
then, no further interpretation or advance planning is done prior to the
meeting, thus preserving the option that the situation may calm during or
between meetings, making the pre-anticipated interventions unnecessary at
that stage.

4.4 The Meeting

4.4.1 Opening

Phases of the meeting are presented in Table 4.1. The facilitators’ first task is
to establish as ordinary and natural a connection as possible with all
participants, since people may feel tense at the beginning of a meeting. They
may, for instance, lighten the atmosphere by commenting on current events,
the weather, or other general topics that are not directly related to the meeting
and do not evoke strong emotions.

Table 4.1 Phases of dialogue <

Phase Description




Phase

Description

Opening

A safe and natural atmosphere is established. The facilitators
introduce themselves and explain the purpose of the meeting,
the situation that led to it, and how much time they have
reserved for the meeting. Participants are then invited to
introduce themselves and describe their relationship to the
situation. They are given space to determine what they wish to
talk about and how they would like to use the meeting. If
needed, the facilitators help to focus the discussion.

Joining

The facilitators follow the flow of the conversation and
continually join with what participants bring forward. They
build on what the previous speaker has said, ask open and
clarifying questions, and create space for multiple
perspectives. Active listening is shown through repetition,
summarizing, and reflective comments. The aim is to engage
all participants, support the emergence of different viewpoints,
and deepen shared understanding.

Closing

The key issues that have emerged in the dialogue are
summarized, and decisions about next steps are made
collaboratively. These decisions are based on the shared
understanding developed during the meeting and are agreed
upon openly with everyone present. Simple and concrete
action plans are preferred. If the situation remains unresolved,
additional dialogical meetings or need-adapted crisis support
may be arranged, followed by a renewed dialogical process.

If the facilitators are visiting people in their home, they ask the participants—
or follow their lead—regarding which room the meeting should take place in
and how they would like to arrange the space. If the meeting is held at the
facilitators’ unit, they ensure that there are enough seats for everyone and
guide participants to sit in a circle so that all can see and hear one another,
with no tables, computers, or other objects placed between them.

Example of Orienting—Carl’s Crisis
(Continued)



Nurse Matt and psychologist Jane are on their way to Carl’s home.
Earlier that morning, his mother had contacted services, worried about
her son’s strange and increasingly withdrawn behavior. On the way
there, Matt and Jane do not speculate about or plan the meeting in
advance; instead, they talk casually about everyday matters.

When they arrive, Carl’s mother opens the door. She looks tired and
concerned. Matt and Jane introduce themselves, compliment the well-
kept yard, and exchange a few words about the rainy weather. They
follow the mother into the kitchen, where two men are sitting at the
table. Matt and Jane greet them as well and sit down where the mother
indicates. She asks whether they would like some coffee, and both
respond affirmatively.

4.4.2 Entering into Dialogue

Once everyone has settled, the facilitators introduce themselves and briefly
describe the context and background of the meeting. For example, they might
note that someone had made contact because they were worried about
someone, and that the meeting was arranged so that everyone could consider
together how best to be of help. The background can also be explored through
an open, wondering question: who made contact, what the main concern was,
and why it was felt necessary to organize a meeting.

If the meeting includes participants who have not met before, a round of
introductions 1s held, during which each person states their name and, for
instance, their relationship to the individual about whom there is currently the
most concern. After the introductions, the facilitators may pose an open
question—typically to the person who made contact—such as: What do you
think would be most important to begin with? How would you like to use this
time together? Or what would you consider to be the best possible outcome of
this meeting? Often, the central theme emerges during introductions, and the
dialogue continues naturally from there.

From this point on, the facilitators’ primary task is to follow and connect
with the themes that the participants themselves bring into the conversation.
In practice, this occurs through open and clarifying questions as well as
reflective repetition. A facilitator may ask someone to elaborate on a topic
that has arisen or ask questions such as: What thoughts or feelings did this
bring up for you? What happened in that situation? How did you understand



it? Likewise, they may ask others in the network: What thoughts or feelings
does this evoke for you? What is it like to hear this? She said... I would be
interested to hear more about... Would you like to say something about this?

The goal is to create a polyphonic dialogue among those affected by the
unfavorable situation. For this reason, facilitators avoid introducing their own
themes, questions, or interpretations. However, they are not passive listeners;
they actively encourage people to speak as openly as possible and to reflect
on the situation from various angles. Facilitators keep interpretations as open
as possible and emphasize that the same issues can be understood in many
different ways—hence, all perspectives are important to hear. Open and
clarifying questions are linked to the ongoing discussion through first-person
expressions, such as: When [ listen to you, I find myself wondering..., Could it
be that..., When you said that, I found myself thinking/feeling.... In this way,
the expert and power positions are softened, encouraging a more polyphonic
and participatory dialogue.

Facilitators also aim to keep the broader relational network present in the
dialogue even when its members are not physically there. For instance,
through circular questioning, they may ask: If this person were listening to
our conversation right now, what do you think they might think or feel? At the
same time, they encourage participants to reflect on what might become
possible if that person were to join a meeting in the future.

Example of Beginning the Dialogue—Carl’s
Crisis (Continued)

Once everyone has been served coffee and Carl’s mother has also taken
a seat at the table, Matt and Jane reintroduce themselves and briefly
explain how much time they have and how the meeting came about.
They tell the family that the mother had contacted services that morning
because she was worried about her son Carl, who had refused to come
out of his room and about whom there had been concerns for some time.
According to the service coordinator, the situation sounded serious
enough that it would be important to meet quickly. After this, Matt and
Jane invite the others to introduce themselves as well. It becomes clear
that one of the men is the grandfather and the other 1s Carl’s father. Jane
clarifies whose side of the family the grandfather is from, noting that she




understood from the phone call that he lives next door. The grandfather
replies that he 1s the mother’s father and confirms that he lives nearby.

Once the introductions are complete, Matt asks how the family is
doing at the moment and what they feel is most important to begin with.
The mother starts by describing how she has been worried about her son
for a long time: his behavior has been strange, and at times his speech
frightening. Jane reflects back on what she has heard, asks clarifying
questions, and then turns to the father and grandfather. Both say they
have been concerned as well. The father mentions that Carl has always
had few friends and was bullied at school, which has contributed to his
worry. Matt summarizes their concerns and asks the mother what
thoughts or feelings their comments evoke in her. She nods, says she
shares their long-standing concern, and begins to cry.

Jane reflects the mother’s expressed emotion, validating it by noting
how heavy the situation must feel. She asks whether there might be
some paper or tissues for the mother. The father brings some and then
spontaneously continues by sharing how the situation has felt for him.
Matt reflects his words back and asks the mother what she feels when
hearing her husband’s perspective. The mother says she is surprised—
she had not realized he felt the same way because they had hardly talked
about it. Matt repeats this and asks the father how he understands it. The
father says he recognizes the same pattern and wonders aloud what it
might be related to. Jane reflects that the father has been thinking about
what it could be connected to. The mother responds by sharing her own
thoughts.

After a moment, Matt asks the grandfather how the conversation has
sounded to him. The grandfather describes his relationship with the
family: he notes that the parents have always worked hard, and that he
has therefore spent a great deal of time with Carl. He says he is
surprised by what has happened to the boy, as Carl has usually been in
good spirits when spending time with him. Matt repeats this and asks the
mother and father what they think about the grandfather’s comment.

The mother and father say they feel guilty about having worked so
much. Matt summarizes their feelings and invites everyone to consider
what Carl might think—or perhaps say—if he were sitting at the table
listening to the conversation. The mother thinks that Carl would not
blame them; that would not be like him. The grandfather agrees, adding
that the bullying must have left its mark on Carl, even though he has




always acted as if he is coping. Carl has had little contact with peers and
1s surely lonely.

Suddenly, the father asks whether Carl might have developed
psychosis and expresses concern about whether he will ever be the same
again.

4.4.3 Reflection and Maintaining the Dialogue

In addition to open, clarifying, and circular questions, dialogue is maintained
through reflective practice, involving the repetition and summarizing of what
has been said. When a facilitator repeats a sentence either word for word or in
a slightly modified form, they demonstrate that they are listening and offer the
speaker an opportunity to view their own message from a slight distance,
which often deepens the narrative. Repetition also helps to pace the
conversation and, when necessary, to slow it down. By summarizing what has
been discussed so far and then posing an open follow-up question, the
conversation can move more deeply into a particular theme.

Facilitators may also reflect on what they have heard with each other,
either flexibly during the conversation or in a separate reflective moment. If,
for example, the discussion becomes stuck or emotionally overwhelming, a
facilitator may summarize what has been said, share the thoughts it evokes in
them, and then ask others what they think. Reflection can also be carried out
by asking permission to speak briefly with one another while the participants
listen. In such cases, it is emphasized that everyone will have an opportunity
to comment on what they have heard immediately after the reflection.

During reflection, the facilitators turn toward each other and, in order to
protect their listener position, speak as if the others in the room were not
present. Their focus is on what has been heard and raised during the meeting.
They may offer perspectives or interpretations, but always in the first-person
mode and in ways that leave space for differing viewpoints: It sounded to me
as if..., I had the feeling that..., I found myself thinking that when they...,
When I listened to her, I felt that....

Example of Reflection—Carl’s Crisis
(Continued)




Nurse Matt asks the family whether it would be acceptable for him and
Jane to think aloud for a moment while the family simply listens. The
family members nod. Matt then turns toward psychologist Jane and asks
what thoughts have arisen for her while listening to the family’s
conversation.

Jane reviews the concerns the family has expressed by summarizing
the key points of the discussion and says that she was moved by what
she heard. She notes that the family’s care and concern for Carl were
clearly evident, and that she herself felt very sad hearing about the
bullying and how alone Carl has been. Matt nods and says he felt
similarly. He adds that he also found himself thinking about the parents’
guilt—and also their sense that Carl might not actually blame them. He
further reflects that the grandfather has obviously been an important
figure for Carl, and that it is valuable that he is present to consider
together how to proceed. To Matt, the parents’ and grandfather’s
comments conveyed an overall very positive picture of Carl, which
perhaps also explains why the situation and Carl’s recent behavior feel
so confusing to them now.

Jane agrees and then asks Matt what thoughts he had in response to
the father’s earlier question about psychosis. Matt replies that it is of
course difficult to answer because they have not yet met Carl, but the
situation does indeed sound worrying. Jane continues by noting that
psychosis can mean many different things and does not necessarily tell
them precisely what is going on here. She suggests that it might be more
useful to focus for now on how to move forward in the situation. Matt
nods and says he partly agrees; however, as he listened both to the
family’s concerns and to Jane’s reflections, he felt that one option might
be to contact a physician and discuss a medication that could help if Carl
1s feeling extremely distressed—and given that he appears to have been
awake for several nights, as the family suspected. Jane nods and says
this also crossed her mind, though she feels it would be important to
meet Carl and hear his perspective before considering medication. Matt
agrees fully but adds that they could still request a medication to have
on hand for the night, to be used if necessary; still, he thinks it would be
important to ask the family and otherwise hear what they make of their
reflective discussion.

Matt and Jane then turn back to the family and ask what thoughts
arose for them. The mother says she feels that the professionals truly




listened to and understood them. She agrees that medication might help
but doubts that Carl would agree to take it. The father concurs and
wonders whether it might still be possible to involve Carl in thinking
this through. The grandfather says he is willing to go and ask Carl
himself.

It i1s important that facilitators avoid pathologizing interpretations from expert
position that might overly shape the content of the conversation or steer
treatment decisions prematurely. Instead of adopting illness-based
frameworks, the emphasis is placed on situational and current themes, and on
hearing each person’s lived experience as it is. If a participant has expressed
an illness-based interpretation, it can be reflected on polyphonically, for
example, by saying: He interpreted this as a symptom of illness, but at the
same time it sounded quite understandable in light of the situation. After this,
one might ask, for instance, the co-facilitator: What thoughts did that bring up
for you?

Reflection may also include preliminary thoughts about treatment, but
always in the first-person mode, and in ways that invite discussion and leave
room for disagreement. Polyphony can be strengthened by asking the other
facilitator why a particular interpretation or thought about treatment occurred
to them.

Through reflection, challenging themes can be raised in a respectful
manner and different perspectives can be brought into the conversation.
Facilitators may, for example, reflect on a particular theme that has emerged
and consider it from the viewpoints of different participants. They might say:
I had a certain feeling about that, and in this meeting, I would be interested to
hear more about what it brought up for her. What was it like for you to listen
to them?

The aim of reflection—as with the meeting more generally—is to
safeguard a maximally polyphonic dialogue in which perspectives and
interpretations remain open for as long as possible. During both reflective
moments and the ongoing dialogue, facilitators may think aloud that if
someone has been quieter, it would be important to hear their perspective.
Likewise, facilitators may, when necessary, distribute turns or use other
means to structure the dialogue if some voices start to dominate too strongly.

A reflective exchange between facilitators typically lasts a few minutes,
and there may be one or several such moments during a meeting depending



on the situation. After the reflection, the facilitators turn back to the
participants and give each person an opportunity to comment on what they
have heard. They then continue as before—connecting with whatever the
previous speaker has said and encouraging dialogue through open, clarifying,
and circular questions, as well as through repetition and summarizing as

described in dialogue tools (Table 4.2).
Table 4.2 Dialogical tools for different situations <

Principle Tools Purpose and Examples
focus

Guiding

principles

Linking Linking and To maintain a | “Earlier you

expressions to receptive comments | shared, mentioned...

what came coherent could you

before dialogue that clarify?” “I
builds on was thinking
what has been | about what
said or done; you said a
to construct moment
understanding | ago...”
through “Related to
connection what you

shared...”

Situational Gentle steering of To ensure the | “Now we

sensitivity and the direction of the meeting have talked

flexibility conversation serves about... |
participants; wonder if
to proceed there 1s also
according to something
what matters else that...”
in the
moment




Purpose and

Principle Tools focus Examples
Simplicity and Using the To adapt the “She said it
slowness participants’ language to felt like...”
language and simple | that of the “He
expressions participants; expressed
to use simple | that...”
formulations
and small
steps
Basic situations
Starting the Open-ended To explore “Where
dialogue/ questions what would it be
opening the participants most
space wish to talk important to
about; to begin?”
bring out “How would
their you like to
perspectives use this
time?”’
“What do
you hope for
from this
meeting?”
Deepening the Clarifying and To clarify and | “Could you
dialogue and open-ended deepen the tell me
understanding questions dialogue; to more?” “Did
demonstrate I understand
active correctly
listening; to that...?”
build shared

understanding




Purpose and

Principle Tools focus Examples
Regulating the Repetitions and To show “You said
rhythm of the summaries active that...” “Yes,
dialogue and listening and she said...
active listening regulate the How does
pace; to that feel for
encourage you?”
further
elaboration
Bringing Circular and open- To help “You
forward ended questions participants mentioned
multiple see that... what
perspectives and interactional do you think
understanding patterns and she might be
relationships relational thinking?”
dynamics; to “What might
foster he say if he
polyphony had heard
this?”
Strengthening Reflection Professionals | “When I
polyphony and reflect aloud heard that, I
keeping on what they felt...” “1
interpretations have heard; found myself
open increases wondering...”
transparency, “I was
trust, and thinking...
polyphony but [ may be

mistaken.”




Purpose and

Principle Tools focus Examples
Structuring the Summaries To organize “It sounds to
content and complex me that the
ending the themes and most
dialogue synthesize the | important
content; to 1ssues are...”
plan next “Today we
steps based talked
on the joint about... And
understanding | based on
that, I’'m
thinking
that...”
Challenging
situations
The Metacommunication | To activate “She
conversation and returning to participants contacted us
does not carlier themes by returning and hoped
start/participants to the purpose | that... I'm
withdraw of the wondering
meeting; to how this
propose feels for you
concrete now?” “How
themes based | could this
on prior time be
information helpful for
you?” “What
do you think
she might
have been
worried

about?”




Purpose and

Principle Tools focus Examples
Conversation Reintroducing or To maintain “What part of
stalls/ does not revisiting themes; the flow of this feels
progress asking for concrete the especially
everyday examples; | conversation important to
focusing on easier by returning you?” “In
topics to earlier what
themes or situations
activating does this
them; to ask happen / how
for concrete has it shown
illustrations; up lately?”
to shift “You said
toward that... when
everyday exactly did
topics that are | this...?” “You
easier to mentioned ...
approach I’d be
interested to
hear more

about that.”




Principle Tools Purpose and Examples
focus
Dominant, Setting boundaries To protect “This is an
confused, or and structure for polyphony, important
attacking voices | turn-taking and balance the point, and for
reflective work dialogue, and | that reason
calm the I’d also
interaction; to | really like to
ensure hear what
everyone has she...”
space to be “Would it be
heard okay if I
allocated
speaking
turns for a
moment...?”
“Let’s return
to this, but
first let’s
hear...”

4.4.4 The Immediate Effect of Dialogue

A central task of the facilitators is to slow the pace of the meeting, thereby
calming the overall atmosphere. The rhythm of the conversation can be
slowed through repetition, questioning, and allowing space for pauses or for
quieter voices to emerge. When the overall tone becomes calmer, distress and
anxiety often ease, and the dialogue becomes more constructive. The aim is to
increase participants’ curiosity toward one another so that they can approach
differing perspectives and experiences with greater openness and, when
needed, with a bit more distance. For this reason, experiences that might
initially appear incomprehensible—such as those interpreted as psychotic—
are still heard and treated as part of the conversation.

Often, simply ensuring that a person in acute psychosis does not have to
defend or justify their experiences reduces the intensity of those experiences.
In other words, the person tends to speak less about matters interpreted as
psychotic. This also allows for better contact with the person, which in turn



often eases the worry and distress of loved ones, helping the network’s ability
to communicate improve immediately. As a result, it becomes easier to form
an overall understanding of the person’s life situation, making even strange or
perplexing experiences appear more comprehensible in context. This supports
a more positive and compassionate stance toward the person—even in
situations where their difficulties are not easily relatable.

In a similar way, the relationship can improve through dialogue even when
the person has, for example, initially refused the involvement of close others.
As the person begins to feel heard, the alliance and trust develop, making it
more likely that they will allow loved ones to participate in future meetings—
if such involvement is still needed.

Example of the Effect of Dialogue—Carl’s
Crisis (Continued)

To the parents’ surprise, Carl arrives at the table accompanied by his
grandfather. Outwardly he appears relatively calm. Carl says he has
been listening to the whole time and insists that he will not take any
medication—that is exactly what the syndicate wants, he says. The
father tries to interject, saying that there is no such thing as a syndicate.
Carl raises his voice and begins arguing with him.

Nurse Matt introduces himself and says that he is genuinely glad Carl
has joined the conversation. He adds that it feels important that Carl
heard the earlier discussion and is voicing his opinion about medication.
Matt then asks Carl whether he understood correctly that Carl fears
someone wants to harm him. Carl nods and begins vividly describing
how the syndicate is persecuting him in various ways and trying to
poison him. Matt repeats his words and reflects aloud that it indeed
sounds heavy and frightening. Psychologist Jane nods, introduces
herself, and says she would like to hear more about Carl’s concerns—
but only if it feels safe for him to talk about them. Carl hesitates for a
moment but then continues describing his experiences.

Matt repeats what Carl says and encourages him to tell more. He also
asks the others whether they have heard Carl express these concerns
before. The mother says that Carl has been talking about similar things
for several days. Carl snaps that he has tried to ask for help, but no one
believes him. Jane calmly repeats Carl’s words and reflects on what kind




of help he might hope for, and whether they could think it through
together now—which is why they have come.

Carl suddenly bursts into tears and says he just wants to be left in
peace and allowed to sleep—he has not slept in days because the
syndicate makes constant noise. Jane acknowledges that this sounds
extremely overwhelming and asks what might help Carl to rest. Carl
does not know. The parents begin suggesting different solutions, but
Carl grows more agitated, and the conversation becomes tense again.

Matt gently intervenes and asks the family for permission for him
and Jane to think aloud together once more. He summarizes for Jane
what Carl has said about his fears and his need for peace and rest. Jane
replies that she heard the same, and she found herself wondering what
they—and the parents—could do to meet Carl’s need, but Carl seemed
to get agitated when they discussed it. Matt asks Jane whether they
might still try to consider it together. Jane and Matt then turn back to the
family and invite them to share their thoughts.

Gradually, as the discussion continues, the tension begins to ease.
Carl says he is extremely tired and simply wants to rest for a while
without disturbance. It is agreed that the main goal for the evening is to
help Carl get some peace and sleep. The grandfather offers to stay with
him during the night, which Carl finds reassuring. The parents agree that
he will not need to attend high school the next day, and it is decided that
the professionals will return the following day to see how the situation
has progressed. Carl nods wearily.

At times, members of a person’s social network or other involved actors may
be more concerned about the situation than the person themselves. In such
cases, the person who is the focus of concern may decline to participate in a
meeting. A dialogical meeting can nevertheless be held with members of the
social network or professionals alone, with the aim of acknowledging and
alleviating their worry and jointly exploring constructive ways of responding
to the situation.

In some instances, meetings may be arranged in the person’s home or
another familiar setting, allowing the individual to decide for themselves
whether and how to participate. People often choose to be present initially in
a limited way—for example, by listening from another room—and may later
join the conversation more actively.



Because the focus of care is the situation rather than an individual
“patient,” addressing distress and concern is meaningful even when it is
primarily experienced by those close to the person. Working in this way can
also indirectly support the person at the center of concern, as changes in the
surrounding relational configuration may open up new possibilities for
understanding, support, and agency.

Sometimes the dialogue brings up emotionally difficult themes or topics
that may not be advisable to address immediately in a joint setting. These may
include situations involving domestic violence or sexual abuse. In such
circumstances, facilitators may gently steer the discussion toward other
topics, collaboratively make an action plan for how to proceed, and continue
the conversation later in separate constellations. Nevertheless, the emergence
of such themes is important, as it helps guide the direction of care and may
relate to issues that have long been part of a person’s everyday life without
anyone having addressed them.

In most cases, the difficulties faced by people seeking help are reactive to
current life challenges and relatively mild, making it easy to enter into
dialogue in the ways described above, and enabling the next steps of the care
process to be collaboratively defined during the first meeting. At other times,
entering into dialogue may itself empower the network’s agency—people
become more curious about one another, their communication improves, and
the effect carries over immediately into their everyday life, since they are
already in contact with one another outside the meeting. In some situations,

however, several sessions and a more clearly structured plan are needed (see
Section 4.5).

4.4.5 Concluding the Dialogue

A minimum of one hour is reserved for each meeting. Toward the end of the
meeting, the facilitators begin orienting participants toward closure: they
summarize the discussion, ensure that the most important matters have been
expressed, and collaboratively formulate a plan for next steps with all
involved. Finally, they may ask clarifying questions about participants’ well-
being or functioning, if these have not already emerged during the dialogue.

Tip: Save routine questions about symptoms, sleep, functioning, substance
use, and suicidality until the end. Entering into dialogue often becomes
difficult if the facilitator begins the meeting with closed, routine



questions. If you decide in advance to ask them only during the final 10—
20 minutes, genuine dialogue proceeds more naturally—and you will
often notice that many of the topics you intended to ask about arise
spontaneously in the conversation. If something still remains unclear,
there is still time to ask about it at the end.

Dialogue typically generates a considerable amount of clinically relevant
information that traditional assessment methods fail to capture. At the end of
the meeting, the facilitators may summarize this information and reflect on
how it might guide the next steps in the helping process. The basic principle
is that key interpretations and decisions are made during the meeting, not
outside it. This reduces the risk that professionals develop interpretations or
plans separately from the dialogue—interpretations that may not be grounded
in what emerged in the meeting and could inadvertently steer the process in
the wrong direction or consume resources unnecessarily. It also keeps
decision-making transparent and fosters trust. In addition, extra work outside
of meetings decreases, and the tone of discussion remains more respectful and
polyphonic than in informal conversations, for example, in the office or in the
team meetings.

Compared to working alone, immediate reflective discussion and the use
of co-facilitation or team facilitation also reduce the need for additional
“venting.” This lightens the emotional load on facilitators and helps them
remain open to diverse perspectives and treatment ideas. As a result,
facilitators often have more capacity to meet a greater number of people in
the course of a workday.

Another foundation for trust and a sense of safety is that the same
facilitators continue to oversee the helping process for as long as needed. For
this reason, facilitators provide their contact information to all participants
and explain that they may be contacted directly between meetings—or
alternatively through the service coordinator—if questions arise or if the plan
needs to be modified.

Example of Concluding the Dialogue—Carl’s
Crisis (Continued)




At the end of the meeting, Matt and Jane review what has been
discussed. They emphasize that the most important thing right now is
that Carl can rest and that someone is nearby to help him feel safe. Carl
says he feels most secure with his grandfather, and the plan sounds good
to him.

Matt and Jane remind the family that if any concerns arise during the
evening or night, they can contact the service coordinator directly. They
also give contact details to Carl and tell him that he may call himself if
he becomes frightened. In addition, it is agreed that they will return the
following day to continue the conversation from where it left off.

They then call the physician while the family listens, briefly
summarize the situation, and agree that the doctor will issue a short sick
leave certificate and write a precautionary prescription for a sleep
medication in case Carl is unable to sleep. Carl is told that he does not
have to take it—the choice is his. It is agreed that the grandfather can
administer the medication if needed, as this feels safer to Carl.

Finally, they ensure that the plan feels sufficiently good to everyone
involved and that it is safe to rely on for the night. Matt and Jane also
make sure that everyone has their direct contact information as well as
the service coordinator’s number, which can also be used during the
night.

Matt and Jane leave the family home. They exchange a few words
about the situation—how nice it was that Carl joined the meeting in the
end, and that they hope the night goes smoothly. After that, they shift to
talking about their own plans for the evening after work and no longer
speculate about Carl or the family’s situation. Matt offers to write up the

documentation from the visit so that Jane has time to take her child to
their hobby.

4.5 After the Meeting

4.5.1 Dialogue Is Enough

A holistic system differs from a reductionist system in that the practical
course of care is built case by case around the needs of the specific situation
and person seeking help, rather than around group-level treatment guidelines



or a predetermined service menu. In practice, a dialogical network meeting
may therefore lead to very different solutions regardless of the presenting
problems.

One guiding principle is to remain in open dialogue for as long as it is safe
to do so, and to anchor the helping process as closely as possible in the
person’s real living environment and everyday events. For this reason,
resource-intensive treatments and approaches that pathologize individual
problems—such as standardized therapy packages, medication as a default, or
hospitalization—are not offered as first-line interventions. Instead, the initial
aim is to proceed with one meeting at a time and observe how the situation
develops through dialogue.

For many people, a single dialogical meeting, either alone or with others,
1s sufficient in itself. When a dialogical space is established, people often feel
genuinely met and heard with their concerns and begin to reflect on their own
situation and each other’s circumstances in a more reciprocal way. Through a
network orientation, the effects transfer more directly into daily life, helping
to open up relational difficulties or activate everyday resources so that no
further help is required. Often, simply knowing that another meeting can
easily be arranged reduces the need for follow-up contacts.

If the situation appears to be clarified during the first few dialogical
meetings and people feel they are managing well, it can be agreed that they
will contact the facilitators if a new meeting is needed. Alternatively, a
follow-up meeting may be scheduled for a later time if people wish to
monitor the situation and feel that this arrangement provides a sense of safety.
A physician may be consulted when necessary—for example, to determine
whether a short sick leave would be helpful. The dialogue may also give rise
to the idea that it would be beneficial to invite additional people to participate,
such as colleagues, family members, or friends. In such cases, meetings are
arranged flexibly according to the schedule that suits them best.

Example of Planning the Continuation of Care
—Carl’s Crisis (Continued)

Matt and Jane return the following day as agreed. The mother appears
visibly relieved. She reports that Carl eventually agreed to take the sleep
medication and slept well into the morning. According to her, Carl is
still a bit groggy, but otherwise he seems much more like himself.




They sit down again at the table in the same places as before. The
family recounts how the evening went: Carl had been frightened at times
but could be calmed with conversation. Carl himself says that he slept
for the first time in a long while and that the voices did not disturb him
in the same way. He especially appreciated that his grandfather stayed
the night.

Jane asks how yesterday’s discussion felt. Carl replies that it felt all
right—he has never been able to talk to anyone about the syndicate in
this way before. He explains that he came across it a few weeks ago on
social media. Jane repeats what Carl has said and invites him to tell
more. The others also show interest.

Carl describes the syndicate and how it has made his life difficult
recently. The father tries to say that such a syndicate does not exist. This
causes Carl to become agitated for a moment, and he begins arguing
with his father. Nurse Matt reflects what he has heard and remarks that
the topic is clearly difficult. He adds that, in addition to the syndicate, he
would also be interested to hear what else has been going on in Carl’s
life lately. Carl says that school has been hard recently. He also
mentions something he would not like to talk about in front of the
others. Matt asks whether he might feel comfortable talking about it
privately. Matt and Carl then go to Carl’s room to talk, while the others
continue reviewing the events of the previous evening and the current
situation.

In the private conversation, Carl explains that a few weeks earlier he
had been messaging with a girl. When he sent her a message, he heard
the bullies mocking him. Carl suspected that the syndicate was
somehow behind the bullies’ voices. Matt repeats Carl’s words, but Carl
does not respond to the reflection. They sit quietly for a moment, and
then Matt summarizes what was said earlier—how Carl had messaged
the girl—and says he would be interested to hear more about her. Carl
begins to talk, and Matt follows along, summarizing and asking
clarifying questions.

Carl and Matt return to the others. Matt says that the conversation felt
meaningful to him and that he believes it would be important to
continue it with Carl. Carl nods. It is agreed that Matt and Carl will meet
again privately later in the week at the outpatient clinic. It is also agreed
that the same group will meet with the physician the following week to
review how things are progressing and whether the sick leave needs to




be extended. The family is encouraged to make contact at any time if
concerns or questions arise before then. Matt and Jane summarize the
content of the meeting and the plan and ensure that the family feels able
to manage until the next appointment.

4.5.2 When Other Services Are Needed

Dialogue often reveals that people might also benefit from other types of
services. In such cases, they are not simply referred elsewhere—unless they
already have an existing direct contact through which they can arrange an
appointment themselves. Instead, the facilitators organize a new dialogical
network meeting and invite, as needed, professionals from the relevant
services.

If people receive more appropriate help elsewhere and feel that they no
longer require dialogical network meetings or, for example, symptom-
relieving psychiatric care, the focus of the helping process can gradually be
shifted. It can also be agreed that professionals from other services may
contact the facilitators when necessary to arrange new network meetings,
particularly if they are unable to provide the planned support on their own.

Example of Support from Other Services—
Carl’s Crisis (Continued)

Matt and Jane return the following week as agreed. A physician also
attends the meeting. Between the meetings, Matt has met with Carl
privately several times, and together they have explored the situation in
more depth. In these discussions, it has emerged, among other things,
that Carl feels excluded at high school and has fallen behind in several
courses to the point that he no longer knows what to do. He also feels a
strong romantic interest in a girl but does not dare approach her. He says
he has tried a few times, but the anxiety became unbearable: he froze,
unable to speak, and panic rose in him. Sending her a message led to
overwhelming shame, and he has been unable to sleep since.

At the beginning of the meeting, Matt, Jane, and the physician first
ask how the family has been and what they feel would be most
important to begin with. The family reports that Carl has calmed down




and no longer talks as much about the syndicate. The father reflects that
he himself has not been as quick to argue against it. The mother says
that Carl has slept the past few nights without medication, and Carl
appears noticeably more alert during the meeting. Jane reflects this
observation to Matt, who notes that Carl had already seemed much
brighter during their private meeting. Matt says he thinks it would be
important to share something about their conversations and asks Carl
whether he would like to say anything about them. Carl nods and says it
would be good if Matt shared. Matt checks whether there is any topic
Carl would prefer not to discuss, but Carl indicates no such concerns.

Matt briefly summarizes the situation and asks the family how it
sounds to them. They say they had not realized how difficult school had
been for Carl, as he has always done well before. Matt asks Carl how
this sounds to him, and Carl says he had been nervous about how his
parents would react.

Jane asks the family for permission for her, Matt, and the physician
to reflect aloud for a moment on what they have heard. The facilitators
discuss what has emerged in the meeting, how important it is that Carl
and Matt have been able to talk, and how good it is that the family now
knows more about the situation. Jane notes that she found herself
wondering how Carl could be supported in returning to school, and also
in not having to manage everything alone. Matt and the physician say
they have been thinking the same, and the physician suggests that
someone at the school might be able to help. Jane says she had been
thinking similarly and suggests that the matter should also be discussed
with Carl. The practitioners turn to the family and invite their thoughts.

Carl says it sounded like the practitioners genuinely want to help, but
he is doubtful that anyone can really help because of the syndicate. The
parents reflect that there may be support available at the school. Matt
reflects that although Carl is somewhat doubtful, it may still be
important to try. He also notes that the parents have raised the idea of
involving a school staff member. He asks Carl whether it would be
acceptable if someone from the school joined the conversation. Carl
replies that he does not mind either way.

At the end of the meeting, it is agreed that Matt will contact the
school to arrange a joint meeting. He steps out to make the call while the
others sort out practical matters. It is decided that the physician will
extend the sick leave until the next meeting, and the family is




encouraged to make contact with any concerns in the meantime. Matt
returns and reports that the school is available for a meeting the
following week. He asks whether everyone would be comfortable
meeting at the school.

The following week at the school, Jane and Matt first outline the
situation in very general terms and ask Carl to clarify as needed. They
then say that they have been wondering what thoughts the school
counselor might have, and whether the school could provide support to
help Carl return.

The counselor outlines the practical support options available: for
example, extra tutoring in subjects where Carl has fallen behind; the
possibility of completing assignments more flexibly and in smaller
parts; and a designated staff member whom Carl could turn to during the
school day. The counselor also suggests that Carl could return to school
gradually—attending a few lessons at first and increasing attendance
over time. She also mentions that the school has a peer support group
for students with social anxiety, which Carl could join if he wishes.

Jane and Matt ask Carl and his parents how this sounds and what
they feel would be feasible. The discussion continues by exploring how
the support could be put into practice and how collaboration between the
school, the family, and the care team should proceed. It is agreed that
the school may contact the facilitators directly if challenges arise or if
the plan needs further refinement.

In many situations, however, it is beneficial for the facilitators to retain
overall responsibility for the helping process, inviting more specialized
expertise and competencies into the network meetings only when needed.
This helps keep the process more goal-oriented and coherent, allowing
additional support to be tailored more precisely to the person’s actual needs.
Additional expertise may come, for example, from social services or
occupational health services. More examples are provided in Table 4.3.

Table 4.3 Situational indicators guiding continued support and planning &



Indicators suggesting a
need for continued
support

Possible
directions of care
following the
establishment of a
dialogical space

Who could be invited to
participate

Situation has stabilized;

Monitoring and

Family members, close

person feels able to everyday support | friends
cope without intensive
treatment
Some issues unresolved | Follow-up Additional people who
but no acute risk meeting with the may bring helpful
same network perspectives

Need for
multidisciplinary
support; multiple
overlapping concerns

Expanded
network meeting

Social services,
physician, therapist,
teacher, employer,
community actors

Somatic concerns, sleep
problems, nutritional
issues, possible physical
illness

Medical
assessment and
treatment and/or
lifestyle support

Physician, nurse,
dietitian, physical
trainer, health and
lifestyle professionals

Loss of meaning,

Meaning-oriented

Trusted others,

identity confusion, support; counselors or therapists,
existential distress, culturally peer support, cultural
cultural dislocation, sensitive mediators or
marginalization, coordination interpreters, community
language barriers or faith-based resources
Persistent symptoms, Psychotherapeutic | Psychotherapist,
recurrent crises, or other occupational or arts
relationship difficulties, | structured therapist, physician

need to process past
experiences

therapeutic work




Financial difficulties,
unemployment, housing
instability

Social or financial
support

Social worker, debt
counselor, housing
services, employment
services

Concerns at work or Support directed Employer, occupational
school (absences, at the work or health services, union
overload, bullying, study representative, teacher,
performance pressure) environment school counselor
Relationship problems Relationship- Close others, family
(conflict, violence, focused support worker, couples
separation crisis, and mediation therapist, family
loneliness) options therapist, mediator,

support groups, peer
support

Acute risk of violence,
psychosis, danger to
self or others

Immediate crisis
intervention in the
safest setting

Physician, inpatient
staff, emergency
services, police/official
assistance

In practice, a holistic system enables situations to be viewed and supported
comprehensively, at both the social and individual levels. This may include,

in addition to traditional mental healthcare and social services, other

dimensions of well-being such as nutrition, lifestyle, daily routines,
relationships, spirituality, or existential concerns—depending on what is
meaningful for the people involved. The guiding principle is a flexible,
experimental approach: small changes are “pushed” and tested from different
angles to see what reduces the distress and worry related to the situation. In
this way, support is built on people’s own experiences and everyday contexts,
rather than on predetermined care pathways.




