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Treatment of psychotic disorders is undergoing significant change with more impor-
tance and focus being given to psychosocial interventions. In this context, the 
authors of this book, Brief Interventions for Psychosis: A Clinical Compendium, 
present information that is important, timely and fills a wide knowledge gap. 
Addressing this knowledge gap is critical in helping us update the existing systems 
of care because many health service systems are currently not set up to provide 
comprehensive and integrated clinical care to persons with psychotic disorders. 
Fortunately, more recently many societies are attempting to provide earlier, com-
prehensive and more effective interventions as the best hope for improving out-
comes in psychotic illnesses. Clinical care of persons developing a psychotic 
disorder can be very effective with early detection, but the duration of untreated 
psychosis is still measured in years for most cases. There are several evidence-
based treatments to implement, but most patients are not treated in settings with a 
coordinated therapeutic team trained and experienced in delivering these services. 
A significant chunk of clinical work is based on addressing current needs in each 
individual without empirical guidance on all available approaches. In addition, the 
available psychosocial interventions are labor as well as resources intensive and 
would be out of reach of many needy individuals with psychosis. This is where 
creating solutions such as evidence-based interventions provided in a brief format 
could narrow the gap between the needs of individuals with psychosis and the lim-
ited resources available to systems of care.

The editors of this book have an outstanding group of authors who clarify the 
clinical and social issues and then present information about a broad range of brief 
therapeutic interventions ranging from those supported by high-quality evidence for 
effectiveness to interventions that are promising. In addition, interventions that are 
relevant to different cultures and systems of care are addressed. Evidence for each 
intervention is critically reviewed. But what is most impressive is the user friendly 
methodology and the clinical situations in which the fundamental elements of each 
brief intervention are presented so that clinicians can incorporate some of these 
approaches in their own practice. The readers are offered a strong orientation to the 
concepts in the beginning chapters followed by descriptions of specific brief thera-
pies with the strongest evidence followed by a chance to learn about recently intro-
duced approaches such as motivational interviewing and avatar treatment for 
auditory hallucinations. Finally, perspectives on the economics and policy 
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implementations that will facilitate wide-spread application of these interventions 
are discussed.

This textbook can have a broad range of users that include, but are not limited to, 
practicing psychiatrists, primary care physicians, psychologists, psychiatric nurse 
specialists, social workers, counselors, case managers, peer specialists, family ther-
apists, researchers as well as health care administrators. This book provides a unique 
source of information for them and opens up new vistas of thought and praxis for 
brief interventions in the realm of psychosis.

William T. Carpenter Jr, MD 
University of Maryland School of Medicine 

 Baltimore, MD, USA
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Preface

The ever-growing gap between the psychiatric needs of the clients and the limited 
resources available to provide evidence-based treatments has inspired many 
 academics and researchers to come up with innovative ways of providing good 
quality, efficient care. One such way is to take existing practices and adapt them to 
be delivered in a brief format. Brief therapeutic interventions differ from other types 
of psychotherapeutic interventions primarily in two aspects: these interventions 
emphasize a focus on a specific problem and are more targeted, thereby expediting 
and personalizing care. These interventions are of special relevance for the psychia-
trists in their medication monitoring visits, by incorporating psychotherapeutic 
interventions without the burden of significantly adding to their visit time. Not only 
psychiatrists but also general physicians can find these interventions handy to incor-
porate into their practice. Even though there is controversy about the definition of 
brief therapy based on factors such as duration of sessions, number of sessions, or 
the focus on interventions, the consensus is that brief interventions are beneficial 
and can very well be part of every physician’s repertoire in addressing situational 
crises and handling both recent onset clinical problems and chronic or long- standing 
issues. Often, brief and personalized interventions that are timely may have a greater 
impact on outcomes and experience.

At the present time, in the management of psychotic disorders, a confluence of 
four different forces is bringing psychotherapeutic and psychosocial interventions 
to the forefront. The first set of forces are clinical and evidence-based guidelines 
that recognize the limitation of psychotropic medications in helping clients achieve 
meaningful life goals and shed light on the critical role of psychosocial treatments 
for both augmenting the medications and improving meaningful client outcomes. 
The second set of forces, exemplified by the recovery movement, not only question 
the existing paradigm of having low expectations for psychotic disorders in the form 
of achieving just symptom relief but instead set the bar high, i.e., at recovery and 
rehabilitation. The third set of forces is the increasingly strong voice of individuals 
with lived experience who are influencing the agenda both in the development and 
delivery of mental health services. In the final set, there is a general recognition that 
clients, their families, and communities prefer psychosocial interventions to 
medication- based interventions while having fewer opportunities to access this kind 
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of services. One important result of these forces is an enormous demand on the 
existing limited mental health resources; this further necessitates the development 
of innovative ways to cater this huge need.

There are two pragmatic ways that can work hand in glove to narrow this huge 
gap between the need and resources. One way is to utilize the existing therapeutic 
modalities in a brief format by integrating the effective interventions into routine 
clinical interactions while building the evidence base for the same. Toward this 
end, this book brings in experts from a variety of psychotherapeutic modalities to 
focus on adapting their particular modality to fit and enrich the existing system of 
care delivery. A second way to extend the availability of brief interventions is to 
utilize the network of providers as well as the social circle of the individuals and 
delineate interventions that the various members can provide in a coordinated and 
complimentary manner. This would mean interventions that can be provided by 
psychiatrists, psychologists, clinical social workers, case managers, peer support 
specialists, and other providers on one hand, and the family members, friends, and 
social and religious entities on the other. Organized literature in a book format that 
bridges across the various brief interventions and their applications in psychosis is 
really meager and directly necessitates a clinical guide book like this one. This 
book, through its 13 chapters, aims to shed light on the four areas mentioned ear-
lier. The authors of these chapters are world-class experts in their respective 
domains whose experience spans the developing as well as the developed world. To 
provide its readers with a smooth flow, we provide a brief narrative of the individ-
ual chapters:

In Chap. 1, authors provide its readers a bird’s eye view of psychosis, outline 
some of the important issues that our field is facing in this context, and suggest 
some broad directions to address some of these. They make a case for  looking at the 
entire spectrum of psychosis in a continuum and draw attention to the normal psy-
chotic experiences (such as spiritual experiences) that are at times difficult to distin-
guish from psychotic symptoms and, more often than not, are misinterpreted. 
Drawing the information from many different sources, they leave the readers with 
the message that broader and combined approaches that include both psychosocial 
interventions and medications are necessary in the treatment of psychosis.

In Chap. 2, the experienced authors candidly cite rich literature that diligently 
distinguishes between the psychotic experiences, normal versus pathological. They 
provide compelling information from many different sources that make the readers 
rethink and possibly challenge the long-held (mis-)concept that psychotic symp-
toms are always pathological and/or dangerous. Adapting from the concepts of 
evidenced-based integrated pathways that have been used successfully in stroke and 
cardiovascular illnesses, these authors make a case for integrated pathways of care 
for psychosis which provides a standardized framework for good clinical practice 
that include but not limited to reducing the wide variations and heterogeneity in 
care, providing timely access to the interventions, and paving the way for achieving 
improved outcomes for individuals suffering from psychosis.

In Chap. 3, the readers see an eloquent description of the need for and succinct 
description of the brief cognitive therapy for psychosis (brief CBTp). In their 
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pioneering work, these authors also present a review and data on the efficacy of the 
brief CBTp. In addition, they present pilot data on efficacy of a culturally adapted 
model of the brief CBTp for clients in the low- and middle-income countries 
(LAMIC) where resources are even more meager. Importantly, they emphasize on 
the need for future research to shed more light on a still unresolved question on the 
dose-response relationship in psychotherapy.

Chap. 4 introduces its readers to the rationale, methodology, and logistics of 
Avatar therapy which is a new generation of translational and technologically 
sophisticated therapy attempt to deal with hallucinations. This innovative therapy 
not only establishes better coping mechanisms in the client but also attempts to 
change the client’s personal relationship with auditory hallucinations. In keeping 
with a continuum view of psychosis, it attempts to change the meanings and the 
pathological factors that maintain the positive symptoms. In their pioneering work, 
the authors provide a road map about how Avatar therapy can be used to bring nor-
malcy in the clients with refractory auditory hallucinations.

In Chap. 5, readers are introduced to the rationale, roadmap, and logistics of the 
Yoga and mindfulness based cognitive therapy for psychosis (Y-MBCTp©) which is 
a newer evidence-based translational mindfulness therapy designed by the authors. 
This self-exploratory and client-centered therapy combines together the pragma-
tism and methodology of brief CBT for psychosis with the scriptural philosophies 
and techniques of Yoga and mindfulness that are described in sage Patanjali’s Eight- 
limbed Yoga (Sanskrit: Ashtanga Yoga) and Buddha’s mindfulness meditation (Pali. 
Satipathana). This chap. also provides pilot data on efficacy of the Y-MBCTp© as a 
brief therapy model for clients with psychosis and suggests some directions for its 
future developments.

Drawing from his extensive clinical and scholarly work, in Chap. 6, its author 
succinctly narrates how a developmentally informed psychoanalytic treatment 
approach can be used in brief format for individuals with psychosis. In his masterly 
strokes, he elucidates how this approach nurtures the process of development itself 
and can be used with children, adolescents, and adults, including the ones who are 
overwhelmed with a psychotic process.

In Chap. 7, its author brings new insights into the application of principles and 
techniques of motivational interviewing strategies for individuals with psychotic 
disorders, a population for which its use is relatively new. The author makes a strong 
case that further brain-storming on use of motivational interviewing for individuals 
with psychotic disorders is particularly important because its different elements 
have enormous therapeutic potential to enhance the quality and efficacy of the exist-
ing interventions and to facilitate readiness of the clients/service users toward mak-
ing efforts to improve the various aspects of life impacted by psychosis.

In Chap. 8, the author provides a historical context and brief summary of the 
extensive evidence base for family interventions in psychosis and succinctly 
describes how these can be used as brief interventions as well. In an elaborate and 
methodical way, this chap. takes its readers, step-by-step on a journey that covers 
the entire gamut of these brief collaborative systemic interventions for individuals 
with psychosis. Importantly, the author reflects that therapeutic interventions need 
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not be ritualistic/dogmatic in their styles of implementation. Instead, they need to 
make the clinician feel more secure and hopeful, and only then regeneration of these 
feelings in their clients is possible which can lead to better outcomes.

In Chap. 9, its author describes the recovery-related brief interventions for 
 psychosis and provide some new ideas. Putting his finger on the pulse of the latest 
body of research, he makes a strong case that it is rather premature to assume that 
the most effective way to improve long-term outcomes in psychosis is simply 
through the administration of symptom-oriented treatments: medical or psychologi-
cal. He persuasively presents information which advocates to combine traditional 
treatments with more social models of care in order to improve outcomes.

In Chap. 10, its experienced author informs the readers about the ways in which 
support with employment can be a part of a personal recovery journey for many 
more people than it is today. It also focuses on interventions that can be provided by 
the various services to improve the support that clients with psychosis receive in 
order to gain and retain employment.

Drawing from his extensive clinical and scholarly work and his rich hand-on and 
lived experiences in cultural psychiatry, in Chap. 11, its author eloquently elabo-
rates upon the role of cultural factors in the treatment of psychosis, both from the 
stand points of medications and psychosocial interventions. He explains that culture 
provides the belief system and explanatory model which forms the matrix for the 
psychotic features to play out in its various forms. He urges the readers to distin-
guish the normal psychosis experience from true indicators of serious psychopa-
thology and cautions against overinterpretation and pathologization of them so that 
inappropriate treatments are avoided whereas adequate treatments are promptly 
instituted for those individuals who are in true need for them.

In Chap. 12, its authors describe the limited brief intervention models for psy-
chosis that have begun emerging in the low- and middle-income countries (LAMIC). 
Focusing on the scenarios mostly from Asia and Africa, they point out that the epi-
demiological data there are scarce, the treatment strategies are rather at a prelimi-
nary stage, and focus is on mostly psychopharmacological or somatic interventions 
rather than on the psychosocial interventions. They illuminate the readers that in 
LAMIC, the burden of psychosis is huge, there are many barriers to promote psy-
chosocial interventions, and one way these might be overcome is by implementing 
there the culturally adapted forms of brief interventions for psychosis.

Finally, in Chap. 13, the authors describe the scenarios on the treatment psycho-
sis in general, and on brief interventions in particular at a broader (macro) level. By 
contrasting and comparing at the various systems of care that exist globally, they 
examine the current limitations and wisely recognize that despite the existing wide 
diversity, these systems share the same common goals of providing effective 
evidence- based interventions for most people in the most efficient way. In addition, 
they suggest some steps to be taken in the future endeavors that may include but not 
limited to improvement of policies, work force, service organization, training, and 
also further research that may help bring better treatment models for individuals 
with psychosis.
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Rich discussions on the need for cultural and disorder-specific adaptations of the 
effective therapies are not new. However, through the tireless work of these authors 
over the years, we have been able to take a large step forward toward actualization 
of such adaptations in form of brief interventions. These are indeed very timely 
considering the huge public burden of psychosis, meager therapeutic resources, and 
a dire need for interdisciplinary integration of effective modalities. We hope that 
clients, clinicians, and researchers across the globe will benefit from reading this 
book and by adapting their stance in therapy. The editors truly believe that this is 
truly an intellectual and experiential journey to improve the therapeutic experience 
and outcomes for our clients. We invite all readers to be part of this journey by shar-
ing with us their thoughts and opinions about this book.

With best wishes, humility, and gratitude,

Basant Pradhan, MD
Narsimha Pinninti, MD 

Shanaya Rathod, MD

Preface
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1Brief Interventions for Psychosis: 
Overview and Future Directions

Basant Pradhan and Narsimha Pinninti

1.1  Introduction

Psychosis (etymology: Gk. psyche + osis, condition) as defined in the Merriam- 
Webster dictionary (http://www.merriam-webster.com/dictionary/psychosis) is a 
mental and behavioral disorder due to fundamental derangement of the mind (as in 
schizophrenia) and is characterized by defective or lost contact with reality espe-
cially as evidenced by delusions, hallucinations, and disorganized speech and 
behavior. This causes gross distortion or disorganization of a person’s mental capac-
ity, affective response, and capacity to recognize reality, communicate, and relate to 
others to the degree of interfering with that person’s capacity to cope with the ordi-
nary demands of everyday life. The word psychosis has become a part of the vocab-
ulary of general population including the media and is extremely stigmatizing. For 
many in general public, psychosis is synonymous with schizophrenia and is associ-
ated with dangerousness and negative stereotypy, often leading to social distancing, 
discrimination, and even victimization (Diefenbach 1996; Wood et al. 2014). 
Societal stigma combined with self-stigma leads to diminished opportunities, 
demoralization, and impaired recovery process for individuals with schizophrenia 
and other psychotic illnesses (Corrigan and Wassel 2008; Horsfall et al. 2010). 
Also, mental health practice until very recently was guided by the belief that indi-
viduals with serious mental illnesses like psychosis do not recover. The course of 
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their illness was either seen pessimistically, as deteriorative, or optimistically, as a 
maintenance course (Harding and Zahniser 1994). The pessimistic outlook goes 
hand in hand with biomedical conceptualization of psychosis that neglects environ-
mental risk factors (Mizrahi 2015). While the biomedical hypothesis is a driver of 
pharmacological research and current practice, meta-analyses of first person 
accounts of mental illness show that there are a variety of opinions about the cause 
of psychosis. Different individuals view the cause of their condition as spiritual 
crisis, environmental cause, and political, biological, or specific trauma (Farkas 
2007). Psychosis can be attributed to one or other medical illnesses (most impor-
tantly neurologic or endocrine), and determination of a cause-effect relationship 
between a medical illness and psychosis is not always easy. Importantly, the discon-
nect between the opinion of professionals and individuals extends to the focus of 
treatment. While professionals have been focused on symptom remission and reduc-
tion in hospitalization, people with psychosis are more focused on regaining life 
roles and improvement in quality of their life. In fact, a recent report of the state of 
mental health systems in the USA has concluded that mental health care in America 
fails a wide variety of individuals but particularly fails those with serious mental 
illnesses (IOM 2006) because it is “not oriented to the single most important goal of 
the people it serves, that of recovery” (The President’s New Freedom Commission 
on Mental Health 2003). An objective look at the outcomes for psychosis shows that 
contrary to prevailing professional opinion, there is evidence from several studies 
that a sizable proportion of individuals with psychotic disorders have good out-
comes. For example, in a 15–25-year follow-up of individuals with psychotic disor-
ders in 18 different countries, it has been revealed that the majority (56 %) showed 
recovery. A sixth of them were completely recovered to the point of not requiring 
any treatment (Harrison et al. 2001). In addition, people with serious mental ill-
nesses have themselves published accounts of their own recovery as well as advo-
cated for the development of recovery promoting services (Farkas 2007). All the 
above point to an urgent need for us in the profession of behavioral health to rethink 
how we conceptualize, label, and treat psychotic disorders. We need to look at our 
existing services, how they are delivered, and their focus to make them align with 
the goals of individuals who are suffering with these disorders, their families and 
communities supporting them.

1.2  Epidemiology

Psychotic experiences are fairly common, with 15 % of normal subjects reporting 
them at some point in their life. In most individuals these experiences are either tran-
sient or do not cause functional impairment and require no treatment (Balaratnasingam 
and Janca 2015). The distinction between psychotic experience and psychotic symp-
tom is not clear, and the two terms are used interchangeably. As a result all psychotic 
experiences are considered pathological and may lead to unnecessary use of antipsy-
chotic medication. Even though schizophrenia is considered a prototype of psychotic 
disorder, psychotic symptoms are trans-diagnostic and seen in all serious mental 
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illnesses and also in some personality disorders. For example, in borderline personal-
ity disorder, psychotic symptoms that at times are persistent are seen in 25–50 % of 
individuals and may indicate the severity of the disorder. Traditionally psychotic 
symptoms are viewed in categorical terms and always considered to be pathological. 
This categorical view contributes to the stigma, discrimination, and isolation of indi-
viduals with psychotic disorders. However, a paradigm shift is necessary to have a 
more comprehensive and nuanced approach to psychotic symptoms. The shift should 
include a distinction between psychotic experiences that are transient and psychotic 
symptoms and a recognition that some psychotic experiences are described part of 
spiritual experiences and may be self-enhancing. Secondly, the psychotic symptoms 
should be viewed dimensionally on a continuum from normal to pathological instead 
of the current categorical approach (Balaratnasingam and Janca 2015). This is a key 
premise of cognitive models of psychosis wherein the presence of voices in isolation 
is not sufficient to determine the transition to clinical psychosis (i.e., “need for care”). 
Put simply the way in which individuals make sense of, and respond to, their hearing 
experiences can determine whether voices remain benign (even life enhancing) or 
alternatively result in distress, impairment, and a need for clinical care (Garety et al. 
2001). Thirdly, there should be recognition that the long-held biomedical hypotheses 
of the cause of psychosis are inadequate as there is evidence for the role of environ-
mental factors in causation and maintenance of psychotic symptoms (Bebbington 
et al. 1993; Mizrahi 2015).

1.3  Spiritual and Psychotic Experiences

Religion, spirituality, and psychosis intersect and it is difficult to disentangle them. 
A model has been proposed to distinguish spiritual experiences from psychotic symp-
toms. Spiritual experience is described as a positively evaluated psychotic experience, 
which enables the subject to transcend their normal limitations and accomplish more 
than what he or she normally does, but these distinctions are not always clear. However, 
there is lack of quality studies that help us distinguish spiritual from psychotic experi-
ences (Menezes and Moreira-Almeida 2010; Moreira- Almeida 2012). In clinical 
practice it is important to be aware of and understand the religious and spiritual back-
ground of individuals so that these resources are utilized for supporting hope, buffer-
ing stress, and possibly activating psychosomatic processes that promote health 
(Griffith 2012). In a normal community sample of individuals, the spiritual emergen-
cies and psychotic symptoms are highly correlated, and some authors suggest that the 
two concepts are one and the same and all psychotic experiences should be treated as 
spiritual emergencies (Goretzki et al. 2009). There are individual case examples of 
psychotic symptoms conceptualized as spiritual emergencies and treated with psycho-
logical approaches particularly transpersonal psychotherapy (Lukoff 2005). However, 
there are no controlled studies to evaluate the effectiveness of transpersonal psycho-
therapy, and treating psychosis as a spiritual emergency can reduce the stigma associ-
ated with it but may lead to the unintended consequence of increasing the duration of 
untreated psychosis.
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1.4  Continuum of Psychotic Process

It is helpful to keep the entire spectrum of psychotic process – from vulnerabilities 
at one end to recovery and reintegration at other end – in devising systems of care 
that facilitate phase appropriate interventions.

1.5  High Risk for Psychosis

The risk for psychosis is explained by the stress vulnerability model described by 
Zubin and Spring (1977) and further elaborated by Neucterlein et al. (2008). It 
emphasizes the interaction between life events, circumstances, and individual 
genetic, physiological, psychological, and social predispositions which lead to varia-
tion in vulnerability. Meta-analysis of risk factors identified age, sex, minority or 
migrant status, income, education, employment, marital status, alcohol use, cannabis 
or other drug use, stress, trauma, living in urban areas, and family history of mental 
illness as important predictors of psychotic experiences (PE). Of those who report 
PE, ∼20 % go on to experience persistent PE, whereas for ∼80 %, PE remit over 
time. Of those with baseline PE, 7.4 % develop a psychotic disorder outcome 
(Linscott and van Os 2013). An interesting recent finding is that the degree of psy-
chotic symptoms at baseline does not distinguish individuals who go on to develop a 
psychotic disorder (Addington and Heinssen 2012). The factors that are likely to 
determine the long- term outcome of psychotic experiences are resilience, support 
systems available, individual and family perspective of the experiences, and the type 
of interventions that were utilized. Study of individuals who develop psychotic expe-
riences but do not develop disorders is likely to provide clues for better treatment of 
psychotic disorders akin to study of individuals who are HIV infected but remain 
asymptomatic.

Psychosis has classically five dimensions (positive, negative, affective, cognitive, 
and disorganization).

The DSM-IV description of psychotic disorders had several limitations includ-
ing a categorical approach to diagnosis that lent itself to enhancing stigma, ques-
tions about the validity of various diagnoses, and lack of clinical utility of some of 
the subtypes of illnesses. The work group on psychotic disorders for DSM-5 had to 
juggle multiple challenges of improving validity, reliability, and clinical utility. At 
the same time, they had to ensure simplicity and easy applicability. This was a huge 
challenge, and the expectation that there will be a paradigm shift in DSM-5 to a 
dimensional diagnostic system did not materialize. According to the work group 
on psychosis, the reason for the same was a lack of adequate research data to sup-
port this shift (Tandon 2013; Heckers et al. 2013). However, within the established 
categorical system, an effort was made to capture the underlying dimensional 
structure of psychosis. To that end, the terms domains, gradients, and dimensions 
are introduced. There are five domains of psychopathology that define psychotic 
disorders. The level of psychosis, the number of symptoms, and the duration of 
psychosis are the gradients that have been used to demarcate psychotic disorders 
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from each other and continue to be used for the same purpose in DSM-5 (Heckers 
et al. 2013).

In the dimensional approach in the nosological system, schizophrenia, the proto-
type of all psychotic disorders, has been conceptualized to consist of five clusters of 
symptoms, and these are positive symptoms (delusions, hallucinations, and disorga-
nization in thoughts, speech, and behavior), negative symptoms (social withdrawal, 
lack of motivations), cognitive symptoms (sustained attention, memory, and lan-
guage), hostility and excitement symptoms (includes impulse dys-control and vio-
lent behavior), and affective symptoms (includes depression or anxiety symptoms) 
(DSM-5, 2013). The International Classification of Diseases 10th edition (ICD-10) 
and the Diagnostic and Statistical Manual of Mental Disorders 4th edition 
(DSM-IV) both describe paranoid, hebephrenic, undifferentiated, catatonic, and 
residual group of schizophrenia. The problems with the subgroups are the instability 
of diagnosis over time and lack of predictive validity (Deister and Marneros 1994), 
and hence the subgroups have not been widely used clinically nor in research. The 
DSM-5 dispenses with these categories and catatonia becomes a different group. 
Efforts to find more homogenous subgroup of schizophrenia are ongoing. One such 
effort comes from two researchers working on the effectiveness of CBT for schizo-
phrenia and other severe mental illnesses. Kingdon and Turkington (2005) propose 
that schizophrenia is a group of disorders and can be distinguished into four catego-
ries: (a) stress sensitivity psychosis (20 %), (b) drug-induced psychosis (20 %), (c) 
traumatic psychosis (49 %), and (d) anxiety psychosis (10 %) (Kingdon and 
Turkington 2005). A diagnostic instrument developed to distinguish these subtypes 
is shown to have good psychometric properties (Kinoshita et al. 2012). The catego-
rization of schizophrenia into the above categories has implications for choice of 
psychosocial interventions based on the particular category. For example, as 
described in Chap. 5, the Yoga and Mindfulness-Based Cognitive Therapy for 
Psychosis (Y-MBCTp) shows efficacy in traumatic psychosis, in addition to its 
other benefits.

1.6  Expectation from the Interventions Done for Psychotic 
Disorders

Interventions for psychotic disorders should look at the entire spectrum from high- 
risk individuals to those who are in recovery and devise services that are based on 
their (a) phase of illness, (b) view of illness and receptivity to available interven-
tions, (c) available mental health systems, and (d) mobilizing existing support sys-
tems. Services should ideally be provided for an indefinite period of time to reduce 
the fragmentation and help the individual smoothly transition through the various 
phases of their illness. Interventions are broadly biological and psychosocial, and 
the choices of interventions are based on our understanding of the etiology of psy-
chotic disorders. These interventions should match the psychotic spectrum. As 
Fig. 1.1 illustrates, the first step in the spectrum is to identify individuals who are 
vulnerable and provide them with educational services to help them mitigate 
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vulnerabilities. Next are ultra-high-risk (UHR) individuals for psychosis, and 
interventions are needed to address this group. Childhood trauma is prevalent in 
86.6 % of individuals with UHR and is related to UHR status (Kraan et al. 2015). 
Interventions for those at UHR are to educate communities about risk for psycho-
sis, identify individuals at risk for psychosis, and provide supportive and therapeu-
tic services to prevent conversion to full-blown psychosis. These services are 
currently being evaluated on experimental basis and not integrated into the service 
provision model in most countries. Individuals with prodromal symptoms are usu-
ally not detected during this stage, and a diagnosis of prodrome is made in retro-
spective. Even when individuals develop psychotic symptoms, there is a significant 
delay in accessing treatment. At the back end of psychosis, rehabilitation and voca-
tional services such as supported employment are not available for most individu-
als in maintenance phase of treatment. Currently our services are focused on the 
acute middle (narrow) end of spectrum, and a redesign of services that spans entire 
spectrum is necessary.

1.7  The Need for Evidence-Based Models Which Are 
Pragmatic and Client Centered as Well

Individuals who are functioning at a high level despite a diagnosis of psychotic 
disorder, describe the importance of a trusting relationship with a professional as 
critical in providing connection and containment during crises. In addition such 
relationship provides high degree of autonomy in personal decisions during peri-
ods of stability and thereby promote recovery and personal growth (Saks 2007). 
However, a long-term relationship over a period of years is a rare exception due to 
fragmented nature of the mental health-care provision. Fragmentation is such that 
an individual may see five different psychiatrists during the course of one acute 
episode. The closest one that comes to providing a long-term treatment team is the 
assertive community treatment (ACT) model. An ACT team in the USA is a mul-
tidisciplinary team (including psychiatrist, nursing staff, and individuals with lived 
experience of illness) available 24 h a day 7 days a week providing integrated 
coordinated care on a long-term basis (Schmidt et al. 2013). However, there are a 
limited number of ACT teams in the USA, and they focus on the most serious of 
the mentally ill and transfer individuals when more stable to a less-intensive treat-
ment setting. This is a far cry from a system that is comprehensive enough to 

Biopsychosocial vulnerabilities High risk for psychosis Prodromal phase

Acute phase Consolidation phase Recovery phase for psychosis

Fig. 1.1 Psychosis Spectrum
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address the entire spectrum from identifying and dealing UHR individuals to those 
that are in recovery. The Affordable Care Act is shifting the focus of care provision 
from acute treatment to more broad prevention, from individual care to population 
health and systems of are called Accountable Care Organizations are being devel-
oped to help provide this degree of care.