4.5.3 When Ongoing Psychiatric Care Is Needed

If the situation remains unresolved—if participants disagree about the plan or
continue to feel unable to manage—the next dialogical meeting is arranged as
soon as possible. If needed, the constellation of the meeting is adjusted,
and/or additional individual, supportive, and more structured meetings are
held to build trust and ensure safety. This process continues until all involved
feel sufficiently safe and a shared understanding has emerged, providing a
basis for planning more structured treatment process. During this phase,
necessary somatic examinations and health checks are also arranged to rule
out other contributing factors.

The first circumstance in which immediate medication or hospitalization
may be required is when the person behaves so threateningly or is so
confused that meaningful contact cannot be established via dialogue, and they
pose a danger to themselves or others. Situations in which a person has not
slept for an extended period often also require urgent medical intervention.

In other cases, symptom-focused interventions are primarily offered when
the situation does not improve despite the dialogical meetings. In practice,
this need may become apparent after only a few meetings, or later on if the
person’s condition worsens or the situation does not progress. In such
situations, some may benefit from longer term psychotherapy, others from
medication, and some may require hospital care. The key principle is to act
according to the current situation and need, while keeping interpretations
open so that the contextual nature of psychological difficulties remains
visible, and the problem is not overly pathologized as an individual internal
disorder. Plans are actively re-evaluated and can be adjusted at any time if
people’s situations or needs change. The general guideline is to keep the
helping process as simple and manageable as possible, allowing different
strategies to be tried calmly and minimizing unnecessary overlapping work.

If the situation does not progress, deteriorates, or if people again require
help, they may contact either the facilitators directly or the service
coordinator to reorganize the process and arrange new dialogical meetings.
The system then returns to the open-dialogue phase. Figure 4.2 illustrates a
flow of helping process for responding different situations, outlining
pathways from immediate network meetings to intensive support,
hospitalization, or dialogical follow-up depending on safety and change over
time.



Contact

Severe situation
- Confusion, aggressiveness
- Suicidality, isolation
- Prolonged insomnia

-  Substance abuse

l

Immediate network meeting at
home or in another safe place

1

Does not
improve

Is it safe to continue at
home/in a safe place?

Nol

Yesl

Immediate
symptom relief +
hospital/inpatient

care

Intensive
meetings

Does not
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Self-regulation challenges

Mild Situation
- Insomnia, stress
Relationship challenges

Other life difficulties
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Dialogical space is enough:
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Figure 4.2 Pathway for responding to severe and mild situations. &

Example of Continued Psychiatric Care—
Carl’s Crisis (Continued)

Carl’s situation gradually begins to improve. He slowly returns to school
and feels he is catching up with his studies. He has been meeting
regularly with Matt, and they have been discussing the issues that have
been troubling him. Carl no longer talks much about the syndicate, and
Matt has not felt it necessary to bring it up. Instead, their conversations
focus on other matters: anxiety, social relationships, returning to school,
and the feelings connected to these.

Matt and Jane have visited the family a few times each month,
exploring the situation from different perspectives. Over time, Carl
begins to feel that the syndicate has left him alone. He reflects—almost
with a hint of humor—on how he ever even came up with such an idea.
He tells them he has made new friends in a group and gained confidence
in social situations. The frequency of meetings is reduced, and
eventually they agree that Carl and the family can get in touch again if
needed.

About a year later, Carl calls Matt in distress. He says the bullies’
voices have returned, and he can’t sleep. Matt reassures him and asks
him to tell more. Carl explains he recently tried to ask a girl out but was
rejected. Matt reflects aloud that the experience must have felt painful
and that it sounds like it may have stirred up some older feelings again.
He suggests they meet already that afternoon at the clinic.

Carl comes to the appointment. This time Matt offers coffee. Talking
feels relieving to Carl, but already the following night he calls the
emergency line: he still cannot sleep, and the voices are telling him to
harm himself. The service coordinator asks whether Carl could come to
the hospital for one night to rest. Carl arrives with his parents. The
coordinator also invites a doctor, and together they briefly go through
the current situation and what has happened.

Carl explains he met with Matt earlier in the day and that the voices
subsided for a while but returned in the evening. His parents tell the
coordinator and doctor how similar situations have been handled in the




past. They agree that Carl will stay for one night in the hospital and
receive a sleep-supporting medication. Carl falls asleep almost
immediately.

The next day Matt, a staff member from the inpatient ward, Carl, and
the family meet. They go through how the situation developed. Matt
asks each person to share how they see the situation, what feelings it
evokes, and how the issues raised in the conversation sound to them.
Carl says he already feels better and the voices have quieted. He thinks
he is able to manage at home. His parents also feel the situation is safe
enough—after all, they have managed through even more difficult
phases before.

They agree that Carl will go home and receive a sick leave note for
the rest of the week. They also agree that Matt will visit the family
during the week and update the doctor afterward regarding the need to
extend sick leave. Carl is given a few nights’ worth of sleep-supporting
medication to take home.

When Matt visits the family, everyone feels the situation has calmed,
and Carl has not needed the medication. Matt and Carl schedule a
follow-up meeting for the next week to go through the situation. They
meet a few more times, after which they agree that Carl can get in touch
again whenever needed.

4.6 When a Dialogical Space Cannot Be Reached

It is not always possible to establish a dialogical space, even when all the
steps described above are followed. Sometimes a person’s condition or
circumstances are such that a meaningful connection cannot be formed
despite various attempts. At times, people cannot be properly reached, and at
other times, they may become provoked by the offer of help. In some
situations, a family member may be worried without sufficient grounds, and
treatment is not considered necessary. In other cases, the conversation simply
does not progress for a variety of reasons: someone may remain silent, others
may talk excessively, and someone might leave the situation abruptly,
slamming the door behind them.



Example of an Unsuccessful Dialogue—Bob,
Who Had Barricaded Himself at Home

The service coordinator receives a call from a person who reports that
his friend, Bob, has barricaded himself inside his apartment. The
coordinator asks clarifying questions: what their relationship is like and
what the friend thinks may have happened. The friend explains that
during their last meeting Bob spoke in strange ways that sounded
delusional. He had not dared to challenge Bob, as Bob is impulsive and
easily angered. Together, they conclude that it would be good to try to
reach Bob and arrange a meeting. The friend does not want to take part
himself because he fears Bob’s reaction. They agree that the service
coordinator will try to make contact.

Bob does not answer the calls. The coordinator checks the staff
schedule and sees that Matt and Jane have time to visit Bob’s apartment.

Matt and Jane go to knock on the door, but Bob does not open. A
nauseating smell seeps from inside. Matt and Jane become concerned.
When nothing is heard, they request assistance from the police. The
police and ambulance arrive, and the door is opened with a master key.
It is agreed that the officers will remain at the doorway so that Bob does
not become startled by their presence.

Bob is found lying naked on the floor, muttering to himself. Jane
stays a little farther back while Matt crouches beside him, introduces
himself, and asks how Bob is doing. Bob does not respond. Jane finds
some clothing and hands it to Matt, who gently asks whether he may
help Bob get dressed. Bob suddenly lashes out, pulls away, and backs
into a corner.

Matt tries to talk to him and establish contact, but Bob does not
respond. A police officer intervenes in a firmer tone, which makes Bob
shout. Matt tries to calm him, reflecting aloud that Bob seems frightened
and that their intention is to help. After 5 minutes, no progress has been
made, and Bob appears even more agitated. He begins to mutter
threateningly. It is decided that Bob will be transported to the emergency
department.

When the police help Bob to his feet, he starts swinging his arms and
tries to retreat to the corner again. The officers eventually guide him into




the patrol car and transport him to the emergency department, where he
1s admitted to the psychiatric ward for observation.

Matt and Jane agree that Jane will accompany Bob to the hospital, as
Matt has another appointment. At the hospital, they sit down and review
the events. Jane explains how the situation unfolded and that Bob is
clearly frightened by something. She reflects that Bob is likely even
more confused and scared now after being brought in against his will.
She wonders how they might convey to him that they do not want to
harm him, that he is safe, and that they are trying to help. Bob does not
respond. He scans the room anxiously and occasionally shouts threats.
Toward the end of the meeting, Bob attempts to strike the doctor, and he
is secluded and medicated against his will.

The next day, Bob is calmer and more responsive. Jane visits him in
the seclusion room together with a ward nurse. Bob says he remembers
Jane from the previous day. He explains that his neighbors have
installed cameras in his apartment and mock him whenever he does
anything. He also suspects they have tried to poison him.

Jane repeats parts of what Bob says and notes that he clearly seemed
frightened the day before and must still be distressed. She tells him that
in the hospital he is safe and that there is no immediate threat. Jane turns
to the ward nurse and says that Bob seems calm at the moment and asks
whether he could go to the ward for lunch. The nurse agrees, and they
decide to end the seclusion. Jane accompanies Bob to lunch and asks
him light questions—who he 1s, what his life is like. Bob answers
cautiously. Jane and Bob agree to meet again the next day.

It is important to note, however, that situations such as those described above
are very common precisely in a reductionistic mental health system. By
actively striving toward a dialogical space, it 1s often possible to increase the
likelihood that such difficulties do not arise in the first place. This will not
always succeed, but the foundation of a holistic system is to increase the
probability of success by prioritizing high-quality encounters and, through
them, fostering collaborative relationships. Such relationships are themselves
a form of effective mental health care, while simultaneously providing a
stronger foundation for more delineated or reductionist treatments and for
sustaining engagement with care. Dialogical space may also emerge later,
even if it is not possible initially.



The guiding principle is that every new interaction is an opportunity for
dialogue. It should also be emphasized that a successful dialogical
relationship does not depend on fluent or skilled verbal conversation, but
rather on the embodied experience of being encountered and heard, and of
feeling sufficiently safe for new perspectives and shared thinking to become
possible. Thus, instead of “good” conversation, the aim is to strengthen the
embodied and emotional sense of safety and collaboration in the situation, so
that participants begin to feel more at ease and the worry or distress they
experience starts to subside. This is seen as an intrinsic therapeutic goal,
because it is precisely worry and distress that typically serve as indicators for
interpreting a situation as a mental health disorder.

If the worry persists and does not begin to ease, or if strong confrontation
develops between workers and participants, the constellation of meetings may
be adjusted and/or an external facilitator invited to help navigate the situation.
In such cases, an outside professional joins the meeting to reflect on the
process and to support the re-emergence of a dialogical space by reassessing
the helping process. The basic methodology of reflective practice can be
applied, for example, by having the external facilitator temporarily guide the
discussion and invite all participants to reflect on the process as if the workers
themselves were service users, with an equal capacity to articulate their
thoughts, experiences, and feelings about what is unfolding.

This is often helpful, as strained or unfavorable interaction can affect
professionals as well: interpersonal chemistry may not work, and the style of
working may inadvertently shift toward a more authoritarian stance, which in
turn can provoke further resistance among participants. An external facilitator
can observe the situation with greater distance and help restore a dialogical
tone of the meeting, which often opens up new understanding and supports
the development of an updated, more functional plan.

4.7 Summary of Dialogical Space

Holistic and dialogical practice is grounded in the idea that understanding and
addressing unfavorable situations occurs most effectively through reciprocal
and polyphonic encounters that can be arranged flexibly and promptly in
settings where people feel safe when seeking help. Rather than beginning
with diagnosis or predefined methods, helping starts from the service user’s
lived experience and the perspectives of their close social network. Through



dialogical methods such as open-ended questioning, reflective listening,
repetitions, and attending to participants’ utterances, these voices are brought
into relation with one another, allowing a shared understanding of the
situation to emerge. When joint dialogue is difficult to establish, trust is built
through flexibility in the different composition of participants and by
emphasizing emotional safety, enabling the process to be tailored to the needs
of those involved. This process itself optimizes common therapeutic factors
across contexts: being heard, feeling included, and engaging in joint reflection
enhance agency and create space for flexible, simple, and context-sensitive
responses to everyday challenges.

Diagnostic categories and predefined interventions may be used, but only
insofar as they genuinely support the situation at hand. In this respect, the
holistic framework differs from reductionistic approaches that emphasize
symptom classification and standardized treatment protocols. Within a
holistic framework, the primary aim is to create a space for genuine encounter
and the emergence of shared meaning, from which the care pathway is shaped
on a case-by-case basis. When the care process becomes stalled or difficulties
arise, new dialogical spaces can be promptly created by reorganizing the
process—bringing together all relevant participants and actively fostering
reciprocal, reflective, and curious dialogue to restore shared meaning.

Beyond increased personalization of care and the optimization of common
therapeutic factors, this type of approach has been associated with the
strengthening of social capital, mutual trust, and support within the general
population (Aaltonen et al., 2011). Strengthened social capital and community
support can provide emotional containment and everyday coping resources,
increasing individuals’ capacity to manage distress and helping to prevent
situations from escalating to a level that would be interpreted as a psychiatric.

The contrast between holistic and reductionistic frameworks becomes
particularly evident in routine clinical situations, as illustrated in Table 4.4.

Table 4.4 Examples of how similar situations may be approached within
holistic and reductionist frameworks <1

Situation Holistic framework Reductionist framework




Situation

Holistic framework

Reductionist framework

A young A joint meeting is Symptoms are recorded; a

person arranged with the family | diagnostic suspicion is made

reports and teacher. Everyone (e.g., anxiety disorder);

anxiety and shares their perspective, medication is initiated or the

insomnia and practical everyday person is referred to an
adjustments are agreed evidence-based therapy.
upon together.

A person A network meeting is Voices are interpreted as

hears voices

held where the voices are
explored as experiences
with multiple possible
meanings. Safety,
participation, and shared
understanding are

symptoms of a psychotic
disorder. A diagnosis is
made and neuroleptic
medication is initiated.

strengthened.
An The impact of Depressive symptoms are
unemployed | unemployment on daily assessed, and if diagnostic
adult life and self-esteem 1s criteria are met, treatment 1s
becomes discussed. Solutions are started according to clinical
depressed sought collaboratively guidelines (e.g., medication,

with close others and the | psychotherapy).

broader support network.
A young Family and network Withdrawal is interpreted as
person members meet together. a symptom of depression,
withdraws The meaning of social anxiety, or a
from social withdrawal is explored, prodromal symptom.
relationships | and efforts focus on Treatment is initiated based

strengthening
participation and trust.

on the interpretation and
diagnosis.




Situation

Holistic framework

Reductionist framework

A parent is Parents, teacher, and ADHD assessments and
worried child meet together. questionnaires are
about a Restlessness 1s viewed conducted; the child is
child’s from different referred to child psychiatry
restlessness perspectives, and and possibly to medication.
at school practical adjustments are

agreed upon.
An older Life situation and social Symptoms are interpreted as
adult feels relationships are depression. Antidepressant
lonely and explored. Practical medication and referral to
low in mood | everyday solutions are psychotherapy are initiated.

sought together (e.g.,

activities, community

involvement).
A student The student, an academic | Panic attacks are diagnosed
experiences advisor, and a close as panic disorder. SSRI
panic person discuss the medication and CBT are
attacks meaning of the initiated.
during experiences. Coping
lectures strategies and study-

related support are

identified together.
A family is The whole family meets The young person is referred
in crisis due | together. The meanings to substance-use services.
to a young of substance use and the Treatment focuses on
person’s family’s concerns and reducing the individual’s
substance hopes are discussed use; further assessment and
use openly. therapy are offered if the

young person commits to
abstinence.




Situation Holistic framework Reductionist framework
An The employee, Burnout is recorded as a
employee supervisor, and depressive disorder to enable
feels burnt occupational health sick leave; treatment is
out services meet. Workload | provided in occupational
and possible adjustments | health services according to
are discussed guidelines.
collaboratively.
A child has The family meets to Nightmares are interpreted as
nightmares discuss the child’s symptoms of anxiety or a
following experiences. Fears are sleep disorder. The child is
parents’ taken seriously, and daily | referred to further
divorce routines are adjusted to assessment and behavioral
increase safety and therapy.
predictability.
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Chapter 5

Special Topics

DOI: 10.4324/9781003777939-8

The next chapters turn from the core event of the holistic system—the
dialogical space—to a set of practical questions that often determine
whether a service model remains genuinely holistic in everyday work. In
the previous chapters, the argument has been that many difficulties
currently operationalized as psychiatric or mental health disorders are best
understood as emergent, context-bound situations, and that effective help
therefore begins with building a shared understanding in dialogue.

Yet real systems are shaped not only by ideals but by administrative
requirements, risk considerations, regulatory frameworks, professional
boundaries, and training traditions. Special topics such as diagnosis-
making, medication use, hospitalization, and role distribution are precisely
the points where a model’s underlying ontology becomes visible: either the
system continues to organize care around the evolving situation as a whole,
or it quietly slides back toward reductionist defaults in which problems are
defined early, allocated to specialized pathways, and treated according to
prespecified categories.

The aim of this chapter is, therefore, to show how the dialogical
foundation can be protected and operationalized when the work becomes
difficult, urgent, or institutionally constrained. Rather than treating
diagnoses, medications, wards, or professional hierarchies as separate
“modules” that override the dialogical process, these topics are approached
as design challenges: how can a system meet legitimate needs for safety,
coordination, documentation, and relief of acute distress while still keeping
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the person’s lived situation—and the network’s shared understanding—at
the center? Each section examines one such pressure point and outlines
principles for responding in a way that preserves flexibility, reduces
reification and coercion, and supports continuity across settings.

Note that the term “symptom” is used in this chapter to facilitate
communication across disciplines, institutions, and regulatory frameworks,
to ensure a shared point of reference among reductionist frameworks. From
the perspective of the holistic framework, however, a more appropriate
vocabulary would refer instead to experiences, distress, or situational
difficulties—terms that better capture the contextual and relational nature of
what is being addressed.

5.1 Diagnoses

Because, in the holistic system, support is organized case by case—guided
by the shared understanding that emerges in the dialogical process rather
than by diagnosis-specific, group-level treatment guidelines—making a
psychiatric diagnosis at the outset of care is not necessary. Descriptive
diagnoses can nevertheless be used when they are helpful in the given
situation.

Today, people may also identify themselves as meeting certain
diagnostic criteria, as these have become widely embedded in popular
culture, including through social media. Many such criteria describe general
and easily relatable psychosocial difficulties or human traits. Because
psychiatric diagnoses have long been used as tools to reduce stigma, some
diagnoses have become socially acceptable—and even guilt-relieving—
ways of framing particular characteristics or life challenges, even though
they are, by definition, descriptive rather than explanatory (Bergstrom,
2023).

For a holistic helping system, the crucial issue is the position from which
a diagnosis is offered. If, for example, psychiatric professionals assign a
diagnosis at the very beginning of care, dialogical engagement and the case-
specific tailoring of the process become more difficult, as both the problem
and its solution become predefined. By contrast, if a person themselves
reports that they believe they meet the criteria for a particular diagnosis, this
does not in itself hinder open dialogue or the construction of a shared



understanding of their overall situation. On the contrary, it can serve as a
fruitful starting point for exploring what meaning the diagnosis holds for
them, what it captures, what they actually hope for from services, and how
they would like others to relate to them and to their difficulties.

Example of Self-Diagnosis—Abigail, Who
Wonders About Having a Diagnosis

Abigail calls the service coordinator. She explains that she continually
struggles in her professional work: managing her calendar is difficult,
she forgets meetings, misplaces items, and often leaves agreed-upon
tasks unfinished. She says that she has looked into the matter and
noticed that her symptoms resemble those of ADHD. Abigail wonders
whether she could undergo an assessment.

Service coordinator Sam listens, asks clarifying questions, and
reflects back what Abigail has said: that Abigail has recognized many

whether, besides a formal assessment, there might be other ways to
help. Abigail says that she naturally hopes for relief from her
difficulties and has wondered whether medication might help, and,
therefore, she needs correct diagnosis.

Sam and Abigail agree that she could come in for a meeting to
think things through together. Sam asks whether Abigail would like
anyone else to join the session. Abigail reflects that her difficulties
also burden her partner, and arguments occur frequently, but she does
not want to trouble them. Sam encourages her to consider inviting the
partner, especially if Abigail feels that the difficulties affect the
relationship. Abigail says she will think about it and suggests that a
meeting within the next month might be good. Sam checks the
schedule and sees that nurse Anna and psychologist Jane would be
available the following week.

Abigail arrives at the meeting with her partner. She begins listing
the symptoms she has noticed. Anna and Jane listen, ask follow-up
questions, and invite the partner’s perspective. The partner explains
that Abigail’s forgetfulness itself is not troubling, but they do
recognize that the couple argues a lot.




Anna and Jane ask whether they might reflect together for a
moment, while Abigail and her partner simply listen. Jane says that
Abigail appears to be facing several challenges and has wondered
whether they match ADHD. Jane adds that she is curious what ADHD

means fo Abigail, and what feelings the diagnosis evokes for her.
Anna continues that she was thinking along similar lines and that she
also sensed strongly that Abigail feels inadequate—especially at work.
She asks Jane whether she sensed something similar. Jane confirms
this, noting that she felt it particularly when Abigail talked about work
pressure and her sense of not managing. She says that she is
wondering what “not managing” means for Abigail in practice and
what might help. She also wonders whether she heard echoes of the
same theme when the couple talked about their relationship. Anna
nods and says that she had a similar impression and would be very
interested to hear what Abigail and her partner think of their
reflections.

Anna and Jane turn back to the couple. Abigail, now tearful, begins
to speak about her feelings of inadequacy: she has always felt inferior,
that she does not manage well, and that she is somehow abnormal.
Anna reflects her words and asks the partner what they think. The
partner says, surprised, that they had not known any of this—they
have always seen Abigail as exceptionally confident. Even in
arguments, the partner often feels cornered and has no choice but to
defend themselves.

Abigail begins crying more. Jane says that hearing Abigail’s
experience was moving and that it evoked a strong feeling in her as
well. Anna agrees, asks gently how Abigail is feeling now, and hands
her a tissue.

Abigail says that she feels guilty mainly because of the arguments.
Anna reflects this and links it to Abigail’s earlier description of feeling
inadequate. Abigail nods and says that she does not want to treat her
partner badly. Anna reflects her words again and asks the partner
whether this brings up any thoughts. The partner answers that they
generally do not feel Abigail treats them badly—quite the opposite.

Jane adds that, listening to the conversation, she had a strong sense
that Abigail carries a deep feeling of inferiority and insufficiency,
which may color many situations—but that this is only her own




impression, and she would very much like to hear Abigail’s view.
Abigail, now calmer, begins describing how she has experienced this
feeling throughout her life and how she believes it affects both her
work and her relationship.

By the end of the conversation, Abigail looks noticeably relieved.
The couple says they found the session helpful and would like to
continue the discussion. They agree to meet again with the same team
the following week.

Although diagnoses are not necessary for arranging help within a holistic
system—and especially in the early stages of a care process, it is often
advisable to avoid them—they can nevertheless be used when needed, for
example, in the following situations:

1. When long-term treatment is required and clearer differential
diagnostic information is needed to support, for instance, medication
planning.

2. In the context of sick-leave certificates, disability pensions, medication
reimbursement, or any other situation requiring communication with
actors outside the mental health system.

Even in these cases, it is not meaningful to pursue excessive precision in
psychiatric diagnosis, as diagnostic validity and discriminant capacity are
inherently weak. In most situations, it would be sufficient to use only high-
level diagnostic codes that help clinicians broadly identify whether certain
symptom-focused treatments might be useful or harmful, and what kinds of
supportive measures a person might need. As is already common practice,
coding can be based on the quality of symptoms, which is usually
straightforward to determine during the initial sessions. Additional
specifiers describing symptom severity and duration could be added. These
would help justify urgency and immediate interventions in situations that
have become prolonged or require rapid symptom relief, and the same
coding system could support justification for different types of social or
occupational supports.

From the perspective of a more comprehensive, holistic system, one
might also question whether traditional disease categories and terms are



needed at all, or whether diagnostic codes or general symptom descriptions
would suffice. Such an approach would reduce the problem of reification—
whereby people come to explain their life difficulties through diagnostic
labels that often carry self-fulfilling, inaccurate, and othering stereotypes.

Using diagnostic codes primarily for administrative purposes would not,
in practice, differ greatly from the systems already in place in many
countries, where service in-take, psychiatric sick-leave, or disability
decisions are based on a psychiatric diagnosis that itself is grounded in the
clinician’s description of the person’s current situation. What would differ is
that the practice would become more transparent and reduce the pressure to
pathologies a person’s characteristics with disease concepts. This could, in
turn, decrease situations in which a psychiatric diagnosis becomes the
prerequisite for accessing necessary support, forcing individuals’
difficulties to be framed as a medical disorder—often diverting care and
rehabilitation in directions that are not useful for resolving the actual
situation.

When the situation does not need to be explained away through a
diagnosis, attention can shift to concrete life circumstances, environmental
factors, strain, relationships, and working conditions—factors that are often
directly modifiable and that typically provide a more accurate explanation
for the difficulties at hand.

Example of Using Diagnoses—Abigail, Who Is
Considering a Diagnosis (continued)

As the meetings progress, Abigail begins to be more compassionate
toward herself. The couple argues less, and Abigail feels she is coping
better at work. She still struggles, however, with tasks that require
sustained concentration, and she becomes easily exhausted.

With Abigail’s permission, psychologist Jane arranges a network
meeting together with occupational health services and Abigail’s
employer to review the situation. Jane and Abigail visit Abigail’s
workplace. The desired adjustments to Abigail’s workload cannot be
implemented in the way they had hoped, and the accumulation of
tasks increases her exhaustion. It is agreed that the physician will issue
a short sick-leave certificate to allow time to identify what support




may be helpful and to determine how best to proceed. In the medical
report, the doctor uses a high-level diagnostic code, but instead of the
word mood disorder, the report uses the same descriptive language
that has been used in conversations with Abigail.

Abigail 1s still wondering about an ADHD diagnosis, and she and

Jane agree to proceed with psychological testing. The assessment
indicates mild vulnerabilities in attentional functioning. Abigail and
Jane decide that they should meet once more together with the
physician.

Jane, Abigail, and the doctor meet to discuss the situation from
several perspectives. They review that the employer cannot make the
necessary adjustments to Abigail’s workload and that the strain at
work is affecting her overall well-being. Abigail says that she would
still like to try medication used for treating attention-related
difficulties. Based on the discussion, background information, and the
psychologist’s assessment, the physician prescribes a trial of stimulant
medication. On the prescription, the doctor uses a high-level
diagnostic code, but in practice, Jane and the doctor discuss the
medication with Abigail simply as something she may temporarily use
in specific work situations that require a certain kind of focused
attention. They also explore other ways to strengthen attention and
concentration over time so that Abigail could manage her work
without medication in the future.

Abigail tries the medication and feels that it helps her manage some
of her tasks more effectively. She gains small experiences of success,
and her overall capacity begins to recover. The medication, however,
also causes side effects: reduced appetite and an occasional sense of
feeling “stuck.” They discuss this together with the physician and
agree to try further task adjustments in the workplace so that Abigail
might cope without the medication.

Jane and Abigail continue meeting with the employer. They
systematically review the situation and eventually agree that Abigail’s
tasks will be temporarily adapted to better match her abilities.
Deadlines become more flexible, and she is given more room to
manage her workload.

After these adjustments, Abigail manages without medication and
feels that this also strengthens her self-esteem. Both her well-being




and work performance begin to improve.

A final meeting is held with occupational health services and the
employer to summarize the process. The employer is satisfied with
Abigail’s performance, and it is agreed that she will continue to have
more influence over how she organizes her work.

Later, Abigail meets with Jane and Anna together with her partner.
They revisit the earlier conversations: what initially emerged in the
sessions and where the feelings of inadequacy may have originated.
Abigail explains how she has experienced these feelings since
childhood—how her parents were demanding, how school valued
performance, and how her siblings always seemed to do better, while
she was more restless and less interested in schoolwork.

The group meets a few more times to work through the themes that
emerged in the dialogue and to consolidate the process. The treatment
is then concluded as agreed. Abigail is encouraged to get in touch at a
low threshold if she feels the need for further support in the future.

A practice in which diagnoses are used primarily to describe a situation
rather than to define presumed underlying mechanisms corresponds closely
to the original purpose of modern psychiatric classification: to facilitate
communication between professionals, support the coordination of care,
and organize services. In this sense, descriptive diagnostics—precisely
because it does not reduce difficulties to predetermined causal entities—is
indeed compatible with a holistic system.

Table 5.1 illustrates a model aligned with a holistic framework by
organizing a person’s current experiences into broad, descriptive categories
corresponding to contemporary high-level diagnostic groupings. The
urgency of care is indicated by a separate urgency code reflecting the need
for psychiatric symptom relief. In addition, the table outlines potential add-
on interventions that may be used alongside a dialogical, needs-adapted
process when acute or prolonged distress requires additional support.

Table 5.1 Example of indicative symptom clusters and needs-based add-on
interventions within a holistic framework <1



Experience

cluster

(aligned with Urgency of psychiatric | Possible add-on

major symptom relief interventions (alongside
contemporary (specifier) the dialogical process)
diagnostic

groupings)

Psychosis Low: contact possible, | Monitoring, needs-based
(confusion, supportive network support

hallucinations, adequate, shared sense

loss of shared
reality, difficult

of coping

interaction,

“unusual”

behavior)
High: no contact, Needs-based crisis care;
aggression/confusion, initiation of neuroleptic
insufficient support medication or return to a
network, shared previous dose; cautious
concern, previous dose reduction if there is a
withdrawal history of withdrawal-
symptoms/relapses related symptoms
after stopping
neuroleptics

Mania Low: contact intact, Monitoring, needs-based

(restlessness, able to self-regulate, support

disinhibited support network

behavior, functional

grandiosity,

loss of control,
severe
insomnia)




High: loss of contact,
risk-taking behavior,
aggression/impulsivity,
shared concern

Needs-based crisis care,
mood stabilizer
initiation/adjustment;
short-term neuroleptics or
sedatives if needed; SSRIs
with high caution; close
monitoring

Mood
difficulties
(low mood,
impaired
functioning,
hopelessness,
despair)

Low: first contact,
support network
functioning, sense of
coping

Monitoring, needs-based
support

High: acute
suicidality, collapse of
functioning, prolonged
episode, shared
concern

Needs-based crisis care,
initiation or intensification
of antidepressant
medication; return to
previous dose if indicated;
for severe/prolonged
cases:
ECT/psychedelic/ketamine
evaluation, long-term
psychotherapy




Anxiety- and
compulsion-
related
difficulties
(persistent fear
or anxiety,
panic
reactions,
avoidance,
intrusive
thoughts, and
compulsive
coping
behaviors)

Low: support network
functioning, shared
experience of coping

Monitoring, needs-based
support

High: acute
suicidality, collapse of
functioning, prolonged
difficulties, concern
about coping

Needs-based crisis care,
short-term medication;
breathing and calming
techniques; exposure-
based therapies, long-term
psychotherapy

Difficulties in
executive
functioning
and social
interaction
(concentration,
daily
functioning,
social
overload)

Low: first contact,
support network
functioning, sense of
coping

Monitoring, needs-based
support




High: significant Environmental/routine
decline in functioning adjustments; occupational
therapy; stimulant
medication if indicated;
social skills support, long-
term psychotherapy

Note: Across all experience clusters, the presence of significant substance
use should be understood as an indicator for increased treatment intensity
and closer support, regardless of the specific presentation. Similarly,
experiences of trauma should be actively explored and taken into account in
all situations, as they may shape both current difficulties and responses to
care, independently of category.

The purpose of the table is not to explain problems through disease
mechanisms but to offer a practical example of how to describe a situation,
support the coordination of care, and assess when medication, crisis
support, or other forms of assistance are warranted. The table is, therefore,
indicative rather than prescriptive: it is intended to demonstrate how
different situations can already be described with existing higher-level
diagnostic categories in ways that are more consistent with a holistic
framework.

In a fully holistic system, the codes supporting service organization
could describe situations and related needs with greater precision. In line
with the logic of Figure 3.3, an adverse situation could function as a basic
Code 1, prompting an initial dialogical meeting, represented by solid
arrows, on the basis that someone is experiencing distress or concern. If the
situation becomes prolonged or requires more acute support, Code 2,
illustrated by dotted arrows, could be used together with a subcode
indicating whether—based on shared understanding in dialogue—support
should be directed primarily toward individual factors (e.g.,
psychotherapy), toward social contexts (e.g., family or environmental
support), or both.

For longer-term support needs, Code 3, represented by dash—dotted
arrows, and corresponding subcodes could indicate the level at which
challenges primarily arise and the type of assistance most likely to prevent
adverse situations from recurring. This approach acknowledges that some
individuals experience enduring difficulties that, within a given cultural or



societal context, place them at heightened risk of unfavorable situations—
such as permanent disability, vulnerability to rebound psychosis,
homelessness, poverty, or the absence of a supportive network. Situation-
level diagnostics would thus make it possible to target long-term or
structural factors more effectively and to strengthen preventive efforts.

Within such situational diagnostics, psychotropic medication could be
guided by subcodes classified according to typical symptom-focused
indications similarly as in Table 5.1, such as psychosis, mania, elevated
mood/anxiety, lowered mood/depression, insomnia, difficulties with
executive functioning, or—if symptoms do not clearly fit—mixed or
unspecified presentations. Additional codes, alongside urgency, could also
indicate caution with medication, for instance, when dosing needs to be
adjusted slowly because of previous relapses during dose reduction. In this
way, situational diagnostics and associated subcodes would immediately
convey what the situation involves and how medication might be planned
without presupposing hidden causal mechanisms or relying on classic
disease entities at all.

5.2 Medication

In holistic framework, psychotropic medication is typically approached
with caution, including an emphasis on the lowest effective dose and a
primary focus on situations involving risk of harm to oneself or others,
prolonged insomnia, or circumstances in which the situation does not
otherwise begin to improve. From holistic perspective, there are several
reasons for adopting a cautious approach to psychopharmacology.

First, in a low-threshold system, many people enter services whose
situations may, from a reductionist perspective, be interpreted as mental
disorders, even though their “symptoms” are likely to resolve
spontaneously or after only a few meetings—without the need for long-term
medication. If symptomatic medication were automatically initiated for
everyone, overmedication would quickly become a systemic problem. For
the same reason, diagnostic labeling is best avoided in the early stages of
the support process.

Second, psychotropic medication poses multiple challenges, which is
why avoiding unnecessary long-term treatment should be a systemic



priority. Although medication may appear lightweight and easily scalable—
and is often simpler to initiate than other interventions—it is, for following
reasons, resource-intensive:

1. Slow therapeutic response and monitoring:
Most psychotropic medications require weeks or months before their
effects can be meaningfully evaluated. This prolongs treatment even in
situations that might otherwise resolve after a few sessions or with
other forms of support.

2. Complexity of tapering:
Gradual dose reduction after long-term use is often difficult, and rapid
tapering can trigger withdrawal effects that complicate or prolong care.

3. Challenges of long-term use:
The brain may adapt to medication over time, diminishing its
effectiveness and increasing the need for dose escalation and more
risk of adverse effects and increases strain on the system. For example,
in the case of neuroleptic medication, one proposed mechanism 1is
dopaminergic sensitization: prolonged dopamine receptor blockade
may lead the brain to compensate by increasing receptor sensitivity,
which can reduce therapeutic effects over time and increase
vulnerability to withdrawal symptoms (Seeman, 2011; Horowitz et al.,

2021).

Especially long-term psychotropic medication is associated with numerous
side effects and complications that can manifest across different parts of the
service system and consume substantial resources. Despite this, long-term
treatment remains common and is often justified on the grounds that it
prevents relapse. However, evidence for the long-term benefit-risk ratio of
psychotropic medication, even in the treatment of people diagnosed with
schizophrenia and other psychoses, remains limited and in many respects
inconsistent (e.g., Correll et al., 2018; Vinkers et al., 2024).