More recently another integrated approach by the National Institute of Mental 
Health (NIMH) has made waves in the USA. This approach, called Recovery After 
an Initial Schizophrenia Episode (RAISE, detailed in Azrin et al. 2015), tries to 
catch the clients with first episode psychosis quite early in the course of illness. As 
the name suggests, RAISE was designed to help specifically the individuals who 
have experienced an initial psychotic episode. Geared toward reducing the duration 
of untreated psychosis (DUP) and fostering the recovery process quite early in the 
course of psychosis and thus attempting to reduce subsequent the disability, these 
evidence-based interventions integrated the many therapeutic components dis-
cussed on the various chapters of this book. These interventions are typically deliv-
ered by a clinical team specialized in early psychosis, and the services offered 
include but not limited to psychiatric treatment, medication management, help with 
finding a job or returning to school, substance abuse treatment, family education 
and support, and other support services as needed.

1.8  Mobilizing the Client’s Existing Support Systems: 
The Spirits of Collaborative Empiricism

An unintended consequence of deinstitutionalization in the 1950s is that the burden 
of caring for individuals with serious mental illnesses shifted from institutions to 
family members (Solomon 1995). While the burden on families has increased, the 
importance of appropriate family involvement cannot be understated. A third of 
individuals with first episode psychosis disengage from services, and family 
involvement is one of the factors that facilitate engagement (Doyle et al. 2014). 
Similar to family, the size of an individual’s social network and satisfaction with the 
network are shown to be positively correlated with recovery from SMI (Corrigan 
and Phelan 2004). A proactive and planned method of evaluating social support and 
engaging appropriate members of the individuals’ social support is shown to aid 
recovery (Perry and Pescosolido 2015). Families can also have a deleterious effect 
on individuals as evidenced by increased risk of relapse in individuals whose fami-
lies have high EE. On the other, intervention to lower the EE is shown to reduce risk 
of relapse (Butzlaff and Hooley 1998). The three issues family members have to 
deal with are (a) Maintaining an appropriate emotional distance from the loved ones 
(b) dealing with feelings of shame, fear, guilt, and powerlessness in the face of a 
socially stigmatized illness and (c) finally the frustration of navigating the complex 
network of bureaucracies that govern the mental health system (Karp 2001). In 
addition, if a family member is the primary caregiver for the individual with mental 
illness, he/she has to deal with additional issues of financial expenses, higher 
demands on their personal time for care-giving activities, and being more involved 
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in dealing crises that arise (Lohrer et al. 2007). The burden of care on relatives of 
mentally ill is considerable, and to the extent their well-being and mental health is 
seriously impaired (Maurin and Boyd 1990). However, any system of care that is 
recovery oriented needs to have a family-centered approach. Involving family mem-
bers fits in with the model of recovery as strengthening an existing support aids in 
recovery. The core tenets of family-centered approach are (a) non-blaming attitude, 
(b) developing and maintaining collaborative working relationship with family 
members, (c) empowering families through choice and control, and (d) an emphasis 
on strengths and goal of enhancing functioning.

1.9  Conclusions and Future Directions

The ever-growing gap between the needs of the clients with psychosis and the lim-
ited therapeutic resources available to them have inspired the innovators in our field 
not only to develop pragmatic and need-based models of treatment but also have 
propelled to integrate these with the strength-based and evidence-based models of 
care. Brief therapeutic interventions probably germinated in those contexts and 
have proliferated cross-culturally at this time, thereby expediting and personalizing 
the care for the needy and at the same time not losing their evidence-based founda-
tions. This book amply highlights the current limitations in the care provided for 
individuals with psychotic disorders, integrates the various evidence-based psycho-
therapies or psychosocial interventions, and aims to bridge the current gaps in the 
health-care provision. Care is best provided when we have a longitudinal view of 
the entire spectrum of psychotic process and devise various interventions appropri-
ate for each stage. We begin by making a case for integrated care pathways for 
psychosis in Chap. 2, which is followed by chapters on different evidence-based 
interventions in brief formats.
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2Integrated Pathways of Care 
for Psychosis: An Overview

Shanaya Rathod and Narsimha Pinninti

2.1  Introduction

Psychiatry has reached a crossroads with respect to the way we understand and treat 
psychotic symptoms. In the past, psychotic symptoms have been mainly studied in 
clinical situations and as a result, we have viewed them as pathological entities that 
more often than not result in psychiatric evaluation and treatment. In addition to 
that, individuals with mental illnesses have been portrayed, by the media, as unpre-
dictable and violent. This leads to the perception in the general public that individu-
als with psychosis are violent (Athanasopoulou et al. 2015) and cannot recover or 
lead meaningful lives. These misrepresentations have not improved with time 
(Clement and Foster 2008). However, as described in Chap. 1 and elaborated upon 
below, information from many different sources make us rethink and possibly chal-
lenge this long held conceptualization of psychotic symptoms as pathological or 
leading to violence.

The first source is a strong voice using the growing influence of people with lived 
experiences who advocate that we look at psychotic symptoms from a much broader 
perspective than the current illness prism. Ignored for a long time, the viewpoint of 
individuals who experienced psychosis is now rightly being increasingly considered 
in the delivery of mental health services.

The second is the study of psychotic experiences in normal populations also high-
lighted in Chapter 1. Psychotic experiences (PE), i.e., delusions and hallucinations, 
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are seen in about 15 % of the normal population at some point in their lives 
(Balaratnasingam and Janca 2015). Many of these individuals are not in treatment 
and do function normally. Of those who report PE, only 20 % go on to experience 
persistent PE, whereas for 80 %, PE reduces over time. Of those with baseline PE, 
7.4 % develop a persistent psychotic disorder outcome. Another compelling finding 
is that the severity of psychotic symptoms is not correlated that well with the level 
of functioning, and individuals with same degree of psychotic symptoms have been 
shown to have quite different levels of functioning (Linscott and van Os 2013). 
There is also evidence that psychotic symptoms are on a continuum with normal 
experiences (Johns and van Os 2001). This means that our existing paradigm that 
psychotic syptoms are qualitatively different from normal experiences and patho-
logical need to be reexamined.

The third source of information is from spiritual literature wherein experiences 
that are phenomenologically similar to psychosis are described in normal popula-
tions and in advanced spiritual practitioners (Rolland 1929; Epstein 1990). There 
have been attempts to distinguish spiritual from psychotic experiences. Some fea-
tures that distinguish spiritual from psychotic experiences are lack of distress, lack of 
impairments in social and occupational functioning, compatibility with the patient’s 
cultural background and recognition by others, absence of psychiatric comorbidities, 
control over the experience, presence of good level of insight, and personal growth 
over time (Wilber et al. 1986, 2013). We have also discussed this in Chap. 1.

The study of normal psychotic experiences supports a more benign view and the 
need for adopting a wait and see approach to the psychotic experiences. On the 
other hand, study of people with recurrent episodes or persistent psychosis shows 
that a key predictor of recovery in psychosis is the duration of untreated psychosis 
(DUP), which is the time between the onset of psychotic symptoms and the start of 
treatment. The longer the duration of untreated psychosis, the worse the outlook can 
be (McGorry et al. 1996). DUP is considered to be the strongest predictor of symp-
tom severity and outcome (Drake et al. 2000). Delayed treatment can lead to signifi-
cant impairments in social functioning and recovery which become increasingly 
difficult to repair (Birchwood et al. 1998). Evidence from transcultural and interna-
tional research suggests that DUP ranges between 364 and 721 days (McGlashan 
1999; Marshall et al. 2005), and therefore reducing DUP is of imminent interest 
internationally (WHO 2001). Hence, the treatment goals in psychosis are to identify 
the illness as early as possible, treat the symptoms, provide education and skills to 
individuals and their families, maintain the improvement over a period of time, 
prevent relapses, and promote recovery (Rossler et al. 2005).

Reconciling the two ends of the spectrum from the wait and watch approach of 
psychotic experiences to reducing DUP in persistent psychosis can be a clinical 
conundrum. Since the mid-1990s, individuals have been considered to be at ultra-
high risk (UHR) for psychosis if they met at least one of three criteria: the presence 
of attenuated psychotic symptoms (APS); the presence of positive symptoms at full 
psychotic intensity for brief, limited time points (known as BLIPS); and/or a com-
bination of genetic risk or schizotypal personality disorder accompanied by func-
tional decline (known as genetic risk and decline syndrome [GRD]) (Fusar-Poli 
et al. 2015). However, the risk of psychosis of these different groups has remained 
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unknown, and only recently, Paolo Fusar-Poli and colleagues (2015) analyzed the 
outcomes of 33 independent studies in a meta-analysis, including over 4,000 UHR 
individuals monitored for psychosis progression. The authors found that people 
with BLIPS had the highest risk of conversion to psychosis (39 % after 24 months), 
followed by APS (19 %) and GRD (3 %). They concluded that in addition, patients 
who had both APS and GRD had a similar risk of conversion to psychosis as those 
with only APS across all time points studied—suggesting GRD may not be a valid 
component of the UHR profile. Based on the information above, medically treating 
all psychotic experiences in order to reduce the duration of untreated psychosis may 
include people whose symptoms naturally resolve or are spiritual in nature. In these 
situations, we can accept a much broader understanding of psychotic experiences 
that views them as a variation in normal human experience and one that need not be 
medicalized. On the other hand, there is a risk that this approach can discourage 
people with persistent psychotic symptoms to seek helpful treatment, lengthening 
the duration of untreated psychosis and worsening the outcome.

What is required is an acknowledgment that our understanding of psychotic 
experiences is evolving and needs further research. On one hand, we do not know 
enough about the resilience of individuals who have these experiences and are able 
to integrate them into their life and function at a higher level. On the other hand, 
diagnoses such as schizophrenia are reliable, but their validity is being increasingly 
questioned (Johns and Van Os 2001). So the discourse at the level of the community 
should be changed from an assumption that psychotic symptoms are necessarily 
pathological to one that they could have a range of outcomes with psychological 
growth, spiritual progress, and higher level of functioning and progression at one 
end to persistent psychosis that requires ongoing monitoring and treatment at the 
other.

In the last two decades, evidence has built on the effectiveness of psychological 
therapies such as cognitive behavior therapy and family interventions for schizo-
phrenia and other psychotic disorders (NICE 2014). There are therapies that target 
symptom dimensions such as positive symptoms as well as those targeting individ-
ual symptoms such as auditory hallucinations (Thomas et al. 2014). While most of 
the studies of psychological interventions have been conducted in people who are 
on antipsychotic medication, there is some evidence to suggest that people who do 
not want to take medication can still be helped by cognitive behavior therapy inter-
ventions (Morrison et al. 2014) and a proportion of individuals can be engaged with 
services if they are given the option to accept psychosocial interventions without 
medication. Other novel interventions that optimize recovery and aim to improve an 
individual’s resilience through utilizing the entire social network of that individual 
using a “dialogical approach” to understanding psychotic experiences have shown 
that almost two thirds of individuals with psychosis could be managed without med-
ication or on very small doses for brief periods of time and more importantly the 
duration of untreated psychosis in that community decreased to 3 weeks (Seikkula 
et al. 2011). While the idea of network therapy has originally come from the USA, 
managed care has limited its applicability (Seikkula et al. 2011) and similar discus-
sions would be encountered in the NHS without changes to the current model 
(Razzaque and Wood 2015) of delivery of care.
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There is a need to develop services that subscribe to this broad approach toward 
psychosis while making all medication and psychosocial interventions available to 
individuals at different stages of their experiences. The individual and their families 
and clinician decide on the best treatment approach for them at that particular stage 
of their experiences. This way the treatment is highly individualized and has the 
person with the psychotic experience at the center of decision-making. This type of 
individualized approach helps people engage with services, reduces stigma, and 
optimizes the use of limited resources.

2.2  Duration of Untreated Psychosis

The duration of untreated psychosis (DUP) remains high in most countries and is 
correlated with poor outcomes such as higher degree of positive symptoms, reduced 
overall functioning, and quality of life. Patients with a long DUP are significantly 
less likely to achieve remission (Drake et al. 2000; Marshall et al. 2005). In the 
USA, the duration of untreated psychosis in a community sample was found to be 
74 weeks with 68 % of individuals with DUP greater than 6 months. Correlates of 
longer DUP included earlier age at first psychotic symptoms, substance use disor-
der, positive and general symptom severity, poorer functioning, and referral from 
outpatient treatment settings (Addington et al. 2015). Early intervention programs 
were developed in some countries to address the long duration of untreated psycho-
sis and have been shown to reduce the DUP when first introduced. However, this 
effect was not sustained and for established early intervention centers did not reduce 
the duration of untreated psychosis (Marshall et al. 2014).

Longer durations of untreated psychosis can occur due to client-related factors or 
service-related factors. Client-related factors could be due to an inability to recog-
nize early symptoms or due to the illness itself such as poor insight and social and 
emotional withdrawal (Connor et al. 2014) or due to cultural values systems like 
attributions to illness and help-seeking pathways into care (Rathod et al. 2015a). In 
people with first episode of psychosis, carers and families play a key role in deter-
mining and facilitating help-seeking behaviors (Logan and King 2001; Connor 
et al. 2014).

Community education and awareness campaigns have been tried to identify 
symptoms early with limited success (Lloyd-Evans et al. 2011). Educating general 
practitioners to reduce delays in referrals to secondary care services has had limited 
impact (Lester et al. 2009a) in increasing the number of referrals. Delays within sec-
ondary care mental health services have been found to be of most significance in the 
care pathways of those with long DUP (Birchwood et al. 2013; Norman et al. 2001). 
Paradoxically, Birchwood and colleagues (2013) found that first contact with an 
“acute service” (crisis team, home treatment, or admission) predicted shorter sub-
sequent treatment delays within the mental health service and DUP overall. Similar 
trends have been reported through international research (Platz et al. 2006) and 
highlight the pressures on services that cope with routine referrals. Anderson and 
colleagues conducted a systematic review of international studies and concluded 
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that a common theme is the need to understand the barriers faced when seeking help 
for psychosis, especially the response of service providers (2010). The Finnish open 
dialogue long-term studies show promise in addressing several of the barriers exist-
ing in other systems and facilitate help-seeking behaviors in individuals with and 
without psychosis while giving them as much say in decision-making as possible. 
The method consists of training entire staff in a geographical region and involving 
the networks of individuals who develop psychosis in the process of treatment. This 
approach has shown that the crises are detected early and the population is more 
trained in responding appropriately to crises leading to quicker resolution of psy-
chosis and reduced incidence of new cases of schizophrenia. If these findings are 
replicated in other settings, it will have profound implications for models of ser-
vices in psychiatry (Seikkula et al. 2011).

2.3  Current Service Models for Individuals with Psychosis

As currently delivered, there is a considerable unmet need in the way individuals 
with psychosis can access services and receive evidence-based treatments as pre-
scribed by the National Institute for Health and Care Excellence (NICE) (2014) in 
a timely fashion. Early intervention in psychosis (EIP) teams had been set up in 
many countries like Australia and the UK for first-episode psychosis to improve 
access to services and interventions with limited impact on DUP (Lester et al. 
2009b). The remit of the early intervention in psychosis teams had been to raise 
awareness in communities, education in schools and community programmers, and 
early identification and engagement with people who have early psychosis with a 
view to providing a range of interventions that include psychotropic medication and 
psychosocial therapies including family work and skills on relapse prevention. 
However, due to budgetary constraints, most EIP services, especially in the UK, 
have lost resources and many have been dissolved into community teams, thereby 
loosing quality (Rethink Mental Illness 2014; Rathod et al. 2014).

If the EIP services worked to their desired specification and therefore reduced 
the likelihood of relapse, or rates of detention under the Mental Health Act, in the 
UK alone, they could potentially save the NHS £44 million each year through 
reduced use of hospital beds (Rethink Mental Illness 2014) and reduce the risk of 
suicide from up to 15–1 % (Melle et al. 2006). Above all, it is difficult to put a price 
tag on the reduction in burden of illness for individuals and families.

In the USA as well, Mueser and colleagues (2015) replicated this comprehensive 
model of care called NAVIGATE that included four core interventions: individual-
ized medication management, family psychoeducation, resilience-focused individ-
ual therapy, and supported employment and education. The model was delivered at 
community-based clinics to mirror real-world settings and demonstrated that the 
patients in the intervention arm experienced greater improvement in quality of life 
and psychopathology and experienced greater involvement in work and school 
compared with patients in community care. The study also confirmed that 
NAVIGATE participants with duration of untreated psychosis of less than 74 weeks 
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had greater improvement in quality of life and psychopathology compared with 
those with longer duration of untreated psychosis and those in community care.

For people who have a relapsing and remitting psychotic illness, multiple admis-
sions, and some disengagement from services, assertive community teams or asser-
tive outreach teams have been set up in many countries like the USA and 
UK. Assertive community treatment teams are designed to be self-contained multi-
disciplinary teams that address all medical and psychosocial needs of the consumers 
by providing services that are round the clock, across different settings, and for an 
indefinite period of time (Schmidt et al. 2013). The remit of these teams had been to 
provide intensive support, assertive engagement, and work on relapse prevention. 
While the organization of community care around fidelity to a recognized model 
had developed in the USA and enabled the use of extensive research in comparing 
and refining service configurations or interventions, unfortunately the commission-
ing of assertive outreach services has not been closely defined in the UK, and many 
opportunities have been missed (Wharne 2013). Therefore, in the UK, with the 
redesigns, remodeling, and constant changes in community services, the majority of 
assertive outreach teams have been dismantled, with some functions integrated into 
community mental health teams (Firn et al. 2013; Rathod et al. 2014).

In addition to these specific psychosis services, in the UK, crisis resolution home 
treatment teams have been created that care for people when they are in crisis or 
require hospital admission but may benefit from intensive support at home rather 
than in the hospital (Johnson 2013). While the vision with the number of different 
teams that care for a person is aimed at reducing hospital admissions, it does cause 
fragmentation of care as people are cared for by a number of staff and therefore 
continuity of care can become an issue.

Some countries like the Netherlands developed the flexible assertive community 
team (FACT) model that is a variant on the original ACT model. Although desig-
nated teams do exist in the Netherlands, mostly in urban areas, about 70 % of teams 
providing services to people with psychosis are FAC teams. These combine func-
tions that, in the UK context, would be provided by a variety of services, including 
assertive outreach, crisis resolution, recovery, and rehabilitation. The variety of 
need is met by providing two distinct levels of service within a single team: one 
which is high intensity, following the classic assertive outreach shared caseload 
approach, and the other offering low intensity, which is more like individual case 
management. Patients move easily between these levels depending on need, but the 
staff group remains the same, ensuring continuity of care (Van Veldhuizen 2007).

The Schizophrenia Commission Report (2012) and National Audit of 
Schizophrenia (2012) in the UK have highlighted deficiencies in psychopharmaco-
logical and psychological care and recommended changes to the way care is pro-
vided to people with schizophrenia. Spending is currently skewed toward the more 
expensive parts of the system, at £350 average cost per day for inpatient care com-
pared with £13 average cost per day in community settings (Knapp et al. 2014). 
People from some minority communities are often overrepresented in the more 
intense and coercive forms of care, and this can be attributed to their nonengage-
ment with services until a point of crisis (Mental Health Bulletin 2009) making a 
case for cultural adaptation of services and interventions (Rathod et al. 2015a, b). 
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Therefore, it would be reasonable to conclude that due to a lack of guidance and 
prescription around when interventions should be available to people who suffer 
with psychosis, the variations in the DUP and the length of time people have to wait 
before receiving interventions impact on poor prognosis.

In order to begin to address these issues and reduce the DUP, the Access and 
Waiting Time Standard (NHS England 2015) for first-episode psychosis has been 
established in the UK. This standard also aspires to address the issue of psychotic 
experiences in individuals that may never become persistent by prescribing a NICE 
concordant package of care for people with “at-risk mental state” (ARMS). The 
main modality of treatment in this group is nonmedical, but should they need to, 
they can be progressed to first-episode psychosis pathway. This new standard 
may catalize the reformation of EIP teams in the nation. However, the introduction 
of targets and policy is not enough. A social movement and cultural change are 
required to ensure that people who suffer with psychosis receive the right interven-
tions in a timely manner and lead fulfilling lives. Integrated pathways that define 
time frames for delivery of treatments and a range of interventions personalized to 
an individual’s needs and provide holistic care are key to this.

2.4  Case for Integrated Pathways

Evidenced-based integrated pathways have been used successfully in stroke and 
cardiovascular illness. They provide a standardized framework for good clinical 
practice, reduce variation in care, and have improved outcomes for patients through 
providing timely access and intervention. Standardized pathways improve quality 
by improving multidisciplinary communication with different care agencies and 
care planning and improve patient satisfaction (Campbell et al. 1998). While cur-
rently there are pathways and guidance available for psychosis care in some coun-
tries such as the UK (NICE 2014), they do not provide prescriptive time frames to 
improve access to care and interventions. In order to improve the DUP and out-
comes for people who suffer with psychosis, there is a need for defined pathways 
prescribing key stages, timelines, and a range of evidence-based interventions 
matched to the diversity of presentations that occur with psychosis, e.g., comorbid-
ity with substance misuse and trauma, which will improve access to evidence-based 
services and interventions and support recovery. It is also fundamental to improving 
the physical health and reducing premature mortality in people with psychosis as 
currently the average lifespan of people who suffer with psychosis is shortened by 
15–20 years compared with the general population (Brown et al. 2010). Integrated 
pathways can ensure delivery of appropriate health promotion and prevention at key 
stages, e.g., weight gain from antipsychotic medication is especially pronounced in 
the first 8 weeks of administration, but it is rare that specific support is offered at this 
stage. Similarly, smoking cessation support and employment support can be built in 
at critical periods, e.g., on admission to hospital. In those countries where indepen-
dent, unbiased, and expert guidance is not available from one source, creation of 
such an entity should be a priority (Vissers and Beech 2005) or a global approach to 
guidance can be considered.
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Fig. 2.1 Treatment and Recovery In PsycHosis (TRIumPH) pathway

For the first time in the history of mental health, an integrated care pathway 
called TRIumPH (Treatment and Recovery In PsycHosis) (Fig. 2.1)—that pre-
scribes time frames around access and clinical interventions—has been developed 
and evaluated in the United Kingdom (Rathod and Psychosis Pathway Steering 
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Group 2015). The work has used a similar approach to that taken to improve stroke 
care, where there has been a demonstrable improvement in outcomes for patients 
and carers. The new psychosis pathway aims to reduce the impact of disease and 
promote recovery by ensuring that every individual gets the best evidence-based 
care at the right time and in the right place.

In developing the pathway, a multipronged approach has been used, using (i) 
research and data, (ii) coproduction with individuals with lived experience of men-
tal illness and their carers, and (iii) engagement with clinicians and other stakehold-
ers including commissioners, primary care, and third sector organizations (Rathod 
et al. 2015b). The approach has used a robust methodology which can be adapted 
and adopted nationally and internationally.

2.5  Delivery of Care: Treatment and Therapy Options

Traditionally, treatment in psychosis has meant the use of psychotropic medications 
which for very long time have been considered to be critical in the early treatment 
of psychosis. Chlorpromazine, introduced in 1952, was the first antipsychotic agent 
shown to have significant efficacy in the treatment of positive psychotic symptoms. 
It contributed to the reduction of inpatient population from its peak in 1950 to its 
current low in the USA. Antipsychotic medications range from the first-generation 
typical drugs like Chlorpromazine and Haloperidol to second-generation atypical 
medications like Olanzapine, Risperidone, and Aripiprazole. All antipsychotics 
block dopamine receptor pathways, but atypicals also tend to act on Serotonin 
receptors in addition. Neuromodulatory treatments for a very long time were limited 
to electroconvulsive treatment but now include transcranial magnetic stimulation 
(TMS) and transcranial direct current stimulation (TDCS). We now have evidence 
for the effectiveness of TMS in schizophrenia while the data is not yet adequate on 
TDCS (Cole et al. 2015).

Psychosocial interventions for psychosis can be classified as evidence-based or 
promising practices according to the extent to which efficacy is supported by meta- 
analyses, randomized controlled trials (RCTs), and best practice guidelines, e.g., 
NICE (2014). The best evidenced therapies for people with psychosis are currently 
cognitive behavior therapy (CBT) (Dixon et al. 2009; Wykes et al. 2008; Turner 
et al. 2014; NICE 2014), family interventions (FI) (Pharoah et al. 2010), and sup-
ported employment for psychosis (Dixon et al. 2009). Evidence is building for cog-
nitive remediation therapy (CRT) although literature suggests that it is more effective 
when patients are clinically stable and stronger effects have been found when CRT 
has been combined with adjunctive rehabilitation (Wykes et al. 2011).

Promising psychosocial interventions include cognitive adaptive therapy, healthy 
lifestyle interventions, peer support services, physical disease management, prodro-
mal stage intervention, social cognition training, supported education, and sup-
ported housing (Mueser et al. 2013). There are some innovative approaches, such as 
Finnish open dialogue and Avatar therapy (Leff et al. 2013; Seikkula 2002), and a 
new Yoga Mindfulness based cognitive therapy (Y-MBCT) for individuals with psy-
chosis and significant trauma (Please see Chap. 5), currently under evaluation. Most 
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of these interventions are delivered in individual format. However, group CBT has 
shown promising value (Gledhill et al. 1998; Wykes et al. 1999) in psychosis 
(Kumari et al. 2011) and has the added benefit of maximizing the available resources.

It is very tempting to suggest standard interventions in the name of uniformity of 
care. However, individuals vary very significantly in their symptoms, their coping 
skills, their cultural and familial background, and their resilience, and therefore, 
standards across the board interventions are not very helpful to everyone. Instead, 
people would benefit from a personalized approach to psychosocial interventions. 
Often, psychoeducation that is nonstigmatizing and hope engendering compli-
mented with low-intensity interventions based on CBT principles of identifying and 
strengthening existing coping strategies or mindfulness (Walker et al. 2013) is help-
ful in meeting people at the level they are in and keeps them engaged in treatment. 
Any intervention should be person centered and needs-led. With this philosophy in 
mind, Rathod and colleagues (2015a, b) recommend a stepped care model and 
approach to providing psychological therapies as described below. Such an approach 
ensures that people who suffer with psychosis have access to interventions that are 
needs-led and cost-effective. A stepped care approach requires clinicians to work 
with patients based on a collaboratively agreed plan and helps patients prepare for 
further interventions like intensive CBT in the future. These are described below 
(Fig. 2.2).

2.5.1  Phase 1 Interventions

Current literature indicates a modest but growing evidence base for the following 
interventions:

Phase 1

Phase 3

CBT for psychosis

Family Intervention for psychosis

Evidence based interventions

for co-morbid problems

(e.g. anxiety and depression)

Phase 2

Group intervention including CBT
information group work; Family group
work; Anxiety management groups

Brief Interventions including:

CBT, CRT, FI, YMBCT, Brief
psychoanalysis

Individual placement and Support (IPS)

Psychological assessment and formulation

Psycho-education and guided self-help

Motivational interview

Befriending

Peer support, Family support/psychoeducation

Vocational advice

Fig. 2.2 Stepped care approach to psychosocial interventions (Ref: Adapted from Rathod and 
psychosis pathway steering group, 2015)
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2.5.1.1  Psychoeducation and Guided Self-Help
Symptoms of psychosis can be frightening to many and, especially in the first 
 episode, difficult to comprehend and understand. Psychoeducation and self- 
management help to improve the person’s understanding of their experiences, men-
tal health needs, treatment options, and self-management skills. Psychoeducation 
should include the broad perspective of the psychotic experiences having very dif-
ferent outcomes and an acknowledgment that the understanding of the field about 
these experiences is still evolving. It is important to give examples of individuals 
who are diagnosed with psychotic symptoms and functioning at a high level. For 
many, the aim of psychoeducation is to improve understanding and functioning, 
reduce risk of relapse, and improve medication concordance (Gellatly et al. 2007; 
Xia et al. 2011). Psychoeducation should reduce stigma, provide a broad under-
standing of the symptoms and the available options, and empower individuals to 
make treatment choices that are consistent with their world view and belief systems. 
This would also mean that some individuals and families make a decision to delay 
pharmacotherapy and opt for more psychosocial interventions. Friends and family 
of all people who suffer with psychosis also benefit immensely through this package 
(NICE 2014) as it helps them understand the symptoms, mental health needs of the 
person they care for, and how to support recovery.