In the treatment of people diagnosed with schizophrenia, much of the
evidence supporting long-term neuroleptic use derives from registry studies
in which periods without medication are associated with higher rates of
relapse and mortality (e.g., Tithonen et al.,_2017; Taipale et al.,_2020).

However, such designs, in which individuals serve as their own controls,




cannot definitively establish medication efficacy, because medication-free
periods may also reflect poorer adherence, adverse effects, or withdrawal
phenomena—particularly when medication is discontinued without
adequate support and gradual tapering, as is likely the case in naturalistic
samples. In this context, withdrawal-related symptoms may also be
misinterpreted as manifestations of the underlying disorder, thereby
reinforcing the rationale for continued long-term treatment.

When evaluating all people diagnosed with psychosis from the first
onset, long-term studies suggest that greater cumulative exposure to
neuroleptic medication is associated with poorer long-term outcomes (e.g.,
Bergstrom et al., 2018, 2020; Bergstrom & Gauffin, 2023; Harrow & Jobe,
2018; Joukamaa et al.,_2006; Moilanen et al., 2013). However, these
findings are similarly subject to confounding by indication, as individuals
with more severe or persistent symptoms are more likely to receive higher
doses and longer treatment durations. Although these studies have included
statistical adjustment for confounders, this limitation cannot be fully
addressed in observational designs and can only be reliably controlled
through randomized studies.

One randomized controlled trial (RCT) found that gradual dose
reduction after first-episode psychosis was associated with better functional
outcomes at a seven-year follow-up (Wunderink et al.,_2013). A recent
replication showed that although tapering increased relapse risk in the short
term, relapse itself did not adversely affect long-term prognosis (Moncrieff
et al., 2023; 2025), and most participants were able to reduce medication
without major difficulties. At the individual level, experiences of tapering
were generally positive, not only because of reduced side effects but also
because the process enhanced a sense of agency and strengthened the
therapeutic relationship (Morant et al.,_2023). Within a holistic system of
care, such effects are regarded as intrinsically valuable components of
effectiveness, alongside changes in symptoms.

Several assumptions that have historically been used to justify long-term
medication use in the treatment of psychosis—such as the view of people
diagnosed with schizophrenia as having a uniformly progressive illness, or
the idea that psychosis is inherently neurotoxic—have not received
consistent empirical support (e.g., Rund, 2014; Zipursky et al., 2013). This
is understandable, since psychiatric diagnoses are descriptive constructs
based on heterogeneous symptom patterns and life trajectories and,




therefore, do not permit straightforward causal inferences about medication
effects or outcomes. For example, people diagnosed with schizophrenia
may show higher relapse risk during medication reduction, but this largely
reflects the severity and recurrence of symptoms on which the diagnosis
itself is based, rather than the presence of a distinct latent disease entity. In
this sense, the diagnosis functions primarily as a descriptive marker of
elevated risk inferred from previous clinical presentation and longitudinal
course, rather than as a causal explanation.

While dose reduction or discontinuation is associated with increased
relapse risk at the group level, longitudinal studies also indicate that many
individuals diagnosed with psychosis experience good long-term outcomes
with minimal medication or none at all (Bergstrom et al., 2020; Bergstrom
& Gauffin, 2023; Harrow & Jobe, 2018). It is also well established that
responses to psychotropic medication vary substantially between
individuals, independently of diagnostic category (e.g., Maj_et al.,_2020;
2021). These findings highlight the limits of reductionist, group-average
knowledge: aggregated effects may obscure substantial individual variation
in treatment response, recovery trajectories, and the role of medication over
time (Speyer & Roe, 2024).

For these reasons, psychiatry has increasingly emphasized personalized
psychopharmacology. Medication should not be evaluated solely on
diagnosis or population-level evidence but in relation to each person’s
subjective experience, goals, and tolerance for risk (Maj_et al., 2020; 2021).
In practice, this means attending to which effects the person finds
meaningful and what trade-offs they are prepared to make regarding both
discontinuation and maintenance.

At the same time, a more holistic and pluralistic understanding of
medication effects has emerged (Aftab & Stein, 2022). Rather than viewing
effects as linear—assuming that a specific neurobiological change
automatically produces a specific psychological outcome—psychotropic
medications are seen as acting through interconnected mechanisms:
neurobiological processes, psychological factors, expectations, meanings,
environmental influences, social interactions, and lived experience. This
account better fits the often nonspecific and individually variable effects of
medication: the same drug may help one person and hinder another,
regardless of diagnosis, depending on context.




This pluralistic view aligns well with the holistic framework, in which
care 1is tailored to each situation and its emergent properties. Medication is
not initiated or continued automatically but considered within a broader
process aimed first at strengthening safety and stability through other
means. A selective approach avoids the risks of default maintenance
treatment, such as continuing medication “just in case” without systematic
reevaluation. At the same time, medication can be initiated rapidly when
needed, as the holistic system lacks redundant assessment steps, referrals, or
waiting lists that usually delay acute support.

While the holistic system recognizes that both acute and maintenance
psychotropic medication is sometimes necessary, it is not understood—
consistent with the pluralistic view—as a targeted intervention acting on a
specific disease mechanism. This does not diminish its value: for example,
prolonged insomnia associated with severe distress can endanger
functioning and heighten risk, making short-term sedative medication
essential. Likewise, reducing overwhelming anxiety or confusion may be
necessary before any other form of support becomes possible.

Example of Medication Use—Kate, Who
Struggles With Anxiety

Kate calls the service coordinator and explains that she can no longer
leave her home without having a panic attack. The coordinator asks
more questions: in what situations the attacks occur, how long they
have been happening. Kate describes her situation. Together they
consider what might help and whether Kate has anyone who could
support her. Kate sounds desperate but mentions that she does have
one close friend. She says she doesn’t want to burden her. The
coordinator gently encourages her to share what is going on and to let
the friend decide for herself whether she wants to help.

The coordinator and Kate agree that the situation sounds distressing
enough that it would be good to meet soon. Since the evening is
already late, they decide to try to arrange a meeting for the next day.
Kate feels that she can manage until then.

The following day, facilitators Matt and Jane visit Kate at her
home. Kate’s friend Laura is also present. Kate explains her situation,




and Laura says that she has indeed noticed that Kate has been
struggling for a long time. The facilitators follow the conversation,
helping Kate and Laura explore the situation from different angles.
Kate recognizes some events that could explain why things have
become particularly difficult right now. Laura promises to support her,
and they agree to meet again.

At the next meeting, Kate is visibly anxious. She is sweating and
shaking, unable to sit still. She explains that she tried going outside,
but the panic attacks intensified, and she no longer dares to leave her
apartment. Even staying at home feels unbearable. Kate reports that
she has not been sleeping and feels unable to continue. She also shares
that she has begun to have thoughts of ending her life.

Matt and Jane reflect together and share with Kate that her distress
appears so overwhelming that medication might be worth considering
as additional support. They ask what she thinks, and she agrees. At the
same time, the facilitators focus on grounding—talking about
everyday matters, guiding her breathing, and using their calm
presence to help her feel safer in the moment.

One of the facilitators calls the on-duty physician, summarizes the
situation, and puts the phone on speaker so that Kate and both
facilitators can discuss options together with the doctor. They agree to
start short-term medication to ease the acute anxiety and support
sleep, as well as a small-dosage longer-acting medication intended to
reduce anxiety over time. Laura agrees to pick up the medication for
Kate. Another meeting 1s scheduled, and Kate is assured that she can
reach out at any time if her distress intensifies or if she notices side
effects.

Kate manages through the weekend, but leaving home remains
difficult. Matt and Jane reflect that medication effects typically
emerge with delay, and meanwhile it may be helpful to explore ways
of soothing herself. They check for side effects—Kate has not noticed
any. As the conversation progresses, they decide to try going for a
walk together. During the walk, the facilitators ensure that Kate feels
safe, chat casually, and regularly ask how she is doing. A couple of
days later, they manage a slightly longer walk.

Jane and Matt begin arranging regular meetings in which Kate
gradually exposes herself to difficult situations. At times, they meet




also with Laura and with Kate’s parents, with whom she has had
strained relationships for years. They discuss what originally triggered
the difficulties, what emotions are involved, and what Kate 1is
currently experiencing. Gradually, she becomes more capable of
coping, and the anxiety episodes become less intense. Her relationship
with her parents also improves as long-standing tensions come to the
surface and are talked through.

Little by little, Kate is able to wvisit the outpatient clinic
independently to meet Jane and the physician. They decide to begin
tapering the medication slowly.

During the tapering process, distress occasionally intensifies. When
this happens, the pace of dose reduction is slowed, and time is allowed
for the situation to stabilize before proceeding further. At times, Jane
and Kate meet weekly, at other times less often, depending on need.

After a year, the medication has been discontinued entirely. Kate
still experiences anxiety at times but feels able to manage it. She
continues to meet Jane occasionally, and they eventually conclude the
treatment by mutual agreement—Ieaving open the option for Kate to
contact Jane again whenever needed.

5.2.1 Medication Management from a Drug-Centered Perspective

As mentioned above, in a holistic system, the effects of psychotropic
medication are understood pluralistically—that is, as generic, symptom-
relieving influences rather than targeted corrections of presumed underlying
pathologies. Thus, psychiatric medications can be understood as influencing
mental states primarily by acting on general brain functions through
neurotransmitter systems (Moncrieff, 2018). From this drug-centered
perspective, their clinically relevant effects can be viewed as alterations in
experience, emotion, and behavior—effects that cut across diagnostic
categories. In this sense, medication can sometimes support a broader
therapeutic process by reducing or reshaping distressing experiences, in a
way that may make it easier to address the personal, relational, and
contextual factors that contribute to ongoing difficulties. This is broadly
analogous to the role of analgesics in pain management: they can help
relieve suffering and enable engagement with recovery and rehabilitation,



even though symptomatic relief does not, by itself, specify or resolve
underlying causes.

If a situation calls for longer-term pharmacological support, a holistic
system aims to keep medication as simple as possible, drawing on
established principles of medication management of psychotropics (e.g.,
Bergstrom et al.,_2022; Isohanni et al.,_2021) to optimize the individual
benefit-risk ratio and minimize the risks associated with long-term use.
These principles include:

1. Open and honest information-sharing, in which potential benefits,
harms, uncertainties, and withdrawal risks are explained in clear and
accessible terms.

2. Strengthening the therapeutic relationship and shared understanding,
so that medication decisions are made collaboratively in light of the
person’s own goals, values, and concerns.

3. The “low-dose principle,” meaning that medication is initiated at a low
dose, which is generally better tolerated and may support adherence to
care, and is increased gradually only as needed, based on individual
response and tolerance.

4. Regular review, ensuring that the usefulness and appropriateness of
medication are repeatedly assessed rather than continued automatically
on the basis of diagnosis or routine.

5. Ongoing evaluation of necessity, considering whether the medication
1s still needed, or whether the dose could be reduced or the treatment
discontinued.

6. Slow, planned tapering if medication is reduced, minimizing
withdrawal risks, and ensuring that the person can proceed at a
manageable pace.

One of the major challenges in a reductionist framework—where
medication is initiated based on diagnosis and often continued mechanically
—1is precisely the risks associated with long-term use and polypharmacy,
which have been linked to increased mortality and adverse drug effects
compared to simpler regimens (Parabiaghi et al., 2024). For adverse effects,
many service users are also reluctant to remain on medication (Vinkers et
al., 2024). Rapid or abrupt discontinuation, in turn, increases the likelthood
of withdrawal symptoms and raises the probability that medication must be




restarted, sometimes at a higher dose than before. This dynamic may strain
the therapeutic relationship and initiate a vicious cycle in which treatment
becomes increasingly coercive.

A holistic system seeks to prevent such cycles through case-based,
transparent, and collaborative medication guidance. Crucially, the person is
informed openly about the potential benefits and challenges of both
initiating and discontinuing medication, and treatment is planned together
based on the person’s own aims and preferences.

Because individuals may disagree about their diagnosis or the necessity
of medication, one effective approach is to describe medications in terms of
their actual, generic effects, rather than presenting them as essential
treatments for an assumed disease mechanism. People often find it easier to
understand—and to accept—that a medication may help with severe
distress or agitation than to accept that it “treats schizophrenia” or another
abstract, latent disorder. This framing is also more accurate than the
conventional practice of justifying treatment necessity with reference to
hypothesized underlying diseases that cannot be empirically demonstrated
and are not predicted by contemporary theories of psychopathology.

Table 5.2 illustrates how such a shift in explanatory language—from
disorder-centered explanations to concrete descriptions of medication
effects—can itself enhance trust, support engagement with treatment, and
reduce the risk of becoming caught in cycles of repeated hospitalization.

Table 5.2 Medication decisions within holistic and reductionist care systems
&

Holistic system Reductionist system




Holistic system

Reductionist system

Mike arrives at the hospital in a
confused state after abruptly
discontinuing his neuroleptic
medication. He is told that the
confusion and sleeplessness may be
related to the rapid discontinuation,
and that restarting the medication
could help him feel more settled. At
the same time, staff emphasize that if
Mike wishes to taper the medication
later, it will be important to plan this
carefully together. Mika agrees to
this plan and restarts the medication.
He is informed that the medication
may ease distress and improve sleep
—factors that could support his
recovery from a difficult life situation
—but that medication alone is not a
sufficient treatment and can cause
troubling side effects, especially at
higher doses. Mike is also told that
although rapid discontinuation carries
a risk of symptom return, many
people eventually manage without
medication or with only a small dose.
The shared goal from the outset is,
therefore, to find the lowest helpful
dose, which will later be easier to
reduce. Mike and the treatment team
jointly create a plan for how the
medication will be optimized and
how it can best support him in this
situation.

Mike arrives at the hospital in
a confused state after abruptly
discontinuing his neuroleptic
medication. The medication is
restarted against his wishes.
Once Mike’s symptoms begin
to stabilize, he 1s offered
psychoeducation focused on
improving adherence to
treatment. He is told that he
has a psychotic disorder, that
this is a brain disease caused
by a disturbance in the
dopamine system, and that he
must adhere to at least two
years of maintenance
medication to prevent relapse
and avoid long-term brain
deterioration. Mike tries to
explain that he does not feel he
has a disease, that he believes
his difficulties stem from other
1ssues, and that the medication
causes side effects that reduce
his quality of life. His account
is interpreted as a lack of
insight. Mike becomes
agitated, and the medication
dose is increased. After
discharge, Mike stops taking
the medication, leading to
severe withdrawal symptoms
and the reinitiation of
involuntary treatment.




In addition to selective initiation, a second central principle of a holistic
support process is the aim to keep medication at the minimum effective
dose. In practice, this requires well-controlled dose-reduction strategies. If
medication is started at a high dose—for example, to calm acute confusion
or severe agitation—it becomes important to subsequently reduce the dose
in a planned manner and identify the level at which the person can function
in the given situation. Ideally, this process may reveal that medication is no
longer needed at all.

Particularly when medication has been used long-term, a sufficiently
prolonged and gradual taper may be crucial, with the option of returning to
a previously effective dose if necessary (Vinkers et al., 2024). In the case of
long-term neuroleptic treatment, it has been suggested that dose reduction
should occur over months or even years, depending on the starting dose,
with each step involving a decrease of roughly one quarter to one half of the
previous dose. This corresponds to approximately a 5—10 percentage- point
decrease in dopamine D, blockade (Horowitz et al., 2021).

A phase-based approach is often recommended, for example, with
intervals of three to six months between reductions, and progressively
smaller dose decrements as the dose gets lower. The pace is adjusted to the
individual: some may prefer even slower reductions—such as 10% or less
of the previous dose—and a return to a prior dose should always remain an
option (Horowitz et al., 2021). It has also been proposed that the final steps
before discontinuation of neuroleptics should consist of very small doses—
sometimes as little as 1/40 of a typical therapeutic dose—to minimize the
sudden drop in D, blockade that may otherwise trigger psychosis-like

withdrawal phenomena (Horowitz et al., 2021).

A holistic system could use such strategies to help distinguish who can
manage without medication, who benefits from dose reduction, and who
requires long-term maintenance at a stable dose. It is important to note,
however, that these strategies have not yet been extensively tested in large
RCTs and are likely applicable only to a subset of service users.
Nonetheless, recent years have seen the development of more
comprehensive guidance both for neuroleptic medication tapering (e.g.,
Horowitz et al.,_ 2021) and for optimizing psychotropic prescribing more
broadly (e.g., Horowitz & Taylor, 2024). These approaches are compatible
with the holistic framework.




5.2.2 Psychotropic Medication Use in a Holistic System:
Compatibility with Regulatory Frameworks

At first glance, a holistic framework—where medications are used
primarily according to their effects on symptoms, rather than according to a
diagnosis—may appear to conflict with usual clinical guidelines or
regulatory standards, which often require that medication be tied to a
specific disease-based indication. In many countries, such indications are
justified on grounds of patient safety, making a formal diagnosis a
prerequisite for initiating treatment.

In practice, however, psychotropic drugs are already used broadly across
diagnostic boundaries on a symptomatic basis, even if this is not always
explicit. Diagnostic categories in everyday clinical work are often—
implicitly or explicitly—adjusted to fit medication decisions. Sometimes, a
diagnosis is assigned primarily to permit the use of a desired medication,
rather than the other way around. Off-label prescribing is also widespread
because psychotropic medications have generic, state-altering effects rather
than specific disorder-correcting mechanisms.

It 1s also crucial to recognize that the evidence base for regulatory
approval—RCT data on efficacy and safety—is itself based on symptom
change, not on the correction of a disease mechanism. Psychiatric RCTs do
not and cannot establish effects on specific underlying disorders, because
such disorders cannot currently be empirically verified. In this respect, a
drug-centered approach is consistent with the scientific foundations of
psychopharmacology and closely reflects actual clinical practice. A holistic
system would make this reality more transparent and, therefore, more
amenable to regulation, safety monitoring, and accountable prescribing.

Diagnostic categories and formal indications can still be used—as
administrative anchors—to justify medication when needed, as outlined in
Section 5.1.

5.3 Hospital Care and Need for Continuous
Support

If a person poses an acute risk to themselves or others, or if the situation
does not improve through dialogical space, psychiatric inpatient care can be



used when necessary. In a holistic system, inpatient units should operate
within the same framework and aim from the outset to facilitate dialogical
encounters with the person and their network within the ward environment.
The threshold for admission is kept deliberately low so that hospital care
can begin without a referral or detailed pre-assessments whenever the
responsible clinicians, together with the network, deem it necessary. The
primary goal of inpatient care in a holistic system is not prolonged
containment or symptom suppression, but the restoration of safety,
stabilization of the situation, and the reestablishment of dialogical contact in
a way that enables a timely return to community-based support.

In addition to a low threshold for admission, a holistic system can be
expected to reduce the need for involuntary treatment more broadly,
because the ethos is one of rapid, network-involving response and a style of
interaction that carries a lower risk of escalation or provocation than a more
reductionistic system. If a person must nevertheless be brought to hospital
against their will, organizing dialogical meetings and building a
collaborative relationship can be particularly challenging in the early stages
of inpatient care. Precisely, in such situations, it becomes essential to try to
establish trust through flexible means—for example, by offering different
formats for conversation and creating space to share the difficult
experiences that involuntary admission and coercive interventions often
evoke.

If seclusion is required, it should be kept as brief as possible, and the
person should be given the opportunity to return to the ward whenever it is
safe for them and others. In these circumstances, symptom-relieving
medication may be appropriate. Because seclusion and forced medication
are extremely difficult for both service users and staff, all parties should be
offered the opportunity to process these events afterward. Team-based work
and shared responsibility are especially important on inpatient units so that
individual staff members do not become overburdened and so that a climate
of fear—which increases the risk of authoritarian practices, escalations, and
involuntary care—does not take hold.

Care on the ward is integrated as quickly as possible with the person’s
real life and everyday context. For this reason, from the very beginning and
with the person’s consent, the unit aims to invite those relatives and
professionals whose involvement would be important for improving the
situation. Ideally, facilitators from outpatient care would join these meetings



from the start of the inpatient stay. Home visits, trial periods outside the
ward, and other means of testing everyday routines are used flexibly in
order to minimize the risk of institutionalization.

If these trials show that the person can manage at home and their
network has no significant concerns, discharge can occur flexibly. In a
holistic system, inpatient staff may continue working together with
outpatient facilitators for a period after discharge—particularly when a
strong therapeutic relationship has been formed during the admission or
when there is concern that the person may struggle at home and face a risk
of rapid readmission. Otherwise, the outpatient facilitators continue
working according to the principles described earlier. If needed, a new
hospital admission can be arranged with a low threshold, and the facilitators
will resume organizing dialogical meetings on the ward together with
inpatient staff to reorganize the process.

Example of Inpatient Care—Bob, Who Had
Barricaded Himself at Home (continued)

Bob, facilitator Jane, and the ward nurse meet daily on the inpatient
unit. Gradually, Bob begins to talk more about himself. It becomes
clear that he has no family and that he has struggled with a severe
alcohol problem for many years. Jane asks about everyday matters:
how Bob spends his days and who, if anyone, is part of his social
circle. Bob mentions the same friend who had previously contacted
services out of concern. Bob is open to the idea of his friend visiting
him on the ward.

A joint meeting is arranged with the friend. The friend explains that
he has been worried about Bob but feels Bob already looks somewhat
better. Bob agrees—he says that he had been awake for days and
suspects he may have used substances unknown to him, though he has
little recollection of the preceding weeks. Although his condition has
improved, the physician expresses concern and reflects that it would
be important for Bob to stay in hospital a little longer so that his
overall health can be assessed more thoroughly. Additional toxicology
tests could also be taken, even though nothing notable appeared at
admission. Bob does not object.




Bob’s general condition continues to improve. In one of the
meetings, Jane reflects that it might be helpful to invite someone from
addiction services, who could bring additional perspectives on how
Bob might best be supported going forward. Bob is initially skeptical
but eventually agrees.

A meeting is held with Jane, Bob, the ward nurse, and a clinician
from addiction services. Jane and the nurse reflect on Bob’s situation.
Bob is asked how this sounds to him. He remains somewhat reserved
toward the new clinician but slowly begins to talk more. The addiction
clinician also shares what the conversation evokes for him and what
thoughts he has about Bob’s situation. It is agreed that they will meet
again in the same composition and invite Bob’s friend to join as well.

At the next meeting, Bob feels that he can now trust the addiction
clinician more. A social worker joins some of the subsequent meetings
to help clarify Bob’s financial situation, income, and the condition of
his apartment. Meetings gradually begin to take place in Bob’s home,
and eventually he is able to spend nights there. His friend attends
several of the meetings and supports Bob with practical matters.

Occasionally, Bob experiences increasingly intense and frightening
states while at home, and in those moments he returns to the hospital
for a few days to rest. Over the years, however, these experiences
become less frequent. His psychiatric contacts are gradually reduced,
and his neuroleptic medication is slowly tapered. Discontinuation
leads to temporary insomnia and a brief intensification of distress.
When Bob returns to the hospital, he is given a slightly higher dose for
a short period, which quickly stabilizes the situation. He can then
return to the lower dose, after which tapering proceeds even in more
cautious steps.

Over time, Bob develops a strong relationship with addiction
services and begins attending their groups. With the social worker’s
support, he finds a vocational training program and gains new goals in
life. His psychiatric contact is slowly phased out, and eventually it is
agreed that Bob—or a clinician from addiction services—can get in
touch whenever needed to reorganize support.




A holistic system can also centralize specialized assessments and
interventions that require a hospital environment, such as forensic
psychiatric evaluations, electroconvulsive therapy, ketamine treatment, and,
in the future, potentially psychedelic-assisted therapies. These interventions
are used selectively and situationally, primarily when other approaches have
not provided sufficient relief, or when symptoms are so severe (e.g.,
catatonia or profound depression) that establishing a functional connection
is not otherwise possible.

Ideally, the option for short-term overnight stays would be integrated
into outpatient-oriented services, with low-threshold access, continuous
staffing, and a more home-like environment, rather than relying solely on
formal inpatient admissions in hospital settings. Such flexible arrangements
could help stabilize acute situations while maintaining continuity of care,
reducing the need for prolonged hospitalization and excessive medication
use, and keeping care as close as possible to the person’s everyday
community context.

Some individuals require long-term support to maintain stability, safety,
and everyday functioning in the context of enduring vulnerabilities or
limited resources. Existing models of supported accommodation could be
further developed in a holistic direction by drawing on community-based
approaches such as the Soteria model, thereby creating living environments
that are more homelike and grounded in practices consistent with the
holistic framework. Such units can also provide opportunities for peer
support and for carefully structured medication-reduction strategies. The
Soteria model is discussed in more detail in Chapter 10.

Example of Soteria-House Support—Homeless
Alex

Susan contacts services because she i1s worried about her brother,
Alex, who has a long history of life stressors, periods of homelessness,
and substance use. Recently, Alex has appeared increasingly confused
and distressed. He has attempted to contact Susan repeatedly and has
also come into contact with the police. Susan feels unsure how to help
and calls a facilitator for advice.




A network meeting is arranged promptly at a shelter where Alex
had previously been staying. Alex is currently missing, but a
dialogical conversation takes place with Susan and the shelter staff.
Together, they reflect on Alex’s recent behavior, how he may be
experiencing the situation, and where he might currently be found.
Based on this shared reflection, the facilitator and Susan are able to
locate Alex. He is in poor physical and mental condition and is unable
to engage in sustained conversation. Given the severity of the
situation, it 1s agreed that Alex requires hospital care. To ensure a safe
transfer to hospital, they decide together to initiate an official referral,
which also enables transportation, even though Alex does not
explicitly oppose hospitalization.

In the hospital, new meetings are arranged promptly with Alex and
Susan. Medical assessment 1is initiated, including somatic
examinations and necessary treatment. Small-dose psychotropic
medication is also started to address acute confusion, distress, and
sleep disturbance. Over the following weeks, Alex’s condition
improves, but he is still homeless and remains somewhat confused and
vulnerable, suggesting a need for longer-term supportive care.

After discharge, Alex is brought to a Soteria house by his sister and
the familiar facilitators. The house is run mainly by former service
users. Upon arrival, he is welcomed by two staff members who spend
time sitting with him in the common area. Rather than conducting
formal assessments, staff ask how Alex is feeling, what feels most
difficult at the moment, and what helps him feel even slightly safer.
Alex says that he feels overwhelmed and frightened about his future.

During the first days, staff remain closely present in everyday
situations—sharing meals, engaging in casual conversation, and
spending quiet time together. Alex often paces and speaks anxiously
about his fears. Staff listen attentively, reflect back what they hear, and
avoid challenging or interpreting his experiences. They acknowledge
that the situation feels frightening and emphasize that now he is safe
and not alone.

Medication 1s discussed openly but not intensified immediately.
Staff explain that some people find medication helpful for calming
intense distress or improving sleep, while others prefer to see whether
a supportive environment is sufficient. Alex expresses a wish to try




managing with minimal medication for now. The focus is, therefore,
on rest, establishing a gentle daily rhythm and reducing environmental
stimulation.

Over the following days, Alex begins to sleep for longer periods.
His fears persist, but he becomes less agitated and more able to talk
about what he is experiencing. In conversations, Alex starts
connecting his distress to life events and disappointments, including a
relationship breakup, long-term substance abuse, and ongoing
insecurity related to housing and work. Staff listen and reflect without
drawing conclusions, allowing Alex to make sense of his experiences
at his own pace.

As weeks pass, Alex becomes increasingly engaged in everyday
activities, such as cooking, walking outside, and spending time with
other residents. Susan visits regularly, and joint conversations help
rebuild trust and clarify how she can support Alex without becoming
overburdened. Medication remains at a low dose and is gradually
reduced as Alex’s sense of stability improves.

Network meetings are arranged with Soteria staff, Susan, and a
familiar facilitator. Social workers are also invited, and with their
support, Alex is able to secure his own apartment.

Over time, Alex begins spending nights at his own home while
continuing to visit the Soteria house during the day. Together with the
staff and his sister, he plans a gradual transition back to independent
living, with the shared understanding that he can return to the house or
increase contact if distress intensifies.

The same facilitators continue working with Alex, gradually
inviting vocational support services into the meetings to support his
return to work. At times, Alex’s distress intensifies. On a few
occasions, he spends nights at the familiar Soteria house, which helps
him regain a sense of safety.

By the end of the process, Alex reports that he still occasionally
experiences “unusual” thoughts and fears but feels capable of living
with them and of seeking support when needed. Eventually, he settles
into his new job, establishes new relationships, and reports a high
level of satisfaction with his life.




5.4 Professional Roles

Because the holistic system reallocates resources from other tasks toward
the facilitation of dialogical spaces, this inevitably reshapes professional
roles. In practice, professionals—regardless of their original discipline—
would need training in the kind of generic relational work described earlier,
which optimizes the common therapeutic factors in virtually all clinical
encounters and, therefore, enhances the effectiveness of the holistic system
as a whole.

Such relational work would be supported, for example, by certain
practices familiar from psychotherapy: building a working alliance,
adopting an explorative stance, and forming an individual, contextual
understanding of a person’s current situation. From the perspective of a
holistic system, teamwork and co-facilitation are also essential so that the
process remains polyphonic from the outset and responsibility is shared
among workers. This enables them to meet people more calmly and safely,
without pressure to produce rapid solutions, interpretations, or decisions.

A core competency shared across all professions is the ability to create
and sustain a dialogical space; however, a holistic system also requires
more specialized roles through which such work can be anchored in clearly
defined tasks, grounded in a shared understanding. Below, the potential
implications for different professional groups are outlined.

5.4.1 Nurses

The most substantial changes would concern nurses. Their work would shift
from assessment duties, routine checkups, and standardized interventions
toward more psychotherapeutically and network-oriented tasks,
emphasizing service navigation and the facilitation of dialogical spaces.
This would strengthen continuity of care, support more goal-oriented,
dialogically informed work, and make it possible to establish a strong
alliance and a nuanced understanding of the service user’s situation early in
the process. Nurses’ professional identity would gradually rely less on
traditional nursing roles and more on expertise in holistic practice.

5.4.2 Physicians



Physicians could retain responsibility for care processes, but as other
professionals receive additional training, practical responsibility for day-to-
day work could be distributed more broadly, shifting the physician’s role
toward need-adapted consultation. If legal responsibility for care continues
to rest with the physician, it is crucial to ensure that this responsibility
remains reasonable, especially in settings where other staff have not yet
been adequately trained in holistic framework.

Ideally, legal responsibility would be shared more widely between
organizations and networks, increasing their decision-making power and
ensuring that service users are informed transparently about potential risks
and harms of different practices—including long-term maintenance
treatment, hospitalization, and involuntary interventions.

Such shared responsibility directly reduces the risk of authoritarian care,
because decision-making no longer depends on the risk-aversion of a single
profession but on collective judgment. At the same time, it can improve
patient safety and reduce escalation, as jointly informed decisions support
more careful consideration of when intensive interventions such as
medication or hospital care are genuinely needed. Shared responsibility also
reduces individual workers’ burden and improves well-being at work,
which in turn strengthens relationships and lowers the risk of fear- or
overload-driven mechanical responses.

It also reduces the tendency to default to standardized, risk-avoidant
practices—for example, continuing long-term medication or hospitalization
“just in case” because an individual clinician fears legal or other negative
consequences.

When the definition of problems and responsibility is shared, physicians’
time can be freed from routine assessments and administrative tasks and
redirected toward more direct clinical work. In milder situations,
responsibility can be assumed by other professionals and the social
network, allowing medical resources to be focused from the outset on more
complex or acute cases that are most likely to benefit from medical
expertise and interventions. Physicians may then participate in network
meetings as co-facilitators, particularly when medical documentation,
diagnostic clarification, or immediate symptom relief is required. Increased
availability and closer collaboration within teams also enable more careful
monitoring and long-term optimization of medication, thereby supporting
the development of safer and more deliberate deprescribing practices.



5.4.3 Psychologists and Psychotherapists

Psychologists could conduct more targeted assessments—for example, of
cognitive capacities, learning abilities, emotional functioning, and
personality—using established methods. However, such assessments would
likely be needed less frequently, and when they are carried out, they could
be more hypothesis-driven, since dialogical work already generates rich
information to guide tailored support. This more focused approach would
improve the psychometric validity of psychological assessments and free
psychologists’ time for facilitating dialogical meetings.

Both psychologists and psychotherapists generally have, through their
training, capacities for the kind of understanding and interaction needed to
create and maintain dialogical space. Their expertise can be particularly
valuable when dialogical work becomes challenging or when longer-term
individual psychotherapy is needed.

5.4.4 Social Workers

Social workers typically possess strong competence in contextual thinking
and network coordination. They could play a central role particularly when
multiple agencies or actors need to be involved, when flexible forms of
support must be organized, and when work must be coordinated externally
—for example, concerning benefits, housing, or financial matters.

5.4.5 Occupational, Physiotherapy, and Other Therapeutic
Professions

Many therapists already have training that aligns well with a holistic
orientation. A holistic system would enable broader and more flexible use
of their expertise—not only in supporting daily functioning and
strengthening the connection between body and mind, but also in providing
individualized guidance on lifestyle-related factors such as sleep, physical
activity, nutrition, and everyday routines. Working closely with individuals
and their networks, these professionals can help translate shared goals into
concrete, embodied practices that enhance agency, resilience, and self-
regulation in daily life. More broadly, their involvement supports a shift



from symptom-focused interventions toward practical, situation-based
support that promotes sustainable well-being.

5.4.6 Experts by Experience

Experts by experience often have an intuitive affinity with a holistic
framework, as they do not need to unlearn reductionist practices or rigid
professional boundaries. Their active involvement in care processes and in
the facilitation of dialogical spaces can increase authenticity and strengthen
trust, safety, and flexibility. Experiential perspectives can also challenge
taken-for-granted professional assumptions and bring attention to aspects of
situations that may otherwise remain invisible within formal service logics.

At the same time, it is crucial to recognize that a holistic framework does
not automatically resolve questions of power, representation, or epistemic
authority. When a holistic system is implemented through -existing
institutions, those institutions continue to define, evaluate, and legitimize
experiential knowledge and its practical use. If the system adopts a selective
or skeptical stance toward certain experiential concepts or narratives, it may
already be 1mplicitly ranking forms of lived experience—thereby
reproducing patterns of epistemic exclusion that do not fundamentally differ
from those found in reductionist systems.

Related questions also concern the boundaries of participation: to what
extent professionals may draw on their own lived experience, where such
boundaries are drawn, how responsibilities are allocated, and how
experiential contributions are recognized, compensated, and sustained over
time. One challenge arises from the fact that holistic systems already blur
existing professional boundaries, redefining the roles of expertise,
education, and other formal requirements.

In this sense, holistic framework does not provide ready-made answers
to these power-related issues. Their value lies rather in making such
tensions more visible and discussable. By shifting the focus away from
discipline- specific problem definitions toward complex situations as shared
objects of concern, a holistic framework can create more favorable
conditions for genuinely pluralistic forms of knowledge to be applied to
phenomena that are currently operationalized as psychiatric disorders.

It is also important to acknowledge that holistic frameworks may differ
from existing forms of lived experience work, which in many countries



have been organized around specific diagnostic groups. In a holistic system,
experiential roles would, therefore, need to be grounded in different
foundations. One option is to base experiential expertise on familiarity with
the use of holistic services—knowledge of their structures, relational
dynamics, strengths, and development needs—rather than on identification
with particular diagnoses.

At the same time, such a redefinition inevitably represents a normative,
top-down epistemic stance. By specifying what counts as relevant
experiential expertise, the system itself begins to delimit, value, and
organize lived experience in particular ways. This risks reproducing the
very problems outlined above: if certain experiential concepts or forms of
articulation are treated with skepticism or excluded, experiential knowledge
is implicitly ranked, and the system may cease to be genuinely open to
divergent perspectives. In this sense, attempts to reframe experiential roles
reveal a fundamental paradox. If no shared foundations are articulated,
reductionist frameworks are likely to regain dominance by default; yet if
such foundations are defined too rigidly, the openness required for
pluralistic engagement is undermined.

From a dialogical perspective, this tension cannot be resolved through
fixed role definitions alone. Rather, it must be continuously negotiated in
practice. A core task for both experiential experts and other professionals is,
therefore, to prioritize the creation and maintenance of dialogical space in
which multiple perspectives can emerge, interact, and transform
dynamically. In this way, dialogism functions not as a solution that
eliminates epistemic tensions but as a balancing principle that keeps them
visible, contestable, and productively in play.

As a result, experts by experience should have access to the same
training opportunities in holistic approaches as other professionals. This
supports abovementioned polyphony and enhances the overall quality of
services. Training access should also be reflected in appropriate
compensation and opportunities for career development. Although the
absence of a regulated healthcare title may legally restrict certain tasks in
some countries, experiential experts can participate as equal partners in the
facilitation of dialogical processes, as this work relies on relational,
communicative, and reflective skills that are not profession-specific. They
may also contribute in administrative, managerial, and service research and
development roles, where experiential and practice-grounded perspectives



can meaningfully inform the design, evaluation, and ongoing
transformation of services.

5.5 Training

To ensure that all workers—regardless of professional background—have
the skills needed to facilitate dialogical encounters, additional training is
required. A key challenge in the early stages is that many professionals
must first unlearn reductionist thinking and working habits. For this reason,
training must be closely integrated with everyday practice—through, for
example, direct supervision in clinical work—so that learning occurs within
ordinary encounters.

For the holistic system to function responsively and flexibly, it is
essential that workers come to know and trust one another and share a
common understanding of the aims of care. Differences of opinion must be
possible without anyone’s perspective being dismissed or minimized.
Training, therefore, needs to provide a forum where workers can get to
know each other and gradually develop a genuine culture of teamwork.
Alongside theoretical content, training emphasizes practical exercises that
build the interactional skills required to facilitate dialogical meetings.

Although training can support the development of a holistic system, the
holistic framework itself is not a single method, nor is it tied to specific,
bounded training packages in the way many psychotherapeutic schools are.
Rather, it functions as an organizational and practice-level framework—
much as reductionism currently does. In the existing system, many
practitioners already work in relatively holistic ways but are required to
operate within reductionist structures and procedures.

If the underlying ontology of the system shifts toward a holistic
orientation, it becomes possible to reach a critical mass in which teams
begin to operate holistically “by default” in everyday situations. In such a
context, practitioners with more reductionist orientations will also need to
adapt to the holistic framework, just as holistically oriented practitioners are
currently required to adapt to reductionist practices. Their specialized
expertise, however, remains valuable and can be meaningfully integrated in
situations that call for more narrowly defined or technical knowledge.



Holistic practice is supported by the fact that its core principles are
largely intuitive and grounded in ordinary relational capacities. These
principles rely primarily on the reorganization of resources and the creation
of conditions for collaborative team functioning, rather than on technically
complex methods. Nonetheless, it is likely that a certain critical mass of
competence and familiarity must be built before holistic ways of working
scale more broadly. For this reason, some form of predefined training and
orientation pathway is needed. The role of training within the broader
reorganization of the service system is discussed in more detail in Section
6.3 of Chapter 6.
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Chapter 6

Reorganizing Mental Health System

DOI: 10.4324/9781003777939-9

The previous chapters have outlined the conceptual foundations of holistic
psychiatry, examined how challenges currently operationalized as mental health
disorders or problems can be understood within this framework, and clarified how
holism reshapes the primary aims of support. They have also described dialogical
space as the core context through which unfavorable situations can begin to
reorganize.

At the level of individual encounters, dialogical work provides the conditions
for shared understanding, agency, and context-sensitive support. Yet for such
encounters to occur consistently—and to have durable effects beyond single
meetings—the surrounding service system must be organized in ways that
actively support them. Without structural alignment, dialogical practice risks
remaining an exception within a predominantly reductionist system, vulnerable to
being overridden by diagnostic gatekeeping, fragmented responsibilities, and
institutional routines.

This chapter shifts the focus from clinical interaction to system-level design. It
examines how mental health services can be reorganized so that dialogical spaces
are not dependent on individual practitioners’ commitment or skill but become
the system’s default mode of operation. This chapter addresses questions of
organizational structure, resource allocation, workforce competencies, financing,
leadership, and legislation, showing how each of these dimensions can either
constrain or enable a holistic system. The central argument is that a more holistic
system does not primarily require new methods or substantial additional
resources, but a reorientation of existing structures around responsibility,
continuity, and the facilitation of dialogical encounters as the system’s organizing
principle.


https://doi.org/10.4324/9781003777939-9

6.1 Foundations for Systemic Reorganization

A primary goal of service reorganization is to increase the likelihood of creating
dialogical spaces in which unfavorable situations can be addressed when people
request help. This likelithood can be strengthened by designing services that
directly support the key dimensions of dialogical space:

e Space in Time: First contact should occur when people request it, and
sufficient time should be allocated for the meetings. This requires
centralized service coordination that allows immediate access without pre-
assessments or referrals.

e Physical Space: Meetings should take place in environments where people
feel safe and comfortable. This is supported by mobilizing teams and
maintaining flexibility in the choice of meeting location.

e Social Space: All individuals who play a meaningful role in unfavorable
situations should be invited into the process. Workers should encourage
those requesting help to reflect on who might contribute to joint meetings,
and this inclusive approach should be maintained throughout all phases of
care.

e Discursive Space: Conversations should be polyphonic, enabling the
creation of shared understanding about what is happening and what might
help. Such dialogue simultaneously builds trust and strengthens
relationships. At the same time, it is important to recognize that
professionals inevitably occupy a position of authority and power within the
encounter, whether this is made explicit or not. Because professional
language and institutional roles can easily shape and dominate the process,
workers need to acknowledge this asymmetry consciously. They can support
a genuinely dialogical space by following people’s lead, creating room for
different perspectives, avoiding pathologizing language, and adopting a
stance of curiosity—opening space through wondering and asking new
questions.

e Mental Space: There should be openness and readiness for change,
especially at the moment when people reach out for help and may be more
receptive to new perspectives. Workers should tolerate uncertainty, keep an
open mind about possible solutions, and be prepared to meet each new
situation in a case-by-case manner.

At best, a dialogical space creates a shared, safe, and open setting where everyone
involved can better express their perspectives, listen to one another, and gradually
build a mutual understanding of the situation. It often immediately reduces



fragmentation, lowers anxiety, and interrupts crisis-maintaining feedback loops
by slowing the interaction, validating experience, and widening the range of
possible meanings. In doing so, it often allows the unfavorable situation itself to
reorganize; relationships stabilize, agency increases, and concrete next steps
become clearer and easier to agree on.

If the situation is prolonged or severe, the mutual understanding created in the
dialogical space can be used immediately to guide more reductionist support—
case-by-case, proportionally and without losing holistic orientation.

To guarantee dialogical space and ensure that the necessary structures for care
coordination and case-by-case support are properly established, a holistic service
system requires a clearly designated body to oversee its development and
maintenance. In principle, this could sit within social services or a comparable
sector; however, in many Western countries, psychiatry and mental health system
is the most feasible institutional home.

First, psychiatry holds significant definitional power over what counts as
mental health and mental disorder. If it continues to operate within a reductionist
framework, the development of a truly holistic system becomes almost
impossible, as difficulties and solutions would remain conceptualized in one-
directional, illness-centered terms. At the same time, psychiatric and mental
health services provide an organizational base from which holistic care can be
coordinated purposefully and coherently, and—when necessary—can ensure
access to acute symptom relief.

Second, psychiatry and wider mental health services already possess
substantial resources in many countries. If these resources are reorganized
differently, a more holistic system could be implemented without major increases
in funding or legislative reform. When a holistic framework is adopted, resources
naturally begin to redistribute toward maintaining it: help can be provided
without elaborate diagnostic or administrative predefinitions, reducing the need
for specialized units, gatekeeping, referral pathways, and sequential assessments.
This frees up capacity previously tied to overlapping evaluation procedures and
allows services to focus on immediate encounters. It also eliminates queues for
initial assessments, thereby reducing delays, preventing deterioration, and likely
diminishing overall demand as more people feel adequately met and supported at
the point of contact.

Third, a holistic system actively enhances the agency of individuals and their
networks from the outset, thereby decreasing reliance on professional
intervention. Because family members and other significant actors are invited to
participate from the beginning, support processes move more quickly into the
context of everyday life. This reduces the need to populate professionals’



calendars with pre-scheduled interventions and creates flexibility, allowing
workers to respond swiftly when needs are most acute.

Fourth, because care in a holistic system is tailored around an individual’s
specific situation, there is less need to move people between different
professionals and units. This cuts down on redundant work and enables more
rapid experimentation with concrete, situation-specific forms of help. It also
allows for smoother integration of other services and specialized expertise,
supporting more efficient distribution and targeting of resources.

Fifth, a holistic system is more permissive toward private- and third-sector or
different forms of community-based support that are not traditionally framed as
medical treatments but that may genuinely help individuals—such as lifestyle
services, hobbies, and social groups. The holistic stance also acknowledges that
some people may benefit from complementary or alternative practices. At the
same time, it minimizes the problematic aspects of such practices, which often
arise from reductionist claims about unverified mechanisms. Within a holistic
framework, no such mechanistic explanations are required: effects are assumed to
emerge on multiple levels regardless of method, enabling more constructive
dialogue and reducing unnecessary polarization.

Sixth, selective and minimal psychopharmacology is likely to shorten overall
treatment duration, as fewer resources must be devoted to medication initiation,
follow-up, and tapering. In the longer term, this reduces overall service use by
preventing medication-related complications, which often burden both psychiatric
and general medical services.

Seventh, a holistic system improves the ability to take overall responsibility
for care. One team remains responsible for the entire process regardless of the
type of difficulty. In reductionist systems, services are siloed and workers often
manage only one phase of care, making it difficult to maintain a coherent
overview. Responsibility is frequently shifted from one provider to another, and
workers may develop a misleading picture of what people actually benefit from,
as they see only narrow slices of situations and its consequences. This can lead to
over- or underestimation of specific interventions and limit the extent to which
care is aligned with individuals’ broader life situations.

By contrast, when responsibility remains with a single team, practitioners gain
a more complete understanding of each person’s trajectory. Care is no longer
experienced as a series of disconnected interventions but as a continuous process
that evolves with the needs of the individual and their network. Seeing the long-
term effects of care helps practitioners refine their judgment and make more
informed, less assumption-driven decisions. This strengthens shared professional
thinking and enables resources to be directed flexibly toward what is genuinely



helpful. Moreover, carrying full responsibility creates an incentive for
practitioners to support individuals in reorganizing their daily lives and networks
in ways that reduce service dependence and minimize relapse risk.

In sum, when support is organized around a single responsible team and
services revolve primarily around dialogical spaces, the system begins to self-
correct. Resources are gradually freed from processes and structures that are no
longer necessary and redirected toward immediate, relationship-centered
encounters. Overlapping assessments and diagnostic gatekeeping diminish, easing
the burden on specialized and inpatient services and reducing long-term service
demand. Because the model simultaneously strengthens the agency of individuals
and their networks, much of the meaningful change occurs in everyday
environments, enhancing the resilience of close relationships and broader
communities and further reducing pressure on formal services.

6.2 Reorganization and Resources

Figure 6.1 illustrates a stereotypical reductionist service system in which care is
divided into primary and specialized tiers. Primary services handle mild
difficulties, while specialized services manage more severe, complex, or chronic
problems. In many countries, access to mental health services is routed through
primary care, which aims to triage individuals so that, for example, “mild mood
symptoms” are treated within primary services or their mental health equivalents.
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Figure 6.1 Stereotypical care pathways and resourcing in a
reductionistic system <

Primary units assess the nature of the problem, may initiate medication, and
monitor progress. They can refer individuals onward to more specialized workers
if the difficulties appear linked to financial strain, social issues, or functional
impairments requiring occupational therapy. Some primary units offer evidence-
based interventions for specific disorders, such as brief cognitive-behavioral



treatments. If difficulties are judged not to fall within mental health, individuals
may be discharged or redirected back to other primary care units. Referrals to
private or third-sector services may also be issued.

When difficulties are more severe or prolonged, individuals may be referred to
specialized and secondary-level services. Most countries have some form of
intake or crisis clinic responsible for initial specialist assessment and differential
diagnosis. Acute or life-threatening crises may lead directly to hospital admission.
From hospital, individuals may be referred either back to primary services or into
specialized units depending on diagnostic conclusions.

Within specialist care, diagnosis determines onward referral to disorder-
specific teams offering highly specialized, evidence-based treatments.
Diagnostics continue, and follow-up reviews are performed similarly to primary
services. If, during treatment, a person’s presentation appears inconsistent with
the unit’s profile, they may be redirected to another unit or back to intake. If a
crisis emerges, they may again be sent to crisis services or hospital. When long-
term support is needed, various maintenance services—supported housing, long-
term medication monitoring, or group programs—may be offered. In many
countries, such maintenance work is eventually transferred back to primary
services or other sectors.

The arrows in Figure 6.1 show the multitude of directions in which a person
may be moved within a reductionist system. Even this complex illustration is a
simplification: most systems involve substantially more tiers, units, and parallel
processes. The figure’s 60 human icons represent the distribution of resources: the
majority are concentrated in intake, assessment, and inpatient units responsible
for diagnostic allocation, as well as in specialized units offering disorder-specific
interventions.

Because reductionist systems encourage specialization, a large number of
different actors become involved, and overall responsibility is easily fragmented.
Many services are delivered more or less automatically when certain criteria are
met, irrespective of whether they address the individual’s actual needs. This leads
to long waiting times, difficulty accessing care, and inefficiencies, as
interventions may not align with real-life situations. Resource shortages increase
the risk that the implicit goal of assessment becomes workload management—
shuffling individuals between units—rather than meaningful support.

The fundamental contrast with a holistic system lies in its centralization of
responsibility. In a holistic system, a single team or unit is responsible for the
entire process from beginning to end. The structural separation between primary
and specialist care is dissolved, as is the logic of disorder-specific service lines.
Most staff resources are pooled into the coordination of holistic, dialogical work.



Rather than being referred from one service to another, individuals remain with
their team, and additional actors are invited into the process as needed. This
creates a strong incentive for workers to tailor support in ways that help people
function in their everyday settings. The threshold for initiating prolonged or
intensive interventions—such as medication or hospitalization—therefore rises,
and attention shifts to concrete, transferable solutions.

Figure 6.2 illustrates how this reorganization reshapes care pathways and
resource allocation. As dialogical work becomes the system’s core activity and
responsibility remains with one team, resources formerly tied to intake and
assessment are redirected into this work. Because long-term hospitalization and
certain specialized interventions are expected to decrease, resources from these
areas can also be newly allocated to dialogical practice. The figure demonstrates
that a holistic system does not necessarily require significant additional funding
after implementation; rather, it re-orients existing, currently fragmented staff
resources toward a unified purpose.
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Figure 6.2 Holistic System

In holistic system, individuals are not routinely sent elsewhere. At key
transitional moments, other services may be invited into joint meetings. This
maintains shared understanding across sectors and secures continuity, eliminating
the need to repeatedly restart the relationship with new workers. Besides
coordinating work and resources, this structure strengthens the working alliance
—a core common factor in mental health outcomes.

6.2.1 Resource Configuration and Capacity Planning



The optimal level of staffing for a holistic mental health unit centered on the
facilitation of dialogical encounters cannot be defined with precision. Resource
needs vary according to cultural and societal factors, population size,
socioeconomic conditions, degree of urbanization, the availability of private- and
third-sector services, and the strength of primary care infrastructure.

As an illustrative benchmark, in the Open Dialogue system in Western
Lapland, the minimum staffing required to coordinate network-oriented dialogical
care has historically been approximately 60-80 staff per 100,000 inhabitants,
depending on the time period and method of calculation (e.g., Bergstrom et al.,
2025; 2026). Of these, around 5-10 per 100,000 were physicians, 20-30 per
100,000 specialized professionals (psychologists, social workers, occupational
therapists), and the remainder nurses. An additional 20—40 staff per 100,000 were
allocated more heavily toward psychiatric inpatient and other specialized
services, partly overlapping with the same workforce and characterized by
flexible movement between tasks according to system and service user needs. In
the Trieste community mental health service—another example of a
comprehensive and holistic, whole-service approach to mental health care
described in more detail in Chapter 10—the Department of Mental Health
employed approximately 87-90 staff per 100,000 population, excluding general
hospital staff and NGO-provided support services (Mezzina, 2014).

Although the workforce of a holistic system can be organized administratively
under a single unit whose primary task is the facilitation of dialogical spaces, in
practice, it is necessary to distribute these resources into smaller, locally
embedded community-based sub-units. Local units serve their own catchment
area, are easier to manage administratively, and operate closer to the everyday
contexts of service users. Smaller teams also strengthen team cohesion,
familiarity, and the interpersonal trust within teams essential for a model
grounded in shared responsibility. While the optimal population size for each
community unit depends on local factors, based on the above examples, a
catchment area of roughly 30,000-60,000 inhabitants is likely to provide
favorable team sizes and manageable coordination of care pathways.

Despite important organizational, cultural, and rural-urban differences, the
Open Dialogue system in Western Lapland and the Trieste community mental
health service in Italy operate whole mental health systems with broadly similar
staffing intensities—on the order of approximately 80-100 staff per 100,000
population—suggesting that comprehensive, community-based models of care
may require comparable levels of human resources. However, it is important to
emphasize that these figures are illustrative and primarily drawn from
experiments and practical experiences in high-income Western countries, where
service systems are generally well resourced and where care pathways are




administratively and financially streamlined—even if resource use is not always
optimal. In settings where psychiatric and mental health systems are
underdeveloped or under-resourced, building a holistic system may require
additional investment. This may present challenges in low- and middle-income
countries where the service infrastructure and workforce capacity may be
insufficient to establish a holistic system solely by reallocating existing resources.
At the same time, many such countries possess strong traditions of
community-based and participatory forms of care, which can be implemented
without large financial investment. Even in these contexts, however, it is essential
to strengthen core competencies among the workforce and, where necessary,
develop legal and regulatory frameworks that safeguard human rights and ensure
that practitioners are equipped to engage with the full spectrum of human
experience without resorting to authoritarian or discriminatory practices.

6.3 Strengthening Core Competencies in the
Workforce

Within a holistic system, contextual and relational ways of working become the
foundational mode of care. This requires a workforce trained not merely in
technical procedures but also in the facilitation of dialogical encounters. In
practice, such training can be delivered through peer-based, work-integrated
learning, whereby staff members train one another as part of their everyday
practice. This approach reduces the dependence on multiple “top-down” method-
specific trainings that, in reality, practitioners may find difficult to adopt
systematically or apply consistently. Moreover, training becomes productive work
in itself: training sessions and supervision directly support care delivery while
simultaneously ensuring quality monitoring. Peer training and modeling,
however, presuppose that a core group of staff first develop a sufficiently strong
grounding in the holistic framework.

Training needs can largely be met using existing continuing education and
supervision resources, provided these are reprioritized. A generic, system- wide
training program has a clear rationale: it scales a unified and common approach to
helping—regardless of the specific presenting issue—more effectively than a
collection of discrete method- or disorder-specific trainings. Additional
efficiencies arise when a subgroup of staff train first and subsequently train their
colleagues alongside routine work. This model can be implemented at regular
intervals. Over the longer term, it would be most effective to integrate training in
the holistic framework into basic health and social care curricula, thereby
eliminating the need to “unlearn” older models early in one’s career and allowing



the holistic orientation to be internalized organically through co-working and
team-based practice without the need for additional training programs.

Despite the emphasis on generic competencies and the optimization of
common helping factors across mental health care, a holistic system still requires
more specialized and sharply defined expertise. Such expertise is most naturally
cultivated on top of a general holistic foundation, which equips workers with
strong baseline capacities to sustain high-quality therapeutic interaction, to
remain responsive within complex interpersonal dynamics, and to tailor
psychotherapeutic and psychosocial methods on a case-by-case basis. By
foregrounding relational attunement and situational judgment, this foundation
reduces the risk of mechanically applying psychosocial techniques in ways that
may diminish their effectiveness and instead supports practitioners in shaping
interventions to the specific needs of the person, the relational context, and the
competencies they already possess.

Specialized skills can also be supported through collaboration with private or
third-sector providers, to whom service users may be referred depending on the
overall structure, availability, and funding models of the service system—
provided that the need for such referral is first jointly identified within the
dialogical process. This allows specialized services, often developed under
reductionist assumptions, to be deployed more precisely in response to actual
needs, reducing fragmentation and unnecessary duplication of work. And because
the holistic framework relies heavily on interactional practices commonly used in
psychotherapy, certain specialist interventions—such as individual and longer
term psychotherapy—could also be provided in-house, enabling specialists to
work more closely with the core treatment network. This, in turn, allows
psychotherapeutic work to be tailored more fluidly to the unfolding situation and
need.

6.4 Financing Structures and Incentive Alignment to
Reduce Medicalization

A central challenge in developing a holistic system is that, in many countries, the
financing of mental health services is organized according to the logic of
reductionist service production. In practice, funding streams are highly
fragmented, and both insurance-based and publicly funded systems typically
require that individuals be classified as suffering from a diagnosable disorder that
warrants a particular treatment. This structural reliance on diagnosis reinforces
medicalization: access to services and benefits becomes contingent on reducing a
person’s difficulties to a mental disorder category. In some countries, healthcare



funding is even directly tied to diagnostic rates, interpreted as indicators of
morbidity and thus of the need for additional resources.

Despite these structural constraints, the development of a holistic system can
begin within existing financing frameworks, by drawing on the use of diagnostic
codes and related administrative criteria in the manner outlined earlier. The same
coding logic can be used to justify eligibility for various social benefits. Because
these codes can be derived directly from current diagnostic classifications—
using, for example, higher order diagnostic groupings—progress toward a holistic
system need not initially require major structural or legislative reform. What
matters most is the practical meaning attached to these codes: whether they are
treated as entities that explain problems or as administrative tools that justify
access to services and specific forms of support.

In the longer term, however, it would be beneficial to develop financing
models not tied to disease constructs but rather to a person’s current situation and
collaboratively assessed needs. In fact, such an approach is not far removed from
current practice: descriptive diagnostic categories are already used
administratively to secure treatments and benefits. Within a holistic system, the
explicitly descriptive and administrative nature of diagnostics would make the
actual problems and their contextual roots more transparent, without reframing
them as something they are not. This would help align funding more precisely
with real needs, thereby improving cost-effectiveness. For example, work-related
stress would be less likely to be reframed as a depressive disorder requiring long-
term pharmacotherapy if the focus of care were the identified stressors and the
person’s current capacity to respond to them.

Another major challenge is that in many countries’ mental health providers—
both public and private—are funded according to service volume. Under such
models, providers have few financial incentives to develop holistic services
whose explicit aim is to support people in ways that reduce their need for
professional help. While reducing long-term service use is socially beneficial, it
may create economic disadvantages for providers if revenue is tied to utilization
rates.

In future, a more holistic framework could be supported, for example, through
outcome-based financing, where the primary metric is not service volume but the
person’s own evaluation of how well they were helped—combined with a
reduced need for services. If utilization falls below an expected benchmark and
the person reports satisfaction with the support received, a portion of the cost
savings could be reimbursed to the provider. Expected utilization benchmarks for
the development of the situation can be modeled using administrative data
through machine learning or other multivariate methods, as described in more
detail in Chapter 9. However, such models introduce many risks for providers,



funders, and service users alike and would require small-scale pilot studies and
further investigation before wider implementation.

Regardless of the precise financing model, a holistic system is likely to be
more cost-effective than a reductionist, institution-heavy system in which large
shares of resources are consumed by specialized units, diagnostic gatekeeping,
repeated assessments, and overlapping interventions. Over time, a holistic
framework may reduce pressure on the mental health system as a whole by
shifting focus away from viewing difficulties primarily as individual disorders.
This reduces medicalization, overtreatment, and the othering stigma that
diagnostic labels can perpetuate, while improving service responsiveness and
enabling communities to support individuals more effectively. Resources can then
be distributed more flexibly across other sectors—such as social services or
employment supports—according to actual need.

To maintain a holistic system, at minimum the financing model must allow for
consistent facilitation of dialogical encounters and the flexible allocation of
services according to the shared understanding developed within them. In many
countries, this could be accomplished with modest adjustments to existing
structures—through better prioritization of resources, strengthening population-
based core funding, consolidating financing streams, or allowing greater
discretionary scope in service provision beyond diagnosis-linked reimbursement
rules. In practice, this would most likely require a population-based global budget
model with integrated regional responsibility for mental health care. A regional
team or service network would receive a stable per-capita budget and retain
responsibility for coordinating support across the full continuum of care.

In some contexts, progress toward a holistic system may also be supported
through hybrid models, in which many preventive, community-based, or low-
threshold supports are funded by non-profit organizations, foundations, or local
communities. Under such arrangements, the public sector would finance
dialogical facilitation and institutional psychiatric care such as hospitalization,
while community actors would provide complementary support that integrates
seamlessly into the helping process. This reduces pressure on specialized,
infrastructure-heavy services and enables care to be embedded more naturally in
everyday environments without extensive bureaucracy or major organizational
expansion.

A key difficulty, however, is that most existing holistic systems or pilots have
been heavily publicly funded, which is not feasible everywhere. In many
countries, health and social care financing is multi-channeled, scarce, regionally
uneven, or dependent on market-based actors. In such settings, holistic integration
cannot be achieved simply by changing practices or reallocating resources.
Countries without robust public funding for mental health care may need to rely



on mixed sources—insurance, project-based funding, private actors, or
community-driven solutions. Here, the development of a holistic system requires
careful design of alternative financing arrangements to ensure that services are
cohesive rather than fragmented or dependent on ephemeral funding streams.

Across all financing environments, the core logic remains the same: when
attention shifts from diagnostic categories to people’s real situations and the
dialogical work centered on them, overlapping assessments and gatekeeping
diminish, access becomes faster, and resources begin to flow toward where they
are most useful. Over time, this may reduce the overall burden on the mental
health system, regardless of whether funding is primarily public, insurance-based,
hybrid, or community-driven. A holistic orientation allows systems to remain
functional and cost-effective even under constrained resource conditions—
provided that its basic principles are preserved and that service development is
guided by long-term planning.

6.5 A Leadership Perspective

Beyond structural, professional, and financial considerations, a decisive factor in
developing a holistic system is how services are led in practice (e.g., Gauffin et
al.,_2025). In the reductionist framework, services are organized around
predefined directives and diagnosis-based care pathways, with leadership flowing
top-down. This model prioritizes clarity of procedure, unidirectional control, and
linear cause—effect reasoning. Its central aims are predictability, controllability,
and risk minimization—features well suited to closed systems such as industrial
production, where processes, problems, and solutions can be specified in advance.

Holistic leadership, by contrast, rests on a different logic and aligns more
naturally with open, complex systems in which processes cannot be fully defined
beforehand (e.g., Stacey,_2011). Mental health services are a paradigmatic
example of such systems (e.g., Gauffin et al., 2025): challenges are multilayered
and ambiguous, and solutions emerge through multilevel interaction, contextual
understanding, and iterative, exploratory work. In these environments, organizing
principles are best understood as emergent and continuously evolving—albeit
within intentional boundary conditions defined by the organization.
Consequently, leadership becomes less vertical and more horizontal: instead of
directing from the top, it enables self-organization from the bottom up within a
shared framework.

In this sense, the leader within a holistic system resembles a facilitator of
network dialogue. Their central task is to create orienting structures, goals, and
boundary conditions that enable teams to organize themselves toward these aims.




As a result, teams hold greater responsibility and decision-making autonomy in
case-by-case service coordination. Leadership becomes less about prescribing
details and more about maintaining the integrity and coherence of the whole.

In practical terms, the key responsibility of a leader in a holistic system is to
ensure that staff hold a sufficiently shared understanding of the system’s purpose
—namely, the case-specific facilitation of dialogical encounters—and that they
have the structures, competencies, and working conditions required to enact this
purpose. Traditional top-down leadership remains necessary only in specific
circumstances that require immediate, decisive action.

Adopting a holistic framework also transforms how service organization is
designed. As administrative structures become lighter and more coherent,
leadership becomes distributed across smaller and more manageable units
embedded closer to everyday work. This proximity strengthens leaders’
substantive understanding, increases team cohesion, and ideally enables leaders to
participate—at least partially—in frontline activity, preserving insight into what
teams actually need. Reducing hierarchical layers simultaneously streamlines
governance and frees resources from administrative overhead, allowing them to
be redirected toward functions that more directly support holistic practice.

Structural adjustments alone, however, are insufficient. Leadership can also be
used deliberately to foster the adoption of holistic thinking. Yet if this is
attempted too broadly or too forcefully in contexts where holistic principles are
not yet widely understood, there is a substantial risk that the effort will be
interpreted through a reductionist lens. In such cases, the change becomes
reabsorbed into the existing paradigm: new guidelines are created, additional care
pathways are designed, detailed process maps are drafted, and administrative
oversight increases. Such top-down, mechanistic reform may appear structural
but does not alter the underlying logic of service delivery.

By contrast, if the holistic framework is clearly articulated as a long-term
direction and small-scale pilots are initiated in areas where service coordination
and holistic practices are already partially established, leadership can act as a
catalyst for consolidation and broader cultural transformation. This requires
leaders to define the overall direction while giving teams latitude to organize their
work in response to the situations they encounter. Implementation is strengthened
through shared discussions, low-hierarchy structures, situational decision-making
authority, and continuing professional education that supports the methodological
skills needed for dialogical facilitation. Leadership, in other words, does not
direct the content of care; it builds the infrastructure in which holistic work can
unfold and where solutions emerge from context rather than from pre-specified
protocols.



When leadership, resource organization, and everyday clinical practice all
begin to reflect the same logic, the system can gradually transform into a holistic
one without extensive top-down control. At that point, the holistic system is no
longer a reform imposed from above but becomes the organization’s operating
culture—just as reductionism functions now.

6.6 A Legislative Perspective

Although in many countries mental health systems can already be steered toward
a more holistic orientation within existing legal frameworks—through strategic
leadership, enhanced workforce competence, and shifts in organizational
structures and resource allocation—Ilegislative reforms can play an important role
in supporting and sustaining a holistic system.

Internationally, laws governing mental health care are often incomplete,
outdated, or inconsistently applied, thereby reinforcing a reductionist logic that
medicalizes life problems as psychiatric disorders (WHO,_2021). Such
frameworks not only narrow the scope of care but also expose individuals to
direct human rights violations, including discrimination, undue restriction, and
coercion. For these reasons, international bodies have emphasized the need to
update mental health legislation so that it aligns with human rights principles and
supports a shift toward participatory, community-based, non-coercive services
(Piras, 2017; WHO, 2023).

Legislation thus functions both as an enabler and a removal of constraints: it
defines minimum standards for service content and quality, ensures equality
before the law, and directs systems toward community-embedded support and
dialogical practice. The following is based on WHO (2023) guidance on rights-
based mental health legislation.

6.6.1 Decision-Making Capacity and Supported Autonomy

A first key issue concerns legal capacity. In reductionist systems, it is common
for a person’s decision-making authority to be curtailed on the basis of diagnosis,
symptom expression, or perceived “riskiness,” even when the situation would
allow for strengthened autonomy through supported decision-making. A holistic
system requires that the person’s will and preferences remain the foundation of
care—even during crises or when functional capacity is temporarily diminished.
Legislation should therefore establish a clear presumption of full legal capacity,
with any transfer of decision-making power restricted to narrowly defined,
exceptional circumstances. In place of substituted decision-making, the system



must build structures for supported decision-making, in which individuals receive
help clarifying their own wishes without losing control to others.

6.6.2 Minimizing Coercion and Promoting Voluntary Engagement

A second legal question concerns the use of coercion. Reductionist systems rest
on the assumption that well-being or public safety can at times be ensured only
through restrictive measures. In practice, this has normalized involuntary
medication, involuntary hospitalization, seclusion, restraint, and other forms of
coercion—interventions that often undermine trust, heighten fear, complicate
care, and paradoxically increase the likelihood of further coercion (WHO, 2023).

A holistic system is built upon voluntariness and collaboration. For this to be
realized, legislation must clearly emphasize that coercion is not the default and
that systems are obliged to develop non-coercive crisis responses and support
mechanisms. This does not preclude responding to acute crises; rather, it requires
that responses focus on presence, listening, relational safety, de-escalation, and
network-based support rather than restrictive interventions.

6.6.3 Service Accessibility and the Removal of Diagnostic Gatekeeping

A third legislative dimension concerns accessibility. In many countries,
diagnostic or tier-based service pathways are legally anchored in eligibility
criteria that determine who receives which form of care. These structures divert
resources toward gatekeeping and the administrative processing of criteria, often
resulting in the movement of individuals between multiple providers before help
begins.

In a holistic system, the request for help itself constitutes a sufficient
indication for a dialogical meeting; no diagnostic certainty is required to begin
support. To enable this, legislation must allow access to services without
diagnosis-based eligibility and must ensure that services can be delivered flexibly
—in homes, communities, and everyday environments—without heavy
administrative prerequisites. The law should support flexible use of services,
rather than binding them to rigid structures, methods or predetermined care
pathways.

6.6.4 Quality, Inclusiveness, and the Role of Social Networks

A fourth issue concerns quality and inclusiveness. A holistic system recognizes
that individuals are embedded within social networks that can be active
participants in care. Legislation must therefore guarantee opportunities for



meaningful involvement of family members, close others, and other relevant
network participants, without requiring them to hold specific legal roles or
delegated authority. The aim is not to transfer decision-making power to relatives
but to establish authentically collaborative care. At the same time, the law can
mandate culturally and socially accessible services—including language support,
mobile teams, or community-based modalities—which are basic prerequisites for
holistic work.

6.6.5 Oversight, Accountability, and Cross-Sector Coordination

A fifth legislative focus concerns the monitoring and development of the system.
The transformation implied by a holistic framework is profound: it shifts the
balance of authority away from professional control toward shared decision-
making and partnership. Since much of the necessary support lies outside health
care itself (housing, income support, employment, education, family and child
services, the legal system), the law must require cross-sector coordination,
information-sharing, and joint initiatives so that support can take place in real-life
contexts. Holistic care also requires transparent and independent oversight,
tracking issues such as the use of coercion, service accessibility, equality, and
people’s lived experiences. Legislation may require the systematic collection and
publication of such data, enabling the system to evaluate and correct itself.

Legislation can also help ensure that legal responsibility does not fall
disproportionately on a single professional or discipline. In reductionist systems,
liability for decisions may rest with an individual psychiatrist, which can lead to
overly cautious, risk-averse practices. In a holistic system, care is delivered
through collaborative, network-based processes; imposing individualized legal
responsibility is therefore inappropriate. Responsibility should instead reflect the
genuinely shared nature of decision-making.

6.6.6 The Limits and Risks of Legal Reform

The types of legislative changes described above can be difficult to implement if
practice remains grounded in a reductionist logic. For example, WHO (2023)
recommends prohibiting all forms of involuntary treatment—a goal that may be
challenging in systems where coercion is currently routine. If the law were to
suddenly prohibit involuntary measures in such contexts, there is a risk that
coercive practices might migrate into unregulated “grey zones,” or that
individuals might no longer receive support but instead be subjected to other
forms of social control, such as criminal justice measures.



For these reasons, priority should be given to strengthening the holistic system
itself, as such systems can be expected to reduce the need for coercive
interventions. This expectation aligns with empirical findings showing limited
evidence for the effectiveness of coercive measures—such as involuntary
hospitalization or seclusion—in preventing harm or dangerous situations (e.g.,
Corderoy_et al., 2024; Nyttingnes et al., 2023; WHO, 2023). Research similarly
provides little or mixed support for compulsory outpatient treatment in countries
where it has been implemented (Kisely et al., 2017; 2025, Kocher & Swartz,
2025; WHO, 2023).

In a holistic system, problematic cycles can be prevented by reversing the
sequence: by offering immediate, participatory, real-life support that reduces
escalation and thereby the likelihood of coercion. Table 6.1 illustrates how a
holistic service model, by altering the underlying production logic of care, can
itself minimize the need for involuntary interventions.