2.5.1.2  Peer Support
There is growing evidence that peer support may improve mental health, coping 
skills, use of inpatient services, and quality of life (Davidson et al. 1999, 2012). 
Furthermore, literature suggests that peer support can have a beneficial impact on 
people’s social networks (Castelein et al. 2008). In a review, the Centre for Mental 
Health analyzed six empirical studies to examine the economic case for peer support 
workers in mental health settings. The value of bed-days saved per peer support 
worker ranged from £42,653 to £146,330 over 6 months and from £44,578 to 
£245,515 over 12 months. Using a weighted average across all studies, the report 
concluded that £4.76 would be saved for every £1 invested (Trachtenberg et al. 2013).

The aim of peer support is to provide credible support from someone who has 
also experienced psychosis. This can include personal advice about living with psy-
chosis and recovery (NICE 2014). One of the difficulties with psychosis is navigat-
ing a mental health system that is complex, fragmented, and not always client 
centered. A peer can be a navigator of the complex health system in addition to their 
role of providing mentorship, support and advice about recovery. A system of care 
where every individual with psychosis is paired with a peer navigator can go a long 
way in helping individuals work through their psychotic experiences.

2.5.1.3  Befriending
There is some evidence that befriending may be effective in reducing relapse and 
hospitalization (Buckley et al. 2007—Cochrane review). This intervention may also 
reduce depression (Mead et al. 2010) and implicitly challenge delusional beliefs 
(Samarasekera et al. 2007). Befriending involves the facilitation of longer- term 
friendships for social and emotional support, thereby providing an informal and 
flexible approach in supporting people.
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2.5.1.4  Vocational Advice
Evidence suggests that educational and vocational support promote recovery 
(Killackey et al. 2008; Nuechterlein et al. 2008, 2013). There is a relationship 
between employment and severe mental illness like psychosis. People with mental 
health problems, especially psychosis, are much less likely than average to be in 
paid employment (Rinaldi et al. 2011) although they often wish to be. Vocational 
advice can include a number of different options like:

• Information gathering (NICE 2014) and identification of occupational short-/
long-term goals

• Motivational interviewing regarding education and work
• Assessment of skill set
• Support with contacting job center
• Support with CV, forms, and interviews
• Support with return to work
• Coping strategies
• Individual placement support

2.5.2  Phase Two: Brief Interventions in Psychosis

The rest of the book will focus on this aspect of care for people with psychosis. The 
chapters that follow will focus on evidence-based interventions and discuss the evi-
dence and feasibility of providing the interventions in a brief format. These inter-
ventions not only include psychological therapies but also social interventions like 
employment support. Each one of the chapters is written by experts or a group of 
experts in that particular intervention with the expressed idea of adapting it to the 
limitations of time and resources that we all have to work under. The brief interven-
tions are essentially a solution to the current resource constraints that deprive people 
from receiving evidence-based care. So, for example, if a client is being monitored 
for medications, brief family intervention is integrated into the medication visit for 
someone with family conflicts. Alternately, if substance abuse is an issue, motiva-
tional interview is incorporated into the medication monitoring visit. The same goes 
to other interventions including cognitive behavior therapy, supported employment, 
etc. This allows practitioners to define treatment goals and work with clients in a 
more meaningful way.

In the case of some individuals, they may choose not to engage in intensive CBT 
and therefore, brief interventions like motivational interviewing and recovery- 
focused sessions may help engage them and prepare them for future CBT. The brief 
interventions per se may not be adequate for a number of people, and in those 
instances, the phase three interventions of a full course of CBT or family therapy 
would be incorporated into the treatment of the clients. As the reader goes through 
Chaps. 3, 4, 5, 6, 7, 8, 9, 10, 11, and 12, they would be approaching them from a 
perspective of taking the brief interventions that can be incorporated into their regu-
lar practice settings.
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 Conclusion
It is time now that we review the way we provide care for people who suffer with 
psychosis. Evidence is emerging that a number of treatment modalities can be 
helpful to people in dealing with their symptoms and supporting them to achieve 
recovery so that they can lead meaningful lives.
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Brief Cognitive Behavior Therapy 
for Psychosis
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3.1  Introduction

Cognitive behavior therapy for psychosis (CBTp) was developed in the post- 
institution era. Despite the case studies by Beck (1952) and Shapiro and Ravenette 
(1959) in the 1950s, specific symptom interventions for schizophrenia did not 
appear until much later. The first controlled studies on cognitive behavior therapy 
for psychosis (CBTp) emerged in the early 1990s in the UK. It was felt that tradi-
tional therapies and antipsychotics at that time were not able to help patients with 
psychosis who needed more support with managing their distress, dealing with psy-
chotic symptoms, and in improving their functioning in the community. Theoretical 
underpinnings such as the stress vulnerability models were developed to understand 
not only the development of the disorder but also its maintenance. These also began 
to be informed by research on expressed emotion (Butzlaff and Hooley 1998; 
Vaughn and Leff 1981) and so began to include social and psychological markers as 
well as biological ones. The difficulty in identifying rigorous and unambiguous psy-
chosocial markers for psychosis may have hampered further development of this 
area initially, but the identification of ethnicity, deprivation, trauma, and drug mis-
use as key factors in its etiology and relapse has subsequently influenced 
interventions.

The 1990s was also the time when public pressure following some notorious 
scandals in the UK led to major changes in the health system, including the rise of 
clinical governance, need for evidence-based practice, and better coordination of 
care through the Care Programme Approach. Cognitive behavior therapy for anxiety 
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and depression was recommended by the National Guideline development bodies 
(e.g., the UK National Institute for Health and Clinical Excellence, now called the 
National Institute for Health and Care Excellence), and during this time CBT also 
increased its theoretical research base. It was inevitable that eventually some of the 
developed techniques would be used for people with a diagnosis of schizophrenia. 
Since the emergence of the first controlled studies on cognitive behavior therapy for 
psychosis (CBTp) in the early 1990s in the UK, this treatment has developed further 
and included some of the theoretical underpinnings of CBT from other disorders. 
However, unlike CBT for other disorders which generally have its roots in the USA 
and particularly the Beck Institute in Philadelphia, CBTp developed predominantly 
in the UK (Wykes et al. 2008), and Beck himself was very supportive of it. Reviews 
of studies of CBTp have suggested that they are useful for the treatment of schizo-
phrenia. Twelve to twenty sessions of CBT for psychosis (CBTp) is now recognized 
as an effective intervention for schizophrenia in clinical guidelines in the UK and the 
USA (Dixon et al. 2010; NICE 2014). There is evidence from meta-analyses, too, 
that it is effective. For example, Wykes and colleagues (2008) reported overall ben-
eficial effects of the target symptom (33 studies; effect size 0.40 [95 % confidence 
interval) as well as significant effects on positive symptoms (32 studies), negative 
symptoms (23 studies), functioning (15 studies), mood (13 studies), and social anxi-
ety (2 studies) with effect sizes ranging from 0.35 to 0.44.

3.2  What Happens in Cognitive Behavior Therapy 
for Psychosis

The cognitive theory proposes that through the examination of thought processes 
and by evaluating their accuracy, many negative emotional reactions due to inac-
curate or distorted thinking could be reduced or extinguished (Beck and Emery 
1979). The key elements of CBT for depression and anxiety include engaging the 
patient, collaboratively developing a problem list, and deciding on a clear goal for 
the therapy session (Beck et al. 1979). Homework assignments are agreed between 
the patient and the therapist. The aim of homework is to help the person become 
their own therapist and practically link behavior with thoughts and emotions. This 
essentially means that the patient uses self-help, and the therapist guides the patient 
during a session while the patient works as his own therapist during the period 
between two sessions. Regular feedback from the therapist and from the patient 
with regular summaries is also a crucial element. This therapy structure relies on 
collaborative working with the patient within an empirical methodology. The over-
all style of therapy is underpinned by a problem-solving approach that is grounded 
in reality. The patient is trained to think like a scientist looking for evidence, testing 
hypotheses, and exploring the reality of their thoughts and perceptions. A formula-
tion is jointly generated to make sense of the emergence and maintenance of the 
problem at hand (Tai and Turkington 2009). The therapist uses guided discovery 
and Socratic questioning to identify distortions in the thinking style of the patient.

Communication in CBT uses a Socratic dialogue rather than therapist 
 interpretation of thoughts, feelings, and behaviors. Beck et al. (1979)  proposed that 
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this method can be used to examine thoughts and beliefs for their accuracy.  
He demonstrated the usefulness of the Socratic questioning technique to encourage 
the probing of evidence, reason, and rationale. For example, a patient who believed 
that he was under surveillance would be asked to give a rationale for his belief. 
Other useful techniques include reality testing where a patient will be encouraged to 
actively find evidence to test the reality base of a belief or assumption. This is a 
process which is done in collaboration with the therapist, and behavioral experi-
ments whereby a scientific experiment can be set up to test a specific prediction. For 
example, a person who believes that his next-door neighbor is constantly talking 
about him can be asked to record the conversation.

Cognitive behavior therapy for psychosis (CBTp) is based on these above prin-
ciples. In particular, it heavily relies on the use of Socratic dialogue, guided discov-
ery, reality testing, and behavioral experiments. It also uses work on improving 
coping (Tarrier and Calam 2002), building social and independent living skills, and 
increasing compliance using behavioral strategies such as linking medication taking 
to another activity. Similarly, negative symptoms were targeted by providing graded 
activity programs (Meichenbaum and Cameron 1973) and understanding them as 
protective and providing alternative strategies for them. These approaches have con-
tinued to be applied where deficit symptoms of schizophrenia and improving func-
tional outcomes are the main focus of intervention. According to the cognitive 
model, hallucinations and delusions can occur when anomalous experiences that are 
common to the majority of the population are misattributed in a way that has extreme 
and threatening personal meaning (Garety et al. 2001; Morrison 2001). These mod-
els specify the role of faulty beliefs, increased attention to threat-related stimuli, 
biased information processing of confirmatory evidence, and safety behaviors (i.e., 
avoidance of specific situations) in the experience of positive symptoms. The 
emphasis is in the distress resulting not necessarily from difficult experiences, but 
the meaning placed on those very experiences. Cognitive theory is based on the 
notion that the cognitive processes implicated in mood and anxiety disorders occur 
transdiagnostically. Research findings support the notion that psychotic symptoms 
can be conceptualized with reference to normal psychological processes, whereby 
the content of symptoms is understandable and amenable to CBT (Allison Harvey 
2004; Haddock and Slade 1996).

It was recognized that CBT for disorders such as anxiety and depression could 
be applied in schizophrenia with some key adjustments (Tai and Turkington 2009). 
Stigma was addressed by identifying the negative beliefs and assumptions people 
held about the diagnosis and prognosis of schizophrenia and then providing evi-
dence that some of these experiences are actually fairly common in the general 
population, i.e., normalizing. In addition, the therapist provided alternative explana-
tions, such as explaining the role of stress, that provided more optimistic and hope-
ful perspectives (Harrison et al. 2001) promoting beliefs in the potential for recovery. 
Compared with CBT for other disorders, the sessions were often shorter in length 
and much more flexible, and homework was simplified. The role of sleep distur-
bance, affect, and safety behaviors (e.g., behaviors such as avoidance that main-
tained faulty beliefs) was identified to produce mini-formulations of positive 
symptom maintenance (Morrison 2001). Cognitive biases are directly addressed by 
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CBT predominantly through focusing on the content of thoughts and styles of think-
ing. These include the jumping to conclusions error and biases in styles of judgment 
found in individuals with unusual beliefs (delusions) and the biases in attributional 
styles and attentional processing associated with hallucinations. In CBT, it is the 
individual’s personal meaning, understanding, and coping with symptoms that are 
the focus of treatment. For example, individuals are facilitated in testing out the 
location of the hallucinations (internal vs external), carefully examining the appear-
ance and behavior of suspected persecutors, and attempting homework that is perti-
nent to their stated goals (Tai and Turkington 2009).

3.3  Need for the Development of Brief CBTp

In spite of a strong evidence base, availability of CBTp remains an issue. This is 
 especially true for the North America compared to the UK. It has been suggested that 
potential factors contributing to this difference include greater skepticism about the 
benefits of psychotherapy for persons with severe mental illness, overoptimism con-
cerning the clinical benefits of polypharmacy, and the traditional separation between 
psychology and psychiatry in the USA as compared to the UK (Mueser and Noordsy 
2005). A recently conducted survey of training directors in US psychiatry residency 
and clinical psychology doctoral programs to characterize the penetration of CBTp 
training and to assess their familiarity with basic CBTp facts reported that directors 
displayed limited knowledge of CBTp effectiveness, with only 50 % of psychiatry and 
40 % of psychology directors believing that CBTp is efficacious. Only 10 % of psy-
chiatry and 30 % of psychology directors were aware that the CBTp evidence base is 
based on meta-analyses (Kimhy et al. 2013). There are, however, limitations in avail-
ability of CBTp even in the UK, and the current evidence suggests that at most 50 % 
of those suffering from schizophrenia in the UK have access to CBTp (D. Kingdon 
and Kirschen 2006). This has led the UK government to introduce an “access and 
waiting standard” requiring services to offer CBT and family intervention within 
2 weeks from referral for assessment of psychosis, beginning from April 2015.

Some approaches to increase the efficiency of CBT treatments include adapting 
individual treatments to a group format, self-help materials, bibliotherapy, and 
eMedia- assisted therapy programs. Other options might include training frontline 
staff in CBT interventions and utilizing families or peers in providing CBT inter-
ventions. The most common approach for enhancing efficiency, however, is to 
abbreviate existing CBT treatments by reducing the number of treatment sessions. 
There is evidence from research that brief CBT for psychosis can be delivered by 
community mental health nurses (Turkington et al. 2006). Brevity has many clear 
advantages. Increased cost-effectiveness could make treatment accessible to more 
individuals in need of assistance. Patients enjoy rapid treatment gains, and this may 
also improve the credibility of the treatment and increase the motivation for further 
change (Hazlett-Stevens and Dryden 2005). These efficient ways of delivering ther-
apy have the potential to substantially reduce the gap if the effectiveness of a brief 
CBT can be demonstrated.
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3.4  What Is Brief CBT for Psychosis

Currently there is more literature on brief CBT for depression and anxiety disorders 
than for schizophrenia. Standard CBT for depression is considered by most to be 
delivered between 10 and 20 sessions, but there is no agreement as to how many 
sessions should be included in brief CBT for depression (Bond and Dryden 2005). 
Churchill et al. (2001) described brief psychological interventions for depression to 
be delivered in 20 or fewer sessions, while Cully (2008) described brief CBT for 
depression to be delivered in between four and eight sessions. The Improving 
Access to Psychological Treatment (IAPT) services which exist across England 
offer a “low-intensity” range of treatments which are CBT based and meant for their 
use in the initial referrals with anxiety and depression; only if these are not success-
ful, patients are offered standard CBT. In a recent Cochrane review, we have sug-
gested that the standard CBT for psychosis (CBTp) involves around 16 sessions 
(12–20 sessions) over 4–6 months, while brief CBTp involves around 6–10 sessions 
in less than 4 months (Naeem et al. 2014a). This cutoff was based on the observation 
that current standard CBTp treatments typically span 12–20 sessions over 
4–6 months (NICE 2014). We located empirical studies of the efficacy of brief 
CBTp by asking experts in a variety of areas about available research and by 
searches of Psychological Abstracts. In the absence of a clear definition for brief 
CBT for schizophrenia, we adopted our definition after a careful review of the lit-
erature on brief CBT for depression.

Although there is no difference in terms of theory or technical application of 
brief therapy compared with normal CBT, brief CBT focuses on more intensive 
work. Therefore, it might not be suitable for every patient with psychosis. There 
might also be differences in therapy when delivered by expert therapists compared 
with nonexperts. Brief CBT puts a greater burden on the patient to engage actively 
in treatment both during and between sessions. It can be argued that in psychotic 
disorders, especially with symptoms such as severe auditory hallucinations and high 
conviction delusions, brief therapy may not work as engaging patients and over-
coming psychotic phenomenon may need a prolonged and intensive treatment 
approach. It is also possible that brief therapy may leave patients more confused and 
could prove harmful. However, the literature on the use of brief CBT for psychotic 
disorders does not seem to substantiate these apprehensions. There is some evi-
dence to suggest that brief therapies are effective for clients with psychosis, but the 
research in this area needs to address the fundamental issue of the dose-effect rela-
tionship in CBT. We have described the three major trials of brief CBTp in the next 
section to give the reader a better understanding of these brief therapies.

3.5  Evidence from Research

In a recent review of the literature, we identified nine papers (covering seven studies) 
that included 1,207 participants, 636 in CBTp arm and 571 in the comparison arms. 
Brief CBTp showed moderate effect sizes (Hedge’s g = 0.43) (Naeem et al. in press). 
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In this review we used our previously suggested criteria flexibly. We will briefly 
describe four studies, which fully fulfill the criteria for brief CBTp that we have 
proposed.

3.6  Description of Studies That Fulfill the Criteria 
for Brief CBTp

There are three randomized controlled studies of brief, six-session CBT currently 
published which are modularized but with different approaches. The Insight study 
(Malik et al. 2009; Rathod et al. 2005; Turkington et al. 2002, 2006) used the 
approaches described for CBT for psychosis but reduced the number of sessions to 
six and included three sessions with carers, where the client agreed to this. The 
other study reported a culturally adapted CBT for psychosis from Pakistan that 
delivered six sessions of therapy (Naeem et al. 2015). The Worry Intervention Trial 
(WIT) (Freeman et al. 2015) for paranoia involved an assessment of the current state 
and symptoms but then focused directly on worry and used techniques to address 
this specific issue. Each will be described and then proposals for a phased approach 
to the use of brief and standard CBT for psychosis described. The fourth study 
reported a group CBTp approach for hallucinations (Wykes et al. 2005).

3.7  Insight Study

The Insight study was a multicenter randomized controlled trial which compared a 
brief CBT intervention and carer sessions with treatment as usual. It had wide inclu-
sion criteria: anyone with a diagnosis of schizophrenia, schizoaffective, or delusional 
disorders and relatively narrow exclusions: unable to communicate in English and 
substance dependence (use did not lead to exclusion). Four hundred twenty-two 
patients were recruited and 357 completed the study. The therapists were psychiatric 
nurses who were provided with 2–3 weeks therapy training and then weekly supervi-
sion. They were not experienced in using CBT and did not have CBT accreditation.

The results at 3 months (end of therapy) were a significant improvement in overall 
symptoms, insight, and depressive symptoms compared to treatment as usual. At 
1 year, there were continuing positive effects on insight and depression and for nega-
tive symptoms. The effects on insight were for treatment and symptoms, but not into 
being ill at 3 months: the acceptance of the need for treatment was still present at 
1 year. There were distinct effects on different cultural groups with those from black 
minority ethnic populations not doing as well which has led to a series of studies 
seeking to address this (Rathod et al. 2005). Further analysis established that those 
with mild-to-moderate drug misuse did no worse than others (Naeem et al. 2005) and 
that anxiety symptoms also improved (Naeem et al. 2006). Predictors of good out-
come were higher levels of positive symptoms and insight (Naeem et al. 2008).

The therapy was adapted from that described in standard approaches involving 
16–20 sessions. The initial phase involved assessment and engagement, followed by 
formulation using a “Making Sense” approach. This assembled information on 
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current problems were identified with the client and then predisposing, precipitat-
ing, perpetuating, and protective factors (explained as what happened before and 
what happened when you became unwell, what’s kept it going, and what can stop it) 
were explored. Relevant connections between current and past issues and between 
the thoughts, feelings, and behavior were then made with consideration of relevant 
social circumstances and physical symptoms/illnesses.

Once these were established, the next phase was to work directly with the problems 
elicited using the formulation to make sense of them and then move to problem- solving. 
This usually involved direct work with voices, delusions, and negative symptoms. 
Work with voices would involve understanding and reattribution with normalizing to 
reduce fear and self-stigmatization. Coping strategies that were helpful were reinforced 
and further developed. Content of voices were discussed and debated such that, in 
some instances, clients could begin to enter into a constructive dialogue with their 
voices, reducing distress and working toward a correction of the power imbalance they 
experienced.

Delusions were explored with a focus on when the belief emerged allowing for a 
supported reassessment of the prevailing circumstances and events. Discussion 
included seeking relevant information about the focus of delusions, e.g., satellites or 
the Internet if these were considered to be causing concern. This process generally 
improved engagement and often led to behavioral changes, e.g., increased socializa-
tion. Changes in beliefs themselves were less likely within the short timescale of 
therapy but sometimes followed.

Work with negative symptoms accompanied approaches with other symptoms as 
simply equipping clients with an understanding of voices or paranoia, e.g., delu-
sions of reference, and these interventions led to increased motivation and interac-
tion with others. Specific long-term goals were discussed to instill hope and provide 
direction. Short- term goals were usually quite simple and readily achievable to 
build confidence and to instill a sense of self-efficacy.

Carer work was acceptable to many clients when an explanation of the reason for it 
was given – to help the carer understand and cope better – and agreement made about 
what should and should not be disclosed. It was usually agreed that the formulation 
could be shared – often with the client present – and then work on coping with specific 
symptoms and situations usually proceeded. Occasionally it involved negotiation 
between client and carer about specific issues but generally consisted of a sharing of 
information and problem-solving areas of uncertainty. Three sessions over the 3-month 
period of intervention was assessed as very valuable by carers and seen as sufficient by 
most. Clients were asked about how sufficient they found six sessions over 20 weeks, 
and while around 40 % were satisfied, a majority expressed that they would have liked 
more number of sessions.

3.8  Worry Intervention Trial (WIT) for Paranoia

The WIT trial randomized 150 patients in two centers to an assessment and then 
four sessions of a worry intervention (Freeman et al. 2015). The clients were 
included if they met criteria for paranoid delusions and worry. Very few patients 
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referred with paranoia failed to reach the threshold for worry. Exclusion criteria 
included substance dependence. The therapists were clinical psychologists who had 
a brief training and weekly supervision in the use of the intervention.

The results were that the WIT group improved significantly in terms of worry, 
well-being, and delusional conviction compared to treatment as usual. The reduc-
tion in worry was a mediator of the effect on delusions.

The intervention is based on that used in generalized anxiety disorder which was 
found in a pilot study to be effective in paranoia. The theoretical basis for this had 
been well established by Daniel Freeman (Foster et al. 2010) but required substan-
tive evaluation in a fully powered RCT. The therapy included six modules covering 
the following: assessment of the situation and symptoms, then focus on worry – 
whatever has happened, worrying about it is certainly not helping – let’s see if we 
can do something about that. Psychoeducation about worry was provided with 
review of positive and negative beliefs about worry. An increased awareness of the 
initiation of worry was developed with the identification of individual triggers. The 
client was encouraged to learn to “let go” of worry with the use of worry periods. 
Problem-solving was substituted for worry and clients were encouraged to use 
relaxation exercises. A simple individualized formulation of each person’s worry 
was developed and homework between sessions was agreed. Written information 
was provided in the form of leaflets about relevant issues, e.g., “winning against 
worry.”

The therapy was remarkably well accepted by patients, and recruitment to the 
study was straightforward with the recruitment target reached within the required 
timescale. Dropout rates were very low – less than 5 % – and results were similar in 
both centers, Oxford and Southampton (UK). It therefore seems to be an interven-
tion which is generalizable and applicable in clinical practice.

3.9  Brief Culturally Adapted CBT for Psychosis

In this study brief culturally adapted CBT for psychosis (CaCBTp) (Naeem et al. 
2014b, 2015) was adapted on the basis of qualitative work with service users, pro-
fessionals, and carers. The intervention was targeted at symptoms of schizophrenia 
for outpatients from these groups compared to treatment as usual (TAU). A total of 
116 participants with schizophrenia who were recruited from two hospitals in 
Karachi, Pakistan, and randomized into two groups with 1:1 allocation (CaCBTp 
plus TAU = 59, TAU = 57). A brief version of CaCBTp (six individual sessions with 
the involvement of main carer, plus one session for the family) was provided over 
4 months. Psychopathology was measured using the Positive and Negative 
Syndrome Scale (PANSS) of schizophrenia, the Psychotic Symptom Rating Scales 
(PSYRATS), and the Schedule for Assessment of Insight (SAI) at baseline and end 
of therapy. Participants in treatment group showed statistically significant improve-
ment in all measures of psychopathology at the end of the study compared with 
control group. Participants in treatment group showed statistically significant 
improvement in positive symptoms (PANSS, Positive Symptoms Subscale; 
p = 0.000), negative symptoms (PANSS, Negative Symptoms Subscale; p = 0.000), 
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delusions (PSYRATS, Delusions Subscale; p = 0.000), hallucinations (PSYRATS, 
Hallucination Subscale; p = 0.000), and insight (SAI; p = 0.007). The results suggest 
that brief, culturally adapted CBT for psychosis can be an effective treatment when 
provided in combination with TAU, for patients with schizophrenia in a low- and 
middle-income country (LAMIC) setting. This is the first trial of CBT for psychosis 
from outside the Western world. These findings need replicating in other low- and 
middle-income countries.

Therapy was provided according to a manualized treatment protocol (Kingdon 
and Turkington 2002). Therapists were three psychology graduates with more than 
5 years experience of working in mental health, who were trained by Farooq Naeem 
(FN). An important part of cultural adaptation of the CBT for psychosis is the 
involvement of the family member (Naeem 2013). Families are heavily involved in 
patient’s care and serve as the main caregivers to psychiatric patients in Pakistan, 
and, through our experience of adaptation of CBT for Pakistan, we understand that 
their involvement can enhance the acceptability of treatment. Therefore, this brief 
version consisted of six sessions for participant plus one session for the family. 
Every participant was accompanied by a carer who acted as co-therapist. Although 
therapy was provided flexibly, the sessions typically focused on the following:

 1. Formulation and psychoeducation
 2. Normalization and introduction to stress vulnerability model
 3. Working with hallucinations
 4. Working with delusions
 5. Working with negative symptoms
 6. Termination work and relapse prevention

Therapy was delivered using guidelines developed for cultural adaptation in 
Pakistan. These guidelines were developed in our preliminary work, in which CBTp 
was adapted using a series of qualitative studies similar to those we used for cultural 
adaptation of CBT for depression. During this preliminary work to adapt CaCBTp 
for use in Pakistan, we explored the views of patients, their carers, and the health 
professionals in this area. A total of 92 interviews was conducted by three psycholo-
gists. We conducted qualitative interviews with mental health professionals (n = 29) 
and patients (n = 33) and their carers (n = 30). The results of the mentioned studies 
highlighted the barriers in therapy (e.g., lack of awareness of therapy, family’s 
involvement, traveling distance and expenses, and uncooperative family caregivers) 
as well as strengths while working with this patient group. Patients and their carers 
in Pakistan use a bio-psycho-spirituo-social model of illness. They seek help from 
various sources, including faith healers. Therapists did make minor adjustments in 
therapy.

In addition to one additional session for the whole family and the involvement of 
a carer throughout the therapy, other salient cultural adaptations that we incorpo-
rated in the CBT manual were the following:

• A spiritual dimension was included in the formulation, understanding, and in 
planning the therapy.
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• Urdu equivalents of CBT jargons were used in the therapy.
• Culturally appropriate homework assignments were selected, and participants 

were encouraged to attend even if they were unable to complete their 
homework.

• Folk stories and examples relevant to the religious beliefs of the local population 
were used to clarify issues.