Table 6.1 Tllustrative comparison of how holistic and reductionist service logics
shape pathways toward or away from coercion <

Holistic system

Reductionistic system

Rapid response—the aim is to reach
the person immediately and with a
low threshold

Assessment—decisions are made
clinic-centered and often without
involving the person’s network

Dialogue—a shared understanding of
the situation is built together with the
person and their network

Diagnosis—the situation is
interpreted primarily through the
lens of illness

Support in the person’s own
environment—help is provided
where the difficulties actually emerge

Hospitalization criteria—focus is
on risk avoidance and on whether the
person meets the threshold for
inpatient care

Building change—support focuses
on everyday life, relationships,
concrete factors, and the systematic
building of trust

Transport to another unit—
moving the person breaks everyday
connections and existing therapeutic
relationships

The situation calms—an inclusive
approach reduces conflict and the
risk of escalation

Resistance—separation and
involuntary transfers increase fear
and conflict




Holistic system Reductionistic system

Situations leading to coercion do Coercion—the chain easily results
not emerge—both formal coercion in involuntary treatment
and “coercion in the dark™ decrease

6.7 Summary of Service Reorganization

The core premise of a holistic system is a shift away from structures in which
care is organized around diagnoses, gatekeeping functions, and hierarchically
tiered levels of treatment. Instead, support is organized around the person’s
current situation, their social networks, and the concrete needs arising in everyday
life. Reorganization begins with the principle that one team assumes full
responsibility for the process from start to finish, coordinating dialogical spaces at
the outset and at key transition points. Based on the understanding generated in
these dialogues, the team facilitates the practical helping process in a case-
specific manner, drawing on more reductionist forms of specialized expertise
whenever needed. This reduces the need to move people from one service to
another, diminishes duplicative assessment work, and shortens delays in receiving
help—thereby reducing the overall burden on the entire service system.

A holistic system does not inherently require major additional resources;
rather, it requires reallocation. Because care is no longer dependent on diagnoses
or complex referral chains, much of the current assessment and gatekeeping work
becomes unnecessary. The same applies to specialized units: once care is
structured around dialogical encounters and personalized real-life support, siloed
service structures lose their relevance, allowing a significant proportion of the
workforce to be redirected toward immediate encounters with those seeking help.

The functioning of such a system depends on a workforce sharing a
foundational competence in dialogical practice. This competence can be
strengthened through supervision and training integrated directly into everyday
clinical work. At the same time, the system can retain and utilize specialized
expertise but does so by integrating it into the holistic helping process through
flexible dialogical structures, with the same team maintaining responsibility for
the overall process.

A holistic system also requires a different way of understanding financing and
incentives. Whereas reductionist systems link funding to predefined diagnoses
and service utilization, a holistic system emphasizes needs-based support, where
success 1s defined not by the volume of care delivered but by whether the support
is no longer needed and people feel genuinely helped. Over time, a well-



functioning holistic system is more cost-effective, as it is likely to reduce
overtreatment, medicalization, and duplicative processes, as well as the need for
high-intensity interventions such as long-term institutional care and long-term
medication.

Leadership also assumes a different form in a holistic system. Rather than
governing from the top-down micro-management, leadership primarily involves
creating the direction and enabling conditions that allow teams to work
autonomously in accordance with the system’s aims.

Legislation forms the system’s invisible backbone. In many countries, existing
mental health laws are built upon a reductionist logic that directly supports
involuntary interventions, diagnostic  gatekeeping, and individualized
medicalization. A holistic system instead requires the protection of legal capacity,
a move away from the primacy of coercion, and the enabling of flexible,
community-based, participatory forms of support. The role of legislation is to
ensure that care occurs in the context of the person’s will, everyday environment,
and networks, and that the system operates equitably, collaboratively, and in
accordance with human rights.

When these structural, financial, professional, and legal components align, a
holistic system begins to self-correct: gatekeeping diminishes, flexibility and
learning increase, the need for coercion declines, and resources become directed
precisely where they are most useful. A holistic system is not a method but a
reorganization of mental health care such that people, their networks, and their
everyday contexts constitute the primary frame of reference for practice.
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Chapter 7

Challenges of the Holistic Framework

DOI: 10.4324/9781003777939-10

The preceding chapters have outlined how a holistic framework can
reorganize mental health care around dialogical spaces, shared
responsibility, and context-sensitive support. This chapter turns to the
practical, conceptual, and institutional challenges that arise when such a
framework 1is introduced into systems long shaped by reductionist
assumptions. Rather than treating these challenges as peripheral obstacles,
this chapter examines them as structural tensions inherent in any attempt to
transform the epistemological, professional, and organizational foundations
of psychiatry and mental health services.

This chapter begins by exploring tensions between reductionist and
holistic modes of understanding, focusing on professional identity,
expertise, leadership, and authority. It then examines divergent perspectives
on problem definition and service demand, including the social appeal of
diagnosis, medicalization, and concerns about access and resource use.
Subsequent sections address the cognitive and philosophical complexity of
holistic thinking, practical risks related to implementation and equity, and
common concerns regarding safety, medication use, and psychiatry’s
medical role. This chapter concludes by synthesizing these challenges and
outlining conditions under which a transition toward a holistic system can
proceed responsibly—acknowledging uncertainty, ethical complexity, and
political constraints while clarifying why such a transition remains both
necessary and feasible.


https://doi.org/10.4324/9781003777939-10

7.1 Tensions between Reductionism and Holism

At present, the holistic framework differs markedly from both the general
population’s intuitive ways of understanding mental distress and the
conceptual orientation embedded in the basic training of most health
professionals. For practitioners in high-status expert roles in particular,
shifting toward a more holistic mode of working requires a substantial
transformation of professional identity—a process that may be burdensome
and elicit resistance. These same professionals are often key subject-matter
experts or occupy leadership positions that significantly shape the
development of the entire service system. As a result, new practices are
typically adapted to fit the prevailing reductionist framework, which can
obscure or dilute the holistic perspective, especially if it is perceived as
threatening one’s professional status or role.

The coexistence of divergent epistemological and practical orientations
can generate tensions both within services and across sectors. In the
absence of shared concepts and values, collaboration becomes more
difficult, and the effectiveness of care may suffer. From a reductionist
perspective, holistic practices may appear overly loose, vague, or even
unsafe, particularly if they are perceived as diminishing the use of
“evidence-based” interventions. Conversely, from a holistic standpoint,
reductionist practices may seem overly individualized, authoritarian, or
unnecessarily narrow in scope. Even when the benefits of a holistic system
are acknowledged, the prevailing reductionist model may still feel safer and
more manageable, offering clear roles, criteria, and procedural certainty.
This does not mean that the model is the most effective way to organize
services, but rather that system-level change appears risky in contexts
already characterized by excessive workload and structural complexity.
Transitioning to a holistic framework may therefore seem unrealistic
precisely when services are most strained.

Tensions are amplified by the fact that psychiatric expertise is
reconceptualized within a holistic system. Rather than diminishing
professional competence, the shift reorients it away from the authority of
individual experts and toward shared, polyphonic decision-making.
Expertise becomes less a function of professional status and more a matter
of how each practitioner participates in constructing situational
understanding. In effect, the holistic system democratizes professional



roles, strengthens the collective agency of teams, and reduces hierarchical
dynamics so that decisions rest on distributed expertise rather than the
authority of a single discipline. While this can reduce pressure on individual
clinicians and improve well-being at work, it may also provoke uncertainty
among those accustomed to strong professional identity markers or clear
procedural guidelines.

Democratizing professional roles does not eliminate the need for
specialized knowledge; rather, it reshapes how such knowledge is used.
Physicians remain responsible for medical expertise, nurses for continuity
of care and practical organization, psychologists and psychotherapists for
psychological phenomena and relational processes, and social workers for
navigating bureaucratic systems and mobilizing external actors. In a holistic
system, these competencies are not ranked hierarchically but are integrated
into dialogical helping processes such that each profession’s expertise
complements the others more effectively. Responsibility thereby shifts
toward interdisciplinary teams, increasing transparency in decision-making
and reducing the legal and professional risks borne by individual
practitioners.

However, if workers perceive their roles as becoming blurred or
threatened, various defensive reactions may emerge—such as reasserting
professional boundaries or creating new specialized tasks to reinforce one’s
status. Such tendencies run counter to the principles of a holistic system and
can reintroduce siloed divisions of labor. Minimizing these risks requires a
carefully managed and gradual development process anchored as close to
frontline practice as possible. The focus must remain on strengthening
collective team agency and maintaining clear, shared role definitions
aligned with the system’s aims.

For this reason, it is essential that responsibility for the holistic system
and its leadership is assigned to a clearly defined body that carries the
mandate to articulate the care philosophy and overall division of labor.
When principles and roles are transparent and widely understood,
practitioners are more likely to experience their work as coherent and
meaningful, and the holistic framework becomes not a threat but an
opportunity. This also ensures that helping practices remain purpose-driven
and that every professional—regardless of discipline—occupies a
meaningful place within the shared, holistic helping process.



A central challenge in developing a holistic system is that resistance may
be strongest among the leadership levels whose support is necessary for
implementation. This stems from the fact that a holistic system substantially
simplifies service structures, immediately reducing the need for
multilayered administration. As decision-making shifts from hierarchical
structures toward team-based and distributed expertise, traditional
managerial roles lose much of their existing power and control functions.
At the same time, the meaning of leadership changes: rather than
administrative oversight, it becomes a facilitative practice grounded in
supporting dialogue and team agency. For many leaders, this can feel
unfamiliar and destabilizing to established professional identity.

It 1s therefore understandable that such systemic change elicits
uncertainty, particularly among those whose authority is tied to the current
structures. Yet leadership does not lose relevance within a holistic system—
quite the opposite. Its focus shifts toward creating the culture, trust, and
enabling conditions necessary for holistic work to flourish. Successful
transformation therefore requires that leaders are offered a clear role as
architects of the new system, as well as support in adopting a facilitative,
rather than directive, leadership model.

7.2 Divergent Perspectives on Problem Definition
and Service Demand

Beyond the resistance that may arise among practitioners and organizational
leaders, tensions can also emerge in relation to service users themselves.
First, people often seek simple, rapid solutions to their difficulties—
solutions that a holistic system may not be able to offer as quickly.
Although the aim of active listening and collaborative problem-solving is to
create an experience of immediate support, the process may nevertheless
feel slower when compared with traditional models in which help is
channeled directly through an expert, commonly in the form of a diagnosis
or medication.

In addition, in many countries people are accustomed to relying on
specific experts and expecting unidirectional interpretations of their
problems—for example, receiving a diagnosis. Even though a psychiatric
diagnosis does not, in principle, explain the origins or meaning of a



person’s difficulties, it can still provide a sense of structure and of being
understood. A diagnosis may also alleviate guilt, particularly in
individualistic Western societies where personal struggles are often
attributed to individual responsibility and interpreted as signs of weakness
or failure. At times, people may even feel dismissed if certain forms of
distress are not attributed to a medical disorder.

As noted earlier, efforts to reduce stigma have long sought to normalize
diagnostic labels rather than to deepen public understanding of the
underlying phenomena these labels describe (e.g., Read et al., 2006). As a
result, some diagnoses have become socially accepted ways of describing a
wide range of human traits and life challenges. For many, a diagnosis has
become part of their identity and, importantly, a prerequisite for accessing
essential services and supports.

It 1s crucial, however, to recognize that the widespread appeal of
diagnoses is largely a response to a lack of viable alternatives. Societal
stigma still persists toward individuals whose functioning does not align
with cultural norms and expectations. Social media has likely intensified
these pressures by both amplifying public judgment and shaping
increasingly narrow behavioral norms. In such a climate, a medical
diagnosis may be the only socially sanctioned explanation for reduced
functioning or psychological distress. This dynamic contributes to a
narrowing of what counts as “normal,” fueling diagnostic inflation as
increasingly common human experiences are framed as medical disorders,
thereby reducing the specificity and clinical utility of diagnostic categories.

Although a diagnosis may be meaningful for many and provide a
vocabulary through which to articulate their experiences, relying on
diagnostic categories as tools for identity formation can present challenges.
Diagnoses are unavoidably culturally grounded and derived from consensus
classifications created by experts within a particular sociocultural and
historical context. They therefore reflect the views of a relatively narrow
demographic group (high-status medical professionals) concerning what
should be considered normal or abnormal. When individuals come to define
themselves through such categories, diagnoses can unintentionally reinforce
stereotypes and rigid assumptions and may generate conflict—for example,
when diagnostic criteria are not met or when classification systems change.

More broadly, the idea that a person’s experiences are taken seriously
only after they are medicalized as a disorder can be understood as a by-



product of reductionist thinking. From a holistic perspective, suffering,
distress, and non-normative traits are real and worthy of attention in their
own right. People can and should be supported without requiring that their
experiences first be reframed as medical abnormalities.

A complication, however, is that contemporary service systems often
require the medicalization of personal characteristics in order for
individuals to access needed support. This dynamic has expanded the remit
of mental health expertise into an increasingly broad range of human
experiences. In turn, this has contributed to the internalization of diagnostic
identities and increased pressure on services. When service systems become
overloaded, timely help becomes more difficult to obtain—thereby
prolonging and intensifying the need for support.

In this context, the transition toward a more holistic system can appear
risky. If waiting lists and referral processes were abruptly removed, it is
feared that demand would become unmanageable. Consequently, even an
inefficient yet predictable system may be viewed as the “lesser evil,”
despite its role in perpetuating chronicity. Politically and financially, it is
often considered safer to expand existing resources within the current
model than to restructure the architecture of services so that existing
resources would be used differently—and potentially more efficiently—
without requiring additional investment.

Thus, a central concern involves relaxing entry criteria for services,
which is feared to result in unpredictable increases in service use and thus
in resource demands. Yet it is important to note that under existing systems,
people already expend considerable effort attempting to enter care, and
these attempts themselves consume substantial resources that could instead
be directed toward immediate, meaningful encounters. For example, triage,
assessment, and referral processes consume a large proportion of mental
health service capacity, even though they are intended to control demand.

Over the longer term, the broader adoption of a holistic system may
actually reduce overall system burden precisely because it does not
individualize problems. It may lessen feelings of guilt, increase recognition
of the situational nature of distress, and soften socially constructed “mental
health problem” categories and the stigma attached to them. At the same
time, it may strengthen personal agency and enhance the capacity of
communities to support their members in difficult situations without relying
as heavily on specialized services or professional intervention.



Some concern relates also to the possibility that, without predefined
treatment packages or tightly structured service pathways, people might use
services excessively or remain in care “by choice.” It is important, however,
to recognize that people do not seek mental health services for their own
sake or remain in them without reason. Services provide—or are expected
to provide—something that is missing from a person’s life: relief from
distress, companionship in the face of loneliness, reassurance that potential
illness will not go unnoticed, or—in some systems—a necessary
prerequisite for financial support. For many, real alternatives do not exist,
and service use becomes obligatory: refusal or disengagement can lead to
coercive interventions.

A holistic system reduces these dynamics by moving care into people’s
everyday environments and by mapping out their actual needs while
activating existing social networks. In this way, the service system is less
likely to become the central organizing structure around which a person’s
life is built, and everyday life is more readily anchored in other meaningful
contexts. This also frees resources for those who genuinely require longer
term forms of support.

7.3 The Complexity and Challenges of Holistic
Thinking

The holistic framework runs counter to a fundamental human tendency: the
inclination to simplify, compartmentalize, and categorize phenomena into
readily digestible parts. Adopting such a framework often requires a
deliberate shift in both mindset and professional habit, which can be
cognitively and emotionally demanding. For this reason, holistic thinking
may be experienced as complex, ambiguous, or even threatening. This
sense of complexity becomes pronounced when one attempts to approach
holism from within a reductionist framework—particularly if the implicit
aim 1s to formulate generalizable models by mapping linear causal
relationships among multiple factors. Under such an approach, the number
of potential variations appears endless.

Holism is also accompanied by a set of philosophical considerations.
Emergence—the idea that wholes possess properties not reducible to their
constituent parts—is frequently invoked as a placeholder concept in



instances where a phenomenon is not yet sufficiently understood. It is often
assumed that, as science advances, increasingly precise causal mechanisms
will ultimately reveal how complex phenomena can be broken down into
their elementary components. Under such a view, the core premise of
holism may appear merely as an admission of ignorance: an
acknowledgment that we do not yet understand how the interaction of parts
generates the whole.

Even if this were the case, emergence can still function as a useful
heuristic when phenomena do not in practice reduce to discrete, isolable
components. In clinical work this is particularly salient: a person’s state
cannot be inferred from group-level definitions or symptom profiles, nor
can causal relationships be meaningfully derived from diagnostic
classifications.

Despite its apparent complexity, the holistic system paradoxically
renders the mental health service structure considerably simpler. Its
foundation is not the exhaustive mapping of causal chains, but rather a shift
of focus from individual elements to the whole. A holistic system therefore
emphasizes the generic, common factors of mental health care, reducing the
need for practitioners to master multiple theories or specialized treatment
models. This lessens cognitive burden: practitioners are not required to
interpret experiences as evidence of some underlying entity or continually
evaluate which specific method is “correct” for a given situation. What
matters more is to follow the person and their social network, help them
explore their circumstances from different perspectives, and co-construct a
shared understanding of how their situation might be addressed concretely.

Holistic practice also distributes expertise more broadly across different
actors, enabling more comprehensive forms of support and reducing the
tendency to reframe diverse life phenomena as psychiatric disorders. At
best, this can strengthen community capacity, guide policy and services
toward supporting broader determinants of well-being, and reduce the
likelihood that individuals are funneled unnecessarily into mental health
care. Such a shift in thinking, however, is gradual, and holistic approaches
must inevitably coexist with more reductionist ones for a considerable
period. This coexistence brings a range of practical challenges, as efforts to
work holistically encounter institutional structures, expectations, and habits
still shaped by reductionist logics.



7.4 Practical Challenges of Governing Situations
in Reductionist Systems

The contemporary public healthcare system is largely organized according
to a reductionist logic. This same principle underpins many mental health
development initiatives and the strategies that guide them, ranging from
national policy frameworks to project-based reforms and local managerial
practices.

As discussed above, the development of a holistic system is, in many
countries, at least partly feasible within existing structures. Doing so,
however, requires active leadership support and forms of governance
aligned with the dynamics of complex systems—most notably leadership
grounded in dialogical interaction. The challenge is that, from the
perspective of policymakers, senior managers, and funders, reductionist
systems tend to appear clearer and easier to control, as problems and the
interventions designed to address them are predefined. A holistic system, by
contrast, requires more open architecture and a broader distribution of
responsibility across frontline workers, service users, and their networks.
For many—Ieaders, staff, and service users alike—this shift can initially
feel uncertain or even alarming. For this reason, the development of a
holistic system must emphasize the centrality of team-based work and
shared overall responsibility, ensuring that no individual is left to carry
responsibility alone.

Keeping definitions and care pathways more open inevitably raises a
number of practical and ethical concerns. A common worry is that care may
become overly dependent on the personal preferences of individual
practitioners, thereby generating inequities. I.e., when shared rules are not
tightly standardized, the course of care may depend more on which staff
members happen to be involved and on how initial encounters are
structured.

Some development projects have, for example, found that increasing
responsiveness and comprehensiveness improved care for people with
milder difficulties but not for those with more severe problems (Iyer et al.,
2025). Although such projects did not follow the holistic framework
presented in this book, the observation highlights important questions about
prioritization and the allocation of support. When needs are defined largely
through negotiation, the process may favor not only certain practitioner



preferences but also those service users who are better able to articulate
their needs or insist on specific forms of care. Furthermore, when work
becomes concentrated around the initial and transitional phases of care,
individuals requiring long-term support may receive less attention—
including those for whom accessing and organizing care is already difficult.

These challenges, however, are not insurmountable. As noted earlier,
increasing responsiveness and broader holistic thinking across the
population may, over time, reduce the number of people with “mild”
difficulties seeking formal mental health services. When support becomes
more accessible through other routes, and when communities gain greater
resilience and tolerance for diversity and life challenges, problems are less
readily pathologized as individual disorders, and communities gradually
strengthen their own capacity to support members in everyday contexts. In
addition, rapid responsiveness allows for more accurate assessment and
planning based on a richer, mutually constructed understanding of a
person’s current circumstances. This enables services to be organized more
precisely according to actual need, preserving resources for those who
require more substantial support.

The flexibility inherent in a holistic system—compared to reductionist
models—also makes it possible to modify care processes quickly when
interventions prove ineffective or harmful. This, however, requires adequate
staff training and structures that support individualized planning. One risk is
that only a subset of staff may be trained in the holistic framework, while
much of the system continues to operate according to the older logic. In
practice, this makes implementation challenging: holistic functioning
requires broad adoption, reaching a critical mass of practitioners who share
the conceptual foundation. Such systemic change is often perceived as risky
and too labor-intensive.

A key practical challenge—both organizationally and financially—is
determining how a holistic system should be operationalized and measured
in a way that allows controlled implementation. Because flexibility and
contextual responsiveness are at the core of the holistic framework, overly
rigid operationalization risks transforming the system into a categorized and
inflexible one—the very opposite of its intended logic. Development
efforts, definitions, and indicators should therefore be grounded in the
principles of open, complex systems, such as self-organization, adaptability,
and the acceptance of a degree of unpredictability. The aim is not to



construct a strict regulatory framework but to establish direction and broad
operational boundaries within which services can organically reorganize
toward holistic practice when certain preconditions are met. Such thinking
fits poorly within existing reductionist structures, managerial models, and
measurement systems, which are not well designed to support or pilot such
approaches.

Another challenge of operationalization concerns the proposed ontology
in which mental health problems are understood as unfavorable situations
rather than individual disorders. This inevitably raises ethical and practical
questions: Who determines when a situation is unfavorable? From whose
perspective? And on what grounds?

In most cases, the origin of concern—and thus the definition of the
unfavorable situation—is relatively clear: someone feels they, or another
person, can no longer cope, manage, or feel well. The alleviation of this
concern is itself a meaningful indicator that the situation is improving. In
such cases, the request for help is sufficient justification for arranging an
initial dialogical meeting, and legally the “patient” is the individual whose
situation is the source of concern. In practice, mental health services already
operate largely in this manner.

However, there are many situations in which it is unclear whose
“problem” the situation is. For example, a person experiencing mania may
view their state positively—even as empowering—because it may heighten
perceived creativity, performance, or opportunity. At the same time, the
situation may be immediately unfavorable for relatives and care providers
— and later likely for the individual themselves. In such conflicting
scenarios, the goal is to seek compromise and balance: preventing
escalation while strengthening the agency of the individual and their
network so the situation remains tolerable for as many people as possible,
for as long as possible, and is less likely to deteriorate.

There are, however, situations—such as violence or abuse—where
compromise is impossible without worsening the situation for one party.
Here, a human-rights-based approach becomes the guiding principle:
assessment and action must revolve around protecting fundamental rights,
prioritizing those in vulnerable positions, who in such cases hold the legal
status of the patient. WHO (2021; 2023) likewise emphasizes that human
rights should be the primary organizing principle of the system, and their
importance becomes especially salient in ethically ambiguous situations.



This principle provides the holistic system with a foundation that minimizes
ethical risks arising from operationalization.

It is also important to recognize that, within a holistic system, situations
are understood primarily as processes—not as categorical entities
comparable to disease classes acting as underlying causes. Many conflicted
or unfavorable situations begin to shift already in the early phases of the
process as the circumstances are reframed, allowing ethical questions to be
resolved more readily as the situation evolves.

For example, in cases of intra-family violence or abuse, the process can
be staged so that the rights and safety of the victim are secured first. This
may involve decentralizing the support process through separate meetings
and immediate changes in living arrangements so that the original situation
begins to transform. Once this initial reframing occurs, new and partially
separate processes can emerge—for example, supporting the perpetrator in
ways that reduce future risk. Such approaches can indirectly contribute to
safer overall outcomes.

It is equally important to note that such complexity is always present in
reductionist systems as well, though often obscured by their structures and
therefore less visible to practitioners. Thus, reductionist systems must make
similar ethical judgments, but typically more indirectly—for example,
through diagnostic labels—rather than focusing on the overall situation and
its reorganization. This can increase the risk of human rights violations,
because problems may be more easily reduced to an individual and their
diagnosis, shaping interventions accordingly. Holistic framework instead
brings ethically complex situations into view so they can be worked through
and, ideally, resolved.

7.5 Medical Responsibility without Disease
Reification or Disciplinary Dominance

Beyond these practical and ethical issues, operationalization raises a
foundational question: what is the core mandate of mental health services?
If this mandate is defined solely as resolving unfavorable situations, the
boundaries between mental health care, social services, and other societal
sectors may appear to blur. Yet this blurring brings an underlying tension
into sharper focus: the current system already channels a wide range of



psychosocial difficulties into mental health services through diagnostic
categories—mainly in cases where no latent disease entity can be
meaningfully assumed, and where mental health care may not represent the
most appropriate or sufficient context for addressing the difficulties at hand.

A related concern is whether psychiatry ceases to be a medical specialty
if it no longer treats discrete “diseases” but rather complex situations. This
question points to a deeper issue: how medical illness, or more precisely,
how situations that warrant medical responsibility, should be defined.

Critics have long argued that psychiatric problems cannot be regarded as
diseases in the same sense as many somatic illnesses, as they cannot be
reduced to identifiable cellular or physiological abnormalities (e.g., Szasz,
1961). However, it is argued that this critique overlooks the fact that
numerous conditions routinely addressed within medicine—such as chronic
pain, functional somatic syndromes, or headaches—are medically defined
despite lacking a singular biological lesion (e.g., Benning, 2016). In these
cases, medical responsibility does not arise from the presence of a discrete
disease entity but from the existence of a burdened whole that requires risk
assessment, protection of the service user’s situation, and coordinated
management of physiological, psychological, and social factors.

From this perspective, there is no logical barrier to understanding as
matters of medical responsibility those complex situations and forms of
distress that, within existing institutional arrangements, are assigned to
psychiatry or to the mental health system as a whole. In practice, society
already entrusts the mental health system, through psychiatry, with
responsibility for situations characterized by etiological uncertainty and
intertwined psychological, physiological, and social burdens that cannot be
adequately addressed by any single sector alone. The holistic framework
does not expand this mandate but rather renders it more explicit. By making
this reality transparent, it allows psychiatry to articulate a clearer identity as
an integrative medical field.

At the same time, understanding unfavorable situations as psychiatry’s
object of concern should not be confused with an expansion of psychiatric
authority. Situations are not owned by psychiatry; rather, they disclose the
necessity of coordinated, pluralistic responses in which medical expertise
constitutes only one contribution among others. Holism thus limits
disciplinary dominance rather than extending it. In this sense, holistic
psychiatry is best understood as a transitional framework: it enables the



reorganization of existing resources, institutional responsibilities, and
system-level coordination within structures that are already in place,
without requiring the dismantling of psychiatry as a medical institution or
its replacement by an entirely different one. By working through psychiatry
rather than around it, change becomes possible within the legal mandates,
funding mechanisms, and clinical infrastructures that currently shape
mental health system.

Understanding situations as the primary object of concern does not mean
treating them as an additional ontological “layer” alongside the physical,
psychological, and social dimensions of human existence—a move that has
been critically questioned in some philosophical debates (e.g., Niemeld,
2022). Rather than ontological structures in their own right, situations are
understood here in terms of contextual emergence. Instead of answering the
ontological question of what it means to be human, this perspective
addresses the ontological question of what situations come to be defined as
mental health disorders or problems in the first place. Situations thus refer
to concrete, time-bound configurations in which physical, psychological,
and social processes become dynamically intertwined and become relevant
for organized forms of help. They are neither mere descriptive backdrops
nor reified entities; they mark the level at which human distress becomes
real and consequential, insofar as individual agency and available
communal resources are no longer sufficient without external support and
need-based coordination. From this perspective, the object of the mental
health system is not a situation as such, but a burdened whole in which
physiological stress, emotional regulation, interpersonal dynamics, and
environmental pressures co-constitute patterns of vulnerability that cannot
be meaningfully addressed by isolating any single dimension.

The “medical” relevance of such wholes does not arise from the
presence of a latent disease entity but from the risk of deterioration, harm,
or collapse inherent in their configuration. Framing psychiatry’s mandate in
situational terms therefore does not dissolve its medical identity; on the
contrary, it clarifies why psychiatry has long been entrusted with
responsibility for precisely those cases marked by etiological uncertainty
and multidimensional strain. At the same time, this clarification places a
principled limit on psychiatric authority: situations are not appropriated by
psychiatry but call for coordinated responses in which psychiatry functions



as an integrative contribution rather than as a dominant explanatory
framework.

More precisely, certain situations fall within the remit of psychiatry and
the mental health system because they constitute wholes in which
functioning, safety, physiological stress, emotion regulation, interpersonal
dynamics, and environmental pressures are interlinked in ways that may
lead to psychological, somatic, or social collapse unless addressed
coherently. Such situations cannot be resolved solely through social
services, criminal justice, or education, as each of these sectors addresses
only a limited dimension of the overall configuration. Psychiatry’s and
mental health service’s distinctive societal role lies in its mandate to take
responsibility for these complex situations and to help restore the whole to a
level at which the individual and their network can again function—either
independently or with appropriate support from other societal sectors.

Crucially, reframing psychiatry’s mandate in this way also creates more
favorable conditions for interdisciplinary collaboration. When situations are
approached as complex wholes rather than as expressions of discipline-
specific problems, no single form of expertise can claim explanatory or
practical primacy. This opens space for closer integration of psychological,
social, experiential, and medical forms of knowledge, and for dialogue to
function as a central coordinating process rather than as an auxiliary to
predefined disciplinary solutions.

The holistic framework thus offers psychiatry a clearer and more
coherent identity, one that aligns more closely with its actual societal
mission and everyday practice. At the same time, it preserves and clarifies
those areas of psychiatry that legitimately require more sharply defined
expertise—such as forensic psychiatry or urgent symptom relief—without
grounding the mental health system as a whole in the assumption that
problems originate primarily from internal biological disorders.

Nevertheless, it is important to acknowledge a potential risk inherent in
this reframing. If the situational mandate of psychiatry is articulated too
broadly or implemented without clear limits, there is a danger that mental
health services may come to assume responsibility for an ever-widening
range of life difficulties. In such cases, the rearticulation of psychiatry’s role
—despite 1its holistic intent—could unintentionally expand psychiatric
authority, drawing everyday adversities, social conflicts, and structural
problems more firmly under medical jurisdiction. Rather than reducing



medicalization, this could increase the tendency for psychiatry to take
charge of situations that might be more appropriately addressed through
social, educational, community-based, or political responses. This risk
should be explicitly recognized and actively counterbalanced by clear
boundary-setting, strong intersectoral collaboration, and a continued
emphasis on shared responsibility rather than disciplinary dominance.

7.6 Common Concerns about Holistic Systems

In addition to the above challenges, holistic service systems are often
associated with a set of stereotypical concerns. One of the most common is
the fear that actively involving networks is inherently risky, because the
family or immediate social environment may, in some cases, be a central
source of the person’s distress. This concern is justified, particularly in the
more serious but less common situations described earlier, such as those
involving domestic violence, sexual abuse, or other severely harmful
relational dynamics.

At the same time, it is important to recognize that precisely in such
situations, what is needed is immediate, flexible, and multilevel network
intervention. In this context, involving the “network™ does not simply mean
inviting family members into meetings but comprehensively mapping the
situation and bringing together those actors—professionals, authorities, and
protective resources—who are capable of intervening in harmful dynamics
at the right time and helping to phase the process. This kind of work
primarily requires competence in network-oriented practice, which a
holistic system systematically develops.

In a holistic system, the involvement of networks is not a value in itself,
nor is it implemented mechanically. Meetings may be organized one-to-one,
in small groups, or as broader network meetings, depending on the
situation. In line with the basic premise of the holistic framework, the
helping process is flexibly adapted to changing circumstances, and the role
of the network is always evaluated case by case, with safety, human rights—
based practice, and overall appropriateness at the center. In this sense, a
holistic system does not merely permit active network involvement; it is
better equipped to manage the risks associated with it than systems where
encounters take place more rigidly, in segregated settings, or detached from



everyday life, and where many problems therefore remain more easily out
of sight.

A second common concern is the fear that people will discontinue their
psychotropic medication if they are no longer told they “have” a mental
disorder. This worry 1is understandable, because abruptly stopping
medication can be associated with significant withdrawal and relapse
effects. It is important to note, however, that even in the current reductionist
system, adherence to psychotropic treatment is frequently problematic.
People may not experience themselves as having a mental disorder, and
psychotropic drugs often entail adverse effects. Withdrawal symptoms may
then be interpreted as a relapse of the “underlying illness,” leading to re-
initiation of treatment. The person is once again encouraged or pressured to
adhere to medication—sometimes via psychoeducation aimed at
“improving insight”—but if they disagree with the explanatory model, the
situation can easily escalate into renewed conflict, which in turn may be
interpreted as further evidence of mental disorder. In practice, such cycles
undermine adherence in their own right, regardless of how the person
initially understands their difficulties.

As discussed above, people are more likely to engage with and adhere to
medication when its effects are described as openly, honestly, and
intelligibly as possible. There is, for example, no clear evidence that
psychotropic drugs correct underlying brain abnormalities, or that long-term
use 1s always necessary once certain diagnostic criteria are met. Most
people, however, can readily understand that medication may be sedating,
calming, or cognitively slowing, and that such effects may be useful in
some circumstances. Many also understand that suddenly stopping
medication can lead to increased agitation, anxiety, sleep disturbance, and
thus a greater risk of rehospitalization or relapse into crisis. Such open
discussion minimizes conflict and fosters collaborative relationships, which
in turn improves adherence regardless of the explanatory framework. Over
time, this can stabilize the overall situation and make it more feasible to
optimize psychotropic treatment—for example, by identifying the lowest
effective dose. This further supports adherence for many, because adverse
effects tend to be less pronounced.

A third typical concern is closely related to a question already discussed:
whether it makes sense for psychiatry to be involved at all if problems are
not defined as medical disorders—and whether such an approach might



increase medicalization. However, given the diagnostic inflation observed
in recent decades, at the moment almost any human difficulty can, under
certain conditions, be described as a psychiatric disorder—and often 1s. For
example, when the cumulative demands of single motherhood lead to
exhaustion, access to income support or temporary sick leave may require a
psychiatric diagnosis, even when the primary difficulties are clearly related
to caregiving responsibilities, economic strain, and insufficient social
support.

It is also worth recalling that the psychiatric classification system was
never intended to describe “natural kind” disease entities. Thus, it does not
tell us which problems are “genuinely” psychiatric and which are not. Nor
can psychiatric diagnoses be verified or falsified in the same sense as many
biological diseases: if, in the clinician’s judgment, the symptom criteria are
met, the diagnosis is technically always “correct”, because it is based on
that particular situational assessment. In practice, almost any psychosocial
problem can be classified as psychiatric if its etiology is unclear and it is
judged to cause harm to the person or their surroundings; thus, they are
already referring certain kind of situations and outcomes.

Refraining from labeling a problem as a mental disorder does not imply
that people do not need help, or that certain experiences, behaviors, or
situations cannot have severe consequences. Nor does it mean psychiatry is
redundant. On the contrary, as argued above, a more holistic framework
may help psychiatry to reposition itself explicitly as a field specializing in
complex situations—capable of responding flexibly using both medical and
non-medical means. By doing so, it simultaneously creates space for
multiple forms of knowledge to inform practice, enables participation from
different professional and experiential perspectives, and, over time, allows
for a more precise and context-sensitive delineation of roles and
responsibilities across disciplines. This kind of competence would also be
valuable in other areas of medicine, particularly where the overall situation
remains unclear or where establishing a working alliance with the service
user is challenging.

A fourth central concern is that treatment might be delayed, or not
provided at all, if it does not begin with a diagnosis or medication. This
worry is often linked to the holistic system’s more selective use of
medication and, at times, to fears that longer term psychotherapeutic or
other forms of support might decrease. In a well-functioning holistic



system, however, the principle of rapid response actually allows care to
begin considerably earlier than in typical models: the process contains no
waiting lists, assessment pipelines, or gatekeeping stages that delay help.
Treatment is organized around a context and an alliance that is considered
one of the most important determinants of therapeutic effectiveness. When
longer term psychotherapy or other ongoing support is deemed necessary, it
can be arranged flexibly—either within the same service system or with the
support of private- or third-sector providers.

It is nonetheless likely that, within a holistic system, not all treatments
will be required as often or for as long as is typically assumed in
reductionist framework. When problems are understood as situational and
embedded in everyday life, some will be resolved through early dialogical
encounters, mobilization of networks, and support for everyday structures
—without the need for highly specialized, long-term interventions.