3.10  Group CBT for Voices

Wykes et al. (2005) conducted a study of group CBT for voices that was delivered 
in seven sessions. The therapists who carried out this therapy were drawn from local 
services and then trained in group CBT techniques. Many but not all were experi-
enced in providing individual CBT. Group CBT for the positive symptoms of psy-
chosis provided the four key elements of CBT: engagement, collaborative discussion 
about an agreed model, cognitive restructuring of delusional beliefs, and reducing 
negative self-evaluation. Group CBT for voices used a manualized therapy for seven 
sessions each having a specific goal. The sessions included (i) engagement and 
sharing of information about the voices, (ii) exploring models of psychosis, (iii) 
exploring beliefs about hallucinations, (iv) developing effective coping strategies, 
(v) how to improve self-esteem, (vi) developing an overall model of coping with 
voices, and (vii) following up session.

Participants were included in this study, only if they had a diagnosis of schizo-
phrenia and experienced distressing auditory hallucinations (rated on the PANSS). 
They were randomly allocated to group CBT (n = 45) or a control group who 
received treatment as usual (n = 40). The two main outcomes were social function-
ing as measured by the Social Behavior Schedule and the severity of hallucinations 
as measured by the total score on the Hallucinations Scale of PSYRATS. Assessments 
were carried out at baseline, 10 weeks (post therapy) and 36 weeks (6 months fol-
lowing therapy).

Results: Mixed random effects models revealed significant improvement in 
social functioning (effect size 0.63 six months after the end of therapy). There was 
no general effect of group CBTon the severity of hallucinations. However, there was 
a large cluster effect of therapy group on the severity of hallucinations, such that 
they were reduced in some but not all of the therapy groups. Improvement in hal-
lucinations was associated with receiving therapy early in the trial and having very 
experienced therapists (extensive CBT training which included expert supervision 
for a series of individual cases for at least a year following initial training).

3.11  Summary

To summarize, there is now some evidence to suggest that brief CBT for psychosis 
can be effective in treating symptoms of schizophrenia. These interventions can 
form the basis for establishing an evidence-based treatment strategy for CBT for 
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psychosis to assist in meeting implementation targets, e.g., the English “access and 
waiting standard” of treatment for psychosis within 14 days of presentation (https://
www.gov.uk/government/uploads/system/uploads/attachment_data/file/361648/
mental-health-access.pdf). They can form the first phase of intervention using 
trained mental health practitioners (Insight) and clinical psychologists (WIT, cultur-
ally adapted CBT). Whether WIT can be delivered successfully by other trained 
practitioners has yet to be demonstrated, although proposals for such a study have 
been prepared for submission for funding. Delivery of CBTp using a stepped-care 
approach is in line with the current model of service delivery and is a major devel-
opment in delivering CBTp for a very deserving population.

 Conclusion
Brief CBT for psychosis is a developing area. Furthermore, research needs to be 
done to compare brief with standard CBTp. There is also a need to further explore 
the possibility of delivering CBTp using self-help, guided self-help, and eMedia. 
One important area in which brief interventions can be tried is case management, 
where frontline workers can be easily trained to deliver therapy. This has enor-
mous implications for service delivery, reduction of distress and disability in 
clients with psychosis, and, above all, in terms of costs. Ideally CBTp should be 
provided in a variety of formats, with the dose of therapy being increased for 
those who do not respond to low-intensity approach.
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AVATAR Therapy for Refractory 
Auditory Hallucinations

Tom Craig, Tom Ward, and Mar Rus-Calafell

4.1  Psychological Therapies for Voice Hearing: An Overview

While attempts to understand voice hearing need to acknowledge the complexity 
and diversity of the experience (Woods et al. 2014), the majority of hearers describe 
voices that take the form of a characterized “other” with whom a personally mean-
ingful relationship develops (Beavan 2011; McCarthy-Jones et al. 2014). AVATAR 
therapy is part of a new and exciting wave of therapies which adopt an explicitly 
relational and dialogic approach to working with the distressing voices. To under-
stand the AVATAR approach, it is important to consider its position in the evolution 
of psychological interventions for distressing voices.

Developments in psychological approaches to working with voices have been 
articulated in a recent review by an international collaboration of experts (Thomas 
et al. 2014). Following an early focus on functional-analytic approaches such as 
coping strategy enhancement (Tarrier et al. 1993), cognitive conceptualizations of 
psychosis came to prominence (Garety et al. 2001; Morrison 2001). A key premise 
of cognitive models, in keeping with a continuum view of psychosis, is that the 
presence of voices in isolation is not sufficient to determine the transition to clini-
cal psychosis (i.e., “need for care”), a position that is supported by evidence of 
non- distressing voices in the general population (de Leede-Smith and Barkus 
2013; Johns et al. 2014). Instead, cognitive models propose that beliefs and apprais-
als play a central role in the development and persistence of positive symptoms of 
psychosis (Garety et al. 2007). Put simply the way in which individuals make sense 
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of, and respond to, their voices can determine whether voices remain benign (even 
life-enhancing) or alternatively result in distress, impairment, and a need for clini-
cal care. Drawing on work in the field of anxiety disorders, Morrison has concep-
tualized distressing voices as occurring when “intrusions” into awareness are 
subject to “culturally unacceptable” misinterpretation, a stage of meaning-making 
that is influenced by the person’s prior life experiences together with beliefs about 
the self, the world, and others (Morrison 2001). Seminal early work by Paul 
Chadwick and Max Birchwood has demonstrated that beliefs about voices (specifi-
cally regarding identity, power, intention, and control) are key to understanding 
distress and maladaptive responding in the context of voices (Birchwood and 
Chadwick 1997; Chadwick and Birchwood 1994). Factors such as mood and phys-
iology, safety behaviors (including hypervigilance), meta-cognitive processes, and 
faulty self- and social knowledge are viewed as key maintenance processes which 
fuel distressing appraisals and beliefs about voices (Morrison 2001). Consequently, 
a range of cognitive-behavioral therapy approaches have been developed, which 
intervene at the level of individual “meaning-making” (i.e., beliefs and appraisals) 
and target the key maintenance processes outlined above (Thomas et al. 2014).

In more recent times Birchwood and colleagues (2000, 2004) have integrated their 
original cognitive model of voices with a “social mentalities” approach which pro-
poses that humans have evolved mechanisms for recognizing dominant- subordinate 
interactions, i.e., their social rank (Gilbert and Allan 1994; Gilbert et al. 2001). Beliefs 
about the power of the voice are essentially viewed as a differential judgment the 
hearer makes regarding their power (or more usually lack of power) in relation to the 
voice, i.e., a relational judgment. Individuals who have experienced powerlessness 
and inferiority in social relationships have been found to be more likely to report simi-
lar experiences during the voice interaction (Birchwood et al. 2000). It is argued that 
negative experiences within social relationships establish social schemata that drive 
the subsequent appraisals of voices and ultimately lead to significant levels of distress 
and depression (Birchwood et al. 2004). Recent reviews have provided support for the 
hypothesis that social schema may mediate the appraisal-distress relationship with the 
implication that therapies could benefit from targeting social and interpersonal vari-
ables (Mawson et al. 2010; Paulik 2012). These theoretical developments have 
informed a specific cognitive therapy for command hallucinations (CTHC; Birchwood 
et al. 2014; Trower et al. 2004). A randomized controlled trial of this approach (the 
COMMAND trial; Birchwood et al. 2014) has recently reported a reduction in the rate 
of compliance behavior to the voices compared with the treatment as usual group 
(odds ratio 0.45) along with an associated reduction in the specific treatment target 
(the power difference between the perceived threat of the voice and the hearer’s ability 
to mitigate this threat). Interventions such as CTHC answer an identified need for the 
development of more targeted therapeutic approaches to specific experiences and 
symptoms of psychosis and the putative mechanisms of persistence and distress 
(Garety and Freeman 2013; Thomas et al. 2014).

The approach of Birchwood and colleagues provides a bridge between early 
formulation-based approaches centering on intra-psychological (cognitive, affec-
tive, and behavioral) processes and a new wave of relational approaches which 
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focus on the interpersonal relationship between the voice-hearer and the voice 
(Corstens et al. 2012; Hayward et al. 2014; Leff et al. 2013). Relating therapy 
(Hayward et al. 2009) specifically applies Birtchnell’s (1996) interpersonal model 
to the voice-hearer relationship, identifying key interpersonal dimensions of power 
and proximity (Birtchnell 1996). While interpersonal power can be viewed as anal-
ogous to the social rank characterization of dominant-subordinate interactions, mal-
adaptive relationships along the proximity dimension are defined by opposing poles 
of “withdrawal/self-isolation” versus “over-involvement/intrusiveness” (Hayward 
et al. 2011). Therapy begins by exploration of similarities between the person’s 
relationship with their voice and other social relationships (in line with the mirror-
ing noted above by Birchwood and colleagues 2000). Following this awareness-
building stage, sessions move on to explore different ways of relating to the voice 
using assertiveness training (including role-play and empty chair work (Chadwick 
2006) with the aim (again consistent with CTHC) of increasing the person’s 
appraisal of control within the relationship.

“Talking with voices” (Corstens et al. 2012) is a relational approach which 
emphasizes the importance of understanding voices (and voice relationships) within 
the person’s biographical context (Longden et al. 2012). Voices are understood as a 
reflection of conflict within a person’s life story, a conflict that becomes manifest in 
the voice that the person hears. The approach involves a “facilitator” engaging in 
dialogue with the voice(s), asking direct questions the answers to which are relayed 
back via the voice-hearer. Rather than seeking to eradicate the experience of voice 
hearing, or indeed target specific cognitive mechanisms, this approach aims to pro-
vide an opportunity to resolve social-emotional dilemmas in order to achieve a 
sense of acceptance or mastery over previously distressing, disempowering 
experiences.

4.2  AVATAR Therapy: History, Method, and Evidence So Far

AVATAR therapy (Leff et al. 2013) is a recent relational approach which draws on 
the theoretical and clinical developments outlined above, within the context of a 
novel therapeutic milieu. Using specially designed computer software, the clients 
create a visual representation of the entity (human or nonhuman) that they believe 
is talking to them. Additional software is used to transform the voice of the therapist 
to match the pitch and tone of the voice heard by the person; the two processes 
finally being combined to produce a computer simulation (a virtual agent or “ava-
tar”) through which the therapist can have a dialogue with the person. In addition to 
the time taken to create the “AVATAR”, therapy comprises approximately 
6 × 45  minutes sessions of which around 15 minutes is spent in dialogue with the 
avatar. The therapist (sitting in a separate room to the participant and communicat-
ing through linked computers) promotes a dialogue between the participant and the 
avatar, one goal of which is that the hearer will experience more power and control 
within the relationship (Leff et al. 2014). The sessions are audio recorded and pro-
vided to the participant on an MP3 player for continued use at home.
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AVATAR therapy can be embraced within the generation of virtual reality-based 
psychological therapies using technology to integrate real-time graphics, sounds, 
and other sensory inputs to create a computer-generated world with which the user 
can interact (Gregg and Tarrier 2007). Although AVATAR therapy is not provided in 
a complex immersive environment, the platform uses virtual reality to create and 
allow the person to access and visualize the abstract nonphysical information of his/
her voice. One could define it as a virtual embodiment of the experience: to give a 
physical representation to the personified but disembodied voice. This visualization 
of the voice may facilitate two essential processes in the AVATAR therapy: (a) vali-
dation of the experience and (b) the flow of dialogue with the voice through the 
sessions while modifying the type of relationship between the voice and the partici-
pant. This virtual embodiment of the experience is achieved by matching the voice 
of the avatar to the current auditory hallucination and, in early sessions, by the 
avatar using verbatim statements from the voice, as reported by the voice-hearer. 
These add realism to the experience and seem to be a key aspect of the therapy.

Morrison and colleagues showed that approximately 75 % of people with psy-
chosis could identify images that occurred spontaneously in relation to their voices 
(e.g., having an image of the perceived source of a voice when hearing it) (Morrison 
et al. 2002). They also reported that some of the voice-hearers used their images as 
evidence to support their beliefs about voices (e.g., believing that a voice is omnipo-
tent, powerful, and omniscient because they have a concurrent image of God or the 
Devil). They concluded that working with these images, for example, altering the 
content or meaning of the image, could result in a reduction of the distress associ-
ated with them and even increase the sense of control over the images (Morrison 
2010). The exposure to the experience of seeing an image and hearing an avatar 
uttering the same statements as the voice in therapy sessions, along with the modi-
fication of the relationship with the voice, may be contributing to the reduction of 
the voice’s associated distress and to the disconfirmation of maladaptive beliefs 
about the voice. The mechanism of this may be anxiety related: the therapy may be 
reducing cognitive avoidance of fear-relevant information (i.e., the voice and its 
content) and also reducing anxiety as a direct consequence of exposure (Foa and 
Kozak 1986). Re-listening to MP3 recordings of each dialogue between sessions 
may facilitate this exposure process.

In line with the early theoretical work outlined above, the voicing/characteriza-
tion of the avatar reflects a detailed understanding of the person’s beliefs about the 
voices (e.g., regarding identity, power, intention, and the consequences of resis-
tance; Chadwick and Birchwood 1994). This includes an assessment of how a per-
son’s cultural background influences what participants think are the origin of their 
voices but also informs how the therapist should enact the avatar in dialogue with 
the participant. Therapists on the trial have been required to enact spiritual entities 
located within different systems of beliefs, sometimes in combination (including 
among others Islamic, Christian, Spiritualist, and region-specific African and 
Rastafarian beliefs). In addition avatars representing characterized people gain 
validity when voiced to reflect the cultural norms of the experienced other (this typi-
cally proceeds via a synthesis of the therapist’s existing cultural competence 
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together with assessment of the beliefs and assumptions of the voice-hearer).  
A specific example was the enactment (by author TC) of an avatar viewed as a local 
Rastafarian drug dealer, where it was important that the avatar was voiced from a 
position reflecting the basic tenets of Rastafarianism, specifically views about can-
nabis. Differing representations of the self and related beliefs about the reason for 
persecution (Trower and Chadwick 1995), together with comorbidity of depression 
and associated negative self-schemata (Vorontsova et al. 2013), also impact on the 
nature of the dialogue (e.g., assertiveness work and relinquishing of a “victim role” 
or work on attribution of guilt and self-blame). Within the AVATAR therapy 
approach, the person’s relationship with their voice is fundamentally viewed in the 
context of their current and previous significant relationships (Birchwood et al. 
2000, 2004). The possible role of early trauma is sensitively addressed from the first 
meeting and in line with the “talking with voices” approach (Corstens et al. 2012); 
unresolved social and emotional issues that may be relevant to the person’s experi-
ence of voice hearing are considered throughout the therapy. The nature of the rela-
tionship as it varies along dimensions of interpersonal power and proximity 
(Birtchnell 1996) also influences the evolving dialogue. While all dialogues (par-
ticularly early sessions) involve negotiation of a transfer of power and control from 
voice/avatar to hearer, relationships characterized by “withdrawal” require an initial 
“turning to face” the previously avoided experience, while “clinging” relationships 
typically necessitate a process of disengagement (i.e., “not getting drawn in” to 
what might be termed as the habitual “dance of distress”). Such strategies share 
some commonalities with an acceptance and commitment therapy approach to 
working with psychosis (Bach and Hayes 2002; Gaudiano and Herbert 2006) inso-
much as relationships characterized by “withdrawal” and “clinging” could be 
viewed as involving unhelpful levels of experiential avoidance and cognitive fusion, 
respectively. Following the initial assertiveness phase, the avatar’s character gradu-
ally changes to become conciliatory or even helpful. This initiates a second phase 
which focuses on issues of self-esteem and identity, work that is consistent with 
other recent approaches emphasizing the importance of self-esteem and self- 
compassion in working with distressing voices (Mayhew and Gilbert 2008; van der 
Gaag et al. 2012). Specific work on self-esteem typically includes asking the person 
to get friends and family to provide a list of their strengths and best qualities which 
can then be used in dialogue with the avatar. For some people the extent of current 
social isolation means that it can be difficult to identify someone to provide the list 
(in such cases it can be obtained from a trusted professional or the therapist may 
“work up” the list in collaboration with the person). For those who can identify 
someone to provide a list, the simple act of hearing a positive view from someone 
else can be a powerful (and surprising) experience. For others the discussion of 
positive qualities triggers embarrassment and awkwardness, and for some hearing 
positive qualities spoken aloud can seem an almost aversive experience (reflecting, 
in our view, the extent of the dissonance between this positive information and the 
ingrained negative view of the self). Given these potential challenges as in the 
 earliest assertiveness sessions, it can often be necessary to engage in preparatory 
role- play with the therapist before attempting to raise the topic with the avatar.  
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The final sessions of AVATAR therapy often involve discussion around hopes for 
the future and are influenced by consideration of the personal meaning of recovery 
in the context of the voice hearing experience (Romme et al. 2009).

An abbreviated outline of the evolution of a typical dialogue is given in Fig. 4.1.
In an initial pilot study (Leff et al. 2013), 26 patients were randomized to therapy 

(n = 14) or a waiting list control group (n = 12). Therapy was provided for a maximum 
of seven sessions lasting 30 minutes. While the control group reported no change 
over time, those receiving AVATAR therapy reported an average reduction of 8.7 
points (p = 0.0003) in the total score of the PSYRATS-AH rating scale for auditory 
hallucinations (Haddock et al. 1999) with three participants reporting a complete 
cessation of voices. Participants in the therapy arm also reported an average 5.9 point 
(p = 0.0004) reduction in scores on the omnipotence and malevolence subscales of 
the revised Beliefs About Voices Questionnaire (BAVQ-R; Chadwick et al. 2000).

AVATAR therapy is currently being examined in a larger, well-powered method-
ologically rigorous clinical trial (n = 142), in which a comparison is made between 
the effects of AVATAR therapy and supportive counseling, the control group chosen 
to take account of nonspecific elements of therapy exposure (ISRCTN: 65314790). 
Early qualitative impressions from the trial therapy team indicate that the virtual 
reality aspects of the setup, fostering a sense of “presence,” facilitate a dialogue 
whereby affect is “on line,” with participant reports of high ecological validity of 
the avatar. Some respondents report that the experience with the avatar is “100 % 
like hearing my troubling voice” potentially conferring benefits over existing  helpful 
techniques such as role-play and “empty chair” work (e.g., Chadwick 2006; 
Hayward et al. 2009). In order to record and evaluate this reported verisimilitude, 

Fig. 4.1 Example of a dialogue

AVATAR is person’s main bullyingvoice. Hostile critical, name-calling (“stupid”, “ugly” “piece of shit”).
History of significant bullying throughout life. Voice uses same phrases as school bullies (although he
had never linked this prior to coming to therapy). N.B this is a composite to reflect typical dialogue within 
the trial and not a direct transcript.

Phase1 :

Session 1

Transition:
Session 3

[Session 1 involves highest frequency of direct therapist input; this reduces as sessions progress]:
AV: ‘ You are an idiot…’ ‘Piece of shit!’ [initial silence in response]
AV: “you heard me… you’re a piece of shit”
Pt: “that’s not right, [slightly halting] I don’t want to listen to you”
Tx: “that’s really good [encouragement, reinforcing positive assertiveness and checking in], How did
that feel?
Pt: “a bit better, still a bit weird”
Tx: “you’re doing really well….. I want you go even stronger next time he comes in.
AV: ‘You are a waste of space’
Pt: [more forcefully] I won’t stand for this, this is bullying and I’m not listening anymore
Tx: That’s very strong… absolutely right to call it bullying….you sound in control. Well done!

AV: “What do you want to say to me today?”
Pt: “I want to say that I’ve had enough of you, You can’t push me around anymore”
AV: “you do seem different recently…what’s changed?” [Avatar conceding]
Pt: ‘I’ve changed a lot….I’ve learnt how to deal with you and you can’t get to me now.”
AV: “I can see you are not the push-over I once took you for”
Pt: “that’s right…those days are gone….I’m not a victim now”
Tx: Well done! Absolutely right. You are not a victim [Therapist reinforcing this key statement]
AV: Maybe I have got you wrong, I can see you are no victim anymore, what kind of person are you
then? [Avatar continues to concede, begins to cue in subsequent self-esteem work]
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we have incorporated an adapted version of the Sense of Presence Questionnaire 
(Slater et al. 1994) that evaluates the participant’s sense of “hearing the voice” and 
their perception of the avatar as their “voice talking to me.” As we are also interested 
in the persecutory experience and level of anxiety when confronting the avatar, we 
have adapted the State Social Paranoia Scale (Freeman et al. 2007) to measure per-
secutory and positive thoughts about the experience (e.g., “the avatar was trying to 
irritate me” and “the avatar was friendly towards me”). Visual analogical scales are 
used to capture reported anxiety and perceived hostility of the avatar at the end of 
every therapy session.

4.3  Challenges of AVATAR Therapy

For good or bad (or sometimes both) the relationship with the voice often forms a 
key part of the person’s life and in many cases represents the main source of current 
social relating. As such the meaning and implications of changes in this important 
relationship require sensitive, open-minded discussion between the voice-hearer 

Phase 2:
Session 4

Session 6

[Self-esteem discussed between sessions; person has collected list of positive qualities]

AV: “I’ve been thinking about what you said last time. It seems I may have got you wrong?”

Px: “yes… I am a good person…..I don’t deserve to be bullied….I’m too strong for you anyway?”

AV: “what do other people think about you?”

Px- “Well I asked my sister and she said…I am a good person….kind.. caring…strong…..

good fun….loyal and a good brother”.

Av- “Why does she say that do you think?”

Px- “Well I helped when she was having problems with her husband….he was not nice you know

so I told him to leave her”

AV- “Well you know how to deal with bullies…..but I thought you said that people think you are lazy?”

Px- “yeah I know…I was shocked when I read the list…I didn’t really want to ask her at first…I 

thought she wouldn’t be able to come with anything”

AV- “It seems to me you have got used to thinking badly about yourself over the years…. The things

I have said to you have also been the things you think about yourself deep down…”

[developing link between voice content, previous bullying and low self-esteem]

AV- “this is the last time we will be talking together like this”

AV- “I have seen so much change in you over the time we have spoken together”

Px- “Yes……I feel different….I mean I’m the same person but you know I feel stronger”.

AV- Yes, you are certainly a strong person….so what now?

Px- I still, you know, want to do more, get a job, meet some people, but I feel I can do it. 

AV- I think you are right…you have shown me you are a good person with lots of qualities.

Px- yeah, I’m starting to see that too now [laughs]

AV- It is important that you do. As long as you continue to see your own strength and qualities

as a person, you can deal with any bullies, just like you have with me and your sister’s husband.

[generalising from what has worked with the avatar to wider social relationships]

Px- Yeah I think so too. 

AV- Is there anything else you want to say to me?

Px- no, just, good-bye and I’m pleased we sorted things out. 

AV- Good-bye

Fig. 4.1 (continued)
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and therapist as part of the person’s engagement with the therapy. While the pilot 
study provided evidence of reductions in voice frequency and intensity, AVATAR 
therapy, in common with other psychological approaches and hearing voice net-
works, targets the reduction of distress and disruption to the life of the voice-hearer. 
Ultimately the aim is for the person to begin to experience a sense of power and 
control within their relationships (with their voice and other people) such that they 
emerge more confident in their ability to navigate their social world and engage with 
the possibility of a different, more positive future.

As is apparent from all we have said to this point, a key component of therapy is 
the ability of the therapist to understand the nature and possible purpose of the per-
son’s voice and to deliver a “realistic” enactment of this entity during the dialogue. 
In the initial sessions, the therapist is required to use verbatim statements delivered 
with the prosodic features (including tone and rhythm) and force that the hearer 
usually hears from their persecutory voice. This presents a number of immediate 
challenges. The necessity to speak these typically abusive, threatening, and overtly 
hostile comments (including racist terms) directly to the person (albeit via a modi-
fied voice transform) sits uneasily with all the instincts and training of therapists. 
Early sessions aim to strike a balance between creating and dialoguing using a real-
istic representation of the voice experience while ensuring that the person feels 
sufficiently safe to approach something which may feel frightening and trigger con-
cerns about possible voice retaliation. Getting the balance right can be tricky. On the 
one hand is the risk that the person is unable to tolerate the session as, for example, 
the person who terminated a session saying “…I have to put up with this rubbish 
day and night; this is just too much…” while on the other hand being so mild that 
the experience is perceived as contrived and unrealistic as, for example, a comment 
such as “oh, my voice would never speak like that….” In practice such occurrences 
have been rare, probably because a great deal of effort is put into preparing the par-
ticipant for the sessions including role-play and rehearsal of responses before the 
first encounter with the avatar. A related challenge is presented when the voice is 
experienced with a particular accent where again the immersive reality of the expe-
rience is enhanced if the therapist is able do a fair imitation of the accent. 
Interestingly, when the balance is right, the immersive experience appears remark-
ably high with several participants commenting that they felt they were really in a 
dialogue with their voice.

A typical therapy experience for participants who engage with the approach 
involves some initial (often marked) anxiety (in particular preceding the first con-
frontation with the avatar) followed, during the first session debrief, by a reported 
sense of relief, achievement, power, and even liberation. Over time the reported 
in- session anxiety typically reduces and the participant is able to reflect with the 
therapist on a significant challenge which has been faced and overcome. For par-
ticipants who choose not to continue with sessions (to date approximately 20 % of 
those who attend at least one session), reported reasons for discontinuation are 
varied (and in some cases simply logistical). Withdrawal factors that are related to 
the therapy typically involve the person finding early sessions overly stressful 
(including in rare instances increased hostility, threats, and commands not to 
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 continue from voices) or the participant not seeing how the approach could help in 
terms of their voices. It is worth noting that a similar dropout rate is seen in the 
supportive counseling control group (approximately 18 %) and is comparable to 
that seen in several other exposure- based therapies including PTSD (Imel et al. 
2013; van den Berg et al. 2015).

One of the most significant challenges for the therapist is the transition from the 
initial, largely verbatim sessions where the task is mainly to establish a fair simula-
crum of the voice hearing experience toward a second more dialogic phase in which 
the character of the avatar shifts to being less threatening and more considerate of 
the individual. This dialogic shift has to be appropriately timed, should be in 
response to changes in the preceding dialogue, and should be based on the thera-
pist’s understanding of the participant’s key beliefs about the origin, nature, and 
function of the voice in their life. A key task for the therapist (in keeping with cogni-
tive approaches to working with psychosis more generally) would be to determine 
whether the evolving dialogue is situated “within the belief” (e.g., someone defini-
tively identifying the voice as caused by an external entity, e.g., a demon, a school 
bully, or a drug dealer) or whether the dialogue is evolving toward an understanding 
of the voice experience as having its origin within the self (e.g., the identification of 
the voice/avatar as representing low self-esteem or “memory echoes” of past bully-
ing/abuse/trauma). In the former case (i.e., “working within”) a rationale for the 
diminishing presence or power of the “other entity” is negotiated, e.g., the bully 
who accepts the person is now too strong to be pushed around. In the latter case (i.e., 
a more internal attribution of voice) an understanding that the avatar/voice content 
represents “the negative things I think about myself” can be developed with the 
implication that the necessary change is for the person to begin viewing themselves 
in a more positive and compassionate way (this is framed as a process of change as 
opposed to a “quick fix” particularly for the many participants in the trial with sig-
nificant abuse and bullying histories). The therapist aims to avoid “forcing” the 
dialogue into one direction or the other but rather adapts their approach to connect 
with the person’s evolving understanding of their voice and what would constitute a 
positive change in the relationship with their voice.

It should be noted that even assuming it is possible to deliver a realistic voice 
hearing experience, the task of transforming the avatar experience to becoming less 
hostile and more under the control of the voice-hearer is no guarantee that the actual 
voice hearing experience will similarly moderate. In cases where the avatar has 
transitioned, while the day-to-day voice remains hostile, the avatar typically sug-
gests the person tries the strategies that worked in earlier sessions with their day-to- 
day voices reinforcing key messages that have emerged from the dialogue (e.g., 
relating to the person’s strength, resilience, and positive qualities). Throughout the 
trial, the therapy team has considered other potential adverse reactions to the ther-
apy including the risk that the avatar voice becomes incorporated in a negative way 
into the voice-hearer’s experience/beliefs or that the avatar computer system is seen 
as the source of the voice hearing. Neither of these has yet been observed though in 
one instance a person reported hearing their avatar’s voice in a helpful way outside 
of a session. A number of people have also reported completely new, benign/
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reassuring content from their voices by the end of therapy which they view as a 
positive change. As is customary in any clinical trial of a new therapy, all possible 
negative outcomes are recorded and monitored and will form a key component of 
the final report of the trial.