7.7 Summary of the Challenges in Transitioning to
a Holistic System

Transitioning to a holistic framework is not merely a matter of updating
individual methods or organizational structures; it represents a fundamental
shift in the conceptual foundation and architecture of mental health system.
Although such a shift can simultaneously address many of the challenges
currently facing psychiatry and mental health care, it inevitably involves
substantial risks and system-level obstacles.

Contemporary service systems are deeply embedded in a reductionist
framework—one that shapes professional training, research paradigms,
funding structures, and the day-to-day organization of services. Moving
away from this paradigm requires professionals, policymakers, and service
users to revise established ways of thinking and acting, which can be
experienced as threatening. The coexistence of reductionist and holistic
logics can produce friction and confusion in everyday practice, leading to
uncertainty among staff and service users about how the system is intended
to function. For this reason, reorganizing services toward a holistic
framework must be undertaken coherently and comprehensively—yet such
system-level shifts are rarely attempted without compelling arguments or
evidence demonstrating that the transition is worthwhile.



There is also a risk that some groups may be left behind during structural
reforms. Individuals with more severe and prolonged difficulties, or those
who struggle to articulate their needs, may be particularly vulnerable to
disengagement or insufficient support unless their situations receive specific
and sustained attention.

A further challenge concerns operationalization, measurement, and the
demonstration of effectiveness. The outcomes of a holistic system are
primarily reflected in people’s lived experiences and in long-term
improvements in subjective well-being—dimensions that are difficult to
capture with the indicators used in current funding and governance
frameworks. There 1s a significant risk that the system will continue to be
evaluated using reductionist criteria, making the holistic system appear
inefficient, and leading to underinvestment or premature discontinuation of
promising initiatives.

Political decision-making introduces an additional tension. Policymakers
tend to prioritize short-term, highly visible results and to minimize risk,
whereas holistic systems generate their most meaningful benefits only over
longer timescales and require experimentation as well as temporary
disruption to existing service structures. These features can make holistic
reforms appear politically unattractive or overly uncertain, even if at first
glance they seem to address many of the failings of current systems. This
often leads to two familiar objections: that the model sounds “too good to
be true,” or that if such an approach were genuinely effective, it would
already be widely implemented.

The holistic system also raises foundational questions about the purpose
of mental health system: if difficulties are conceptualized as unfavorable
situations rather than internal disorders, what then becomes the core
mandate of psychiatry as a medical specialty? The holistic framework
nevertheless offers a clear answer: psychiatry’s role—and, through it, the
role of the mental health system—can be understood as the coordinated
management of complex, multidimensional situations in which
psychological, physical, and social stressors interact in ways that no single
sector can address alone.

From this perspective, psychiatry’s medical mandate lies in safeguarding
the overall situation, managing risk, and enabling coherent and
comprehensive forms of help in contexts of uncertainty. At the same time,
this expanded situational focus entails a risk of mandate drift and intensified



medicalization if the broader paradigm shift is not realized in practice.
When institutional structures, funding mechanisms, and governance models
remain reductionist, situational responsibility may default to psychiatric
framing and intervention, even in cases where non-medical or community-
based responses would be more appropriate. Recognizing this risk is
therefore essential to ensure that a holistic framework limits, rather than
extends, psychiatric authority.

Meeting future challenges will require an approach that combines
gradual implementation with sustained commitment. Reform can begin with
small-scale pilots evaluated using new, contextually appropriate indicators,
while political governance and funding models are progressively redesigned
to recognize both experiential and long-term benefits. Modern digital tools
and updated training structures can help reduce institutional inertia, and the
risk of widening inequalities can be mitigated by proactively focusing on
the needs of the most vulnerable groups. When the holistic framework is
adopted as a long-term strategic direction, linked to both practical
experimentation and carefully orchestrated structural reforms, it can evolve
into a self-reinforcing system capable of overcoming the risks inherent to
any transformative change. Scientific research plays a central role in
supporting this transition and in consolidating the evidence base for holistic
system development.
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Part 111

Research and the Future of Holistic
Mental Health Care

DOI: 10.4324/9781003777939-11

The final part examines how a holistic framework for mental health care
can be studied, evaluated, and empirically justified. It addresses a recurring
concern: whether holism can be supported by scientific evidence, and what
kinds of research designs are appropriate when the object of study consists
of complex, context-dependent situations rather than isolated variables. The
part explores how concepts such as probabilistic causality, network models,
and systems theory enable psychiatric phenomena to be studied without
reducing them to latent disease entities.

The part further considers how unfavorable situations can serve as a
meaningful unit of analysis for psychiatric research, even when their
specific content is unique. By focusing on structural and dynamic features
—such as burden, relational patterns, temporal change, and the emergence
of dialogical space—it demonstrates how holistic research can maintain
scientific rigor without fragmenting the phenomenon under investigation.
This reorientation opens the possibility of evaluating mental health care not
only in terms of symptom reduction but also in terms of situational
transformation, agency, and long-term trajectories.

The part begins by examining the limitations of reductionist research
traditions in psychiatry and the challenges they pose for studying wholes
and service systems. It then outlines alternative research strategies
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compatible with holistic thinking, ranging from naturalistic action research
to register-based studies and cluster-randomized trials. The chapter
concludes by reviewing both indirect and direct evidence for holistic care,
drawing on system-level implementations such as Trieste, Open Dialogue,
and Soteria. Taken together, the chapters argue that although research on
fully holistic systems is still developing, there already exists a convergent
and methodologically diverse body of evidence supporting a holistic
reorientation of mental health care.






Chapter 8

Recap of Reductionist Research in
Psychiatry, Its Challenges, and Ways
Forward

DOI: 10.4324/9781003777939-12

8.1 The Point of Departure for Reductionist
Research

As stated at the beginning of this book, the aim of a reductionist approach
and of reductionist research is to identify cause—effect relationships that
allow phenomena to be understood and modeled through their constituent
parts. For instance, if the causes of the symptom constellation referred to as
depression or schizophrenia were known, treatment could be directed
specifically at these causal factors.

For the reductionist mode of knowledge production to be possible,
phenomena must be operationalized—that is, translated into measurable
form as precisely as possible. In the case of mental disorders, however,
operationalization has proven to be a central challenge, because
psychological and social phenomena are inherently interpretive,
multifactorial in origin, and dimensional in nature. As a result, they are
difficult to delimit into clear, measurable, and mutually distinct clusters of
symptoms (van Os et al., 2019).

The challenges of operationalizing mental disorders help explain why
existing diagnostic categories have not been successfully reduced to
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specific biological, psychological, or social mechanisms (Bergstrom, 2023).
For this reason, psychiatric diagnosis remains largely descriptive and
refrains from making claims about causation: if a person reports a certain
number of particular “symptoms”—or these can be inferred from their
behavior and background information—the “symptoms” can be
operationalized as a psychiatric disorder. Because causal factors are not
addressed, research on psychiatric treatment has likewise focused on
identifying the factors that alleviate the reported or observed “symptoms.”

Yet psychiatric “symptoms” are largely subjective and context-
dependent experiences, and the alleviation of such experiences can
reasonably be assumed to occur via a wide range of mechanisms—even
within the same individual. For this reason, for example, the active placebo
effect—an experimental design in which the control group unknowingly
receives a substance that produces some noticeable physical sensations—
often proves so substantial that clinical trials of psychiatric medications
may fail to detect clear differences between the group receiving the actual
drug and the control group receiving the active placebo (Moncrieff et al.,
2004). In fact, in psychiatry, the term placebo effect is partly misleading,
because experience and its interpretation are themselves the targets of
treatment and measurement, regardless of the mechanisms through which
change is causally produced.

In practice, applying reductionist research ideals to psychological and
social phenomena encounters constraints that do not arise in the same way
in most areas of somatic medicine. In somatic disease, the primary object of
study is not itself an intentional, meaning-generating subject. An inflamed
pancreas does not modify its biological processes in response to how it is
interpreted or investigated. By contrast, the object of study in psychiatry is
a reflexive subject whose experiences, meanings, and responses are
constitutive of the phenomenon under investigation; the object of study in
psychiatry is often qualitatively different.

8.2 Reductionist Research Designs

Despite the unique nature of the research object and the challenges
associated with operationalization, the effectiveness of psychiatric treatment
is often investigated using methods similar to those employed to assess the



effectiveness of other medical treatments. In practice, establishing
unidirectional cause—effect relationships require a method that minimizes
the influence of confounding factors—that is, factors other than the
treatment itself that might account for the treatment outcome. Such factors
may include, for example, the service user’s expectations, background
characteristics, or treatment selection bias, in which service users with more
severe symptoms are more likely to receive a particular form of treatment,
meaning that symptom severity may explain the treatment outcome more
than the treatment per se.

In medicine, the primary method used to control for such known and
unknown confounders is the randomized controlled trial (RCT). In an RCT,
patients are randomly assigned either to a treatment group that receives the
intervention under investigation or to a comparison group that receives a
placebo, another treatment, or no treatment at all. Studies are ideally
conducted in a blinded manner, meaning that patients—and often the
researchers as well—do not know which group each participant is in.
Randomization and blinding enable the treatment effect to be distinguished
more reliably from other factors.

Treatment effects are assessed using predefined, validated measures,
which in psychiatry most commonly take the form of symptom
questionnaires. Repeating the research design across studies and using the
same measurement instruments ensures comparability, enabling the
synthesis of findings into systematic reviews and meta-analyses. These are
regarded as the highest level of evidence for the efficacy of a given
treatment and often form the basis for incorporating treatments into national
clinical guidelines or into the range of interventions eligible for insurance
reimbursement or public funding. In accordance with the logic of
reductionist service provision, when a person meets a set of diagnostic
criteria, efforts are made to treat them using an intervention supported by
such research evidence.

However, the suitability of the traditional RCT design for psychiatric
treatment research is questionable from the outset, because it presupposes
the fulfillment of certain preconditions. In practice, the object of treatment,
the desired treatment outcome, and the treatment modality itself must all be
clearly operationalizable. In psychiatry, none of these conditions are
adequately met (e.g., Thomas et al., 2012; van Os et al., 2019): diagnoses
are interpretive, overlapping, and change over time, and they lack sufficient




discriminative validity. Treatment outcomes are typically based on
symptom questionnaires assessing subjective experience, which can be
influenced by numerous factors. Moreover, the operationalization of
psychosocial treatments is particularly challenging.

In practice, attempts have been made to advance the operationalization
of psychosocial treatments through detailed treatment guidelines or
manuals. Their purpose is to distinguish a particular treatment modality
from others, ensure its replicability, and reduce dependence on the
individual practitioner. In reality, however, this aim is difficult to achieve:
the effectiveness of psychosocial treatments always depends, in some way,
on reciprocal and therefore inherently unpredictable interaction, which is
itself dependent on the participants in that interaction. Paradoxically, overly
rigid guidelines may undermine the effectiveness of psychosocial
treatments if the clinician fails to adapt their practice sufficiently to the
specific interactional context (Leiman, 2004). Yet if a clinician adapts their
practice too much, operationalization no longer holds, and the research
design is no longer measuring the phenomenon it purports to measure—
namely, the effect of following a specified set of instructions as faithfully as
possible on a particular symptom profile.

8.3 Applying Reductionist Knowledge

Although, as noted several times earlier in this book, strict adherence to
predetermined instructions in psychosocial treatments is difficult—and
often unnecessary from the perspective of treatment effectiveness—the
reductionist ideal of knowledge production leads to a situation in which
only those treatment methods that can be studied using the experimental
design described above are regarded as evidence-based (Bergstrom, 2023).
According to this logic, once a disorder operationalized in a particular way
1s 1dentified, efforts are made to treat it with methods that meet the
standards of evidence.

In practice, this most often means cognitive and behavioral therapies,
which—due to their theoretical foundations—are more easily manualized
for RCTs than many other therapeutic approaches (Leiman, 2004). Services
are then organized so that people are directed to units and professionals
specializing in specific disorders, on the basis of how their condition has



been assessed. The service portfolio of these units consists of evidence-
based methods for the treatment of the respective disorders, which are
offered in a relatively standardized manner according to predefined criteria
—regardless of the individual’s particular situations.

In addition to predefined psychosocial treatments, this logic of
knowledge production also favors discrete interventions such as
pharmacotherapy, for which randomized controlled evidence is relatively
easy to produce and which, following reductionist service-production logic,
are used when the criteria for a given disorder are met. In practice, this has
led to highly specialized units and practitioners who aim to offer evidence-
based solutions aligned with their specific area of expertise—at the
extreme, to the extent that only predefined treatments and procedures
considered evidence-based within this reductionist framework are permitted
in principle.

The end result is a reductionist service system in which substantial
resources are devoted to assessment and categorization in order to
determine which treatment is considered appropriate for each situation,
while the interventions used may fail to account for people’s individual life
circumstances, needs, or agency. The system becomes congested, queues
lengthen, and by the time people finally receive help, they may be
dissatisfied with it.

Although there i1s extensive evidence for the efficacy and effectiveness
of wvarious psychiatric treatments—particularly regarding short-term
changes in symptoms—it is important to note that, even from a reductionist
perspective, there is no research evidence demonstrating the effectiveness
of current mental health services or of the underlying service-production
logic in the way that is often assumed. This is because RCTs measure only a
very narrowly defined phenomenon and typically rely on comparisons of
group averages (Greenhalgh, 2014). Consequently, for many service users,
a given evidence-based method may not produce the desired outcome, and
for some, it may even lead to worse results. For this reason, it is impossible
to know in advance whether a particular treatment will work for an
individual, even if the categorization process has been carried out as
thoroughly as possible and the diagnostic criteria are met.

Moreover, evidence produced through RCTs does not transfer into
practice in a straightforward way because RCTs do not measure the
reductionist service-production logic itself, in which resources are allocated



to defining a particular disorder and treating it with the standardized,
evidence-based methods available in the service catalogue. In other words,
we lack adequate research evidence on whether our way of organizing
mental health services according to the reductionistic logic described above
actually works. This issue is examined in greater detail in Chapter 10.

8.4 The Difference in Emphasis between
Reductionist and Holistic Research in Psychiatry

The central difference between holistic and reductionist frameworks
concerns the way causality is conceptualized. Reductionism typically
emphasizes explanations that seek to identify unidirectional cause—effect
chains, whereas holism focuses on multidirectional interactions,
contextuality, and feedback loops. For example, unemployment may
influence mood and self-concept, which in turn can impair functioning and
further increase the risk of unemployment. As noted above, such dynamic
interactional chains can generate wholes and states that cannot be
understood by examining individual components in isolation, even if those
components are necessary preconditions for the whole.

Modeling such multidirectional interaction networks has traditionally
been difficult, though no longer as impossible as it once was. Reductionist
verification of cause—effect relationships has long been the pragmatic
option in situations where insufficient data or inadequate analytical methods
prevented the study of large and complex datasets. Consequently, research
has tended to focus on unidirectional explanations rather than on capturing
the complex interaction networks that characterize real life.

However, the situation has changed. Today, abundant data are available,
and methods such as machine learning, artificial intelligence, and advanced
network analytics enable increasingly sophisticated examination of complex
and open systems. Although these methods do not automatically reveal
multidirectional causal relations, they provide powerful tools for identifying
probabilities, dependencies, and structural patterns underlying phenomena.

In this context, it is essential to distinguish between deterministic and
probabilistic causality (Yuan et al., 2024). Deterministic causality assumes
that the same cause always leads to the same effect. Probabilistic causality,
by contrast, refers to situations in which a factor increases the likelihood of




a given outcome without making it inevitable. While probabilistic causality
is not exclusive to holistic approaches, it is within holistic frameworks that
such probabilities are treated as constitutive of the phenomenon rather than
as statistical noise: a particular way of organizing services increases the
probability of a dialogical space emerging; a dialogical space increases the
probability that shared factors of effectiveness will be optimized; and
shared understanding increases the probability of effective care.

Probabilities can rise or fall at each stage, depending on the outcomes
achieved. The key is to create conditions in which the probability of success
is as high as possible. From this perspective, reciprocal cause—effect
relations and their probabilities can, at least in principle, also be modeled
using new methods, provided there is sufficient data.

In psychiatry, modeling of this kind has already been pursued through,
for example, the so-called network model (Borsboom, 2017). In network
models, symptoms are assumed to influence one another reciprocally and to
form emergent wholes, without the need to posit an underlying “disease” to
which they all reduce. Depression provides a useful example: from a
reductionist perspective, insomnia, fatigue, and difficulties concentrating
are signs of a latent depressive disorder. In the network model, these
symptoms are viewed as mutually reinforcing interactional relations:
insomnia leads to fatigue and concentration problems, which increase
stress, which worsens insomnia (Wijsen et al.,_2025). A state labeled
“depression” can thus be understood without assuming an underlying
disorder.

In Chapter 3, the basic unit of analysis in holistic psychiatry has been
defined, drawing on contextual emergence and critical realism, specifically
as an unfavorable situation. This refers to a whole in which biological
dispositions,  psychological processes, social relationships, and
environmental factors combine to create a configuration that burdens
everyday life and leads a person to seek help. The logic mirrors that of
network models: various factors form detrimental wholes without requiring
the assumption of a single “disorder,” and thus the focus of both research
and treatment 1s the whole itself.

The principles of network models can in this way be extended from
relations among individual symptoms to the dynamics of entire life
situations. With greater data availability, it becomes possible to model how
certain experiences, personal characteristics, and environmental factors




intertwine to form adverse situations. For example, genetic sensitivity may
increase social anxiety in certain environments. This may lead to negative
reactions from others, which in turn reinforce withdrawal and increase the
risk of stressful life events, such as bullying. This increases sleep
difficulties and stress, which may further elevate the probability of
psychotic experiences—ultimately increasing the risk of adverse situations
regardless of context.

Because the process involves probabilistic causality, none of these
outcomes is inevitable. The chain can shift at any level. A single supportive
relationship may enhance feelings of safety; a positive service encounter
may interrupt a negative cycle; and a small change in one component may
initiate a positive developmental trajectory. The goal is not to eliminate a
“cause” but to increase the probability of factors that shift the process
toward improvement. For this reason, within a holistic framework, it is
crucial to respond swiftly to help-seeking: the probability of favorable
change is higher early on, as help-seeking itself signals an unfavorable
situation. Prolonged waiting may lead individuals to adapt to unfavorable
situations, strengthening negative interactional loops and increasing the
difficulty of interrupting them, as the risk of the most adverse outcomes
grows.

Because, from a holistic perspective, each unfavorable situation is in
some way unique, this raises a central question of operationalization: if
each situation 1s different, how can it be studied or measured without
fragmenting the whole into parts?

The answer lies in a shift in how situations are examined. A holistic
framework does not aim to classify situations categorically based on
content, as diagnoses do, but rather to examine their structure, context, and
dynamics. Although the concrete content of situations—what is happening
in a person’s life—is always individual, their structures share many
common features. These include relationships among stressors and
protective factors, shifts in interpersonal relationships, affordances and
constraints in daily life, surrounding social structures, and the formation of
meanings and interpretations in interaction. Situations also evolve over
time: they may escalate, stabilize, or transform into new configurations.
These structural and processual elements can be measured and analyzed
regardless of the specific content of a situation.



In this respect, studying situations can be compared to meteorology.
Each storm and their consequences are unique, but weather phenomena are
not reduced to their consequences—such as observable damage. Instead, the
structure of the storm is examined: air pressure, wind, humidity, patterns of
flow. These variables can be measured, compared, and predicted, even
though no two storms are identical in content. Psychiatric situations can be
studied similarly. When the focus is on the structure of the situation—such
as degree of burden, level of social support, everyday functioning, or the
development of a dialogical space—the situation becomes a measurable
unit of analysis without losing its unique character.

In a holistic system, situations are thus operationalized as processes
rather than categories. A situation can be described by its rate of change, the
interactional loops that sustain it, the involvement of close others, levels of
perceived safety or uncertainty, and whether a dialogical space emerges.
When measurement tools target such structural and dynamic elements, they
can be applied across diverse situations, because they capture recurrent
patterns underlying phenomena regardless of their specific content.

In this way, the holistic framework avoids two traditional pitfalls: it
neither reduces experiences to predefined content categories nor lapses into
vagueness or overgeneralization. Situations are unique in content but share
structures that can be systematically studied, measured, and compared. This
enables the development of services and research in a way that better
reflects real life—the very complex situations that lead people to seek help.

In this sense, whether a phenomenon becomes defined as a psychiatric
situation does not depend solely on what the phenomenon is but on the
degree to which the whole becomes overwhelming and burdensome.
Everyday concerns and stress may accumulate over time into a multilayered
crisis in which emotions, thoughts, relationships, routines, and biological
sensitivities begin to reinforce one another. The whole resembles a storm:
rain, wind, and waves may each be harmless on their own but together form
a dangerous situation. Likewise, a psychiatric situation is a storm in which
usual coping mechanisms and social resources are no longer sufficient, and
specialized support, safety, and coordination are needed.

It is important to note that psychiatry already functions, in practice,
according to this logic. Etiology in psychiatry i1s often by definition
unknown, and help-seeking is driven precisely by increased concern,
burden, and diminished functioning. In practice, most psychiatric work



begins when an unfavorable situation can no longer be resolved by the
individual, family, or immediate network nor by other professionals.

Operationalizing the situation for research and service systems, however,
requires substantial further development. The main challenge 1s to
operationalize situations in a way that makes their dynamism,
multidimensionality, risks, resources, and potential for change visible
without reducing the whole back to isolated symptoms or diagnoses. New
measurement tools and research designs are needed—ones capable of
capturing situations as wholes, much as weather forecasts model the
dynamics of an entire storm rather than a single variable.

Holistic psychiatry therefore does not offer a ready-made model but
opens a new research program described in summary box 1: how situations
can be described, monitored, and supported so that the uniqueness of the
whole is preserved and people can be helped in the best possible way.

Summary Box: A Research Program for
Holistic Psychiatry

Basic Idea

Holistic  psychiatry  treats  situations—dynamic,  multilevel
constellations of people, contexts, meanings, and interactions—as the
primary unit of analysis, rather than isolated symptoms or hypothetical
disease entities. While each situation is unique in content, situations
share recurring structural and dynamic patterns. Research therefore
focuses on modeling these structures and the probabilistic dynamics
through which situations deteriorate, stabilize, or improve.

The research program proceeds in stages: defining and measuring
situational structures, accumulating longitudinal data, modeling
situational dynamics, and testing system-level interventions.

Stage 1—Conceptualization and Core Measures

Develop theory-based instruments that describe situations as dynamic,
relational structures, rather than as categories or person-bound
attributes.




Measures focus, for example, on:

¢ Structural configurations, load, and safety

e Protective and buffering resources

¢ Interactional feedback patterns and escalation loops
e Meaning-making and narrative coherence

e Dialogical capacity and shared understanding

e Volatility and potential for change

Purpose:

To make situations empirically describable and comparable without
reducing them to symptoms, diagnoses, or isolated components.

Stage 2—Large-Scale Data Collection
Implement situational measures across services.

e Repeated assessments embedded in routine encounters (e.g., first
contact, network meetings, follow-up)

e Inclusion of multiple perspectives where possible

e Linkage with registries, ecological momentary assessments, and
contextual indicators

Purpose:
To generate sufficiently rich, longitudinal datasets capable of
capturing how situations evolve over time.

Stage 3—Modeling Dynamics

Use machine learning, network modeling, and probabilistic causal
inference to explore:

e How situational factors interact across time

e Which configurations increase or decrease the probability of
worsening or improvement

e Which early signals precede tipping points or rapid change

e Which conditions reliably precede the emergence of a dialogical
space




e How component-level features (e.g., basic dispositional or
contextual factors) can be used in more reductionist models to
predict the likelihood of specific situational trajectories under
given context

Purpose:

To identify recurring dynamic patterns and leverage points within
complex, multilevel situations, while allowing component-level
predictive models where these improve situational understanding
without replacing the situation as the primary unit of analysis.

Stage 4—Designing Interventions
Translate model insights into practical, situation-sensitive tools:

e Rapid-response triggers for escalating situations

e Situation profiles supporting case-by-case decision-making

e Indicators for intensifying network involvement or reducing
medicalization

e Early-warning signals for escalating situations

Purpose:
To improve the precision and timing of holistic care while
maintaining a non-reductionist framework.

Stage S—System-Level Trials

Test holistic service models using natural experiments, registry-based
follow-ups, and cluster-randomized trials. Evaluate effects on:

e Continuity and responsiveness of care

e Severity, duration, and recurrence of adverse situations

e Use of coercion and restrictive interventions

e Medication use and adverse effects

e Long-term functioning (work, education, social participation)
e User-defined recovery and meaning-making

Purpose:




To establish robust evidence for situational and dialogical systems
in real-world practice.

Stage 6—Implementation and Continuous Learning

Use real-time feedback loops to refine services. Mental health services
function as a learning system in which:

system.

» Every encounter contributes to situational knowledge

e Teams are supported by situational analytics rather than
diagnostic algorithms

e Practice evolves iteratively based on lived experience and
empirical findings

Purpose:
To integrate theory, research, and care into a single adaptive
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Chapter 9

Holistic Research on Mental Health Care
and Services

DOI: 10.4324/9781003777939-13

This chapter examines how a holistic framework reshapes psychiatric
research and modeling on mental health care and service systems. Rather
than focusing on isolated interventions, diagnoses, or narrowly defined
outcomes, this chapter treats services themselves as complex, open systems
whose effects emerge through interaction, context, and time. The aim is to
clarify how causal reasoning, hypothesis formation, and research design
must adapt when the object of study is not a discrete treatment or disorder
but a living service ecology embedded in everyday life.

This chapter proceeds by outlining key methodological premises of
holistic research, including exploratory, bottom-up knowledge production
and methodological pluralism. It then presents three complementary
research designs—naturalistic action research, register- and cohort-based
studies, and cluster-randomized trials—that together allow increasingly
specific causal claims while preserving ecological validity. This chapter
concludes by synthesizing these approaches into a coherent model of
holistic service research that complements, rather than replaces, reductionist
research traditions.

9.1 Premise


https://doi.org/10.4324/9781003777939-13

For analytical clarity, it is useful to distinguish between different temporal
and functional levels within a holistic research framework. Basic
disposition, as described in Chapter 3, refers to the slowly changing,
developmentally shaped constellation of embodied, psychological, and
relational capacities through which individuals encounter and respond to
their environments. Situations, by contrast, function as an analytic unit
capturing rapidly evolving configurations in which these capacities interact
with relationships, meanings, and contextual constraints, sometimes in ways
that become adverse. Services and interventions can then be understood as
external perturbations introduced into these configurations, altering
interactional patterns and shifting probabilities of change.

This distinction does not imply separate causal layers or independent
entities. Rather, it clarifies why holistic psychiatry focuses analytically on
situations: it is at the level of situational dynamics that both dispositional
influences and intervention effects become empirically visible, manifesting
as changes in structure, feedback loops, and developmental trajectories. At
the same time, the framework permits more reductionist modeling strategies
when these are methodologically appropriate. In particular, basic
disposition can be used to construct probabilistic models that examine how
specific dispositional features—such as heightened emotional/embodied
reactivity, cognitive style, or social skills—interact with historically and
culturally specific environments to increase the likelihood of certain types
of situations.

For example, traits that may have been neutral or adaptive in earlier
historical contexts can, under contemporary conditions characterized by
constant social comparison, accelerated information flows, and high-
performance demands, increase the probability of situations marked by
chronic stress, withdrawal, or loss of agency. Such models do not treat basic
disposition as a direct cause of such difficulties, but rather as a
contextualized susceptibility that shapes which situational trajectories
become more likely in a given cultural and historical moment.

Holism, in this sense, does not replace reductionist inquiry but situates it
within a broader framework that specifies when and how component-level
predictions are informative. It also clarifies the division of labor among
different disciplines. For example, mental functions associated with basic
disposition can be investigated within the general psychological sciences
without requiring psychiatric terminology or medical models when artificial



symptom thresholds are reached. Similarly, social and cultural phenomena
can be more precisely studied and applied within their respective fields,
rather than being subsumed under psychiatric categories.

This perspective contributes to a more accurate understanding of human
experience, behavior, and interpretation, while also enabling more
generalizable models. Psychiatry, within this framework, narrows its
ontological focus to specific situational configurations, thereby facilitating
the appropriate application of findings from other disciplines. In doing so,
the framework helps address a persistent problem in current practice,
namely, the tendency to approach a wide range of human phenomena
primarily through psychiatric and medical frameworks, even when these
phenomena are not qualitatively distinct from non-clinical variations of
human-life phenomena. Approaching them instead through broader theories
and disciplinary perspectives allows for deeper understanding and more
proportionate forms of explanation and response.

Beyond this first premise concerning the appropriate ontological scope
of psychiatric inquiry, adopting a holistic framework also reshapes how
causal relationships and hypotheses are examined. The dominant approach
based on null hypothesis testing and p-values works best when the
phenomenon under investigation is relatively simple—for example, when a
cause—effect relationship can be reasonably assumed—and when the data
meet the relevant methodological assumptions. The null hypothesis refers to
the assumption that there is no true effect or difference between conditions
or groups. A p-value indicates the probability of obtaining a result at least
as extreme as the observed one if the null hypothesis is true.

If, for instance, the goal is to determine whether a new medication
reduces patients’ pain more effectively than a placebo, the null hypothesis
might be that the medication has no true effect on pain experience. If the
resulting p-value i1s 0.03, this means that if the medication truly had no
effect, an observed difference of that magnitude between groups would
occur by chance in about 3% of studies. In other words, the difference
between the treatment and control groups would be considered statistically
significant at the 0.05 significance level.

Although p-value-based tests do not strictly require linearity or normal
distribution, many commonly used statistical procedures assume
independence  of  observations, normally  distributed  errors,
homoscedasticity, and an appropriately specified model. When the



phenomenon under investigation is hierarchical, multilevel, dynamic, or
nonlinear, these assumptions are easily violated. In complex and open
systems such as psychiatric situations and mental health services, variables
are often strongly interdependent, and the structure of the phenomenon may
therefore differ markedly from the assumptions underlying traditional tests.
In such cases, conventional null hypothesis significance testing may readily
lead to incomplete or misleading interpretations.

To account for the complexity emphasized in a holistic framework, more
flexible methods can be employed—such as Bayesian modeling, multilevel
models, nonlinear and nonparametric approaches, and simulation-based
models (e.g., McElreath, 2020). These methods can represent complex
dependency networks and the dynamics of phenomena more
comprehensively, without the constraints of traditional hypothesis testing,
because they allow the integration of prior knowledge with new
observations and provide direct insight into how probable different
explanations are.

When studying wholes and complex systems, it is also often useful to
employ an exploratory approach. The aim is not to test a single precise
hypothesis but to identify new phenomena, interactions, and possible
mechanisms from which more specific and testable hypotheses can later be
developed. In research on complex psychological and social phenomena,
the progression should typically move from broader, hypothesis-generating
studies toward more specific, hypothesis-testing ones (Scheel et al., 2021)
—in much the same way that holistic care moves from general dialogue
toward more specific interventions, if these are needed at all.

In psychiatry and psychology, however, the order of operations has often
been reversed. This can partly be understood as a consequence of efforts to
strengthen their status as ‘“hard sciences” by adopting a research logic
inherited from the natural sciences and the ideal of methodological monism.
This 1deal emphasizes a reductionist perspective and thus privileges
traditional null hypothesis testing at the expense of other research designs.

In psychology, this approach has been linked to the so-called replication
crisis: imprecisely defined concepts, poorly articulated theories, and the
vague hypotheses derived from them make research findings difficult to
reproduce reliably across studies (Scheel et al., 2021). The phenomenon has
also been reinforced by biased research practices and selective reporting.
When hypotheses are not derived from clearly structured concepts and




theories, researchers—often consciously or unconsciously—may adjust
analyses, variable selections, the number and type of statistical tests
conducted, or reporting practices so that results become statistically
significant even when they do not reflect true effects (Tackett et al., 2019).

Similar patterns can be observed in the history of psychiatric research, in
which complex phenomena have often been simplified into supposed
regularities that fail to capture their multidimensional nature. Combined
with publication bias—where journals tend to favor statistically significant
findings—this helps explain why scientific research often fails to replicate
specific results.

In other words, understanding phenomena would require first
articulating them more clearly and identifying the right questions—only
then can robust, testable hypotheses be constructed. Thus, in service system
research grounded in a holistic framework, the order of operations is
reversed: first, exploratory mapping of phenomena using big data and
multimethod observations; then, the development of hypotheses and
theories; and only thereafter, more conventional hypothesis testing.
Whereas reductionist research proceeds “top-down,” holistic research
proceeds more “bottom-up.”

A third key principle of the holistic framework is methodological
pluralism. Whereas reductionism easily leads to methodological monism—
the attempt to study phenomena using one and the same method—
methodological pluralism recognizes that different kinds of phenomena can
and should be studied using different kinds of methods. For example,
biological processes can be examined using neuroimaging, genetics, or
physiological measures; psychological experiences can be studied through
qualitative methods, interviews, or experience sampling; social
relationships and networks can be analyzed using social network analysis or
ethnography; the functioning of service systems can be studied through
participant observation or service design; and lived experience can be
approached through phenomenological methods that aim to describe
phenomena as they appear to the person experiencing them.

A fourth principle is that mental health services and their effects can
themselves be examined as wholes. The questions of interest concern what
actually happens in services, how they appear to different participants, and
what real-world effects they produce from multiple perspectives. In
practice, this requires diverse research designs and the integration of




different methodologies. The following section outlines three example
research designs that progress from more holistic to more reductionist—
each providing a basis for assessing causal relationships in increasingly
specific ways.

9.2 Naturalistic Action Research

In naturalistic action research, research and practical activity are tightly
interwoven (Holter & Schwartz-Barcott, 1993). Its point of departure is that
complex social and psychological phenomena cannot be understood apart
from the contexts in which they occur. Research is conducted in real-world
environments, often in close collaboration with various stakeholders such as
mental health professionals and service users. The aim is not only to
generate knowledge but also to develop and transform practices during the
research process. This approach is well suited to the study of holistic
systems, as it accounts for both people’s experiences and the structural
features of their environments—elements that cannot be separated without
narrowing the overall picture.

Naturalistic action research can integrate a wide range of research
methods. Registry data can be used to examine service use and temporal
trends. Interviews and surveys can capture information about service
functioning and care experiences from both staff and service users.
Observation—including participant observation in consultations or team
meetings—may reveal everyday practices that do not surface through self-
report. Ethnographic methods help illuminate service culture and
interactional dynamics. Experience sampling methods can follow service
users’ daily emotions and activities in real time, revealing how services
shape their everyday lives. In addition, action-oriented workshops, service
design methodologies, and prototype testing can be used to develop
solutions jointly with service users and professionals. These insights can be
directly applied to service development, and the same methods can be used
to assess whether improvements become visible, for example, in registry
data or in users’ experiences.

Naturalistic action research enables the immediate development of
services through research-based means. Instead of implementing predefined
interventions, attention is directed to the challenges and strengths that




actually emerge in services and to how these can be addressed within the
specific service system in question. At the same time, this approach
generates knowledge about what works and what does not—information
that can guide further development.

However, naturalistic action research has limitations in terms of strict
scientific hypothesis testing, particularly when compared with randomized
controlled trials (RCTs). First, the research design and research questions
may evolve during the study, which makes this approach less suitable for
answering narrowly defined questions or producing generalizable
knowledge. Second, naturalistic studies do not offer tight control over
confounding factors, making it difficult to demonstrate that an observed
outcome is caused by a particular mechanism under investigation. Findings
may show that a presumed effect does not manifest in practice, but the
reasons for this may be manifold—such as contextual variation or
differences in how services are implemented. In practice, naturalistic
research is therefore more oriented toward generating and refining
hypotheses than rigorously testing them.

9.3 Register- and Cohort-Based Follow-Up Studies

Register- and cohort-based follow-up studies rely on large, often
longitudinal datasets that can be used to describe, for example, long-term
service use and patterns of functioning. Unlike tightly controlled
experimental designs, they allow phenomena to be examined in naturalistic
settings, since the data largely originate from real-life situations. Such
studies can therefore reveal differences across large populations, long-term
outcomes, and the diversity of trajectories that do not emerge in controlled
or short-term experimental settings. Register and cohort studies thus offer
insight into how treatments and services function in practice and under what
conditions people tend to do well.

In register-based research, for example, lifetime information on service
use and other life domains can be collected from all individuals entering
treatment at a particular time. These data allow a wide range of research
questions to be addressed through different study designs. Descriptive
studies can provide information about who uses services and whether there
are temporal trends in service use. Such information is useful, for instance,



in supporting naturalistic action research. In addition, background factors
that predict particular patterns of service use can be examined, enabling
these factors to be considered in service planning and resource allocation.

Register studies can also be used for comparative research that evaluates
the functioning of services in real-world conditions. Long follow-up periods
allow the examination of broader and more ecologically valid outcome
measures than symptom questionnaires alone, such as work ability,
mortality, family circumstances, and long-term need for services. If a
service has previously been developed through naturalistic action research,
register data can be used to collect information on everyone who has used
that service, enabling a before—after comparison. This makes it possible to
assess whether the development work has influenced outcomes, while
accounting analytically for differences in service user characteristics across
time periods.

In addition to before—after designs, registry research can compare the
effectiveness of different services. For example, data can be collected from
mental health services that have been developed in a particular way and
compared with regions where services have been developed differently.
This can be implemented quasi-experimentally by selecting certain regions
as development sites and comparing them with regions where no
corresponding development has taken place. As in before—after designs,
various confounding factors can be statistically controlled, and long follow-
up periods can be used. This approach yields a more realistic understanding
of overall service functioning, people’s real-world outcomes, and the factors
that shape them.

A limitation of register studies, however, is that they also make it
difficult to draw strong causal conclusions (Thygesen & Ersbell, 2014). For
example, if a before—after comparison or a quasi-experimental design
shows that mortality has decreased and service user experiences have
improved in a unit undergoing development, it still cannot be stated with
certainty that these changes result from the development work. The findings
may be explained by confounding factors that are not captured in the data—
such as local characteristics, simultaneous changes in the service system,
broader societal trends, or demographic shifts.

Nonetheless, various advanced statistical methods can now be used 1n
register research to strengthen causal inference. Machine learning models
can support the analysis of large datasets and the identification of risk



profiles. Counterfactual models (Voter et al.,_2025) can be constructed to
estimate what an individual’s situation would have been had they received a
particular treatment—or had they not received it. One concrete method is
inverse probability of treatment weighting, in which individuals with a low
probability of receiving the treatment are given more weight, and those with
a high probability are given less weight (Chesnaye et al., 2021). This
reduces selection bias and approximates a randomized situation in which
the background characteristics of study groups are as similar as possible.
While such methods do not eliminate all limitations of register studies, they
provide a stronger basis for causal reasoning in naturalistic conditions.

9.4 Cluster-Randomized Trials

A cluster-randomized trial (cluster RCT) is a research design in which
randomization occurs at the level of groups or units rather than individuals
(Hemming_& Taljaard, 2023). Such units may include, for example,
healthcare units, outpatient clinics, or entire areas. Compared with a
traditional RCT, a cluster RCT brings research closer to real-world practice
and thereby increases ecological validity, as it provides a more accurate
picture of how service development actually influences outcomes. By
randomizing units into intervention and control groups, systematic
differences can be minimized, allowing causal conclusions to be drawn
even in practical settings.

For example, if naturalistic action research has led to the development of
certain practices that qualitative studies and registry-based analyses suggest
are associated with improved outcomes, one may hypothesize that similar
development work could enhance the functioning of mental health services.
This hypothesis can be tested using a cluster experimental design in which
mental health units within a given region are randomized into two groups:
some operate as intervention clinics where the development work is
implemented, and others as control clinics where usual care continues. If
the intervention clinics achieve better outcomes, it is more plausible to
conclude that the observed changes result from the implemented measures,
since randomization balances both known and unknown confounding
factors.



Cluster RCTs could also be used to study the holistic service system
described in this book. One could hypothesize that reorganizing services
according to a holistic framework would improve the efficiency and
effectiveness of mental health care in a resource-sustainable way. By
randomizing units so that some are reorganized according to the holistic
framework and others continue with the current model of service provision,
it becomes possible to test whether the holistic framework has an impact on
service outcomes.

A key advantage of the cluster RCT is that it enables the evaluation of
interventions that cannot be implemented at the individual level, such as
organizational programs or entire service models. Its challenge, however, is
that differences between units—such as staff expertise, resources, or
regional characteristics—may influence results and introduce confounding
factors that may not be fully controllable. From a strict scientific
perspective, a cluster RCT can nevertheless falsify or support hypotheses in
much the same way as an individual-level RCT, even if the level of control
1s not as clean.

The greatest challenge of cluster RCTs is their complexity and cost.
Implementation typically requires substantial preliminary information and a
large number of clusters or participants to ensure adequate statistical power
(Hemming & Taljaard, 2023). Moreover, they require strong organizational
commitment and often affect a large number of staff and service users. For
this reason, cluster RCTs are not well suited for flexible hypothesis
generation in the way naturalistic action research or register studies are.
Instead, they are appropriate for more rigorous hypothesis testing when
prior research has already produced promising findings and experimental
evidence of effects is needed.

9.5 Summary of Holistic Service Research

Within a holistic framework, the aim of research i1s to understand
psychological and social phenomena as comprehensively as possible and in
the context of real life. For this reason, holistic research proceeds in a
different order than reductionist research. Rather than beginning with
narrowly defined hypotheses and tightly controlled experimental designs to
test them, the holistic framework first seeks to capture the complexity of



phenomena and to build an understanding of how they function in practice.
Scientific research is therefore needed not only to test hypotheses but also
to generate the concepts, theories, hypotheses, and research questions
themselves.

By combining different sources of information and using an exploratory
approach, a more detailed overall picture can be constructed and new
hypotheses that can later be tested confirmatory in more controlled settings.
In this sense, holistic research does not exclude reductionist designs; rather,
it shifts their role in the research process: validity is prioritized over
repeatability, and complex real-world wholes form the starting point for
inquiry.

In mental health services research, this means that naturalistic action
research and other exploratory designs constitute the first phase of
investigation. Conducted in real service environments and directly
connected to everyday practice, they make it possible to understand how
people, situations, and services function in daily life and what kinds of
needs for change emerge within services. Such designs produce context-
sensitive knowledge that helps identify phenomena and structural patterns
that cannot be accessed through controlled designs. At the same time, they
provide the foundation for theories and hypotheses that arise from lived
reality rather than from preconceived assumptions.

Service research can then be complemented by register and cohort
studies, which examine large populations and long-term trajectories.
Register data make it possible to assess how services function in real-world
conditions and what consequences they have for, for example, work ability,
functioning, mortality, or overall service use. These studies provide a broad
overview of phenomena—something essential for holistic thinking and
hypothesis formation.

When naturalistic and register-based studies together generate promising
signals regarding the benefits of a given approach, more rigorous
hypothesis testing can be undertaken, for example, through cluster-
randomized trials. A cluster RCT—in which units are randomized to
development conditions or to continue as usual—brings the experimental
design closer to real-world service contexts and allows entire work
communities or service models to be evaluated experimentally. Because
cluster randomization balances both observed and unobserved confounders,
it provides stronger causal evidence about whether service development



works in practice, though it also requires substantial resources and
organizational commitment. In a holistic framework, this phase comes only
after a sufficiently broad understanding of the phenomenon has been
achieved: first, wide exploration and theory building, then—if needed—
testing.

The central challenge of the holistic framework concerns how complex,
context-dependent phenomena can be operationalized in measurable form
without losing their essential features. Phenomena that unfold across
multiple levels and in relation to their environment do not easily translate
into narrow or commensurable variables without being reduced in some
way. Yet recent advances in multilevel modeling, network analysis,
machine learning, and continuous monitoring of everyday experiences have
provided new ways to measure and describe such phenomena without
compressing them into a single dimension. With these methods, it becomes
possible to examine dynamic interactional chains, person—environment fit,
and the formation of overall situations.

It is important to note, however, that the challenge of operationalization
also applies to reductionist psychiatry. In practice, psychiatric diagnoses
already describe heterogeneous symptom networks, accumulated life
events, and interactions between psychological, social, and biological
factors—in other words, complex situations that ultimately lead people to
seek help or enter services. In this sense, the reductionist system too must
work with situations, even if it attempts to reduce them as categories and
characteristics of the individual.

In the holistic framework, the challenge of operationalization is taken as
a starting point of research, and the situation itself becomes the basic unit of
analysis. Situations are not reduced in advance to predefined categories;
instead, they are examined as structures and processes: as constellations of
stressors and protective factors, as interactional loops, as unfolding
meanings, and as potentials for change. This requires theory-based
measures that can capture the essential structures of situations without
flattening their unique content. When such measures are used widely and
repeatedly, they produce sufficiently rich data to allow the later modeling of
dynamic developmental trajectories—through methods such as machine
learning, network models, and probabilistic causality.

For precisely this reason, the holistic framework may offer a stronger
starting point for addressing the operationalization challenge. When a



phenomenon is recognized from the outset as multidimensional and
context-dependent, its components can later be refined and structured using
more reductionist approaches. This opens new long-term opportunities: if
sufficiently large datasets reveal recurring structural patterns or mechanisms
underlying certain types of situations, more targeted treatments or
interventions may be developed. The holistic framework does not therefore
exclude reductionism; rather, it creates better conditions for it. Research can
move from the whole situation toward its component mechanisms when the
data justify such movement. In this way, the holistic framework forms a
research program in which the whole is not lost, yet the parts can gradually
be clarified—without detaching them from the context in which they
originally emerge.
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Chapter 10

Evidence for Holistic Care

DOI: 10.4324/9781003777939-14

This chapter brings together the empirical implications of the holistic
framework developed throughout this book. While earlier chapters have
examined the conceptual foundations of holism and the methodological
issues involved in studying complex service systems, the focus here is on
the available research evidence. This chapter addresses a central and often-
repeated concern: whether holistic mental health care can be supported by
empirical data and, if so, what kind of evidence is methodologically
appropriate given the nature of the phenomena under investigation.

Although a holistic framework and the mental health service system built
upon it can be theoretically justified, empirical research on its effectiveness
remains limited. This is primarily due to the dominant modes of knowledge
production and organization, which rely heavily on reductionist logic. As a
result, even research designs intended to be holistic are often forced to
conform reductionistic thinking.

For example, phenomenological research could illuminate what life and
treatment actually feel like for a person who, at a given moment, meets the
diagnostic criteria for schizophrenia. In practice, however, research is
typically tied to the reductionist definition of schizophrenia—as if the
person’s lived experience were the outcome of some internal, stable
disorder. Similarly, register studies show that most individuals diagnosed
with schizophrenia become occupationally disabled or repeatedly
hospitalized—a pattern frequently interpreted as evidence of the assumed
chronicity of the disorder. A more holistic interpretation would note that
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diagnostic criteria themselves, in effect, define a form of chronicity that
registers then confirms, and that the ways people are met and supported
may also shape the overall situation that becomes visible in registers.

A second reason for the scarcity of holistic research is the lack of a
suitable unit of analysis. When mental health problems are assumed to be
internal characteristics of the individual, research inevitably focuses on
isolated symptoms, mechanisms, or biomarkers—elements compatible with
the reductionist paradigm but unable to capture the dynamic, multilevel
configurations through which a phenomenon comes to be defined as a
mental disorder in the first place. Holistic research, by contrast, targets
wholes and situations, which do not fit easily into traditional research
designs and measurement tools. This structural incompatibility has made
holistic approaches appear difficult to operationalize and measure, even
when they may describe clinical reality more accurately.

A third and perhaps most significant reason is that psychiatry has not
previously had a systematically formulated theory or conceptual framework
that would render holistic thinking scientifically coherent and empirically
researchable. Without a shared ontology, a clear articulation of the object of
study, and an account of how it should be measured, the concept of holism
has remained vague. The practices to which it refers have appeared as
separate therapeutic traditions or service models without a common
theoretical core that would allow for a cumulative research and
development program. As a consequence, holistic phenomena have been
evaluated using reductionist measures that cannot capture their actual logic
of impact—perpetuating the impression that holism cannot be studied,
when in fact the problem has been the absence of an adequate theoretical
foundation.

Despite these limitations, there is already a considerable amount of
indirect evidence supporting a holistic framework.

10.1 Indirect Evidence

10.1.1 First Source of Indirect Evidence

Reductionist research has produced a great deal of indirect evidence that is
difficult to explain from a reductionist standpoint but fully coherent from a



holistic framework. One of the most central observations relates to the
phenomenon described at the beginning of this book: despite decades of
work and substantial resources, no psychiatric disorder has been shown to
have a clear, singular biological etiology that would allow mental disorders

to be reduced to well-defined neurobiological mechanisms (Cuthbert &
Insel, 2013).

Although individual biomarkers have been proposed to explain certain
disorders, the findings do not replicate across studies, and psychiatric
diagnoses still cannot be verified through neuroimaging or laboratory tests.
In practice, biological findings serve mainly exclusionary purposes: only
after neurological, endocrinological, or somatic causes have been ruled out
is the situation considered psychiatric.

In this respect, psychiatry is facing a replication crisis similar to that of
psychology. The crisis is understandable: both fields study complex,
interactive processes using methods originally designed for far simpler
phenomena.

This situation is difficult to account for within a reductionist framework.
Diagnostic categories have been carefully operationalized, diagnostic
systems are updated regularly according to established standards, and a
large, well-funded etiological research program would suggest that at least
some subtypes of psychiatric disorders should be verifiable through
biological markers. From a holistic standpoint, however, the situation is
unsurprising: what is operationalized as a mental disorder encompasses an
extremely broad range of phenomena tied to subjective experiences, life
situations, and social contexts. It i1s unrealistic to expect universal,
consistently recurring mechanisms that can be systematically traced back to
the individual.

This improbability is reinforced by the plasticity of the brain and body
and by the experiential nature of psychological and social phenomena.
Moreover, in psychiatric situations, favorability or unfavorability is always
determined in relation to context—not solely by internal characteristics.
From a holistic perspective, human experience does not reduce to bodily
components alone, even if bodily structures are necessary conditions for it.
Thus, identifying a precise, generalizable, individual-level etiology for a
single experience is neither meaningful nor useful when the primary focus
is on the situation as a whole and its dynamic formation.



10.1.2 Second Source of Indirect Evidence

A second body of indirect evidence concerns research on psychiatric
treatments, which repeatedly shows that therapeutic effectiveness does not
derive from specific methods and differs little from active placebo effects.
For example, psychotherapy research has long shown that there are no
substantial differences in effectiveness between different therapeutic
schools (Wampold,_2015). Rather, outcomes are explained primarily by
common factors independent of modality—such as the quality of the
therapeutic relationship, expectations, and the personal characteristics of
both therapist and service user. In fact, from a contextual perspective, these
phenomena are not unique to mental health care or psychotherapy but
reflect more generally human healing and helping traditions that emerge
from relational processes (Wampold & Imel,_2015). This finding is
problematic for a reductionist framework, which assumes that effectiveness
should be method-specific and directed precisely at the disorder in question.

A similar issue of nonspecificity applies to psychiatric medications.
Their symptom-relieving effects do not appear to stem from correcting
mechanisms that are specifically tied to particular disorders or medication
effects (e.g., Aftab & Stein, 2022; Moncrieff, 2018). Still, reductionist
thinking has long assumed that mental disorders arise from disruptions in
certain neurotransmitter systems that medication “restores.” Yet this
neurotransmitter hypothesis has not been substantiated (Pierre,_2019); it
was originally derived more from examining how medications act than
from genuine etiological evidence.

It is undeniable that psychiatric medications have effects that cut across
diagnostic categories. Many different drugs can alleviate similar symptoms
even when their mechanisms of action are entirely distinct. From a
reductionist standpoint, such nonspecificity is difficult to reconcile with the
idea that a drug’s mechanism reveals the causal basis of a disorder.

From a holistic perspective, these findings are expected: while
psychiatric medications influence specific neurotransmitter systems, such
mechanisms do not reveal the origins of symptoms nor fully explain
changes in psychological experience. Alcohol, for instance, can reduce
shyness, yet shyness is not understood to result from a deficiency in the
gamma-aminobutyric acid neurotransmitter system, even if alcohol affects
that system.




Whether a chemical is classified as a “medication” or a “psychoactive
substance” is largely conventional and culturally dependent, conditioned by
how the chemical is used. From this viewpoint, the symptom-relieving
effects of psychotropics can be understood similarly to the way
psychoactive substances alter experience or painkillers reduce pain: they
change experience without eliminating or correcting the underlying cause.

For example, anti-inflammatory drugs and some other painkillers inhibit
the formation of prostaglandins, weakening pain signaling and reducing the
sensation of pain, although the underlying cause of the inflammation or
pain (such as infection, injury, or autoimmune disease) may still remain.
Analogously, psychiatric medications affect key neurotransmitters such as
serotonin or dopamine, relieving anxiety, low mood, or agitation even
though the underlying sources of distress persist. This 1s not unexpected,
given that these neurotransmitter systems play a central role in shaping
human experience and affect regulation, while the origins of distress are
typically embedded in complex relational, social, and existential contexts
that cannot be reduced to neurochemical processes alone.

10.1.3 Third Source of Indirect Evidence

A third source of indirect evidence is the observation that the effectiveness
of mental health care and the functioning of service systems have not
markedly improved, even though treatment methods have diversified,
evidence-based interventions are more widely available than ever, and the
number of mental health professionals relative to the population is at its
highest in history (Timimi, 2014; WHO, 2021). According to reductionist
logic, this should be reflected in greater treatment effectiveness, decreasing
service needs over time, and improved population mental health.

In practice, the opposite has occurred. The expansion of evidence-based
treatments and the growing number of professionals appear in many
countries to have increased service use, and in long-term follow-ups,
neither prolonged treatment episodes nor the risk of mental health-related
disability has decreased as methods have become more available
(Bergstrom et al., 2025a; WHO, 2021). Internationally, outcomes for severe
mental health problems appear to have remained largely unchanged and, in
some respects, may even have worsened (Jdaskeldinen et al., 2013; WHO,



2021), and premature mortality relative to the general population has
increased (Lee et al., 2018).

From a holistic framework, these findings are likewise expected: the
reductionist logic of service production easily overlooks people’s actual and
changing needs, and reducing diverse psychological and social problems to
individual disorders increases service demand. When services are built
around predefined disorder-specific treatments, people may feel they are not
genuinely met, leading to frustration and repeated help-seeking. This, in
turn, increases resource needs—especially for assessment—because at
every encounter the individual is again fitted into predefined categories that
often do not align with their real-life situation. As demand grows, more
resources are allocated to services, which paradoxically further increases
demand.

When general indicators are considered, the strongest argument usually
presented in support of the reductionist framework and service logic is the
linear decline in suicide mortality over recent decades in many Western
countries. This trend is often attributed particularly to the increased use of
newer antidepressants (Isacsson et al.,_2010). However, there is evidence
that the decline in suicide mortality began before newer antidepressants
entered the market (Isacsson et al.,_2010; Safer & Zito,_2007) and more
likely reflects broader cultural, economic, and societal changes—such as
rising living standards, strengthened social welfare systems, and greater
general health awareness—rather than the linear effects of psychiatric
treatment.

Suicide 1s inherently a multifactorial phenomenon influenced by
individual, communal, and societal factors alike (Bergstrom et al., 2026). Its
decline cannot therefore be taken as straightforward evidence of the success
of a reductionist psychiatric service logic, but rather as an example of how
complex human phenomena are embedded in context and require a
similarly holistic framework in research. In some countries, and particularly
within certain sociodemographic groups, suicide rates have also remained
the same and begun to rise (GBD 2021; Suicide Collaborators, 2025).

10.2 Direct Evidence



Direct research evidence on holistic mental healthcare systems is still
limited, for the reasons outlined above. Internationally, the best known
examples that can be regarded as holistic in the sense defined above, that
are included in WHO (2021) guidelines, and for which comparative
research data are available, are the community-based system in Trieste Italy,
the Open Dialogue approach from Finnish Western Lapland and Soteria
model originated in the United States.

10.2.1 The Trieste Community Care Model

The community care model in Trieste offers a concrete example of how a
holistic framework can be implemented in practice at the level of an entire
service system. Beginning in the 1970s, the city moved away from
institutional psychiatry toward a “whole system, whole community” model
in which mental health care is closely linked to everyday life and the local
social environment (Mezzina, 2014). This transformation was not merely a
clinical or systemic reform but a profound ethical, political, and anti-
institutional shift that redefined mental health care as a matter of
community citizenship, subjectivity, human rights, and social inclusion
rather than the pathologization of distress and its control (Saraceno &
Sashidharan, 2020).

In Trieste, services were organized through community-based mental
health centers that were open around the clock, without waiting lists and
without diagnostic requirements (WHO,_2021). In line with the original
principles articulated by Franco Basaglia, the Trieste system sought to
dismantle the power asymmetries embedded in traditional psychiatry and to
replace institutional containment with negotiated, person-centered forms of
care that are delivered seamlessly within the community and embedded in
the context of everyday life (Saraceno & Sashidharan, 2020).

Each center in Trieste functions as a low-threshold outpatient unit and is
responsible for coordinating all mental health services in its catchment area.
The centers also have a small number of beds (typically six to eight), which
can be used on a voluntary basis and without referral. There is one six-bed
psychiatric acute ward in the general hospital, but in practice, most crises
can be managed in the community centers or in the person’s own living
environment.




The Trieste model has demonstrated that a comprehensive, community-
integrated approach can improve both psychological and social outcomes
(WHO, 2021). Early follow-up studies showed better functioning and
overall outcomes among people diagnosed with schizophrenia compared
with traditional treatment systems (Kemali et al.,_1989). Later longitudinal
analyses have also documented low rates of compulsory treatment and
significant improvements in social participation, housing stability, and
engagement in work (WHO, 2021). In the Trieste system, crises are treated
primarily in the community, in open units and in people’s own
environments, which has generally reduced the need for hospital care to a
fraction of previous levels (Mezzina, 2014).

Cost and follow-up data indicate that the strength of the Trieste model
lies precisely in its integrated system, in which treatment, social support,
housing, and work are brought together within a single service structure
(WHO, 2021). This system-level transformation has yielded not only better
outcomes but also cost savings, as long hospital stays and recurrent crises

community-based mental health system can be implemented consistently
and comprehensively.

10.2.2 The Open Dialogue

A second example of a holistic service model is the Open Dialogue
approach (Bergstrom et al.,_2025a; Seikkula, 2025), discussed in detail
earlier in this book. This model emerged through long-term naturalistic and
action research in Finnish Western Lapland, initiated in the 1980s to address
poor outcomes in the treatment of situations diagnosed as psychosis. Rather
than applying predefined therapeutic methods, the focus shifted to studying
everyday treatment practices (Seikkula & Olson, 2003; Seikkula et al.,
2011). Influenced by the need-adapted approach (Alanen, 2009), social
constructionist and dialogical theories, particularly Bakhtin’s notion of
polyphony, the dialogue itself became the central therapeutic action
associating with favorable outcomes (Seikkula & Olson, 2003). Key
elements to support dialogism included an immediate response to crises, the
early involvement of the person’s social network, flexibility in time and
place, shared professional responsibility, psychological continuity, and a




tolerance of uncertainty. Over time, these practices crystallized into Open
Dialogue as a whole-service approach in which recovery is supported by
sustained, inclusive dialogue embedded in the organization of care.

In Western Lapland, the entire psychiatric and mental healthcare system
was reorganized around a 24/7 crisis line and a low-threshold walk-in
outpatient clinic. Instead of prior assessments and referrals, the person
seeking help and their network are invited directly to a meeting where the
aim 1is to build a shared understanding of the situation through dialogical
encounters. Care is then adapted to the situation on the basis of this
understanding, and the same staff members are responsible for continuity
throughout the process by organizing further network meetings whenever
needed.

The effectiveness of Open Dialogue has been evaluated using regional
historical comparisons and later register-based cohort studies. In five-year
follow-ups of first-episode psychosis, about 80% of service users were
symptom-free and 73% were working or studying at the end of follow-up;
days in hospital and use of neuroleptic medication were substantially lower
than in the rest of Finland (Seikkula et al., 2003; 2006; 2011). A later 19-
year follow-up with national register comparisons of psychosis cohorts
confirmed these findings: among Open Dialogue service users, the risks of
disability and long-term care were clearly lower than elsewhere, even after
controlling statistically for confounding factors (Bergstrom et al.,_2018).
Independent national register studies (e.g., Karolaakso et al., 2021;
Karvonen et al.,_2008; Kiviniemi, 2014) have likewise found that in
Western Lapland, people treated for psychosis have the fewest hospital
days, the lowest use of psychiatric medication, lower rates of disability, and
the lowest overall treatment costs in the country.

In adolescent psychiatry, register studies have shown that young people
treated within Open Dialogue had, over ten years of follow-up, lower risks
of out-of-home interventions (Bergstrom et al., 2023), disability, long-term
service use, and cumulative total costs than other young Finnish users of
adolescent psychiatric services (Bergstrom et al., 2022).

Similar findings have been reported internationally from regions where
services have been reorganized according to the Open Dialogue model. In
Denmark, youth psychiatric services organized along Open Dialogue
principles were associated with reduced disability and less use of acute
psychiatric services (Buus et al.,_2019). In the United States, an acute




psychiatric unit reorganized in line with Open Dialogue showed
substantially lower rates of hospitalization and lower costs than typical care
(Bouchery et al., 2018). Comparable quantitative results have been reported
from other settings as well (Grand et al., 2016; Pocobello et al., 2024), and
service users’ experiences have been positive (Gidugu et al., 2021; Hendy
& Pearson, 2020; Sunthararajah et al., 2022; Wusinich et al., 2020).

Currently, Open Dialogue is being studied in a multisite cluster
randomized trial (the ODDESSI trial) within the National Health Service in
the United Kingdom, in which mental health crisis services have been
randomized to either Open Dialogue clinics or treatment-as-usual clinics
(Pilling et al.,_2025). Preliminary results from the United Kingdom have
been favorable, indicating both improved outcomes (Kinane et al.,_ 2022)
and the feasibility of the trial (Pilling et al., 2025).

Despite promising results, there are also indication on significant
challenges in the implementation and transferability of Open Dialogue
(Bergstrom et al., 2026; Buus et al., 2021; Heumann et al., 2023; Lennon et
al., 2023; Pocobello et al., 2023; Waters et al., 2021), which stem at least
partially from tensions between its holistic ontology and the reductionistic
structures of healthcare service organizations (Bergstrom et al., 2025a;
2026), including prevailing models of implementation, service reform and
development, and leadership practices.

10.2.3 Soteria

The Soteria model was developed in the United States in the 1970s as a
response to hospital-centered psychiatric care (Mosher, 1999). Its aim was
to offer people experiencing acute psychosis a homelike, calm, and humane
environment in which support was based primarily on interpersonal
interaction and ordinary daily life (Bola & Mosher,_2003). Staff were
mostly nonmedically trained, present around the clock, and their role was to
“be with” the person rather than to administer technical treatments. The use
of neuroleptic medication and coercive measures was minimized, and
central importance was placed on understanding the meanings people
themselves gave to their experiences (Mosher, 1999).

In the original randomized trials, functional recovery and social
outcomes in the Soteria group were at least as good as, and in many
respects better than, those in standard hospital care at one- to two-year




follow-up (Calton et al., 2008; Mosher, 1999). In Soteria, neuroleptics were
used with only about one-third of residents, whereas in the comparison
groups, nearly all received neuroleptic medication—yet many outcomes
were better in Soteria, and the model was more cost-effective than standard
hospitalization (Mosher, 1999).

Later studies and international adaptations of Soteria have reinforced
these findings. In the Soteria Bern model in Switzerland, the need for
hospital care was low, coercive measures were rare, and at two-year follow-
up, rates of work and study participation were higher than in conventional
treatment (Ciompi & Hoffman, 2004). The results demonstrated that acute
psychosis can be treated safely and effectively without extensive
pharmacotherapy and institutional structures, and that a relational, homelike
environment can itself function as a therapeutic factor.

From a holistic perspective, the core contribution of the Soteria model is
the finding that when environment, interaction, and meaningful presence
are placed at the center of care, recovery from situations diagnosable as
psychosis can proceed as well as—or better than—in conventional,
medication- and hospital-based treatment. This challenges the reductionist
assumption that the essence of acute psychosis treatment lies primarily in
biological intervention and highlights the powerful role of social context
and human support in shaping the course of recovery. Historically, similar
observations have been made in relation to so-called milieu therapy, where
a central idea has been that the most important elements of effective
psychiatric care are compassion and understanding (Hoffman, 1982).

10.2.4 Other Direct Evidence

Although direct evidence on entire mental healthcare systems operating
within a holistic framework 1s still limited, there is robust evidence for
several specific approaches that are compatible with a holistic perspective.
These include personalized pharmacological treatment (Bousman et al.,
2023; Maj_et al., 2020, 2021); integrative and common factors—based
psychotherapies (Ardito & Rabellino,_ 2011; Fliickiger et al.,_ 2018;
Goldman et al., 2018; Norcross & Goldfried, 2019; Wampold, 2015; Zarbo
et al.,_2016); family therapies (Carr,_2009; Sexton & Lebow, 2016) and
group therapies (Burlingame et al., 2020; Janis et al., 2021); peer support
(Smit et al., 2023); and integrative low-threshold service models such as




assertive community treatment, which emphasize early intervention,
outreach support in everyday environments, and flexible use of different
treatment methods (Kane et al., 2016; Marshall & Creed, 2000; Stanley et
al.,_2025; Ziguras & Stuart, 2000). In reductionistic service systems,
however, these positive effects do not necessarily persist over the longer
term (Secher et al., 2015).

In addition, there is substantial evidence that many so-called
complementary approaches—such as physical exercise, lifestyle changes
(Teasdale et al., 2025), and attending to spiritual or existential dimensions
in treatment (de Diego-Cordero et al., 2022; Gongalves et al., 2015)—have
beneficial effects. Self-directed care and personal budget models, in which
individuals can choose from a menu of available services, have also shown
both clinical and cost-effectiveness (Cook et al., 2023; Webber et al., 2014).

10.3 Summary of the Research Evidence

Research evidence on fully holistic systems is still limited, but three
internationally significant examples—Trieste, Open Dialogue, and Soteria
—have accumulated independent, comparable, and convergent findings.
What unites these models is not a single method but a comprehensive
system logic: low-threshold access, rapid response, work anchored in
everyday life, community orientation, involvement of networks, and
continuity of care with the same staff.

From the standpoint of research evidence, it is crucial that these models
have emerged independently of one another in different cultural contexts
yet have consistently yielded very similar results: reduced need for
hospitalization, improved long-term functioning and social participation,
fewer coercive measures, and lower costs. WHO’s (2021) international
reviews support the same conclusion: when services are organized close to
people’s everyday lives and practice i1s grounded in collaboration,
predictability, attention to wholes, and egalitarian dialogue, the functioning
of mental health systems improves.

Taken together, the available evidence converges in support of a holistic
system of care. The Trieste model illustrates how shifting services away
from institutions and into communities can support active participation and
address difficulties within people’s lived situations. Open Dialogue



demonstrates how rapid, network-oriented responses can effectively address
acute crises in which agency is threatened and existing resources are
insufficient, and how entire care processes can be coordinated in holistic
manner. Soteria, in turn, provides an example of longer term, non-coercive
support for people with enduring or recurrent difficulties.

There is also substantial direct—and in many cases randomized—
evidence for individual treatments and approaches that align with a holistic
system. A holistic system is built by integrating such approaches, and this
can reasonably be expected to enhance overall service effectiveness.
Although research on entire service structures is still scarce, the existing
evidence consistently suggests that this kind of approach has beneficial
effects.

It is also important to note that there is no comparable body of research
directly evaluating the reductionist logic of service production as a system-
level approach in contrast to alternative service logics. Randomized
controlled trials typically assess the efficacy of specific methods for specific
symptoms under controlled conditions, but they rarely examine how the
broader logic of implementing these methods functions within real-world
service systems, or how such systems perform relative to alternative
organizational models. In this sense, the evidence base for reductionist
service organization is more limited than is often assumed. By contrast,
there is a growing and cumulative body of research on holistic and system-
oriented service models. The approaches described above, for example,
have been studied using diverse longitudinal and naturalistic data across
different regions and time periods, providing a substantial empirical
foundation at the level of service systems. Importantly, these studies often
rely on outcome measures that are, in many respects, more valid and
societally relevant than short-term changes in symptom questionnaires, such
as long-term functioning, service use, social participation, continuity of
care, and outcomes defined by service users themselves.

There is still a need for a more systematic research program on holistic
service systems in order to produce comparable and measurable evidence.
At the same time, the research history of psychiatry can be viewed as a
form of indirect support for a holistic ontology: the field has repeatedly
encountered dead ends when relying on reductionist explanatory models,
while many of these “unexplained” phenomena become more coherent and
intelligible within a holistic framework. From this perspective, the central



problem is less a lack of research than the absence of a shared conceptual
framework.
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Chapter 11

Conclusion and Future Directions

DOI: 10.4324/9781003777939-15

Mental health services are undergoing a period of transition. For decades,
the reductionist system provided a clear and manageable framework, yet its
limits have become increasingly apparent: services are overwhelmed,
diagnostic categories expand without clear benefit, and many people feel
they are not genuinely helped. At the same time, theoretical developments
in psychopathology have generated a range of promising models—from
network theories (Borsboom, 2017) and 4E/5E mental health (Rose,_2025)
to complexity science (Qlthof et al., 2023) and common factors in
psychotherapy (Wampold, 2015)—but these approaches tend to evolve in
isolation, lacking a shared language or clear clinical applicability. What
psychiatry—and, through it, the wider mental health service system—has
been missing is an ontological foundation capable of bringing together
embodiment, lived experience, and the social world into a coherent whole.

The holistic, contextual framework aims to address that gap. It does not
overturn existing theories; instead, it situates them within a shared structure
in which they can complement one another. Within this framework,
contextual emergentism and critical realism form the conceptual
foundation, allowing network models, dimensionality, 4E/5E cognition,
phenomenology, common factors, systemic perspectives, and experiential
knowledge to be integrated into a unified architecture. This architecture
clarifies why psychiatric phenomena resist simple reduction—and why
treatment outcomes across modalities appear to be driven largely by generic
mechanisms related to the quality of human interaction.
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In practical terms, the holistic framework shifts the focus of mental
health care from individuals to situations. A disorder is not a latent entity or
a property of the person, but a dynamic configuration that develops over
time and through interaction, in which biological sensitivities, personal
meanings, relational patterns, and social contexts together form a
burdensome constellation—an unfavorable situation that pushes someone,
or their network, to seek help.

When the target of treatment becomes an unfavorable situation rather
than an internal disorder, the foundational event of care becomes the
dialogical space. A dialogical space is not an add-on technique, but a way
of organizing encounters so that the unfavorable situation can acquire new,
shared meanings. It is a space in which no voice is privileged, curiosity
replaces certainty, and the goal 1s not to provide the correct interpretation
but to co-create an understanding of what is happening in a person’s life and
what might genuinely change. This allows the helping process to develop
from the bottom up: first a shared understanding of the situation is formed,
common factors are optimized, and then actions are taken where change is
immediately possible. More reductionist interventions—medication,
individual therapy, hospitalization—remain part of the toolkit, but they
become situationally embedded, applied case-by-case, and reserved for
moments when they are really needed.

When this logic is extended to the level of the service system, a different,
lighter, and more functional structure emerges: people enter services based
on expressed concern rather than diagnosis; the first step is not assessment
but a meeting; and a single team holds responsibility for the entire process.
Hospitals and specialist services function as internal supports rather than
parallel, competing systems. Care can be brought into people’s everyday
environments—homes, schools, workplaces, communities—because it is
there that unfavorable situations form and change. Psychiatry’s central task
becomes helping the person and their network identify the specific points of
change that can ease the situation or reduce the likelihood of deterioration
of situations.

A holistic framework does not exclude reductionism. There are many
situations in which more precise problem definition and targeted, modality-
specific interventions are appropriate and effective. Yet such situations are
most readily identified when the initial engagement is holistic and
dialogical, allowing the problem and its solutions to be reduced more



precisely only when necessary. The reason is pragmatic: it is far easier to
move from a holistic understanding toward reductionist targeting than to
attempt to open a complex situation from within a narrow reductionistic
frame. For this reason, the holistic framework should serve as the primary
starting point for mental health services—not as an exception or a special
practice, as it often is today.