4.4  The Future: Implementing AVATAR Therapy 
in Routine Care

The current clinical trial is being provided in NHS facilities and the majority of the 
participants are receiving continuing care from secondary psychiatric services. The 
number and spacing of sessions are such that the therapy is easily fitted in to the 
wider care program and is delivered alongside routine case management and medi-
cal treatment. At present the delivery system is fairly cumbersome, requiring the 
fixed installation of two desktop computers that are hardwired, but in fact, the soft-
ware is capable of running on laptops or tablet computers over the hospital intranet 
given the appropriate data protection and governance permissions. With such a con-
figuration it would be entirely feasible to incorporate this therapy into routine out-
patient clinical settings, and sessions could be tailored to integrate with other 
components of overall care. This is indeed the future pathway envisaged. A compo-
nent of the current project led by our colleagues in University College London is the 
development of a portable multi-platform system, available for future research and 
ultimately clinical use. This more flexible system should be available in 2016.

The larger potential barrier to routine implementation lies in identifying, train-
ing, and supervising clinical staff to deliver the therapy. This represents a major 
challenge more generally for psychological therapies for psychosis (Haddock et al. 
2014; Prytys et al. 2011). All the AVATAR therapy to date has been delivered by 
very experienced clinicians, all of whom have considerable prior training in psycho-
logical therapies, and the group meets regularly for peer supervision, which is 
essential. Initial training involved each of the therapists working with two patients 
outside of the clinical trial and was provided by Professor Julian Leff against an 
outline manual that has subsequently been elaborated as we all gain experience 
across the trial. All therapists come from a background where the clinical formula-
tion of a person’s problems is seen as essential for therapy to proceed and undoubt-
edly has determined the elaboration of therapy model as we deliver it.

It is difficult to envisage AVATAR therapy being delivered by novice therapists 
without competency in clinical formulation and familiarity with a variety of psycho-
therapeutic techniques. On the other hand, our current “homework” task of listening 
to MP3 recordings of the therapy sessions could certainly be enhanced through the 
use of more sophisticated tablet-based software that included the visual imagery 
(e.g., using augmented reality on a smartphone or tablet) and, perhaps in time, also 
could be programmed as a self-help top-up to practice the use of key assertive 
phrases in standing up to prespecified content. We are of the opinion that these rep-
resent methods of augmenting the standard one-on-one delivery of the therapy 
rather than offering a separate self-help alternative given the often strong emotional 
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responses and the consequent importance of in-session monitoring and therapeutic 
work before and after the active dialogue.

In addition to the use of this therapy as a “stand-alone” intervention for people 
with diagnoses of schizophrenia and other psychoses, our experience suggests that 
the approach could be easily adapted for voice-hearers with other conditions. We 
also believe that AVATAR therapy may be a very helpful component of a broader 
therapeutic approach, included, for example, within a typical 16-session course of 
CBT where the voices reflect just one component of the individual’s experience. 
For example, during the trial training phase, TW saw an individual for 6 sessions 
of AVATAR therapy following a period of individual CBTp (approximately 20 ses-
sions), which had taken place around 6 months earlier. The participant and thera-
pist experience suggested that the two approaches operated in a complementary 
fashion with benefits that generalized from the voices to broader distressing perse-
cutory beliefs.

Another frequently asked question is whether AVATAR could be helpful for peo-
ple with psychosis who do not want to take medication. The inclusion criteria for 
the current trial are that participants hear voices despite continuing to take medica-
tion. As a result, we have excluded a small number of referrals of young people 
from early intervention services who were being managed off medication. We 
believe that this cautious approach is the right one at this stage of development of 
AVATAR. Should evidence from a number of trials show a low risk of adverse clini-
cal effects, it would be appropriate to move toward a carefully conducted clinical 
trial as has been implemented for CBTp (Morrison et al. 2015). Another important 
though rather obvious consequence of the approach is that it provides a unique 
opportunity for the participant to share the voice hearing experience with the thera-
pist and others – a feature that has been commented upon favorably by several par-
ticipants, a number of whom have decided to play the sessions to friends and 
families. Working with and through an avatar provides an opportunity for the thera-
pist to reflect on what living with such hostility on an ongoing basis might actually 
be like. In this way, empathy is taken from an abstract clinical plane and brought 
closer to the experience of people living with distressing voices.

 Conclusion

AVATAR therapy is part of a new and exciting wave of therapies which adopt an 
explicitly relational and dialogic approach to working with distressing voices 
experienced by individuals suffering from psychosis. Although this work needs 
replication in future trials, initial data on the use of this novel approach offers 
many opportunities both in terms of the delivery of therapy and in elaborating 
our understanding of the phenomenology of “voice hearing.” Also AVATAR ther-
apy has the potential of being applied to other mental health disorders and condi-
tions which of course require further work and adaptations.
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5.1  Introduction

Psychotic disorders affect 6 % of population, and their optimal management requires 
integration of pharmacotherapy, effective psychotherapy, and psychosocial 
 management. Schizophrenia is the prototype of the psychotic disorders, and its 
main symptom clusters are conceptualized in five dimensions, i.e., positive 
 symptoms (delusions, hallucinations, and disorganization in thoughts, speech, and 
behavior), negative symptoms (social withdrawal, lack of motivation), cognitive 
symptoms (impairments in sustained attention, memory, and language), hostility 
and excitement symptoms (includes poor impulse control and violent behavior), and 
the affective symptoms (includes depression and anxiety symptoms) (DSM-5 2013). 
Of note, more than 50 % of patients with schizophrenia suffer from negative and/or 
cognitive symptoms in the prodromal phase (Seidman et al. 2010), during the phase 
of florid psychosis in which positive symptoms dominate (Schretlen et al. 2007) and 
even after the remission of these positive symptoms (Demjaha et al. 2012). Also 
negative and cognitive symptoms are found to be strong predictors of transition to 
the phase of florid psychosis in ultrahigh-risk samples (Koutsouleris et al. 2012) 
and are considered as indicators of poor prognosis and worse functional outcomes 
(Kirkpatrick et al. 2006).
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Global burden of psychosis is huge in terms of prevalence, comorbidity, dys-
functions, and healthcare cost. For example, the worldwide prevalence estimate of 
schizophrenia is around 1 %. Of note, schizophrenia is just one fraction of the 
whole gamut of psychotic disorders. One bothersome fact is that the persons with 
psychosis pose a high risk for suicide. Approximately one-third of patients with 
schizophrenia will attempt suicide, and, eventually, about one out of ten take their 
own lives (Kirkpatrick et al. 2006). Apart from this, psychotic illnesses pose a 
high burden on healthcare. For example, a Canadian study done a decade ago 
found that in schizophrenia, the costs from direct healthcare and non-healthcare 
when combined with the high unemployment rates due to schizophrenia and the 
added morbidity, mortality, and the loss of productivity did amount to a total cost 
estimate of 6.85 billion dollars (Goeree et al. 2005). It is clear from several well-
designed studies that the duration of untreated psychosis (DUP) has impact on 
recovery from psychosis (Thirthalli et al. 2012). In one such longitudinal study 
(Cehnicki et al. 2014) that involved 20 years of follow-up, the authors noted that 
the relationship between longer DUP and worse overall treatment outcomes was 
sustained throughout the 20 years, and a positive correlation between DUP and 
the severity of psychopathological symptoms was observed over the first 12 years 
of illness. Taken together, these findings not only highlight the existing burden but 
also underscore the need for implementing effective interventions early in the 
course of psychosis so that further damages and dysfunctions could be prevented 
(Nicholl et al. 2010).

Treatment of psychosis should be comprehensive and include biological (medi-
cation) as well as psychosocial interventions. It is a fact that many patients with 
positive psychotic symptoms respond only partially or not at all (Conley and 
Buchanan 1997). Also functional improvement does not always follow the symp-
tomatic improvement (Harvey et al. 2004). With emerging new understandings 
from recent research that examines the effectiveness of the pharmacologic and 
psychosocial interventions for psychosis and lived experiences of clients based on 
their stories of recovery from severe illnesses such as schizophrenia, the treatment 
goals for these clients is changing from symptom control to functional recovery, 
improved quality of life, and reintegration into the community (Kane 2004; 
American Psychiatric Association’s Work Group on Schizophrenia 2004; Ragins 
2012). Unfortunately, despite several therapeutic advancements, the current range 
of interventions for psychosis are only partially effective, and there are several 
unmet needs for this population. The unmet needs include the long DUP, trauma 
associated with psychosis not being addressed effectively, poor functional recov-
ery, reduced longevity, and above all, the enormous burden on individuals, their 
families, and communities. As Insel (2009) points out, the reasons for premature 
death in individuals with severe mental illnesses include known consequences of 
cardiometabolic disease secondary to the use of second-generation antipsychotic 
agents but also less well-known factors such as trauma and loneliness (i.e., social 
disconnection), and hence addressing these is likely to have a positive impact on 
health and probably longevity. Yoga and mindfulness-based cognitive therapy for 
psychosis (Y-MBCTp©) is a newer evidence-based translational mindfulness 
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therapy designed by Pradhan that can be used not only as a brief therapy in most 
instances to optimize resource utilization but also can be used in its extended for-
mat as well depending upon the treatment needs and available resources. This self-
exploratory and client-centered therapy combines together the pragmatism and 
methodology of brief CBT for psychosis with the scriptural philosophies and tech-
niques described in Patanjali’s eight-limbed Yoga (Sanskrit: Ashtanga Yoga, 
Satchidananda 1978) and Buddha’s mindfulness meditation (Pali. satipatthana, 
Nyanamoli 1975). This model of psychotherapy is our humble attempt to bridge 
across some of the gaps that exist in the psychotherapeutic realms for individuals 
with psychosis. In this chapter, we present a conceptual overview and pilot data on 
efficacy of Y-MBCTp© as a brief therapy model for clients with psychosis. In addi-
tion, in the various sections, we discuss cultural adaptability, replicability, and 
training implications of this model.

5.2  Cognitive Behavioral Therapy for Psychosis (CBTp)

Despite some remarkable progress in implementation of cognitive behavioral ther-
apy (CBT), more so since 1990s, effective psychotherapeutic options for treatment 
of schizophrenia are still not at optimal levels and remain a big challenge to our 
field. Treatment refractory symptoms, stigma associated with mental illness and 
limited theraputic resources are the main reasons why effective psychotherapeutic 
interventions are not available for most people with psychosis. Importantly, what-
ever limited resources are there, many of them may have important issues with 
respect to their feasibility, affordability, acceptability, and difficulties in matching 
them in a culturally competent manner with the real-life situations of the individuals 
with psychosis. CBT, since its initial application by its founder Dr. Aaron Beck 
(1979) in patients suffering from depression, has come a long way in its applications 
in other psychiatric disorders including psychosis. It is being increasingly recog-
nized that incorporating the therapeutic techniques into medication monitoring clin-
ics is one way to improve access to therapy for patients with serious mental illnesses. 
However, despite psychotherapy’s benefits, access to it is available only at select 
centers and thus is extremely limited. In one survey, only 7.3 % of patients with 
non-affective psychosis received at least “minimally adequate” care (four or more 
medication visits that did not include psychotherapy) (Wang et al. 2002). Also the 
duration (and quality) of psychotherapy in the medication clinics varies and usually 
range from 15- to 45-min sessions (Rector and Beck 2002).

As detailed in Chap. 3 of this book, the cognitive behavioral therapy for psycho-
sis (CBTp, Kingdon and Turkington 2005) is a form of CBT specialized for indi-
viduals with psychotic disorders and teaches these clients about how to establish 
links between their thoughts, feelings, or actions with respect to current or past 
symptoms of psychosis and the accompanying dysfunctions. These interventions 
rely on Socratic dialogue, destigmatization and normalization of the psychotic fea-
tures, building of coping skills, problem-solving, and implementation of behavioral 
experiments and help the clients to reevaluate/reappraise their perceptions, beliefs, 
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or reasoning pertaining to these clinical symptoms which are the essential targets of 
these interventions. The first controlled studies on CBTp were conducted in the 
United Kingdom in the 1990s, and since then, emerging data from the various stud-
ies inform us that CBTp is an effective treatment for psychosis (Bond et al. 2005; 
Kingdon and Turkington 2005; Wykes et al. 2008; Naeem et al. 2014a, b; Habib 
et al. 2014) and can be done transculturally as well (Naeem at el. 2014a; Habib et al. 
2014). Quite rightly, CBTp has been recommended by the national guidelines in 
both the UK and the USA.

5.3  Need for the Brief Version of CBTp (Brief CBTp)

Many individuals with psychosis prefer therapy sessions that are shorter and 
 infrequent compared the the traditional one hour a week sessions. In fact, a study by 
Coursey et al. (1995) which involved 212 patients with schizophrenia, 85 % of the 
patients preferred psychotherapy sessions less often than once a week and preferred 
more pragmatic approaches, i.e., to focus on pragmatically solving the problems 
they encounter in their daily life. Also, the availability of the usual longer version of 
the CBT remains limited due to a myriad of factors including lack of awareness and 
lack of trained personnel (Kimhy et al., 2013). Thus, lately there is a trend to modify 
the usual sessions of CBT to brief CBT sessions. Rudd (2012) outlines some of the 
main differences between the usual version and the brief version of CBT with 
respect to the technical and process aspects as described below:

 (i) Brief CBT is purposefully brief to accommodate the time demands on the ther-
apist whose resources are limited: this helps to cater more needy clients and 
also to decrease the waiting time for therapy.

 (ii) Brief CBT incorporates all the common and effective elements of usual CBT 
and, in addition, is more focused on skills development.

 (iii) It emphasizes internal self-management and encourages efforts geared toward 
self-exploratory therapy, mood regulation, and problem-solving skills in the 
client.

 (iv) It provides more effective coping strategies to the client.

As Pinninti et al. (2005) have succinctly identified, the five key steps in carrying 
out the CBT interventions effectively during a therapy session are (i) to identify the 
problem the client wants to work on and to narrow it down; (ii) to rate the identified 
symptom or issue (using a simple 0–10 rating scale); (iii) to choose and use an 
intervention followed by rating the target symptoms again and to modify the inter-
vention (if necessary) after getting client’s feedback (post-vention); (iv) to ask client 
to write down what is learned on a card or in a notebook; and finally, (v) to encour-
age the client to have an assignment at home to reinforce the learning and general-
ization of the therapeutic gains. The brief CBT for psychosis (brief CBTp) 
incorporates these elements in order to meet some of the unmet clinical needs of the 
individuals with psychosis and could be an effective way to overcome some of the 

B. Pradhan and N.R. Pinninti



59

current barriers present in care of these needy individuals which includes but not 
limited to reduction in the waiting times for therapy, reduction of DUP, etc. Although 
there is lack of a clear definition of brief CBTp, empirically researchers have defined 
it as an expedited form of CBTp which can be delivered in six to ten sessions con-
ducted over less than 4 months (Naeem et al. 2014b). Of note, the usual version of 
CBTp involves around 16 sessions (12–20 sessions), which is about twice the num-
ber of sessions needed for brief CBTp. Also these sessions in the usual CBTp are 
carried out over a longer period, i.e., over 4–6 months as compared to those in the 
brief CBTp. There are no differences qualitatively between these two versions 
although the brief version may be more intense nonetheless more targeted in 
approach. So far preliminary evidence indicates that brief CBTp is effective in 
reducing psychotic symptoms. However, the pioneers in this area opine that efficacy 
research on brief CBTp still has a long way to go, and more importantly, it still 
needs to address the fundamental issue of the dose-effect relationship with respect 
to its effect on symptoms/dysfunctions (Naeem et al. 2014b; Habib et al. 2014).

5.4  Clarifications on Some Concepts in Yoga and Meditation 
and Their Use in Healthcare

Yoga and meditation are probably among the most ancient mind-body medicine 
interventions that have shed light not only on the intricate, complex, and dynamic 
interplay between the body and mind but also has provided us with clear methods 
about how one can achieve physical, mental, and spiritual well-being. From ancient 
times, Yoga and meditation have been advocated not only as techniques but also rich 
philosophies, as a way of life and as a kind of psychosomatic preparation for spiri-
tual elevation and alleviation of the sufferings of the mankind. Interestingly, health 
is not the goal, but rather is a by-product of the practice of Yoga and meditation. In 
the original traditions, maintenance of good health is primarily seen as a preparatory 
requisite for achieving the higher goals of life that Yoga purports to achieve (Iyengar 
2001). Unfortunately, many concepts on Yoga and meditation are rather mystified 
and add to the existing misconceptions. For example, the terms “Yoga,” “medita-
tion,” and “mindfulness” are often used interchangeably. It is important to under-
stand that Yoga, meditation, and mindfulness are conceptually three overarching 
circles and belong to the broad scheme of Yoga. As proposed originally in the scrip-
tural traditions of ancient India, Yoga used to be conceptualized in more holistic 
ways than it is generally understood these days. In these ancient spiritual traditions 
that advocated for the eight-limbed Yoga (Sanskrit: Astanga Yoga, Satchidananda 
1978) in the Vedic traditions or the Noble Eightfold Path (Pali. Atthangika Magga, 
Nyanamoli 1975) in the Buddhist traditions, Yoga is all-encompassing and tends to 
span from one’s lifestyle and life views to one’s physical aspects that include one’s 
body, breathing, and postures and eventually culminates in liberation of the indi-
vidual from the sufferings of life by use of meditation (Eliade 1969; Dalai Lama 
2009). In these ancient schemes that advocated for use of Yoga in its entirety, Yoga 
comprised of eight limbs that include meditation as its sixth and seventh steps  
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(i.e., concentrative-type meditation [Pali. samatha] and mindfulness-type medita-
tion [Pali. satipatthana or vipassana], respectively) (Nyanamoli 1975; Nyanaponika 
1954; Pradhan 2014). Thus, mindfulness is a type of meditation, and Yoga is inclu-
sive of meditation. Technically, Yoga involves balanced lifestyle (that of moderation 
rather than of extremes, otherwise called as the Middle Way, Dalai Lama 2009) and 
the psychosomatic preparatory stages that make oneself ready for meditation which 
is considered as the central aspect in the broad scheme of Yoga. Meditation practice 
usually begins with cultivation of one’s attention and induction of detached and 
nonjudgmental awareness in which one learns how to maintain and shift flexibly 
one’s attention at will onto an object of choice while disengaging oneself from the 
elaborative processing of these objects by one’s mind. These object of choice can be 
physical (such as body parts or various physical objects), physiological (such as 
one’s breathing, heart rate, etc.), or mental (such as one’s thoughts, bodily feelings, 
emotional experiences, etc.).

One major objective of Yoga is to acquire deep insights into one’s inner self 
which not only includes one’s own abilities and coping but also requires one to use 
one’s spiritual strength for well-being. Yoga and meditation interventions can be 
broadly conceptualized as self-management strategies for gaining insight into the 
principles of the human mind that explain the nature of its attending thoughts, 
 feelings, and the various experiences. These insights help one realize the ways to 
reaccess the natural and positive states of mind and to experience sustained calm-
ness regardless of the circumstances one encounters in daily life. As elaborated in 
the meditative philosophies passed down since millennia, when actions of the indi-
vidual (Sanskrit: jiva) are governed by the meditative insights (which results in 
wisdom) rather than by just the reactionary responses to the underlying impulses, 
these wise actions don’t bring suffering (Sanskrit: dukkha, which means sadness as 
well) (Nyanamoli 1975). Meditation is essentially an ongoing self-reflective 
cognitive- emotive- reappraisal process that takes place within the individual. It helps 
the individual to experience the various mind-body phenomena first hand, directly 
and without distortion. This results in increased self-knowledge (insight, Pali. nana) 
as well as deeper understanding into these various mind-body phenomena. This 
enhanced level of self-knowledge forms the basis for use of meditation as a type of 
self-exploratory therapy. The World Health Organization (WHO 2009) defines 
health as a state of complete physical, mental, and social well-being and not merely 
the absence of disease or infirmity. Taking a close look at the original concepts of 
Yoga, one can realize that the comprehensive view concept of Yoga which includes 
meditation as part of it has the biopsychosocial elements of health already ingrained 
in these eight limbs. In these concepts of Yoga and meditation, the prerequisites for 
achieving good health are already inbuilt. As self-exploratory therapy and self-help 
models of care, Yoga and mindfulness interventions combine humanistic models of 
treatment with the positive psychology of the client in strength-based ways. They 
promote the autonomy of the individual which could decrease the burden of care not 
only in the clients or their caregivers but also in the healthcare providers. Being 
mother to Ayurveda (the herbal medicinal system of ancient India), one can clearly 
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see that Yoga doesn’t negate the utility of appropriate pharmacological interven-
tions, rather it supplements them (Frawley 1999). In addition to their utility as self-
management techniques that empower the person, other benefits of these 
interventions are in terms of their low cost and lack of side effects when practiced 
under a trained teacher (Sanskrit, Guru) or drug-drug interactions that are the con-
cerns typically seen with the use of the pharmacological interventions. Contrary to 
the beliefs that practice of Yoga and meditation is time consuming or difficult, 
authors of one recent study conducted at the Mayo Clinic (Prasad et al. 2011) note 
that even 15 min of daily meditation practice could significantly reduce stress and 
improve quality of life in the healthcare professionals.

Yoga and mindfulness interventions are complex and rather heterogeneous. 
Mindfulness-based interventions represent a group of cognitive and behavioral 
interventions using meditation. Historically they represent Buddhist practices to 
alleviate suffering (Kabat-Zinn et al. 1992; Ludwig and Kabat-Zinn 2008), and in 
 modern days, they have been modified and integrated into present-day therapeutic 
practices. Like the usual CBT, mindfulness-based cognitive therapy (MBCT) func-
tions on the theory that in pathological conditions such as depression, anxiety, etc., 
the normal psychological processes of thoughts, feelings, perceptions, etc., lead 
to either  deliberate or automatic processes which are experienced as distressing 
and lead to dysfunctional behaviors. Mindfulness practice allows the practitioners 
not only to notice when these deliberate or automatic processes are occurring in 
them but also enables them to alter their reactions in reflective rather than reactive 
ways (Kristeller 2004; Felder et al. 2012). This is done by teaching participants to 
observe and acknowledge these processes without judgment and in the process not 
react to them. These Yoga and mindfulness interventions, as they are being used 
in psychiatric disorders, can be broadly categorized as two types: (a) nontargeted 
approaches which, as the name suggests, employ general or nonspecific use of Yoga 
and meditation, mostly for stress reduction or improving quality of life, and (b) 
targeted approaches that more specifically address the individual symptoms. The 
more known targeted approaches are mindfulness-based cognitive therapy (MBCT, 
Segal et al. 2002), dialectic behavioral therapy (DBT, Linehan 1993), acceptance 
and commitment therapy (ACT, Hayes et al. 1999), and trauma interventions using 
mindfulness-based extinction and reconsolidation of trauma memories (TIMBER©, 
Pradhan 2014). Despite some methodological difficulties involved in evaluating 
their efficacy in the various studies, Yoga and mindfulness interventions have been 
found to be feasible and effective in many mental illnesses, both in adults and children, 
e.g., schizophrenia (Vancampfort et al. 2012; Gangadhar and Varambally 2012), 
attention deficit and hyperactivity disorder (ADHD) (Zylowska et al. 2008), post-
traumatic stress disorder (PTSD) (Brown and Gerbarg 2005; Pradhan et al. 2015a, 
Pradhan and Sharma 2015), depression (Segal et al. 2002; Ludwig and Kabat-Zinn 
2008; Pradhan 2015, Pradhan et al. 2015b), other anxiety and  stress- related disor-
ders (Kabat-Zinn et al. 1992), and substance abuse disorders (Brown and Gerbarg 
2005). Balasubramaniam et al. (2013) have written a comprehensive review on ther-
apeutic utility of these interventions. Another recent study specifically examined 
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efficacy of Yoga in subjects with schizophrenia. In this study, in a sample of 120 
subjects with chronic schizophrenia that were stabilized on pharmacological ther-
apy, 1-month training followed by 3 months of home practices of Yoga as an add-on 
treatment offered significant advantage over physical exercise or treatment as usual 
(Varambally et al. 2012). These authors concluded that Yoga holds promise as a 
complementary intervention in the management of schizophrenia.

5.5  Problems with the Piecemeal and Nontargeted  
Use of Yoga and Meditation Interventions and Need 
for Development of Targeted, Integrated, 
and Standardized Treatment Models

Yoga and meditation interventions are complex and heterogeneous and more often 
than not are not being used in a standardized manner. Yoga is to be used in a holistic 
and integrated manner rather than in disjointed and piecemeal manner. This frag-
mented use of Yoga, as often done in the Western World, restricts its scopes as well 
as utility and makes it more difficult for the integration of body and mind to occur. 
In this context, an interesting finding emerging from a review done in Vietnam vet-
erans with PTSD is worth mentioning (Brown and Gerbarg 2005). These studies 
find that although the physical aspects of yoga, such as physical postures (Sanskrit: 
asana), reduced some symptoms of comorbid depression in patients with PTSD, 
they had no impact on the hyperarousal symptoms, panic, or anger outbursts until 
meditative interventions including meditative breathing methods (Sanskrit: 
pranayama) and focused attention meditation were added. Thus, Yoga is more 
effective when its many elements are used in combined, synergistic, and targeted 
ways: this elaborative and integrated approach is in accordance with the ancient 
Indian scheme of eight-limbed Yoga (Sanskrit: Astanga Yoga) or the Noble Eightfold 
Path (Pali. Atthangika Magga) as they were proposed originally. Recent literature 
(Balasubramaniam et al. 2013; Pradhan and Sharma 2015) indicates that integrated 
use of multiple components of Yoga rather than their use in isolation or piecemeal, 
as individual components, is more effective in clinical trials. The piecemeal and 
nonstandardized use of Yoga and meditation not only limits their scope but also 
distorts these concepts. Also the nonstandardized and nonspecific approaches pose 
significant challenges in research when one tries to evaluate the comparative effi-
cacy of the Yoga or meditation interventions across studies.

5.6  Yoga and Mindfulness-Based Cognitive Therapy 
(Y-MBCT©) Models and Their Adaptations for Use 
as Brief Therapies

Based on the insights from his translational mindfulness research and recogniz-
ing the strengths and limitations of traditional CBT as well as problems with 
piecemeal use of Yoga, Pradhan has developed seven new models of manualized 
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psychotherapy which he calls as Yoga and mindfulness-based cognitive therapy 
(Y-MBCT). The psychosomatic adaptations for the therapeutic use of the Y-MBCT 
models are based on two major themes in Yoga: (i) Yoga as a profound psycho-
somatic science and (ii) meditation as a science of attention. The Y-MBCT mod-
els are holistic, translational, targeted, and standardized models of care and can 
be flexibly combined with other evidence-based treatments including medica-
tions and psychotherapeutic or cognitive behavioral interventions. As detailed in 
Pradhan (2014), the theoretical foundation of Y-MBCT models derives from the 
three original scriptural schools of Yoga and mindfulness, i.e., the eight-limbed 
Yoga (Ashtanga) of Patanjali (circa. fourth century BC), the mindfulness (satipat-
thana) model of Buddha (circa. sixth century BC), and the standardizations of the 
technique-rich style of Tantra (second century CE). The main meditation methods 
used in these models are the samyama (the combination of sixth, seventh, and 
eighth limbs of Yoga) combined with the Buddhist satipatthana method using the 
tripartite model of human experience and the five-factor model of mind. As ill-
ness-/disorder-specific models, all Y-MBCT models are extension of the wellness 
model (called, Standardized Yoga and Meditation Program for Stress Reduction: 
SYMPro-SR©, Pradhan 2014). Y-MBCT models combine all three main aspects of 
Yoga, i.e., yogic philosophies, techniques, and practice packaged together for their 
symptom-specific use in client’s daily life. The results of this holistic practice are 
not only stress relief, symptom amelioration, or sustained calmness in daily life but 
also lifestyle modifications in form of creation of a balanced lifestyle and balanced 
life views (collectively known as the Middle Way in the Buddhist meditative tradi-
tions). This broader and integrated approach not only increases the scope of these 
interventions but also their efficacy and generalizability.

Conceptually and methodologically, the Y-MBCT models, like the dialectical 
behavior therapy (DBT), acceptance and commitment therapy (ACT), or 
mindfulness- based cognitive therapy (MBCT), could be categorized under the 
broader rubric of the third wave cognitive therapy (Kahl et al., 2012). The Y-MBCT 
models have been standardized for their application in psychiatric and psychoso-
matic conditions which range from depression, anxiety disorders, addictive and 
impulse control disorders, dyslexia and attentional disorders, psychosomatic con-
ditions including chronic headaches, irritable bowel syndrome and dissociation/
conversions disorder, and also tried lastly, in the psychotic disorders. In pragmatic 
and user-friendly formats, they have been standardized in developmentally 
informed and age-appropriate manner for their use in age group 7–70 years in 
multiethnic populations in evidence-based manner (for details, please see Pradhan 
2014, p. 195–216; Pradhan 2015; Pradhan and Sharma 2015; Pradhan and Pinninti 
2014a, b; Pradhan et al. 2014, 2015a, b). Compared to the often nonstandardized 
and piecemeal use of Yoga, as just a physical exercise or as a breathing technique 
or as an isolated meditation technique, as typically seen in the Western world, the 
holistic and sequential use of all eight steps of Yoga in flexible, personalized, and 
disorder- specific manner, as done in Y-MBCT, involves the use of Yoga in its 
entirety (i.e., all eight steps). These Y-MBCT interventions combine yogic lifestyle 
(Middle Way or lifestyle of moderation, Dalai Lama 2009; Pradhan 2014, p. 22–23, 

5 Yoga and Mindfulness-Based Cognitive Therapy for Psychosis



64

115); the physical aspects of Yoga such as posture (Sanskrit: asanas, which means 
flexible positions without allowing moving/fidgety), yogic procedures (Sanskrit: 
kriya), and standardized breathing techniques; meditation techniques (both focused 
attention meditation and mindfulness meditation which belong to the fifth and 
sixth steps of Yoga) targeted toward individual symptoms and accompanying dys-
functions; and most importantly personalized counseling of the clients about the 
mindfulness philosophy that elucidates the workings of the human mind in normal 
and pathological states, as described in the scriptural traditions of Yoga 
(Satchidananda 1978) and mindfulness (Nyanamoli 1975). Of note, the focused 
attention meditation that cultivates a stable attention enhances one’s executive 
functions including the problem- solving abilities and serves as a prerequisite for 
the other type of mediation, i.e., for mindfulness. The later type of meditation 
enhances calmness and frustration tolerance and decreases impulsivity and feel-
ings of negative states such as anxiety, fear, depression, anger, etc. Apart from 
these important standardizations, in the Y-MBCT models, heavy emphasis is 
placed on personalization of the meditative interventions by using the data about 
each client obtained from the use of standardized instruments. These include the 
Assessment Scale for Mindfulness Interventions (ASMI©), the five-factor inven-
tory based on the five-factor model of human experience (elaborated later), and 
home practice log (for detail descriptions, please see Pradhan 2014). These instru-
ments help in enhancing adherence to the practice of the tools and generalization 
of the therapeutic gains to the daily life situations of the clients. In all the Y-MBCT 
models, the five-factor inventory serves as a personalized inventory for the thera-
pist and client to elicit and quantify client’s normal experiences as well as the 
psychopathology and pave the way to apply techniques and principles of brief CBT 
in targeted ways. The five-factor inventory is akin to the thought record of CBT and 
goes beyond the thoughts or feelings of client. As elaborated later, it includes all 
five elements that form the fundamental building blocks of any human experience, 
i.e., one’s thoughts, feelings, sensations/perceptions, memories, and the 
urges/will/impulses/energy that result in the various actionsor behaviors.

5.7  Conceptual and Pragmatic Rationale for Y-MBCT 
for Psychosis (Y-MBCTp©) as a Brief Therapy

As described in various portions of this chapter, there are significant barriers to 
providing effective psychotherapy to individuals with psychosis, and these consti-
tute the many gaps in the psychotherapeutic realms. These barriers are further exag-
gerated by the existing psychopathology (paranoid and hallucinatory symptoms, 
negative symptoms, i.e., lack of motivation, social withdrawal, etc.) These patho-
logical symptoms also produce spurious experiences and distorted social meanings 
in the internal and external worlds of these individuals. This causes marked stress 
and dysfunctions not only in them but also can arouse negative feelings like fear, 
anger, frustration, etc., in the therapists, caregivers, or significant others. This can 
cause further alienations and may pose as significant barriers to providing empathic 
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and effective care. Recent research shows that social isolation can, among other 
things, undermine our capacity to think clearly and regulate our emotions (Cacioppo 
and Patrick 2008). Also sociocultural barriers like stigma, therapist’s own 
 misconceptions that psychotic individuals are very prone to be violent on the thera-
pist, etc., can come in the way of delivering care. On top of these ground realities, 
therapeutic resources for these individuals are quite limited. It is unfortunate that it 
is actually a luxury for these individuals to have a psychiatrist every month and to 
have a therapist frequently for their care. Even rarer is availability of a partial hos-
pitalization program or an intensive case manager (ICM). Hence, development of 
better models of care including effective self-help models is necessary in which the 
clients and their families can be active and effective collaborators for their own 
healing. Also family members experience enormous caregiver burden that is not 
addressed  adequately by the mental health system. Good news is that for many of 
these individuals, their families are involved in care and are their main support sys-
tem. Yoga and mindfulness interventions are resilience promoting and effective 
self-help tools, both for clients and their families. Also they are inexpensive, acces-
sible, and when culturally acceptable, can be combined with the pragmatic princi-
ples and tools of CBT. These can be standardized for their targeted use to ameliorate 
the impacts of stress, psychopathology, and attending dysfunctions. Thus, they are 
ideally suited to potentially circumvent some of the abovementioned important 
hurdles in care of these individuals and their families.

As an evidence-based and translational mindfulness therapy, Yoga and 
mindfulness- based cognitive therapy for psychosis (Y-MBCTp©) is designed to  target 
some of the major clusters of psychopathology and attending dysfunctions. This 
therapy integrates, in a client-centered way, the concepts and tools of CBT with those 
of Yoga and mindfulness. In this translational psychotherapy, the five-factor inven-
tory (Pradhan 2014; elaborated later) serves as a personalized inventory to elicit cli-
ent’s psychopathology. This rich and experiential database obtained firsthand from 
the client enables the therapist and client to apply techniques of brief CBT in a tar-
geted way for amelioration of symptoms and attending dysfunctions. All the Y-MBCT 
models (illness models) including the Y-MBCTp© are adaptations and modifications 
of the wellness model (Standardized Yoga and Meditation Program for Stress 
Reduction, SYMPro-SR©; for more description, please see Pradhan 2014, p. 193–
195). The two components in Y-MBCTp© are (a) the wellness component which is 
directed toward stress reduction in clients and their caregivers and (b) the symptom-
specific component which is targeted toward amelioration of symptoms and associ-
ated dysfunctions. Taking into account the important role of stress in altering the 
individual’s perceptions and its seminal role in perpetuating the dysfunctions, the 
SYMPro-SR model, as the name suggests, focuses on stress reduction. The SYMPro-
SR model combines the integrated insights from the mindfulness philosophies with 
those from the stress-vulnerability hypothesis (Goh and Agius 2010; Zubin and 
Spring 1977) and makes the practice of the scriptural  models of Yoga and meditation 
feasible to a common man. Thus, the interventions in the Y-MBCTp© model fit well 
not only with the symptom cluster model of psychosis but also with the stress-vul-
nerability model as well. The philosophies involved in the SYMPro-SR and 
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Y-MBCTp© models are based on a common fact that all human experiences lie in a 
continuum from normal to anomalous experiences. As elaborated in Chap. 2 of this 
book, the study of psychotic experiences (PE) in normal populations reveals that PE 
are seen in up to 15 % of the normal population at some point in their lives 
(Balaratnasingam and Janca 2015). Interestingly, many of these individuals do func-
tion normally although they are not in treatment. Research findings also support the 
notion that psychotic symptoms are best considered as “trans- diagnostic” entities on 
a continuum from normal to pathological and also that psychotic symptoms can be 
conceptualized with reference to normal psychological processes, whereby the con-
tent of symptoms is understandable and amenable to CBT (Harvey et al. 2005; 
Haddock and Slade 1996). These anomalous experiences are conceptualized as exag-
gerations of the normal experiences which become pathological based on the context 
of their origins and the dysfunctions they may cause to the individuals harboring 
them. The various cognitive models of psychopathology are in line with this fact. 
According to these models, hallucinations and delusions become transformed to 
severe pathological symptoms when these anomalous experiences that are com-
monly seen in the normal population are misattributed in a way that has extreme, 
very personalized, and threatening personal meanings (Garety et al. 2001; Morrison 
2001). The concepts in these models elaborate upon the role played by the client’s 
faulty beliefs, increased attention to threat-related stimuli, biased information pro-
cessing of confirmatory evidence, and exaggerated safety behaviors (i.e., avoidance 
of specific situations) while the client is experiencing the psychotic symptoms. The 
emphasis in these is on the distress resulting not only from these difficult experiences 
but also and more importantly from the meaning placed on those very experiences 
and the attending emotions and behaviors that influence these meanings in a person-
alized way. SYMPro-SR not only introduces the client to the essential skills needed 
to subsequently master the Y-MBCTp© tools, but also its experiential style requires 
the therapist to actually practice this wellness model with the client during the initial 
training sessions. This wellness model for stress reduction serves as a foundational 
building block for both the client and the therapist that not only serves to reduce the 
stress in the individual with psychosis but also primes the client to successfully use 
the disorder-specific Y-MBCTp© model. In addition it serves an important purpose of 
establishing the therapist’s empathic attunement to the client’s sufferings.

These aspects greatly foster the adoption by the client of the subsequent home 
practice which is no longer just a home work but becomes a self-exploratory therapy 
in which the clients use meditative contemplation to practically link the five compo-
nents of the human experience (behavior, thoughts, feelings included) and thus is 
able to access the insights and become their own therapist. In this simultaneously 
therapist-assisted (in-session) as well as self-help (at home or in the community) 
form of therapy, the therapist guides the client during a session, while the client uses 
the Y-MBCTp© tools as self-help during the period between two sessions. These 
unique aspects of Y-MBCTp© and its emphasis on the continuum from normalcy to 
anomaly (i.e., the illness models being extension of the wellness model) help in 
establishing a better therapeutic relationship and more effective delivery of and 
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better adherence to these interventions. In this experiential format, therapy is no 
longer just a verbal exchange of jargons (“parroting”) between patient and therapist 
but becomes more experiential and bring about a change in the individual that is 
carried on into the real world.

So far we have used Y-MBCTp© in combination with pharmacological or somatic 
treatments for individuals with psychosis.

5.8  Y-MBCTp© Is a Self-Exploratory Therapy That Uses 
Pragmatism of CBT and Amalgamates the Scriptural 
Mindfulness Philosophies with the Neurobiological 
Insights on Learning and Memory

In Y-MBCTp© the main method is the self-exploration of the client’s inner world 
using the Yoga and meditation tools as well as the five-factor inventory (described 
later) in a detached and nonreactive manner which provides rich and real-world 
information about psychopathology, dysfunctions, as well as client strengths. This 
personalized and client specific information is used to decide on the appropriate 
interventions for the clients. The body of research on the nature of psychosis and its 
determinants indicates that many factors are relevant to the development of the 
symptoms in psychosis, ranging from neurodevelopment parameters and altered 
connectivity of brain regions to impaired cognitive functioning and social factors. 
There is increasingly emerging consensus to conceptualize psychosis as a learning 
and memory disorder (Tamminga et al. 2010; Liu et al. 2012; Ivleva et al. 2012). 
The hippocampus is altered in schizophrenic psychosis, with structural, functional, 
and molecular pathology. Psychosis is associated with increases in basal hippocam-
pal activity and reductions in associational and contextual memory processing 
(Tamminga et al. 2010). These authors propose that psychosis is dependent on a 
pathologically increased level of neuronal function in CA3 (a crucial region of hip-
pocampus that regulates memories), which exceeds the associational capacity of 
this subfield and results in mistaken and false associations, some with psychotic 
content. These mistaken associations are subsequently consolidated as normal 
memory, albeit with extreme personal and threatening meanings that are attached to 
relatively innocuous information. This learning process eventually makes these 
become the contents of the psychotic features, i.e., transform them to the psychotic 
memories. These pathological memories utilize normal neural pathways involved in 
the declarative memory that include the limbic and prefrontal cortical regions, even 
though they have psychotic content. One can also note that when an individual’s 
mind feels threatened, as happens in the psychosis experience, the mind tries to col-
lect all the information or evidences (factual, circumstantial, conjectural, contex-
tual, perceived, and imagined) to substantiate that threat. Other body of evidence 
from cognitive neuroscience validates this fact. For example, Beck et al. (2009, 
p. 122) point out that in voice hearers, Wernicke’s area which is responsible for the 
comprehension and processing (i.e., the input aspects of the speech) and Broca’s 
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area which is responsible for expression and fluency (i.e., the output aspects of the 
speech) are excessively coupled. In these brains, unlike in the normal brains, these 
two areas of the brain excessively feed each other and become less reliant on other 
areas of the brain, i.e., they function in semiautomatic manner. Also in this process, 
the language production area (Broca’s area) “dumps” the language representations 
into the auditory language reception area (Wernicke’s area), thereby creating hal-
lucinatory percepts of the spoken speech in these individuals. Similarly, in the delu-
sional experiences, abnormalities in functioning of the frontal lobe of the brain that 
includes but not limited to deficits in executive functions have been noted. As mind 
becomes preoccupied with these misattributed information and their personalized 
meanings, over time, stress-vulnerability diathesis ensues, and mind constructs and 
reconstructs the psychosis experience, layers over layers, using all these informa-
tion obtained from all the five components of human experience, i.e., thoughts, 
feelings, sensations/perceptions, impulses/actions/behavior, and memories 
(described earlier). This is a new learning, and thus, it is imperative that any in- 
depth therapy for the psychosis experience is essentially to reverse this process by 
another form of new learning (or unlearning), i.e., to initiate a process of decon-
struction of this multilayered experience. This deconstruction of the psychosis 
experience will require novel approaches that may include convergent and inte-
grated insights from many disciplines, i.e., psychotherapeutic realms; experiential 
disciplines such as spirituality, cognitive neuroscience, multimodal brain imaging, 
and human tissue chemistry; and of course, behavioral testing. Y-MBCTp© attempts 
to incorporate some of these concepts and may promote new learning in these 
individuals.

As outlined in various literatures on the therapeutic utility of mindfulness tech-
niques (Kabat-Zinn 1990; Lang et al. 2012; Pradhan 2014), the essential elements 
in mindfulness are cultivation of stable and focused attention and ability to flexibly 
shift it, self-introspection or self-exploration using the detached self-observation 
and reflection that provides insight into the fundamental building blocks of one’s 
experience (the five factors, i.e., the thoughts, feelings, sensations/perceptions, will/
urges/impulses that result in actions or behaviors, and the memories that accompany 
one’s experience; described in more detail later). The result is development of com-
passion and non judgmental attitude towards self and others. These core elements 
are therapeutic in clients suffering from psychiatric disorders including the indi-
viduals with psychosis. It is well known from literature on psychodynamic psycho-
therapy that many of the dysfunctional thoughts and behaviors (delusions, 
hallucinations, etc.) of individuals with psychosis can be explained by projection, a 
core defense mechanism. Meditation (concentration and mindfulness: the sixth and 
seventh limbs of Yoga) is an introspective self-analysis in which one uses one’s own 
mind, body, and breathing as the tools to analyze one’s own self and thus is concep-
tually anti-projective (Pradhan 2014). Fact remains that because mind is the locus 
of all experiences, to effect a change of experience, one needs to work on one’s 
mind and that work is nothing but meditation, a contemplative self-analysis in a 
detached way. However, because of the projective mechanisms (Sans. vikshepa), the 

B. Pradhan and N.R. Pinninti



69

mind, in a centrifugal manner, is constantly running away from this inner locus of 
experience, and the five components mentioned above are constantly assisting the 
mind in this process: mind with these five factors are co-creating and coloring these 
experiences at each moment. Because of this  constant change and the centrifugal 
tendency of the mind to run away from the inner locus of all experiences, the person 
who is experiencing (the experiencer), the things being experienced, and the 
medium/interface one uses to experience these things (the mind with its associated 
thoughts, feelings, sensations, perceptions, will/urge/impulses that result in actions/
behaviors, and memories) are not able to work in a harmonious manner. This inter-
nal disharmony leads to the distortion of our experience (or illusion, Sanskrit: 
maya), leading to a state of cognitive-emotive-perceptual dissonance. Modern sci-
ence calls it stress; yogic and meditative philosophies variously call it dvanda 
[Sans.] or klesha [Pali]. Projective mechanisms become markedly exaggerated in 
the psychotic or agitated or anxious (unmindful) states. Mindful or meditative states 
reverse the projective mechanisms in the mind by turning the mind inward (introver-
sion) so that an introjective state ensues that is conducive for development of cogni-
tive insight. Taking into account many of these factors mentioned above, we 
strategically conceptualized the Y-MBCTp© model with the aim to promote new 
learning in these individuals with severe mental disorders. The meditation compo-
nent in the Y-MBCTp© is essentially cultivation of many important brain functions 
in the client that includes but not limited to cultivation of stable attention, enhance-
ment of client’s power of observation, and ability to reevaluate and reappraise the 
stressful situations/psychopathological symptoms in a detached manner so that 
extreme personal and threatening meanings are prevented from being consolidated. 
These are essentially important executive, evaluative, and regulatory functions gov-
erned by the frontoparietal and temporal areas of the brain which lower the impul-
sivity and enhance executive functions so that calmness ensues and thought-driven 
(rather than impulse driven) actions result. The wellness model (Standardized Yoga 
and Meditation Program for Stress Reduction:SYMPro-SR) which embraces the 
physical parts of the Yoga (posture, meditative breathing) and the lifestyle and life 
views of moderation (as done using the Middle Way philosophy which negates the 
extremes of lifestyle or life views) improves client’s physical and social activity and 
the physical functioning (which mitigates the negative symptoms), promotes feel-
ings of connectedness, and thus instills more hopes, optimism, and feelings of well-
being. The added brief CBT interventions enhance these abilities further.

The self-help format of the Y-MBCTp© incorporates interested and available 
family members as co-practitioners and co-therapists. This serves three different 
purposes: (i) it could go some way mitigating the limited mental health resources 
available in treatment of these individuals and utilizing the family members as ther-
apy extenders; (ii) Y-MBCTp© model has the wellness (SYMPro-SR) component 
that can help the family members to address their stress through practice; and (iii) a 
conjoint practice takes away the stigma associated with the client having to do 
something for their illness and changes the paradigm from client-only to one of 
shared responsibility for maintenance of health. Fortunately, now the social and 
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healthcare system is involving peers in the delivery of mental health services, and 
training the peers in Y-MBCTp© can complement their lived experience of illness 
with skills that they could bring to the table. Below we describe some of founda-
tional cornerstones of this model.

5.9  The Conceptual Foundations of the Y-MBCTp© Model

The following concepts about human mind and human experiences form the heart 
of the Y-MBCTp© interventions. These are succinctly described in the scriptures on 
yogic/mindfulness philosophies, i.e., the Yoga Sutras, the primary source textbook 
of Yoga (Satchidananda 1978), and the Visuddhimagga, the primary source Buddhist 
encyclopedia of meditation (Nyanamoli 1975). The five-factor inventory, the bal-
anced views on life experiences (Buddha’s Middle Way), and induction of detached 
observation, monitoring, and reappraisal of the psychosis experience using the 
staged meditation protocols (SMPs) form the foundational cornerstones of the 
Y-MBCTp© model. Below we describe some of these concepts:

 (i) Mind, the creator of all human experiences, is a bundle of five things: One’s 
mind, in mindfulness philosophies, is just another sense organ and is known as 
the inner apparatus (Sanskrit: antah karana, Pradhan 2014, p. 46). Mind is the 
creator and locus of all human experiences which are co-created by the five 
components, otherwise called as aggregates (Sanskrit, skandhas; Pali, khan-
das), i.e., one’s thoughts, feelings, sensations/ perceptions, memories, and urge/
will/impulses which result in actions or behaviors (Fig. 5.1).

These components are cemented together in a composite form by the attend-
ing memories which provide a personalized context to the other four compo-
nents which engage in a dynamic interplay and build up the total experience in 
a composite manner. Thus, these five components, by their dynamic interplay, 
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Fig. 5.1 Five factors 
model: any experience is 
co-creation of the five 
aggregates of the mind 
(Buddha, 6th cent. BC; 
Pradhan 2014)
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 co- create all the experiences including the experience of stress, happiness, 
 sadness, the psychotic experience, etc. Importantly, by changing these 
 individual components of the experience, the composite experience as a whole 
can change. Of note, memory (Sanskrit: smriti, pratyaya) is a crucial factor in 
this five-factor model because it tends to color the other four components, pro-
vides a contextual and temporal matrix for their expressions in an ongoing 
manner, and thus heavily influences one’s learning processes.

The five-factor inventory (Fig. 5.2), developed by Pradhan (2014) based on 
the five-factor model, is another main tool in Y-MBCTp©. This is used to gener-
ate data on the content as well as the sequence of the five components as they 
come up during expression of the psychotic features in client’s daily life or in 
therapist’s office during trial of breathing meditation (elaborated later). Also 
this inventory helps to delineate the cognitive distortions and to identify mal-
adaptive feelings, memories, or life experiences including the client’s maladap-
tive urges/impulses, safety behaviors, and avoidance behavior that maintained 
the symptoms and dysfunctions in a vicious cycle. This inventory provides rich 
and personalized information on the psychosis experience of the client and 
helps the therapist to target the individual components of this experience using 
the brief cognitive behavioral therapy interventions in an individualized yet 
symptom-specific and structured way. This is akin to the thought record of 
traditional CBT but is more inclusive. The triadic model used in traditional 
CBT focuses primarily on one’s cognition, conation (behavior), and affect, 
whereas the five-factor model of human experience touches upon all five and 
thus is more inclusive.

 (ii) All experiences are representations which can be changed by promoting new 
learning: Mindfulness philosophies assert that all of the information derived by 
the mind based on the five components of human experience are just represen-
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Fear (__/10)

Sadness (__/10)

Pain (__/10)
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Sound:
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Smell, cold/heat:

Painful (__/10):

Practice of FIVE FACTOR MODEL can change these difficulties

Pleasant (__/10):
Urges to indulge:

Unhelpful:

Urges, impulses,
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Feelings
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Perceptions

Memories

Thoughts

Five distractions during practice of mindfulness
(Source Book: Yoga & Mindfulness Based Cognitive Therapy (Pradhan, 2014, Springer)

Fig. 5.2 The five-factor inventory: provides a rich data base to change one’s difficult 
experiences
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tations in the mind (Pradhan 2014). These representations, as the name  suggests, 
are symbolic (akin to map rather than territory) and dependent on the quality/
state of the mind and brain during their acquisition and subsequent expressions. 
Also they change with change of the conditions that invoked these representa-
tions and thus are amenable to new learnings that result in new memories. This 
is true for the psychosis experience as well, which is amenable to new learning 
that provides new meanings or new associations to the existing information 
(i.e., the psychotic memories as described before). Recent research from cogni-
tive neuroscience upholds this view and asserts that memory is state dependent 
and changeable (Pally 1997, 2005), and thus experience is prone to change as 
well. Meditative wisdom informs us that amelioration of stress and healthy 
reappraisal of situations is possible by modification of the internal representa-
tions: this is done by achieving the meditative insight about the nature of these 
representations so that premature actions or cognitions (judgments, conclu-
sions or biases, etc.) are prevented. Y-MBCTp© model utilizes these principles 
for treatment of psychosis. Thus, breaking down the individual psychotic expe-
riences (hallucinations, delusions, acting outs, etc.) which are a composite of 
the five basic components as mentioned above and eliciting the details of their 
sequence, form, and contents by using the quantitative five-factor inventory 
paves the way for modifying them further with mindfulness tool and the brief 
CBT interventions. The targeted and specific Y-MBCTp© tools help in de- 
escalation of arousal or fear symptoms in response to the psychotic experiences 
and also help to deconstruct the psychotic experience by inducing the detached 
observation and reappraisal of the five components of the psychotic experience. 
This detached observation helps the individual to move from the reactive state 
to a responsive state and also prevents the client from acting on the psychotic 
experience. This provides the insight (Pali. nanna) into the psychotic experi-
ence and thus provides new learnings and new meanings to the psychosis expe-
rience which eventually becomes no longer distressing or dysfunctional.

5.10  Y-MBCTp© as Brief Therapy and How It Attempts 
to Bridge Some of the Existing Gaps

Pradhan and Pinninti (2014a, b) recognized that CBTp could be used with Y-MBCT 
and after making some key adjustments, these could be applied in a brief format to 
individuals with psychosis. Y-MBCTp© is a brief therapy because it could be deliv-
ered in the brief format, i.e., using six to ten sessions conducted within a 4-month 
period. On average, sessions are about 30 min long. However, we also realize that 
sometimes sessions have to be shorter based on the mental state and preference of 
the client or when they are incorporated into medication management visits. Most 
of the data presented below if from therapy added to medication management visits. 
Y-MBCTp© as a brief therapy consisted of six to ten individual therapy sessions 
taken over less than a 4-month period (two initial training sessions taken weekly 
followed by next four to eight sessions taken at twice a month frequency) that 
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includes one (or more) session(s) for the family member(s) who acted as 
 co-therapist(s). Wherever possible, the involvement of family member should be in 
the first or second session to get their involvement from the beginning and also for 
added support that could enhance motivation and therapeutic engagement of clients. 
After stabilization of symptoms and dysfunctions using the six to ten sessions of 
Y-MBCTp©, the clients can be stepped down to less intense model of care for main-
taining the therapeutic gains. In some instances the six to ten sessions may open up 
avenue for conducting more extensive trauma work, more so in clients with trau-
matic psychosis (for details, please see Kingdon and Turkington 2005). Hence, fur-
ther sessions may be necessary to use the TIMBER© (trauma interventions using 
mindfulness-based extinction and reconsolidation of trauma memories, Pradhan 
2014; Pradhan et al. 2015a, b) therapy, a model designed to specifically address the 
significant trauma symptoms in clients. For example, in author (Pinninti)’s case 
load, one client is currently in the 20th session and engaged in dealing with exten-
sive childhood trauma that triggered psychotic symptoms whenever she tried to deal 
with it in the past. With the use of TIMBER©, she has currently developed the resil-
ience to process her trauma experience without relapsing into psychosis.

Although Y-MBCTp© sessions are conducted flexibly and in personalized man-
ner, the sessions typically focus on the following: (i) case formulation and psycho- 
education; (ii) normalization and introduction to stress-vulnerability model and how 
human mind has been conceptualized in the mindfulness philosophy, as described 
before; (iii) establishment of a personalized, client-centered schedule for practice of 
standardized meditation protocol (SMP) in a culturally competent manner; (iv) 
working with hallucinations by STOPP module (an acronym) and by mindfulness- 
based graded exposure therapy (MB-GET, Pradhan et al. 2014); (v) working with 
delusions by STOPP module (an acronym, Figs. 5.3 and 5.4) and by behavioral 
experiments; (vi) working with negative symptoms by activity scheduling and by 
utilizing physical aspects of Yoga (postures, energizing breathing methods); and 
finally, (vii) termination of work and relapse prevention.