11.1 From Theory to Practice: Implementing the
Holistic Framework

While any individual practitioner can already begin shifting their work
toward a more holistic orientation, a broader implementation requires
reorganization at the system level: continuity and responsibility must
remain within one team, teams must be able to respond rapidly, and
assessment must be dialogical rather than a mechanical inventory of
symptoms. In many settings, such a reorganization does not require
additional resources but a different distribution of work and priorities—
shifting capacity from specialized units and gatekeeping to immediate
engagement with people seeking help.

The measurement tools presented in the appendices of this book are
designed as practical supports for initiating the development of holistic
practice and research. All of these tools are derived directly from the theory
of holistic psychiatry presented in this book and are explicitly illustrative in
nature. They have not yet undergone empirical instrument development or
validation, and they should therefore not be treated as standardized
measures, fidelity scales, or outcome indicators. Their function is to serve
as starting points by illustrating what holistic instruments might look like
and how they might operate, while making key concerns visible and
discussable—such as continuity and responsibility at the system level,
dialogical conditions in meetings, and the multidimensional lived “shape”
of a situation as experienced by different participants.

Appendix A presents a phased roadmap for developing a holistic mental
health system over time. It offers an implementation-oriented sequence—
from preparation and piloting to scaling and long-term integration. The
roadmap is a planning aid rather than a prescriptive model; it provides one



way to think about structural reform while leaving room for local
adaptation.

Appendix B introduces the Holistic System Readiness Assessment
(HSRA), a structural scoring framework for estimating how well a service
system 1is architecturally prepared to implement holistic, dialogically
oriented care. HSRA focuses on system design features—such as overall

responsibility, degree of internal specialization, and worker scope of
influence—rather than individual competence or treatment techniques. The
proposed scoring bands and interpretive “zones” are proportional examples
intended to stimulate evaluation and comparison; they require empirical
validation and may later need different weighting, thresholds, or item
structure.

Appendix C provides the Dialogical Meeting Checklist, a practice-
oriented reflection and fidelity aid for network meetings. It summarizes
core process elements that tend to support polyphony, shared understanding,
continuity, and a not-knowing stance across the phases of a meeting. The
checklist is not meant to evaluate clinicians as individuals, nor to function
as a standardized observational measure. It is a situational guide for teams
to reflect on whether dialogical conditions are being actively created and
maintained, and it too is theory-derived and in need of validation.

Appendix D presents the Situational Map, a brief non-diagnostic
questionnaire that describes a situation as a whole using experience-near
dimensions such as burden, manageability, predictability, relational
connectedness, shared sense-making, hope, and safety. It is intended to
produce a multidimensional profile rather than a single total score, and it
can be completed either from one’s own perspective or by describing
another person’s likely experience. The tool is designed to make
perspectives comparable without reducing complex situations to symptom
checklists or diagnostic categories, and its psychometric properties,
interpretive use, and sensitivity to change require empirical study. If this
kind of instrument proves feasible and relevant for people seeking help, it
could be used as an outcome measure prioritized over symptom checklists,
thereby immediately shifting what services and professional work aim to
achieve.

In line with critical realism, the claims implied by this toolkit remain
open to empirical testing and, in principle, to refutation. Future work should
therefore evaluate their reliability, usability, sensitivity to change, and



relationship to observable practices and outcomes, and refine them
accordingly.

Note also that validated adherence (Lotmore et al.,_2023) and fidelity
measures (Alvarez-Monjaras et al.,_2023) for dialogical practice already
exist and can serve as a concrete starting point for the evaluation and further
development of holistic, dialogically oriented services. In addition, the
World Health Organization (WHO)_(2019,_2021,_2023) provides free
training materials, online courses, and guidance for both practitioners and
policymakers to support person-centered and rights-based mental health
service systems aligned with a holistic framework.

Finally, it is important to remember that the major advances in the
history of psychiatry have emerged precisely when the field has moved
toward holism: when people have been treated more comprehensively and
equitably, when their experiences have been taken seriously, when their
rights have been strengthened, and when care has been brought closer to
everyday life. Conversely, psychiatry’s darkest moments have arisen when
complex problems have been forced into single, narrow explanations and
treatment has lost contact with lived reality. In this sense, the holistic
framework is not a radical departure but a way of articulating what
psychiatry, at its best, has long attempted to do.

Despite this, maintaining holistic practices and systems has proven
challenging. Services and clinical work frequently revert to approaches that
emphasize reductionism: these may offer clinicians and policymakers a
sense of control, but at the same time, they narrow the interpretation of
situations and heighten uncertainty. In my view, the greatest challenge has
been the absence of a shared theoretical foundation. Because the holistic
practices have been developed in isolation from one another, the evidence
for their effectiveness has remained fragmented and difficult to integrate.

I personally grappled with these questions for years while working as a
clinical and supervising psychologist at Keropudas Hospital, known
internationally for the Open Dialogue approach discussed in this book.
Although the Open Dialogue always felt both humane and remarkably
effective in practice, its original constructionist explanation did not seem
sufficient to account for the complex phenomena I encountered within the
services. The approach also shared much with other traditions, but these
traditions rarely spoke to each other, as they rested on different
philosophical assumptions. As a result, methods were taught and researched




separately—and sometimes competitively—mainly to fit into a reductionist
scientific paradigm.

Keropudas Hospital closed in 2022. The building had reached the end of
its lifespan. Moreover, national reforms were steering local services back
toward top-down, diagnosis-centered structures. The gradual erosion of a
once-functional system made many of the phenomena described in this
book clearly visible, even though I lacked the vocabulary at the time to
articulate them.

While clearing out my office during the move, I found an old
handwritten letter. It was from Lauri Rauhala—in Finland, a well-known
psychologist and philosopher who has developed an existential-
phenomenological, or in his terms, a holistic conception of the human
being, drawing on Husserl and Heidegger. Rauhala was also one of
Finland’s first psychologists to work clinically in a Nikkild psychiatric
hospital in the 1950s, and his writings since the 1960s developed a new way
of understanding psychological suffering within its phenomenological
context. Throughout his life he also engaged in active debate with Finnish
psychiatrists, defending views that often clashed with the dominant
ontology—or more precisely, with psychiatry’s lack of a coherent ontology.

In the letter, Lauri wrote that he had read in the newspaper about the
Open Dialogue approach at Keropudas and felt that it was the practical
realization of what he had been theorizing for decades. Inspired by his
letter, 1 revisited his work and gradually recognized a convergence:
Rauhala’s holistic conception of the human being provided the missing
theoretical foundation capable of uniting the practical observations and
theoretical directions I had been trying to bring together.

This 1s the picture that has emerged from those pieces. Since Lauri
Rauhala is no longer here to comment on it, it is now our turn to continue
the dialogue and carry the development of holistic helping practices
forward.
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Appendix A S

A Roadmap for Developing a y
Holistic System

This appendix presents an illustrative roadmap for the gradual development of a
holistic mental health system. Rather than prescribing a fixed implementation
model, it outlines a structured yet adaptive process through which holistic
principles can be translated into everyday practice, organizational arrangements,
governance, and learning. The roadmap moves from establishing shared principles
and protected spaces for research and learning, through participatory inquiry and
small-scale pilots, toward formalization, gradual expansion, and long-term cultural
grounding. At each stage, attention is given to responsibilities, safety and
accountability, research/learning processes, and the integration of research into
routine work. The framework is intended to support real-world service systems in
navigating complexity and uncertainty while sustaining continuity, dialogue, and
shared responsibility over time.

Although presented sequentially for clarity, the phases overlap in practice and
often develop recursively.

A roadmap for developing a holistic system

What shows

Phase Purpose What is concretely done
progress




A roadmap for developing a holistic system

Phase Purpose What is concretely done What shows
progress

1 Shared Create Principles

principles and conditions for . De.:ﬁn.e core explicitly

protected research and principles of the named (rapid

research space

learning
before
solutions

holistic framework

e Appoint a
responsible system-
level development
lead/team

e Establish
collaboration with
universities/research
partners

access;
continuity;
situation-
centered
support;
dialogism;
shared
responsibility;
minimal use
of coercion);
responsibility
clear;
research
collaboration
active

e Agree on safety and
responsibility
boundaries

e Allow limited
deviation from
routine for research
and learning
purposes




A roadmap for developing a holistic system

Phase Purpose What is concretely done What shows
progress
2 Participatory Understand Shared,
observation and where the * Engage staff and realistic
current-state system service users in understanding
understanding actually is participatory, of current
observational practice and
inquiry readiness
e Study everyday
work practices as
they are
 Identify existing
dialogical capacities
and bottlenecks
 Integrate reflection
and documentation
into daily work
3 Small-scale Test holistic Improved
area pilots principles in  Launch limited, safe | access and
(structural practice area pilots and continuity;
experimentation) training dialogical
e Combine or work
strengthen team- sustained;
based responsibility | safety
e Simplify intake and maintained

reduce unnecessary
handovers

¢ (Centralize overall
responsibility from
start to finish

 Facilitate dialogical
spaces as core
practice

e Continue
naturalistic research
as part of work




A roadmap for developing a holistic system

Phase Purpose What is concretely done What shows
progress
4 Refinement, Turn learning Risks
risk clarification, | into system e Analyze findings explicitly
and regulatory understanding from naturalistic addressed;
development research guidance
e Refine principles, aligned with

roles, and structures
e Identify real (not
assumed) risks
* Develop legal and
administrative
guidance based on
practice

real practice

5 Formalizing
shared direction
(mandate)

Confirm and
protect what
has proven
meaningful

* Articulate shared
understanding of
what works and
why

e Secure formal
leadership and/or
political
commitment

e Embed principles
and responsibilities
into strategy

Mandate
grounded in
lived
evidence;
clear system
ownership




A roadmap for developing a holistic system

Phase Purpose What is concretely done What shows
progress
6 Gradual Extend Principles
expansion with without * Introduce principles | adopted
learning intact mechanical to new areas based across
replication on readiness contexts with
e Support local local variation
adaptation rather
than copying
e Maintain research
and reflection
during expansion
e Cluster-RCT if
feasible
7 Ongoing Keep the Learning
monitoring as system * Follow indicators continuously
shared sense- learning meaningful to informs
making people (continuity, | practice and
safety, experience, decisions

coercion)

e Use research data
for adaptive and
context-specific
system adjustment

e Treat monitoring as
dialogue, not
control




A roadmap for developing a holistic system

 Integrate principles
into leadership and
onboarding

e Address drift back

to old practices

Phase Purpose What is concretely done What shows
progress
8 Cultural Make the new Holistic
grounding and way of * Maintain shared framework
sustainability working language and sustained over
normal narrative time

Copyright material from Tomi Bergstrom (2027), Holistic Psychiatry, Routledge




Appendix B S

Holistic System Readiness y
Assessment

The Holistic System Readiness Assessment (HSRA) is an evaluation tool
designed to assess the extent to which a mental health service system is
prepared to implement a holistic, dialogically oriented model of care. The
assessment focuses on structural conditions rather than individual
competencies or treatment methods, recognizing that dialogical practice is
an emergent property of the service system as a whole.

A core prerequisite for holistic, dialogical work is that service structures
support continuity, shared responsibility, and low levels of internal
specialization. Systems that are structurally fragmented—such as those
divided into multiple hierarchical layers, parallel service lines, or narrowly
specialized teams—tend to disrupt relational continuity and limit the
possibility of sustained dialogical processes.

assumption that holistic and dialogical models require integrated service
structures with clear overall responsibility. The tool does not aim to
evaluate clinical quality, professional skill, or adherence to specific
therapeutic techniques. Instead, it examines whether the organizational
architecture enables or constrains a holistic system.

The assessment proceeds from the highest structural level of the service
system to the level of individual workers. This reflects the assumption that
readiness for holistic practice cannot be reduced to team- or individual-level
factors, but is shaped primarily by system-level design choices.

framework presented here should thus be understood as an illustrative
example of a structurally oriented readiness assessment, rather than as a
finalized or validated measurement instrument. The scoring structure,
assessment levels, and point distributions are provisional and based on



theoretical assumptions regarding the structural prerequisites of a holistic
system.

A subsequent validation phase is required to evaluate the functioning of

other factors:

— how different assessment levels and scores relate to actual clinical
and organizational practices.

— whether all levels contribute equally to system readiness or whether
differential weighting of levels or items is warranted.

practices.
— the sensitivity of the tool to change over time during structural
reforms.

Empirical validation should be conducted across diverse service settings
and organizational contexts to assess the robustness, relevance, and
practical utility of the framework. Findings from such studies may lead to

revisions of the assessment structure, scoring logic, or interpretive
thresholds.

Holistic System Readiness Assessment

Level I—Organization of the Entire Service Area (0-3 points)

Assesses whether the area has a single entity that carries full responsibility
for the overall process.

Stru.c fural Description Points
Option

A Single One organization coordinates the entire 3
fully mental health care process (intake,

responsible assessment, treatment, and follow-up). No

service division between basic and specialized care.




Stru'c fural Description Points
Option

B Two For example, basic level + specialized level. 2
parallel Responsibility is divided.

systems

C Multiple More than one differentiated entity with no 1
separate clear overall responsibility.

service lines

D No Service users are passed between multiple 0
responsible care systems.

entity /

fragmented

structure

Level 2—Internal Service Structure of the Responsible Entity (0—
3 points)

Assesses how much the system is divided into specialized units.

Stru? tural Description Points
Option
A One general | All services within one overall structure; 3
unit only essential distinctions (e.g., outpatient

vs. inpatient).
B Some For example, the distinction between basic 2
specialized and specialist services.
units
C Several For example, psychosis, mood, and anxiety 1
specialized pathways.
service lines




Stru'c fural Description Points
Option
D Deeply Multiple parallel units operating 0
siloed independently.
structure

Level 3—Unit-Level Structure (0-3 points)

Assesses whether units contain further internal subdivision.
Structural Option Description Points
A One team per Teams cover the entire unit’s service 3
unit user base.
B 2-3 teams for Light specialization (e.g., division 2
different phases according to treatment phase).
C Multiple Teams organized by diagnosis or 1
specialized teams predefined care pathway.
D Extensive micro- | Clearly demarcated teams operating in 0

siloing

“pockets.”

Level 4—Individual-Level Scope of Influence (0-3 points)

Assesses workers’ ability to influence the process across structural

boundaries.
Stru'c fural Description Points
Option
A Broad Workers can make decisions, shift flexibly 3
autonomous according to need, and take responsibility for
flexibility the process
B Light role Some task division and transfer of 2
division responsibility




Stru'c fural Description Points
Option

C Limited Work is strictly governed by unit-level 1
influence instructions and/or professional roles.

D No Workers operate only within a narrow, 0
influence predefined role.

Proportional example of scoring and interpretation (validation

required)
Total | Readiness Intervretation
Score | Level P
10— Green zone— | The structure supports a single-responsibility
12 High model; holistic systems are structurally
readiness enabled.
7-9 Yellow zone The system has some specialization, but a

—Moderate holistic framework is feasible with improved
readiness interfaces.

4-6 Orange zone Fragmentation is significant; substantial
—Low structural reorganization is required.
readiness

0-3 Red zone— The system is deeply fragmented; major
Not ready structural reform is needed before

implementation.

Copyright material from Tomi Bergstrom (2027), Holistic Psychiatry,
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Appendix C i %
Dialogical Meeting Checklist '

Dialogical Meeting Checklist describes the core process elements of a
dialogically oriented encounter and meeting. It functions as a practice-
oriented reflection and fidelity aid, supporting professionals in creating
conditions for dialogical space: shared understanding, continuity, and
polyphony throughout the meeting process.

The checklist is not an evaluation of individual competence or clinical
skill, nor is it intended as a standardized fidelity or outcome measure.
Instead, it serves as a situational guide to help teams reflect on whether key
dialogical conditions are being actively supported before, during, and after
a meeting.

The checklist is derived from theoretical and practice-based descriptions
of dialogical and network-oriented work rather than from empirical
measurement development. As such, it should be understood as an
illustrative and normative framework rather than a validated instrument.
Empirical validation is required to examine its reliability, practical usability,
and its relationship to observable interactional features, continuity of care,
and participant experiences. Future research may lead to refinement of
items, clarification of thresholds for use, or the development of
complementary observational or outcome-based measures.

Dialogical Meeting Checklist

Before the Meeting

0 Contact answered by a trained professional

O Meeting arranged within 24-72 hours, or at a time preferred by the
people seeking help

0 Service user asked whom they want to invite



0 Location chosen to support comfort or preferred by the service user
0 Minimum of two professionals included (pair/team)

0 Not-knowing stance adopted; background information reviewed only
to the extent necessary for safety, continuity, and practical
coordination.

o Safety considerations confirmed (sleep, substances, self-harm,
aggression, subjective sense of safety)

Opening of the Meeting

o Context and background of the meeting explained
O A gentle space and pace established; multiple viewpoints normalized

Dialogue Phase

0 Open and clarifying questions used

O Active listening demonstrated (e.g., repeating, paraphrasing,
summarizing)

o Own contributions connected to what the previous speaker has said
or done

o Polyphony encouraged; attention paid to emotion and context; all
participants included

0 Professionals reflected aloud to each other in the first person

0O  Premature interpretations, problem definitions, pathological
language, and the introduction of themes not related to the ongoing
dialogue avoided

0 Silence allowed; the conversation slowed

Shared Understanding

0 Summaries and reflections offered by professionals
0 Agreement with the plan confirmed by all participants
0 Emotional tone checked: participants are asked whether they feel
okay after the meeting

If these conditions are not met, consider scheduling the next
meeting as soon as possible.



If the conditions continue to be unmet, consider involving an
external reflector or adjusting the team composition.

Planning

0 Concrete next steps agreed upon (small, reversible)

0 Roles of staff and network members confirmed

o If needed, symptomatic support or crisis measures are planned
together, and potential benefits and harms are discussed openly.

0 Next meeting date is set, or care is concluded by mutual agreement;
team continuity and availability are ensured (contact information
provided).

Documentation

0 Documentation completed collaboratively (summary and shared
plan)

0 Contextual factors, resources, risks, and next steps noted

0 The plan and documentation ensured to be simple, descriptive,
readable, and transparent to all participants

Copyright material from Tomi Bergstrom (2027), Holistic Psychiatry,
Routledge



Appendix D o
The Situational Map .

The Situational Map is a brief, non-diagnostic questionnaire designed to
describe a current situation as a whole. It does not focus on symptoms,
diagnoses, or predefined problem categories. Instead, it captures key
structural, relational, and experiential features of a situation, such as ease,
manageability, calmness, sense of safety, relational connectedness, shared
understanding, predictability, agency, and perceived possibility of change.
The items are formulated in plain, experience-near language and do not
require the disclosure of detailed personal or medical information. The aim
is to make complex situations comparable and discussable without reducing
them to isolated components or narrowly defined clinical concerns.

The underlying assumption of the instrument is that situations are
dynamic and relational rather than static states. Situations may stabilize,
escalate, or transform over time through feedback loops between lived
experience, relationships, available support, and surrounding conditions.
Accordingly, items are presented as opposing experiential anchors on visual
analog scales (VASs), allowing respondents to indicate where the situation
currently lies along each dimension. As the dimensions describe interrelated
aspects of the same situation rather than independent traits, a correlation
between items is expected and conceptually meaningful.

The questionnaire can be used to examine different situations from
multiple perspectives. In order for responses to be understandable and
comparable, it is essential to agree in advance on which situation is being
examined and from whose perspective the responses are given. The
situation and perspective can be defined jointly depending on the purpose of
use. The situation may, for example, be one that has led to the use of
services, a life situation to which services are currently directed, a specific
treatment encounter, the treatment process as a whole, or a particular
everyday situation under examination.



In practice, the instrument can be used to describe either one’s own
situation or another person’s situation. In Form A, the respondent describes
their own situation or experience; the respondent may be anyone, including
a person using services, a professional, or a family member describing their
own experience. In Form B, the respondent describes another person’s
situation from that person’s perspective, assessing how the situation is
likely experienced by the person concerned. The arrangement can also be
reversed, resulting in parallel descriptions of the same situation from
different perspectives. Such parallel profiles help identify areas of shared
understanding as well as points of divergence, which are treated as
situational information rather than errors.

Although the questions in both forms are identical, responses have
different meanings depending on whether one’s own experience or another
person’s situation is being described. For this reason, it is crucial that the
unit of analysis—who is responding and whose situation is being described
—is kept explicit and consistent throughout the assessment. When this is
ensured, responses can be interpreted correctly and situations can be
meaningfully operationalized to support research, treatment, and shared
understanding.

Responses are interpreted as multidimensional situational profiles rather
than as a single summary score. Profiles can be visualized using, for
example, radar (spider) charts, making similarities and differences between
perspectives visible and supporting reflection, dialogue, and shared sense-
making. The instrument is intended for flexible use across settings and
formats, including paper-based and digital administration. Because it
focuses on general situational features rather than sensitive clinical content,
it 1s suitable for low-threshold and repeated use.

As the instrument continues to be developed, the number of items,
instructional wording, and operationalization of the unit of analysis may be
refined based on empirical research and accumulated use. Such refinements
aim to improve clarity, validity, and applicability while preserving the core
situational and experiential focus of the scale.

Form A—Instructions

This questionnaire concerns your situation.



Before responding, please take a moment to specify which situation you
are describing (for example, your current life situation, the situation that
brought you to services, your current treatment situation, or another specific
situation from your everyday life).

Please consider the time period indicated above (for example, right now
or over the past week).

For each scale, mark the point that best describes how your situation has
felt overall during this period.

The Situation Feels:

Extremely burdensome Not burdensome at
all

Completely unmanageable Manageable
Uncertain and unpredictable Clear and
predictable

Getting more difficult Getting easier

I Feel That:

I am completely alone [ am not alone

I am not understood I am understood

I cannot talk openly about things I can talk

openly and make sense of things together
Support is not available or does not help
Support is available and helpful

Things cannot improve Things can improve
I am unsafe I am safe

Form B—Instructions

This questionnaire concerns another person’s situation.

Before responding, please take a moment to clearly define the situation
being described. (for example, person’s current life situation, the situation
that brought person to services, person’s current treatment situation, or
another specific situation from person’s everyday life).



When responding, please try to describe the situation from that person’s
perspective rather than from your own experience.

Please consider the time period indicated above (e.g., right now or over
the past week).

For each scale, mark the point that best reflects how the situation is
likely experienced by that person overall during this period.

The Situation Feels (from the Person’s Perspective):

Extremely burdensome Not burdensome at
all

Completely unmanageable Manageable
Uncertain and unpredictable Clear and
predictable

Getting more difficult Getting easier

The Person Feels That:

They are completely alone They are not
alone

They are not understood They are understood
They cannot talk openly about things They

can talk openly and make sense of things together
Support is not available or does not help
Support is available and helpful
Things cannot improve Things can improve
They are unsafe They are safe

Scoring and Interpretation

Rating Format

Each item is rated on a VAS between two opposing experiential
descriptions.



e The left anchor represents a more constrained, burdensome, or
vulnerable situational state.

e The right anchor represents a more stable, manageable, or enabling
situational state.

Responses are recorded as a continuous value from 0 to 100, where:

e 0 indicates very low ease, manageability, connectedness, safety, or
perceived change potential

e 100 indicates very high ease, manageability, connectedness, safety, or
perceived change potential

All items are scored in the same direction. Higher scores consistently reflect
a more enabling situational configuration.

During the validation phase, reverse items can be used to assess potential
acquiescence and response-style bias.

Use of Scores

The instrument is designed to produce a multidimensional situational map,
not a diagnostic classification or symptom severity index.

e Each item represents a distinct situational dimension.

e Scores should be interpreted dimension by dimension and as a pattern
or configuration across dimensions, rather than as isolated values.

e A single total score is not required and should be used only with
caution (e.g., for descriptive monitoring or aggregated reporting).

Conceptual Clusters (Interpretive Aid)

For interpretive purposes, the dimensions can be understood as forming
three conceptually related clusters.

These clusters are heuristic guides, not latent scales or mandatory sub-
scores.

1. Situational Structure
Includes:



e Situational ease

e Manageability and agency

e Predictability

e Direction of change
This cluster describes how the situation is currently organized and
functioning:

how heavy it feels, whether it 1s manageable, how foreseeable it is,
and whether it appears to be improving or worsening.
. Relational Field
Includes:

e Connectedness to others

e Feeling understood

e Shared sense-making

e Availability of support
This cluster reflects the relational and dialogical space of the situation:

whether one is alone or connected, understood or misunderstood,
able to talk openly and make sense of things together, and whether
support is present and helpful.
. Hope and Safety
Includes:

» Possibility of change

e Sense of safety
This cluster captures the existential ground of the situation:

whether improvement is conceivable and whether the situation feels
safe enough to remain in and work with.

Interpretation: Implications for Support and
Helping

Low scores in specific dimensions or clusters should not be interpreted as
deficits in the person but as signals about where the situation may currently
lack supportive conditions.

e Low scores in Situational Structure may indicate that the situation is
experienced as overwhelming, chaotic, or rapidly deteriorating.



e — Helpful responses may focus on reducing load, clarifying next
steps, and stabilizing the situation before pursuing change.

e Low scores in the Relational Field suggest relational isolation, lack of
understanding, or limited dialogical space.

e — Support may need to prioritize presence, listening, shared
understanding, and coordination between people involved, rather
than problem-solving alone.

e Low scores in Hope and Safety indicate that the situation may not yet
feel safe or changeable enough to engage in active intervention.

e — Initial efforts may need to focus on restoring basic safety,
predictability, and containment, before expecting progress or
commitment to change.

Patterns across clusters may be more informative than any single score. For
example, a situation may be structurally manageable but relationally
fragmented, or relationally supportive but experienced as unsafe or
hopeless. Such configurations can guide discussion about what kind of
support is needed next, rather than what is wrong.

Multiple Respondents

The questionnaire may be completed by:

 the person directly concerned,
o family members or other close or network participants,
e professionals involved in the situation.

Differences between respondents’ profiles are treated as meaningful
information about perspectival variation, shared understanding, and
available dialogical space, rather than as measurement error.

Longitudinal Use

When administered repeatedly over time:

e cach dimension can be examined as a time series,



e attention should be paid to:
e direction of change,
e speed of change,
e convergence or divergence between dimensions or clusters.

Changes in the overall configuration are interpreted as changes in how the
situation is organized and experienced, not as improvement or deterioration
of a fixed condition.

Visualization

Scores can be visualized using a radar (spider) chart with a 0—100 scale on
each axis.

e Adjacent dimensions reflect conceptual proximity.
e The overall shape of the profile is intended to support reflection,
dialogue, and shared sense-making.

Profiles from different respondents may be overlaid in the same chart,
making visible:

e areas of overlap (shared understanding), and
e areas of divergence (differences in experience, interpretation, or access
to information).

Such differences are interpreted as situational information, not as
disagreement or inconsistency.
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Extended Description for Figure 3.1



The Basic Disposition
(Vulnerability) Macro-social factors:
Culture, norms, historical
and societal context
Micro-social factors:
Individual factors: Genes, Family interaction and
nervous system functioning, background, close and
embodied regulation, attachment relationships,
temperament, basic living environment,
emotions, cognitive abilities socioeconomic status, life
events,
L 4

The Basic Disposition to observe and interpret, to experience and
regulate emotions, and to guide behavior in different situations. The
ways in which the basic capacities become adaptive or maladaptive,
including the meanings assigned to them—depend on culture, available
opportunities, and the historical era which together shape and increase
the likelihood of encountering different kinds of situations

F 3

Situations (Stress)

Individual factors: Micro-social factors:
Emotions, thoughts, - Developmental tasks,
information processing, expectations, relationships
behaviour, somatic and and interaction, changes,
embodied states stressors, events

Unfavorable situation (mental health disorder): the individual or
someone else experiences the situation as unfavorable and as causing
harm to one or more people, in a way thatis atrisk of becoming
prolonged or beginning to sustain itself without outside help, at which
point the threshold for requesting help is reached.

Figure 3.1 From basic dispositions to unfavorable situations: a
contextual and developmental framework.



The framework is arranged as a top to bottom flow connected by arrows. The
upper section, Basic Disposition or Vulnerability, includes Macro social factors,
Individual factors, and Micro social factors, which interact to shape a central
Basic Disposition describing observation, interpretation, emotion regulation, and
behavior across situations. The lower section, Situations or Stress, combines
Individual factors such as emotions, thoughts, information processing, behavior,
and embodied states with Micro social factors including developmental tasks,
relationships, stressors, and life events. These interactions lead to an Unfavorable
situation or mental health disorder when difficulties become prolonged, harmful,
and require outside help.

Return to image in text.

Extended Description for Figure 3.2

Physical space
The concrete
setting: seating,
visibility,
audibility,
comfort, safety,
and flexibility.

Discursive

Space in time

space Adequate timing,
Ways of speaking . . . pacing, and
and listening, Dlﬂlﬁglﬂﬂl SPHCE. pauses that allow
polyphony, open A relaticma! setting in which the listening,
utterances, and person, their close network, and reflection, and

practitioners meet reciprocally
and polyphonically. Multiple
perspectives remain open,
active listening is as central as
speaking, and shared
understanding can emerge.

dialogue. slowing down.

Social space
Who is present:
inclusion of key
people and the
creation of a
shared
“here and now?”,

Mental space
An attitude of
curiosity,
empathy, and
openness to
otherness.

Figure 3.2 Dialogical space.



The framework places Dialogical Space at the center, describing a relational
setting where a person, close network, and practitioners meet through reciprocal
dialogue, active listening, and multiple perspectives. Five connected circular
sections surround the center. Physical space includes seating, visibility, audibility,
comfort, safety, and flexibility. Space in time emphasizes appropriate timing,
pacing, pauses, listening, reflection, and slowing down. Social space focuses on
including key people and creating a shared present. Mental space highlights
curiosity, empathy, and openness to others. Discursive space includes ways of
speaking, listening, polyphony, open utterances, and dialogue.

Return to image in text.

Extended Description for Figure 3.3



The basic disposition

Individual factors:
Emaotions, thoughts,
information processing,
behaviour, somatic
and embodied states
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For example: social and
financial support, family
therapy, groups and
occupational therapy, working
with networks, tailoring
support to the life situation

The situation improves within a dialogical

space, where shared reflection and support
help restore balance.

If the situation is severe or prolonged, need-based
treatment is provided according to a shared

understanding of what is most helpful.
If the situation becomes long-lasting or recurrent,
.. longer-term supportis arranged in line with a
shared understanding of the person’s needs and

context.

Figure 3.3 Dialogical space as the integrative core of a holistic care

process.



The framework is arranged vertically with The basic disposition at the top,
followed by Individual factors and Micro social factors connected by two way
arrows. These influence an Unfavorable situation or mental health disorder,
which is linked to Dialogical space at the bottom. Dialogical space emphasizes
optimizing generic common factors and shared understanding. Dotted callouts
provide examples of interventions including therapy, medication, counselling,
rehabilitation, supported education or employment, peer support, family therapy,
occupational therapy, community activities, financial support, lifestyle guidance,
and medical care. A legend distinguishes immediate recovery, need based
treatment, and longer term support pathways using different line styles.

Return to image in text.
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Extended Description for Figure 4.1

Contact:
Reflective listening, validation,
joint thinking of options and
shared decision making

ll\lot helping

Dialogical space:
Rapid response
1-5 network or

individual dialogue

Mot helping

Shared-understanding-
based-individually tailored

helping process: own service

provision / shift of focus /

hybrid
wt helping

Care becomes
stuck or the
situation escalates

Help need ends

Figure 4.1 The basic organizing principle of a holistic system.



The framework is arranged as a vertical flow of connected oval shapes.
Contact begins with reflective listening, validation, joint consideration of
options, and shared decision making. If this is not helping, the process
moves to Dialogical space, providing a rapid response through 1 to 5
network meetings or individual dialogue. If further support is needed, it
progresses to a Shared understanding based individually tailored helping
process with service provision, shift of focus, or hybrid care. Outcomes
branch to either Help need ends or Care becomes stuck or the situation
escalates. Curved arrows indicate feedback loops that return escalating
situations to earlier dialogical stages for continued support.
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Extended Description for Figure 4.2

Contact

Severe situation
- Confusion, aggressiveness
Suicidality, isolation
Prolonged insomnia
Substance abuse

l

Immediate network meeting at
home or in another safe place

l

Does not Is it safe to continue at
improve home/in a safe place?
Nﬂl Yesl
Immediate
symptom relief + Intensive
hospital/inpatient meetings
care

Impmvesl FJDES not
y improve




Mild Situation Improves
- Insomnia, stress
- Relationship challenges

- Self-regulation challenges
Other life difficulties

|

Dialogical space is enough:
- Ownresources are good
- Newideas emerge
- Feels manageable

T

Follow-up meetings + Possible follow-up meetings
tailored support and/or help need ends

Figure 4.2 Pathway for responding to severe and mild situations.

The framework begins with Contact and branches to either a Severe
situation or a Mild Situation. Severe situations include confusion,
aggressiveness, suicidality, isolation, prolonged insomnia, and substance
abuse. An immediate network meeting is followed by a safety assessment to
determine whether care can continue at home or another safe place. Unsafe
situations lead to immediate symptom relief and hospital or inpatient care,
while safe situations lead to intensive meetings. Improvement returns the
pathway to the Mild Situation stage, while lack of improvement loops back
for additional intervention. Mild situations progress to evaluating whether
dialogical space is sufficient. Positive outcomes lead to possible follow up
meetings or help need ends, while remaining needs receive follow up
meetings and tailored support.
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Basic-level mental health
care unit
Assessment of need for
care, implementation of
care.

Primary and secondary-
level health care unit
Assessment of need for
care, implementation of
care.

Other services:
Private rehabilitation and
therapy services, third-
sector services, addiction
treatment, employment-
supporting services, social
services, eto.

Other basic-
level services
Social work, —aman
groups, etc.

Basic-level
interventions
Shaort
therapies, etc.

Specialized-level mental

health in-take and crisis

ee care units sew
=

Assessment of need for e

care, diagnostics, follow-up

Visits,

Psychiatric inpatient care
—-—— Asaessme_m of ne_-ed for
care, diagnostics,
m stabilization of acute
situations.

Long-term support
services: = = =
— aaman Supported housing, .o
maintenance treatment, S
follow-up visits, home visits.

Specialized units (e.g.
——— mood and psychosis S55
.o 8 disorder units) S22

Assessment, diagnostics,
follow-up visits.

Specialized
services
Paychotherapy,
aas socialwork, SES
m occupational & & @
therapy, family
therapy, ete.

Figure 6.1 Stereotypical care pathways and resourcing in a
reductionistic system

The framework presents a network of mental health care pathways connected
by two way arrows. Basic level mental health care units coordinate with primary
and secondary health care units, basic level interventions, other basic level
services, psychiatric inpatient care, specialized intake and crisis care units, and
other community services. Specialized intake and crisis care connects with
specialized units for mood and psychosis disorders, psychiatric inpatient care,



long term support services, and other services. Psychiatric inpatient care
exchanges referrals with long term support services and specialized care.
Specialized units connect with specialized services that include psychotherapy,
social work, occupational therapy, and family therapy. The diagram emphasizes
continuous assessment, diagnosis, treatment, follow up, rehabilitation, and
coordinated referrals across services.
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Extended Description for Figure 6.2

Other services:
Private rehahbilitation and
therapy services, third-
sector services, addiction
treatment, employment-
supporting services, social
services, ete

Primary and secondary-
level health care unit
Assessment of need for
care, implementation of
care,

m Holistic System m
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- Rapidresponse, building a
> 24 dislogical space, and shared 888
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- Psychiatric inpatient care
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situations.

aaa
aaa
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Long-term support
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Diagnostics, _ Soteria-type housing,
psychotherapy, social medication
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. management and
therapy, family therapy,

tapering , meaningful
activities, and support
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S

Figure 6.2 Holistic System



The framework places a holistic system at the center, emphasizing rapid
response, dialogical space, and shared understanding. Two way arrows connect it
with primary and secondary level health care units for assessment and
implementation of care, psychiatric inpatient care for stabilization of acute
situations, specialized services providing diagnostics, psychotherapy, social work,
occupational therapy, and family therapy, long term support services offering
Soteria type housing, medication management and tapering, meaningful
activities, and support for social participation, and other services including private
rehabilitation, addiction treatment, employment support, third sector
organizations, and social services. The interconnected pathways highlight
coordinated collaboration across health, rehabilitation, and community based
care.
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