In the Y-MBCTp© model, stigma is addressed in three ways: (a) normalizing the 
human experience, i.e., by providing information that some of these experiences are 
actually fairly common in the general population; (b) that all experiences are derived 
from the same five factors of mind that are universal; and (c) that human experi-
ences are changeable by changing each of the five components and thus can be 
controlled or modified in therapeutic ways. Also clients are provided with reading 
and audio-visual materials on the Yoga and meditation tools, the Middle Way phi-
losophy, the five- factor model, the stress-vulnerability model, and brief CBT tech-
niques including the mindfulness-based graded exposure therapy (MB-GET) and 
coping mechanisms. Client’s negative beliefs and assumptions about the diagnosis 
and prognosis of psychosis are identified, and they are counseled about the role of 
stress and how that can be handled by the mindfulness tools as used in the 
SYMPro-SR model of wellness. Compared with CBT sessions for other disorders, 
these sessions are often shorter in length and much more flexible. Also in these ses-
sions, homework is simplified, and the therapist practices meditation with the client. 
This makes it easier for client to model into and reduces the perceived power 
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differential between the client and the therapist. The five-factor inventory is used to 
generate data on the content as well as the sequence of the five components present 
in the expression of the psychotic features, to delineate the cognitive distortions, 
and to identify maladaptive feelings, maladaptive urges/impulses, safety behaviors, 
the avoidance behaviors, as well as other coping skills. Cognitive biases are directly 

Fig. 5.3 The Y-MBCTp© graphic. Targeted scheme in the Y-MBCTp for cardinal symptoms of psycho-
sis. Details on concepts, techniques & practice of mindfulness intervention can be found in the book: 
Yoga & Mindfulness Based Cognitive Therapy: a Clinical Guide (Pradhan 2014, Springer Publishers)
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addressed by CBT predominantly through focusing on the content of thoughts and 
styles of thinking and inducing the detached reappraisal and reattributions to correct 
this in a compassionate manner. The individual’s personal meaning, understanding, 
and coping with symptoms are actively encouraged, and safety/avoidance behavior 
is handed by mindfulness-based graded exposure therapy (MB-GET, Pradhan 2014, 
p. 197; Pradhan et al. 2014). Thus, rooted in the ancient Eastern wisdom in form of 
the five- factor model of human experience and the balanced view and lifestyle of the 
Middle Way philosophy and embracing the Western pragmatisms involved in the 
concepts and therapeutic tools of the CBT, the Y Y-MBCTp© model is a transla-
tional, tiered, and targeted (3Ts) therapy and serves as a bridge builder that attempt 
to meet some of the complex treatment needs of the individuals with psychotic 
disorders in their real-life situations. In this stepped care approach, depending upon 
the clinical needs, cultural background, and the level of readiness of the client, the 
Y-MBCTp© interventions can be upgraded in a tiered, client-centered, and disorder-
specific manner to handle other comorbid psychiatric conditions. Some of these are 
TIMBER© for PTSD symptoms; Depression-Specific Y-MBCT (DepS Y-MBCT©, 
Pradhan 2015) for depression and non-OCD and non-PTSD type of anxiety symp-
toms; Mindfulness- Based Graded Exposure Therapy (MB-GET) for OCD symp-
toms; Mindfulness- Based Rehabilitation of Reading, Attention, and Memory 
(MBR-RAM©) for cognitive disorders; and Mindfulness-Based Inner Space 
Technique (M-BIST©) for addictive disorders and Mindfulness-Based Kriya (MB-
K©) for psychosomatic symptoms (described in Pradhan 2014). The Y-MBCTp© 
graphic below (Fig. 5.3) demonstrates the symptom-specific applications of the 
various Y-MBCTp© interventions in this regard.

Fig. 5.4 STOPP module for symptom-specific mindfulness practice
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5.11  How the Y-MBCTp© Interventions Are Conducted?

In Y-MBCTp©, after the initial two to three therapist-assisted training sessions of the 
clients, the self-help format using the home practice module can be quickly intro-
duced to the clients. Identification of a caregiver as a co-therapist definitely expe-
dites this process. The main are in-depth assessment, gathering personalized data 
from client by using the five-factor inventory (Fig. 5.2) and engaging him/her in a 
trial of breathing meditation. The five-factor inventory, in addition to providing 
very important data about clients’ inner world including the cognitive distortions, 
tendency to act out, inner feelings, and the important (traumatic) memories, also 
helps them to discover the obstacles that present naturally during practice of medita-
tion at therapist’s office or at home. The data obtained from the five-factor inventory 
are used to formulate a treatment plan in order to implement the Y-MBCTp© inter-
ventions through therapist-assisted sessions as well as by home practice sessions 
after the initial training process is over. These sessions have specific goals. For 
example, the session goals for delusion and hallucinations are (i) engaging and shar-
ing of information about the paranoid beliefs and the voices; (ii) exploring client’s 
level of understanding about the stress-vulnerability model of psychosis and how 
SYMPro-SR model of wellness training can help with stress reduction and better 
coping; (iii) exploring client’s beliefs about hallucinations and the delusions; (iv) 
elicitation of a controlled arousal response (stress response) in the clients due to 
these voices and the paranoid beliefs by the use of the tools of mindfulness-based 
graded exposure therapy and training them on STOPP module of mindfulness (an 
acronym, Fig. 5.4) to quickly desensitize them and to de-escalate this controlled 
arousal and to prevent their outbursts; and (v) developing effective coping strategies 
including personalizing an overall model of coping with the voices. Throughout the 
whole course of Y-MBCTp, provision of optimism, hope, and positive reinforce-
ment is maintained to improve adherence to practice of Y-MBCTp© and to improve 
self-esteem.

Toward the end of each session, the discussion is typically focused on establish-
ing a personalized and targeted home practice schedule using the standardized 
practice log, how to handle obstacles to practice, and setting the agenda for the next 
follow-up session.

The trial of breathing meditation consists of asking the client to stay focused on 
10–15 standardized breaths as demonstrated by therapist (usually done over less 
than 5 min period) and to note the distractions that take client’s focus away from 
the breath. The distractions are neutralized by categorizing them under any of the 
five components mentioned before, and thus instead of letting the mind run behind 
any of these five things at any time (the elaborative mode of mind), client can men-
tally say “just a thought and come back to the breath”; “just a feeling, come back 
to the breath”; and try to shift the focus to the meditative breath. These phrases are 
not content laden: they are “neutral” rather than “extreme” and thus follow the 
philosophy of Middle Way (i.e., behaviors and life style of moderation rather than 
extremes). This attentional practice using the meditative breathing and the neutral 
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phrases shifts the focus from the psychopathology to one’s breathing and helps 
them to start developing the  detached/nonreactive monitoring style. During this 
trial, client’s psychotic symptoms can be a source of distraction from the breath 
and are handled in the abovementioned detached/nonreactive way. Once the 
focused attention (FA) is established, then the client can further proceed in the 
detached monitoring mode by maintaining the same meditative breathing estab-
lished earlier and using neutral words for each of the five components as they ensue 
in the awareness. Once this second stage, i.e., mindfulness- based detached moni-
toring (MBDM), is established, client can mentally note the sequence in which the 
five components arise in the awareness during this practice without reacting to 
them using the FA and MBDM methods. Once client is calm enough, he/she can 
use the five-factor inventory to elicit detailed information on the contents of the 
psychosis experience present at that time. This is a guided self- exploratory way and 
may include getting the details of the sequence of one’s thoughts, feelings, 
impulses, memories, and bodily sensations/hallucinations (sounds, visions) in the 
imaginative exposure situation in presence of the therapist. This method encour-
ages the client to just monitor and reappraise these components without reacting. 
This detached reappraisal not only prevents acting on the psychotic symptoms 
(which in uncontrolled states usually results in outbursts or on some occasions 
dangerous behavior including violence) but also provides better coping mecha-
nisms, prepares client for doing more in-depth work using five-factor inventory 
and brief CBT, and, if practiced consistently over a period of time, will result in 
new learning in which the meanings and associations are much less threatening or 
anxiety provoking. It is important to understand that although the focused breath-
ing meditation that forms one of the cornerstones of the Y-MBCTp© is a simple 
method, we have observed that if not explained properly and the therapist is not 
careful enough to notice, clients may get caught into a striving mode in which 
rather than meditating on the breathing, they will be striving to do the perfect 
breath. In our experience, this striving becomes the biggest obstacle to the practice 
of meditation. Thus, it is important, particularly during the training sessions, to let 
the model fit the client and not to try to fit the client into the model, which we 
believe is a cardinal principle in any client-centered therapy. Also, for a successful 
application of the Y-MBCTp© model, the therapist has to have training and should 
be practicing the wellness model himself/herself.

5.12  The Structure and Flow of the Y-MBCTp© Therapy 
Sessions

Below is a brief description of the structure and flow of the Y-MBCTp© sessions:

 (A) Assessment Phase (therapist assisted two sessions, once a week frequency):
Session 1 (mindful assessment and psycho-education): The initial history tak-

ing involves having the client’s spontaneous narrative account of the psy-
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chosis experience in first person, while the therapist maintains a mindful 
state by practicing the SYMPro-SR model. Of note, establishment of a 
mindful and nonreactive state in therapist engages the mirror neuron system 
that modulates empathy and compassion circuits in the brain and helps the 
client to move toward a mindful state (Pradhan 2014). Individuals with psy-
chosis show deficits in mirror neuron system (Pridmore and Dale 2009), and 
therapist being in a mindful state can help bring this state in clients. As part 
of this assessment, the Assessment Scale for Mindfulness Interventions 
(ASMI, 2014, 1015a) is done, while client is in waiting room. This scale 
provides rich information on client’s level mindfulness, his/her deficits in 
the seven dimensions of mindfulness, and how to personalize the interven-
tions to address these deficits. In this session, administration of 
psychopathology- specific rating scale(s), e.g., Psychotic Symptom Rating 
Scales (PSYRATS, Haddock et al. 1999), can be done as well. However, we 
do recognize that busy clinicians in routine clinical may not use these scales 
and would rely on clinical evaluations. Psycho-education of client and fam-
ily on the SYMPro- SR model and Y-MBCTp© tools is done at this session.

Session 2 (trial breathing meditation and introduction of the five-factor 
inventory):

This session involves practice of 15–20 standardized mindful breaths. This is 
followed by psycho-education on mindfulness philosophy and techniques. 
Also client is trained on how to establish a home practice of SYMPro-SR 
(wellness) model. In SYMPro-SR, the client is trained on the staged medita-
tion protocol (SMP) by which he/she converts the breathing (which is a 
physical action) into a breathing meditation by sequential use of the third to 
seventh limbs of the eight- limbed Yoga. In breathing meditation, both 
focused attention (FA) and detached monitoring of the breathing are estab-
lished gradually. This module takes about 10 min initially, but with practice, 
even 5 min is enough. Once this basic action, i.e., the breathing, is trans-
formed to a breathing meditation, then generalization is ensured by encour-
aging the client to transform other actions in daily life (e.g., walking, eating, 
etc.) to a meditation. This involves cultivating the focused attention state as 
well as establishing awareness and detached monitoring or non- activity 
(detachment) in one’s daily life situations. If there is more time available in 
the first session, the interventions of the first and second sessions can be 
done in one session.

 (B) Symptom-Specific Intervention Phase (therapist assisted four to eight sessions, 
once every 2 weeks):
This phase is geared toward the symptom-specific application of Y-MBCTp© 
which is broadly in two types: (i) the in-session, therapist-assisted training to 
gain mastery over the symptom-specific application and (ii) the home-based 
training of the client for application of these tools at home or in the commu-
nity for quick control of symptom exacerbation or dysfunctions. The brief 
CBT interventions incorporated in this phase help client to use the meditation 
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interventions in more individualized, client-centered, systematic, targeted, 
and measurable ways. The goals at this phase are to train the client on the 
imaginative exposure (to controlled situations that triggers outbursts) and 
mindfulness-based graded exposure therapy (MB-GET, Pradhan 2014, p. 197; 
Pradhan et al. 2014) and  symptom- specific STOPP module and to establish 
more regularities and quality in the home practice. This is done in the follow-
ing ways:
(i) To establish in the client his/her awareness of body, breathing, and auto-

nomic (arousal/fear) response and the sequential involvements of the five 
components in the five-factor inventory in situ during a psychotic/aggres-
sive outburst. In this step, if client is not actively experiencing symptom 
during the session, the techniques of imaginative exposure are employed in 
which during practice of meditation, client imagines a less distressing 
memory from his/her personal pyramid of troublesome memories about 
situations (graded from 10 to 100 % distress) related to the voices/delu-
sions/anger, etc. After eliciting mild arousal response in a controlled way, 
STOPP module is used to quickly reorient the client to the focused atten-
tion (FA) breathing meditation and mindfulness-based detached monitor-
ing (MBDM) method described before, to quickly de-escalate the arousal 
and reappraise in a calm manner. Once the client is able to do this, then he/
she is asked to study the sequence of symptoms experienced in his body 
and mind during a psychotic/affective outburst. In this exercise, emphasis 
is placed upon identifying the first concrete symptom during such an out-
burst (which is usually a clear hallucination or a feeling of fear or anger or 
a bodily symptom like racing heartbeat or a-panic like symptoms or sense 
of discomfort, etc.) and establishing a window of opportunity to intervene 
before the client acts on this experience in a maladaptive way. The window 
of opportunity for a psychotic/affective outburst is essentially the brief 
time gap (usually a few seconds to a few minutes) between the first con-
crete symptom (the warning signal) and the client’s maladaptive response. 
In this window of opportunity, the client is encouraged to practice the 
breathing meditation (third to seventh limbs of the eight-limbed Yoga) in 
sitting or lying down posture so that the client is able to de-escalate the 
impact of the psychotic/affective outburst including the fear/anger response 
or the behavioral response. The routine home practice twice daily and 
many times as needed ensures that the client uses this effectively.

(ii)  Training on the philosophy and practice of the Middle Way (Pradhan 2014, 
p. 22–23, 115) to decrease extreme behavior and to generalize the thera-
peutic gains to daily life situations. Of note, by training clients to adopt the 
Middle Way lifestyle, the striving or “driven doing” mode of functioning is 
changed to more “doing” and “being” (experiential) modes (Pradhan 
2014). The lifestyle and life views of moderation rather than the extremes, 
as advocated by the Middle Way philosophy, promote the subsequent gen-
eralization of meditation into client’s daily life.
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The home practice by clients involves two types of practices using the standardized 
practice log:

 (i) The routine practice (fire drill mode of practice: longer version) involves the 
use of imaginative exposure technique and MB-GET. This practice involves 
practice of 60–70 meditative breaths over 15–20-min period, twice daily (BID: 
sitting posture in the morning, either sitting down or alternately lying down 
posture on the bed before going to bed in the night).

 (ii) The as needed practice (fire fight mode of practice: shorter version) involves 
practice of 10–20 breaths over 5 min time, as many time needed, during the 
course of the day. This helps to lessen the frequency, intensity, and impact of 
the outbursts (due to hallucinations, delusions, affective, or anxiety symptoms) 
as they spontaneously arise in the client during the course of events in their 
daily life. This shorter version is actually intended to quickly reorient the client 
to the present moment and to de-escalate the arousal/fear/anger response by 
using the STOPP module (Fig. 5.4).

The various (nine) obstacles that may come during meditation practice are 
described in Pradhan (2014, p. 236–238). Throughout the course of treatment, care 
is taken to enhance coping, adherence to treatment, and enhancement of functioning 
in daily life by the use of client-centered approaches and brief CBT techniques 
including the use of coping cards and other behavioral modules (as shown in 
Fig. 5.3).

5.13  Pilot Data on Efficacy of Y-MBCTp as a Brief Therapy

We present the results of this pilot study which consisted of an open trial with eight 
sessions (30–45 min duration each) of Y-MBCTp© conducted over a period of 
14 weeks in five female subjects (one adolescent, three adult, and one geriatric) with 
non-affective psychosis. The Y-MBCTp© sessions were feasible (with some adjust-
ments as described later) and, contrary to our initial apprehensions, were remark-
ably well accepted by patients and among these five clients, there was no dropout. 
There was high acceptability, feasibility, and patient satisfaction in the patients (and 
their family members where involved) who continued the Y-MBCTp©. The results 
depicting levels of psychopathology as well as functioning pre- and post-Y-MBCTp© 
interventions are shown in Table 5.1.

Although the initial three training sessions were carried out at once a week fre-
quency, the subsequent five sessions of Y-MBCTp© (includes one family therapy 
session which in addition to training of Y-MBCTp© modules also involved psycho-
education and identification of a family member as a co-therapist at home) were 
done at a frequency of once in 2–3 weeks. In clients 4 and 5, the sessions were once 
in 2–4 weeks based on therapist schedule and clients’ convenience. All patients had 
incurred significant trauma (sexual abuse in four patients and emotional and 
 physical abuse in one patient) early on in their lives, and all of them had significant 
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anxiety and affective symptoms as well in addition to delusions, hallucinations, 
disorganizations, and impulsive and aggressive behaviors. One patient had promi-
nent negative symptoms (apathy and social withdrawal) as well. Among the five 
clients, two patients (one adolescent and one adult) have achieved remission of 
psychotic symptoms, and two adults had significant reduction in symptoms. Of 
note, two of them could be off the antipsychotic medications after five to six ses-
sions of Y-MBCTp©. By using the STOPP technique, they were able to deal with 
hallucinations, delusional beliefs, anxiety, and angry outbursts, and one person 
stopped dissociation as well. However, in the third client (adult), eight sessions of 
Y-MBCTp have resulted in marked reduction of positive symptoms, anxiety symp-
toms, and dissociative symptoms and the associated dysfunctions but she needed to 
remain on a fixed dose (600 mg/day) of Quetiapine. Her symptoms, although 
markedly reduced at this time, have not yet reached at the level of remission. Of 
note, her dissociative and aggressive symptoms including acting on her command 
hallucinations and delusions stopped within three sessions of Y-MBCTp. Of the 
five subjects, the geriatric subject had used a sealing over coping strategy to deal-
ing with sexual abuse which led to intrusive sexual thoughts that were distressing 
(Tait et al. 2004). Using Y-MBCTp, she was able to unseal the experience and talk 
about it for the very first time leading to affective unfolding and integration of that 
experiences into her life. She reports significant improvement in quality of her life 
following the disclosure. The fifth client was showing impulsive behaviors of act-
ing out on delusions, and hospitalization was considered. She is now able to talk 
about her delusional beliefs with therapist in a detached way and is not acting out 
on her beliefs.

Table 5.1 Results of the pilot sample of Y-MBCTp

Clients with 
psychosis 
(n = 5, all 
females)

Age 
(years)

PSYRATSa scores at 
baseline 
(hallucination, 
delusions, total 
scores)

GAF 
scores at 
baseline

PSYRATS scores 
after 8 sessions 
(hallucination, 
delusions, total 
scores)

GAFb 
scores 
after 8 
sessions

#1 27 33/44, 17/24, 40/68 21–30 (18/44, 12/24, 30/68) 41–50

#2 36 (37/44, 19/24, 
56/68)

11–20 (13/44, 8/24, 21/68) 51–60

#3 16 (41/44, 20/24, 
61/68)

21–30 (15/44, 9/24, 24/68) 51–60

#4 72 (21/44, 10/24, 
31/68)

51–60 10/44,4/24, 14/24 61–70

#5 29 (18/44, 19/24 37/68 35 Not completed 8 
sessions

aPSYRATS (The Psychotic Symptom Rating Scales, Haddock et al. 1999) has two parts: part A is 
for hallucinations and has 11 items (rated from 0 to 4; thus, maximum score is 44), and part B is 
for delusions and has 6 items (maximum score 24). Total scores on all items of PSYRATS are 68
bGAF (Global Assessment of Functioning scale, Luborsky 1962) is a numeric scale (1 through 
100) used by mental health clinicians and physicians to rate subjectively the social, occupational, 
and psychological functioning of adults
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5.14  Below Is a Description of Certain Modifications That Are 
Necessary for the Y-MBCTp Model Compared 
to the Other Y-MBCT Models

Efficacy studies on psychotherapy have informed us time and again that therapeutic 
alliance and adherence are the two main parameters for successful application of 
any treatment. As described in Pinninti et al. (2005), to develop an alliance with 
individuals with psychosis and to maintain their adherence to the treatment, the first 
task is to help them leave each session feeling understood, validated, and enjoying 
the therapist’s company. The four cardinal principles for dealing with psychosis are 
normalization, universality, collaborative therapeutic alliance, and focusing on the 
patient’s life goals and translating them into treatment goals. Because only one or 
two therapeutic interventions can be tried during a brief therapy session, problems 
need to be prioritized. One can save time by giving patients out-of-session assign-
ments that include home practice sessions, providing simple semiquantitative ques-
tionnaires/rating scales to collect important information to review with patients 
during the next monitoring session and most importantly to help empower patients 
to manage their symptoms using self-help approach.

Apart from the abovementioned things, depending upon the individual situa-
tions, therapist may choose one or more of the following modifications:

 1. In very disturbed clients, it is good to decrease verbal therapy and increase non-
verbal components. Also it is better to use short sentences and neutral rather than 
emotional words. In general, more supportive stance is helpful.

 2. Modified meditation techniques: During focused attention meditation practice, 
one can start with more concrete, graspable, and easy to use objects as the initial 
anchoring objects for cultivating focused attention. In some clients, depending 
upon the level of regression, transitional objects may be necessary. For example, 
in some of our clients with severe psychopathology, soft toys helped them relax 
and get inducted to focused attention state easier; this also decreased their para-
noia and enhanced their level of participation. The goal is to use a firm sitting 
posture and hold a concrete object (like soft toy) to prevent all the movements/
fidgety and then focus on body and breathing. Even lying down/leaning posture 
works fine.

5.15  Summary, Conclusions, Limitations, and Future 
Directions

Yoga and mindfulness-based cognitive therapy for psychosis (Y-MBCTp©) is a self- 
exploratory, client-centered translational therapy that combines together the prag-
matism and methodology of brief CBT with the scriptural philosophies and 
techniques described in Patanjali’s eight-limbed Yoga (Sanskrit: Ashtanga Yoga) 
and Buddha’s mindfulness meditation (Pali. satipatthana). In this, the therapist and 
client practice together the wellness model first, which is followed by 
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individualized use of the illness model. It can be done in nonverbal patients as well. 
Y-MBCTp as a standardized, client-centered, and symptom-specific treatment mod-
ule not only trains the client and their caregivers for stress reduction and coping but 
also ensures in the client the cultivation of attention and induction of detachment 
from the frightening and distracting experiences of the psychotic/affective states 
and promotes new learning (insight) based on the client’s reappraisal of the psy-
chotic experience in a detached and calm mode. This also provides better coping 
and better insight and enhances the levels of functioning. These interventions are 
less stigmatizing and feasible in various age groups (when presented in develop-
mentally appropriate  language), have high adherence and client satisfaction rates, 
and have been well accepted by multiethnic populations. These interventions offer 
self-help and promote autonomy of patient and foster less dependence. As a psycho-
therapeutic modality, these can be used alone or, preferably, in combination with 
psychotropic medications. Y-MBCTp as a brief therapy, compared to the routine 
Y-MBCTp (longer version), uses the expedited and stepped care approach of brief 
therapy which makes goal directed in its applications but at the same time makes it 
more intense as well. Therefore, arguably it might not be suitable for every indi-
vidual with psychosis, and some amount of planning on patient selection/suitability 
may be needed. As in any specialized form of therapy, there might also be differ-
ences in therapy when delivered by expert therapists compared to the non-experts. 
Brief CBT puts a greater burden on the patient to engage actively in treatment both 
during and between sessions, and thus patients with severe auditory hallucinations 
and delusions will need more supportive and engaging interventions during the 
Y-MBCTp sessions. Also for good reasons, there are many mysteries surrounding 
the evidence-based use of Yoga-meditation interventions. Thus, it is quite possible 
that patient’s existing paranoid beliefs may interfere with adequate implementations 
of the Y-MBCTp interventions; however, our preliminary work on these five sub-
jects and ongoing work with other patients with severe psychosis don’t seem to 
substantiate these apprehensions. It has to be recognized that all five clients have 
history of significant abuse and they fit the category of traumatic psychosis (Kingdon 
and Turkington 2005). Whether Y-MBCTp works as well with other types of psy-
chosis needs to be determined, and we are in the process of doing the same. Although 
preliminary, these data show that Y-MBCTp is feasible and acceptable to patients 
and is effective in inducing remission of symptoms of psychosis. Significant limita-
tions include but not limited to its preliminary nature, open trial design, and the very 
small sample size. It is obvious that these findings need replication in larger trial and 
Y-MBCTp has a long way to go.

Contribution of Each Co-author to This Manuscript Development of the Y-MBCTp model, 
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6.1  Introduction

This chapter considers a developmentally informed psychoanalytic approach to brief 
encounters with individuals with psychosis. Such an approach in no way  suggests 
that it is useful to employ classical psychoanalytic practice with a patient lying down 
on a couch and free associating. Rather, the approach put forth here is derived from 
psychoanalytic work with children in which patients present material in whatever 
way they are able, and it is the therapist’s job to help them articulate the material, 
organize it, make meaning from it, and, from this, help them get  themselves back on 
track developmentally (Freud 1963). This approach nurtures the process of develop-
ment itself and can be used with all children, adolescents, and adults, including ones 
who are overwhelmed with a psychotic process, as this chapter will elucidate.

For the many readers of this book who might be expecting a prescription for how 
to conduct a therapy using the psychoanalytic approach that is described here, this 
chapter does not prescribe any such procedures. Rather, it elucidates a stance taken 
by the therapist. This stance is characterized by a kind of listening and being open 
to whatever material is presented by the patient. As such, it does not require any-
thing from the patient other than to produce spontaneous material. For example, 
from this perspective, paranoia is spontaneous material to be understood and not a 
barrier to the work. Freud demonstrated this stance in 1905 (Freud 1905) when he 
discussed transference, which is a form of mistaken reality, and it has been elabo-
rated in the psychoanalytic literature hundreds of times since then. Even catatonia is 
a spontaneous production that can be worked with and understood.
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Safety, of course, is a prerequisite to doing any work with a patient. Among other 
reasons, the therapist not being under threat allows the therapist to think clearly 
about the patient. But other than safety, there are no prerequisites and no patient 
attributes that would be a barrier to this approach. There are, however, two impor-
tant barriers to consider in this work: those within the therapist and those in the 
context of the patient’s environment. Both of these barriers will be discussed further 
below.

The chapter begins with clarification of the chapter title and continues by orga-
nizing these terms in relation to one another. Two examples subsequently will dem-
onstrate both how to understand psychosis from this perspective and where and 
when one might intervene. These examples will highlight the special role of anxiety, 
attachment, and disorganization and bring in to bold relief the usefulness of tracking 
and making use of these phenomena. The challenge for the therapist using this 
developmentally informed psychoanalytic approach is to accept the patient however 
they present, use this as the starting point, and begin the therapeutic process by help-
ing the patient organize themselves around what the patient’s chaos is.

6.2  A Developmentally Informed Psychoanalytic 
Perspective

The term “psychoanalytic” has been used in many different ways throughout the 
literature. Its use here in this chapter is meant to be in the broadest sense. In that 
sense, “psychoanalytic” refers to the study of thoughts, ideas, feelings, and experi-
ences (experiences in the broadest context including bodily experiences, here and 
now experiences, as well as experiences held in memory), with the understanding 
that there is much more to the thoughts, ideas, feelings, and experiences than is 
immediately apparent and available. That is, any thought or feeling that is presented 
is accompanied by a nexus of other thoughts, feelings, memories, and experiences 
that are not in awareness. Another way to describe this is “depth psychology.”

“Development” is meant to refer to both the process and the stages of maturation. 
Infants are born with certain functional capacities psychologically, including cogni-
tion, emotion, self-regulation, and ability to relate to others and to organize oneself 
and one’s thoughts. These capacities grow over time and depend on many factors 
including the constitutional factors and the encounters that the infant has with the 
world. With these forces at play, the personality takes on its own unique patterns and 
evolves. So, “development” as used in this chapter refers to the expected maturation 
of the functional capacities and also refers to the unique evolution of the individual 
personality.

Development is pushed forward when the person (infant or adult) encounters a 
challenge for which they are not presently equipped to address. This “developmen-
tal challenge” motivates the person to evolve to meet the challenge. When a person 
encounters a developmental challenge and develops new capacities in order to ade-
quately address this challenge, then we recognize that there has been an evolution, 
a maturation, or development of the individual. If, however, a person is not prepared 
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to meet this developmental challenge, then we begin to see a breakdown of the 
 personality. For example, think of the development of organizational and problem 
solving capacities such as putting together a puzzle. The normal progression is to 
put together a 2-piece puzzle, then a 5-piece puzzle, and then a 15-piece puzzle. 
Each challenge is an incremental step and requires the capacities developed up to 
that point plus the additional challenge. However if a child was not given the oppor-
tunity to put puzzles together, or a puzzle demands far more than the child has 
developed, then the child will likely not succeed. So, for example, if a child is 
exposed to sexual stimulation far beyond their developmental level, this will create 
problems. If the child is 5 years old, that will create one possible set of problems. If 
the child is 15 years old and has not experienced normal developmental experimen-
tation, that will create a different set of problems. This latter circumstance may 
occur due to the environment being too restrictive; it may be that the child is too 
anxious to experiment for constitutional reasons, or it may be that the child has been 
sensitized due to early overexposure/overstimulation, again leaving the child too 
anxious to proceed.

6.3  Psychoanalytically Informed Developmental 
Conceptualization of Psychosis

Using the terms mentioned above, consider a conceptual model of mental and 
behavioral phenomena that is different than thinking about disease or illness. 
Consider the possibility that symptoms are a manifestation of unmet developmental 
challenges. For example, a developmental challenge for adolescents is to operate 
within an adult body. Adolescence is considered here because psychosis more often 
than not presents in the context of adolescence. The adult body presents challenges 
for boys to tolerate and manage the increased feelings of aggression and sexual 
drive created by increased levels of testosterone. Likewise, girls face challenges 
with increased estrogen and progesterone, with increased drive to relate to others 
and be comfortable with their own boundaries. Another challenge for adolescents of 
both genders is to manage their new adult sexual body itself.

Yet another overlapping developmental challenge for adolescents to manage is 
the increased independence that comes with adult capacities. There are many 
 implications here, one of which is that a child’s mind must take on organizational 
capacities that the newly minted adult’s body now demands. These organizational 
capacities must take on new social and interpersonal demands, as well as make 
meanings of internal experiences, feelings, thoughts, fantasies, impulses, etc.

In addition, these demands must be taken on with much less support and over-
sight from parents (Erikson 1956). This is likely why psychosis most commonly 
presents at this stage of life – parents are not there to stop the free fall of degrading 
ego functions that can occur under the pressure of development (this is described 
more below) (Browning 2011). These are tall demands, and if the child’s mind has 
not been equipped and prepared for these challenges, but solutions to these chal-
lenges are demanded, as one cannot escape one’s body, then there are unmet 
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developmental challenges of epic proportion. The child is between the devil and the 
deep blue sea.

There are many possible solutions to this epic challenge, depending on the 
 various conditions including those of the preadolescent development. But if no 
 adequate solutions are reached, anxiety will escalate to the point of overwhelming 
the individual’s psyche including the ego apparatus, and thus disorganization of 
thought processes ensue. It is not uncommon to see short episodes of disorganized 
thoughts in adolescents, which resolve when solutions are found. However, if the 
challenge continues to go unanswered, disordered thought takes over the various 
functions of the mind more and more. At that point, in an effort for the person to 
preserve their psychological integrity, they will reach for models of reality that do 
not match reality itself, such as those seen with delusions and hallucinations. This 
is a psychoanalytically informed developmental conceptualization of psychosis 
(Fallon 2014). It also fits in with the stress-vulnerability model of schizophrenia 
proposed by Zubin and Spring (1997) in which the challenging event is the devel-
opmental challenge from within.

Let us approach this concept again anew, this time from another direction. Let us 
consider that the mind develops and holds a map or model of the reality that the 
person has experienced. The mind uses this model to navigate and make decisions 
as to how to proceed, considering what it knows of the outcomes and consequences 
according to that model. Some of this model may be articulated, but much of it will 
be contained in bodily experiences and will be detected only by the actions and 
inactions taken or not by the individual. Psychoanalytic work aims at helping to 
articulate and give meaning to the model and the actions/inactions.

Development can be conceptualized as a progressive evolution of this model of 
reality. The first model of reality for the infant is “I feel bad; I cry; I feel better.” This 
model is soon displaced by another that includes “someone out there who does 
something that makes me feel better.” These preliminary models are simple and in 
the beginning lean heavily on built-in responses such as crying in response to over-
stimulation. Through successive evolutions of this model of reality that are more 
and more complex, the child is able to take into account more and more properties 
and subtleties of reality and themselves, becoming acquainted with more and more 
parts of themselves and the world outside themselves. The evolution of these mod-
els of reality aims to create a model that more closely predicts real outcomes. There 
are moments when the individual encounters information or events which can’t be 
accounted for by these models. The distress of the unmet needs in addition to a 
sense of not knowing what is going on (something is happening for which the model 
of realty is not reflecting what just happened) forces the individual to modify the 
model to one that better accounts for (predicts) outcomes. This is what characterizes 
increased maturity. With each progressive developmental challenge, the individual 
acknowledges that the model they have of reality is inadequate, deconstructs that 
model, and then formulates a new one that takes into account the new problem and 
a new solution.

Sometimes, however, conflicting feelings or beliefs are held and the individual 
has a difficult time resolving these conflicts. These conflicts then interfere with 
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deriving a new, higher fidelity model of reality. These more difficult to resolve 
 conflicts usually involve core or foundational aspects of the model of reality. And 
yet development must proceed as dictated by biology, especially, for example, in 
adolescence.

6.4  The Case of Jay

A clinical example will be useful to illustrate the concepts presented thus far. Jay, a 
19-year-old man, presented after attempting to kill himself, knowing that he would be 
reborn into a new, more perfect world where men were women and women were men. 
The idea of a more perfect world was a manic defense to an underlying despair in 
which he felt he could not go on in his world. One of the first statements that he made 
as he began his therapy was that it would be a lot easier if he was homosexual. His 
next thought was a question – was he homosexual? From there, the details of the mate-
rial he presented for the next 6 months were a confusing chaos of words, even as his 
movements were stiff and uncoordinated and his speech was halting and fragmented.

After 3 years of four to five times per week listening and trying to sort out this 
chaos, during which a minimal amount of medication was used, he came to an under-
standing of his unresolvable adolescent developmental challenges. During the work, 
when the chaos in his mind left him with anxiety that he could not bear, he requested 
and was given up to 1 mg per day of risperidone which he reported as turning down 
the volume of the anxiety, allowing him to think more clearly, albeit more slowly. He 
was begun on this medication in the hospital at a dose of 5 mg per day after his sui-
cide attempt but discontinued it as soon as he was discharged because it made him 
feel terrible. After a month of analytic work, he complained of the chaos and anxiety 
and agreed to try one-quarter milligram at bedtime. After a few days, he noted that it 
helped a bit and wanted to try more. The dosage was increased to 0.5 mg/day, then 
1 mg/day, and then 1.5 mg/day. At that point, he said he felt like his thinking was 
walking in thick deep mud and that evil threatened to overtake him. The risperidone 
was reduced to 1 mg/day and this feeling resolved. He took the risperidone intermit-
tently under supervision, and by year 2 of therapy, he no longer needed the 
medication.

The psychoanalysis consisted of the therapist listening to him as he attempted to 
express and then organize his thoughts and ideas. Even 4 months into therapy, the 
therapist could not articulate much about what was being expressed. However, the act 
of listening and attempting to follow and make sense of Jay’s productions was deeply 
therapeutic and even lifesaving as demonstrated by an event that occurred in the fifth 
month of therapy. Up to that point, the psychoanalyst listened and noticed that Jay 
gradually became less stiff. He completed more and more of the sentences that he 
would begin and there would be less vacant pauses. Later, Jay would indicate that 
 during those vacant pauses, he was attending to his hallucinations and delusions.

His family reported that he appeared more organized and even began to partici-
pate in family activities such as meals and was sleeping regularly and attending to 
his hygiene. The psychoanalyst planned to be away for 3 days, working with Jay 
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and his family for 2 weeks prior to the absence. It was arranged that Jay and his 
analyst would speak on the phone at an appointed time every day. On the second day 
of the analyst’s absence, Jay again attempted suicide and was again admitted to the 
hospital. On the analyst’s return the next day, Jay was discharged. When the analyst 
asked what happened, Jay indicated that when he could not sit with the analyst and 
work to put his thoughts together, everything again became chaos and he was left to 
figure it out for himself.

After some time, the therapist began to notice that when Jay talked about certain 
topics such as his mother, his father, or sexuality, he would become more disorga-
nized in his thoughts, speech, and movements and have more vacant pauses. After a 
time, the therapist would call Jay’s attention to this sequence, and after the therapist 
repeatedly called Jay’s attention to this sequence, Jay himself began to notice it. 
Soon fragments of associations began to arise, for example, in association with 
thinking about his mother, he would mention a certain type of tree. Again, when the 
therapist noted this and asked about this tree, after some thought, Jay remembered 
that it was a tree under which he took comfort as a child. However, sometime during 
his childhood, his parents cut down this tree which left him feeling abandoned. If 
the therapist missed an opportunity to make meaning of something which Jay felt 
overly anxious about, Jay would begin to experience psychotic symptoms. However, 
if Jay became aware of his own anxiety and then could make meaning of the anxiety 
himself, he would experience increased clarity.

Gradually over the 3 years of psychoanalysis, Jay constructed a narrative of his 
life that put his psychosis and his suicide attempts into perspective. Early in his child-
hood, Jay was raised by his father whom he deeply admired and with whom he heav-
ily identified. His mother was preoccupied with her own developmental challenges 
and unable to attend to him throughout his life. By the time Jay was 8 years old, his 
father had become depressed and withdrawn, leaving him without any substantial 
parental support. The father’s depression was due to his frustrated homosexuality, as 
he posed as a heterosexual husband. In Jay’s early adolescence, the father left the 
family home and resumed the gay lifestyle that he had had prior to his marriage. In 
his adolescence at age 17, after Jay had experienced his first intimate sexual relation-
ship, he became psychotic. The psychosis began to resolve in the context of therapy 
when he began to recognize the conflict between his early identification with his 
homosexual father and his own newly found adolescent heterosexual desires. At one 
point in the therapy, he even noticed that when he found himself exhibiting his 
father’s feminine mannerisms, he would begin hallucinating.

Prior to therapy, Jay had not been able to resolve this conflict at the bodily expe-
rience level. This unresolved developmental challenge led to a depression and psy-
chosis. In the context of this depression and psychosis, he came to a solution that did 
not match reality – killing himself and being reborn into a world where men were 
women and women were men.

If one considers the psychoanalytic developmental model described above, it 
makes sense that as Jay was presenting in his psychotic state, there was much going 
on below the level of awareness, even as he was revealing the deep underlying con-
flicts in plain sight – it would be so much simpler if he were a homosexual like his 

T. Fallon Jr.



95

father. Becoming aware, articulating, and giving meaning to these conflicts then 
allowed him and the analyst to intervene with reason and alternative meanings, 
placing the conflict in a new context. This new context changed the questions and 
what was previously experienced as a conflict was now experienced as simply his 
history.

Jay’s intensive and prolonged therapy was certainly not brief, but it demonstrates 
that even on presentation of the psychosis, there is meaning, most of the time in 
plain sight, and still there is a puzzle yet to be understood.

6.5  The Case of Bernard

Let us now consider an example of a brief encounter with psychosis and how a psy-
choanalytic developmental model might be useful in the moment. Bernard, a 
28-year-old African-American man, presented to a psychiatric emergency room 
very anxious, paranoid, and fearful that the devil was pursuing him. As the attend-
ing physician encountered him, sat, and talked with him for a few minutes, Bernard 
seemed reassured that he was now in a safe place. The resident physician then 
stepped in to complete a full evaluation in order to consider an appropriate disposi-
tion. As the resident approached Bernard, Bernard began screaming that the devil 
was among us and had come to get him. Bernard proceeded to barricade himself in 
a corner of the room, preparing to be attacked.

After 20 min of chaos, Bernard was placed in physical restraints. The attending 
physician again approached him as he had in the beginning and again Bernard grad-
ually calmed. Agreeing that he felt safe now as he had felt safe before, the attending 
physician asked him what had changed and when. He said the devil had come for 
him and the attending physician wondered if he was referring to the resident physi-
cian that had approached him. Bernard now became more anxious. Again, the 
attending physician calmed him and was then able to ask him how he knew that the 
resident physician was the devil. “Because he’s black” was the answer. The resident 
physician was from Africa, and indeed he was very dark skinned as was Bernard 
himself. The attending physician felt a momentary sense of confusion and disorien-
tation as he heard himself say, “but you’re black, too.” Suddenly Bernard was say-
ing, “That’s it. That’s it.” With that, there was a lessening of anxiety and expression 
of psychotic thought. Further history revealed that Bernard had been living in a 
shelter that was cramped and overcrowded. He felt dependent on the shelter for food 
and physical protection and yet became angry and began to feel murderous rage 
toward the shelter staff. That was when he got the idea that the devil was after him. 
It is easy to imagine that he projected his murderous rage onto an imaginary devil 
that was in his own image and included being black. It is also likely that this mur-
derous rage originated earlier in his life and resonated with his present situation in 
the shelter. By the time this history had been obtained and created into a meaningful 
narrative shared by both the evaluator and Bernard, Bernard appeared comfortable 
and happy and prior to being admitted was last seen enjoying a hospital cafeteria 
bagged lunch, which was not that good.
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As in the case of Jay, Bernard’s initial symptoms were manifestations of 
 unconscious processes. Helping Bernard to articulate and make meaning of his 
present situation, as well as helping him to explore the possible origins of his 
symptoms in the context of his present life, was useful. Useful longer term work 
would be to explore the origins of his symptoms in the context of his develop-
ment. As was suggested in the case of Jay, longer term work with Bernard would 
be slow and would likely need to be intensive and very supportive. Nonetheless, 
even in brief encounters, keeping in mind this psychoanalytic developmental per-
spective can help guide the initial evaluation. It will then be important to pass on 
information gathered during this initial evaluation, even as the disordered thoughts 
are unintelligible loose pieces to a yet-to-be-put-together puzzle. Also such psy-
choanalytically informed developmental models provide an in-depth understand-
ing of the client’s symptoms and dysfunctions, and this deeper understanding on 
the part of the therapist may serve to make better decisions with regard to the 
patient’s reality and can pave the way to deliver better therapeutic care to indi-
viduals with psychosis.

6.6  Brief Therapy

Since this book is focused on brief interventions with psychotic individuals, it is 
pertinent to comment on how brief is brief. The model used for the psychiatric emer-
gency service in which Bernard was seen, operated in the context of a public mental 
health community system of care. In that context, patients were not triaged and dis-
posed of, but rather were held continuously in a nexus of services and agencies. If a 
patient was being served in one agency such as the psychiatric emergency room, as 
long as the patient needed that service, there was no rush to move that person to 
another setting. The service that was provided in the psychiatric emergency room 
was a place where acute behavioral and mental health crisis were contained, and data 
gathered, making contact with as many entities as could be garnered to create the 
most robust picture of the person who presents in crisis. This meshed well with the 
developmentally informed psychoanalytic model in which insight came in a moment 
of understanding. A psychoanalytic moment might be just a moment in time as in an 
acute traumatic moment or the aha moment of insight or a moment that could last a 
lifetime as in the traumatic moment that is relived again and again or a relived 
moment that sustains a person through a holocaust. In Bernard’s case, the attending 
physician spent perhaps 25 min with him in total during this evaluation. Bernard’s 
moment was in the terror that he experienced. Exploring that moment led to the 
understanding that his moment of terror was also his moment of rage at those around 
him, who were supposed to be caring for him. The aha moment for the attending 
physician and then for Bernard came when the lived experience was also lived/shared 
with the attending physician, and together they made meaning of his fear and rage. 
The process of an evaluation, just as the process of a meditation, cannot be hurried, 
if one is really going to move the process forward. As daunting as it may seem, to 
evaluate crises, especially psychotic crises, a big advantage in the setting of 
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psychiatric crises such as one sees in psychiatric emergency rooms is that it is quite 
common to see a blatant revealing of underlying unconscious conflicts. The diffi-
culty is in making meaning of these psychotic  symptoms. In psychoanalytic jargon, 
it is id material without any ego to help us understand or interpret.

Habib Davanloo (1995) articulated a model of short-term (1 year) psychoana-
lytic psychotherapy called the intensive short-term dynamic psychotherapy 
(ISTDP). In his model, Davanloo does an initial interview in which he methodically 
strips away ego defenses, allowing him to “stroll through the unconscious.” In the 
case of psychosis, those ego defenses are already stripped away, allowing a stroll 
through the unconscious without any of the preliminary work.

It is not recommended that one induce psychotic states in order to examine uncon-
scious processes. It is also not recommended to attempt to externally contain the feelings 
and expressions of the psychosis, although it is also important to be sure that physical 
safety is maintained at all times. Efforts to contain the feelings will be experienced by 
the patient as people not wanting to hear how they are feeling or what they have to say, 
or feel rejected, or that their feelings are dangerous and must be suppressed. These 
efforts to contain the feelings may be made by therapists and staff to avoid making con-
tact with the patient’s chaos. This phenomenon will be addressed below.

On the other hand, as in the case of Jay, when the therapist comes to know the 
patient, attending to what stimuli leads the patient to become more disorganized 
provides clues as to the underlying conflicts. In that case, focused interventions to 
provide the patient with a modicum of structure and organization will result in a 
lessening of psychosis. In the acute setting, as in the case of Bernard, maintaining 
physical safety and then a review of the events and a cooperative exploration by 
patient and therapist of what is going on in the patient’s mind frequently leads to a 
lessening of anxiety, intrapsychic chaos, and psychosis.

A note here is that none of this work can be done unless the therapist is mindful 
of his environment and a sense of safety. If the therapist is not in that state, then this 
work cannot be done. Trainees should be instructed from the beginning and repeat-
edly that if they have any sense of insecurity, especially in working with psychotic 
patients, they should not be in that place, should immediately get up without expla-
nation, and leave the room for a place in which they feel safe.

6.7  The Role of Anxiety, Attachment, and Disorganization 
in Psychosis

In thinking about developmental challenges and the evolution (maturation) of a 
 person’s model of reality, anxiety, attachment, and disorganization have key roles. 
These processes become particularly important when thinking about psychosis as a 
maturation process gone awry and especially if considering assisting with getting 
this developmental process back on track.

Anxiety, from a psychoanalytic perspective, is an internal signal for danger (Freud 
1923; Gray 2005). When this signal is at a tolerable level, it motivates the person to 
address the danger. However, when it moves beyond tolerable limits, the signal is 
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distorted, like an overpowered loudspeaker. Beyond this level, the signal becomes 
psychically painful and interferes with cognitive and ego capacities, creating disor-
dered thought as evidenced by disorganization. In the context of a developmental 
challenge and the disorganization that precedes the new model of reality, anxiety is 
very high, degrading cognitive and ego capacities. Degraded cognitive and ego 
capacities in the form of disordered thought then create a sense of helplessness which 
creates more anxiety, which leads to more disordered thought. And so it goes round 
and round, spiraling down. In this feedback cycle continues, eventually there will be 
complete collapse of the ego. This is when thought disorder becomes psychosis.

When there is an attachment and a trust with another, that other, in this case the 
therapist, if effective, will dampen the destructive feedback of anxiety and disor-
dered thought. The attachment or bond being talked about here is not specifically 
the attachment that occurs between mother and child (although that kind of attach-
ment would be included in the definition). What is meant is something broader – the 
sense that another person, the therapist in this case, is there, aware of the patient’s 
state, and the patient is trusting that if need be, the therapist will lend their ego and 
cognitive functions just enough to create a nidus of organization, but not so much 
that it overwhelms the patient who will be vulnerable to being overwhelmed. What 
fosters this attachment will be a sense of being understood.

In the face of psychosis, it is difficult to know how to be supportive and allow the 
patient to feel understood in the midst of such chaos if one just listens to the content, 
which many times does not make sense or is contrary to what we know of how real-
ity works. This is where monitoring anxiety and disorganization is key, as they will 
rise and fall with internal disordered thought. Most therapists are attuned to moni-
toring anxiety. However, with psychotic individuals, it is difficult to monitor anxiety 
since the anxiety is overwhelming and not tolerated. Here anxiety is usually hidden 
among the myriad of defenses and the chaos of psychosis.

Although most clinicians are not attuned to disorganization, in a psychotic indi-
vidual, disorganization appears everywhere and can be monitored in every facet of 
the patient’s functioning including qualities of speech, movement, generated 
thoughts or sudden disruptions in continuity of thought, verbal productions, and 
actions. Attending to and monitoring this disorganization can be cultivated. The 
most difficult part of training this attunement is tolerating the internal experience of 
chaos. This is discussed more below.

Allowing the patient to express themselves, even as the material is disorganized, 
and thinking with the patient about that material as much as the patient can tolerate 
will foster a lessening of disorganization, and hence there will be a lessening of disor-
dered thought. This will then allow more underlying disorganized and conflictual 
material to surface. When this underlying conflictual material begins to surface, disor-
ganization will again increase. This was seen, for example, in the case of Jay when he 
noticed his feminine mannerisms and began to have hallucinations. This observation 
is done using what Paul Gray refers to as close process monitoring (Gray 2005). When 
there is an increase in disorganization, and especially when this begins to degrade the 
ego capacities and move toward that downward spiral described above, this is the 
point at which the therapist needs to lend organizing ego capacities to the patient.
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The aim here is to provide some small interpretation that brings a new meaning 
that the patient can accept regarding the conflict. For example, in the case of Jay, he 
became more disorganized in the session and began to hallucinate after he noticed 
that his movements mimicked his father’s mannerisms. When the therapist saw this 
increased disorganization, he said, “You notice that you are hearing voices now and 
a moment ago you were noticing your mannerisms that remind you of your father. I 
wonder what the connection might be.” If there is a lessening of disorganization, 
then you have got it close enough. However, if the disorganization worsens, the 
intervention was either too much, too little (not very likely), or wrong. In any case, 
if the disorganization worsens after your intervention, you call the patient’s atten-
tion to your intervention, noting that what you said does not seem to be correct and 
empathizing with the patient that it is painful when one is not understood. Then see 
if you can clarify with the patient what was not correct.

The result of persistent close process monitoring is a sense the patient has of 
being understood. Here a quick clinical vignette will illustrate.

6.8  The Case of Terry

Terry, a 14-year-old child in the autistic spectrum, had been admitted to a psychiat-
ric inpatient unit in a psychotic state. For his entire 3-month stay, the therapist met 
with him almost daily, listening, providing close process monitoring, and organiz-
ing support when needed. For example, Terry began a session talking about school, 
saying it was going well for him and he was ready to go home. When asked what 
was going well, he pulled out a textbook, opened to page 279, and pointed to the 
page number. After 15 minutes of wondering about what Terry was trying to convey, 
the therapist noted the sequence as just stated above and wondered if Terry was 
uncomfortable with the specific question of what was going well. Terry nodded yes. 
The therapist suggested that maybe Terry felt some pressure about school. Terry 
again nodded yes. The therapist then followed up with the question: What was in 
Terry’s mind when he decided to reach for the textbook? Terry responded that he 
really wanted to play a game of catch rather than do schoolwork. Terry and the 
therapist then proceeded to have a lively game of catch which, as Terry said, made 
him feel like he was communing with the therapist. As they played catch, Terry 
began to talk about his inner experiences.

As the work continued over the next few months, Terry’s overt psychotic state 
subsided, although there were still many aspects of his state that had not been 
addressed and much of the source of the psychotic material was still not understood 
by his therapist or anyone else. Despite the remaining questions, as discharge drew 
near, Terry asked his therapist if the therapist would talk with his parents.

What is it that you would like me to talk to them about?
Tell them about me. You know about me. Just like when we played catch, tell them so they 
can understand too and they can help me like you have. This example illustrates the impor-
tance of feeling understood and allowed Terry to explore his chaos even in the face of not 
knowing.
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6.9  Barriers to a Psychoanalytic Developmental Approach

6.9.1  Barriers Related to the Therapist

As simple as this approach would seem, there has been little written about it over the 
past 50 years. Prior to that, there were a number of authors who wrote about psycho-
analytic work with psychotic individuals (Arieti 1966; Gottschalk et al. 1988; 
Searles 1961, 1976). Recently, there has been a resurgence of interest (Garrett 2012; 
Knafo 2012; Kocan 2012; Lotterman 2011; Marcus 2012; Slevin and Marcus 2011). 
One might wish that with the advent of newer medications, a psychoanalytic 
approach might be antiquated. However, recent data continues to show poor out-
come for psychosis. So why would a simple and useful psychoanalytic development 
approach to psychosis be ignored? The difficulty may be found in the therapist’s 
experience when doing this work. Using the close process monitoring as described 
above, one must use empathic capacities and in this way comes into intimate contact 
with the psychotic state of the patient.

Development is occurring in all of us and is the progressive evolution of our 
model of reality that we carry with us. That evolution requires that we have decon-
structed and reconstructed this model repeatedly throughout our lives. However, to 
be in that moment after we have deconstructed our old model but before we have 
reconstructed our new model is a moment of chaos. This experience of chaos that 
each of us has had over and over is a dysphoric experience and one that all of us 
want to move away from as quickly as possible. That wanting to move away from 
this experience quickly gives us motivation to work hard at and quickly reconstruct 
our model of reality that serves us well evolutionarily as it would not be adaptive for 
us to be wandering around the world lost and defenseless. However, if we are to help 
others with this chaos, we must be able to tolerate it. With that intimate contact with 
a psychotic patient, the chaos that reigns in the patient resonates in the therapist. 
That is, the therapist can feel like they themselves are psychotic.

The experience of that moment is extremely dysphoric, has been referred to as 
annihilation anxiety (Benveniste et al. 1998), and is a state that few, if any of us, 
wish to tolerate for long (Fallon 2014). Therefore it is a reflex that we avoid this 
state in ourselves and also in our patients, since to be empathic with this state in 
another means that we allow it to resonate in ourselves. As therapists, we reflexively 
distance ourselves to avoid the extreme dysphoria that the chaos of psychosis brings.

Being aware of the dysphoria that empathic contact with the psychotic state 
engenders in us and developing the tolerance for this level of uncertainty and chaos 
are important qualities of a therapist who endeavors to use this approach. Open 
awareness (mindfulness) meditation is one way to practice and develop tolerance for 
this uncertainty in ourselves as therapists as a prerequisite for tolerating it in those 
who we might want to help. Be warned, however, that asking a patient to do medita-
tion and tolerate this state when they are already suffering from an overload of uncer-
tainty and chaos will likely lead to increased disordered thought in the patient. 
Therefore, we see that there is resistance within us as therapists to being empathic to 
the psychotic state in another. However, without this empathy, it is impossible to 
monitor the disorganization, anxiety, and disordered thought in another.
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6.9.2  Barriers Related to the Family

The powerful deep conflicts in development which are the primordial nidus for most 
psychoses arise most if not all of the time in the context of developmentally impor-
tant relationships that always contain strong ambivalences, particularly with par-
ents, siblings, or even offspring as in the cases of postpartum psychosis. One can 
hypothesize that these conflicts occur because the attachment role needed in the 
development of new models of reality was not adequately fulfilled during the per-
son’s early development. This failure may have been due to attachment figures not 
functioning or to the maturing individual not being able to accept the support that 
was offered, or a combination of the two.

Nonetheless, we see the critical role of the failure of these relationships in the 
development of psychosis. This understanding is well established, and in fact one of 
the most effective interventions is to educate the family of the psychotic individual 
in providing support (Gottschalk et al. 1988). This education has been labeled as 
training the family in techniques of low expressed emotion. Its effectiveness is in 
providing support to the psychotic patient and avoiding increasing anxiety.

In addition, because development has gone awry, parents in particular continue 
to be critical elements in the patient getting back on developmental track. This is 
true even for adults who are psychotic. In fact it is quite common that adults who are 
chronically psychotic continue to be strongly tied to their parents, many times in a 
relationship that has a strong negative valence. This is why it is critical that family 
and, in particular, parents be involved in the work if they are available.

With the family involved, information about the core conflicts frequently comes to 
light, although it is important to be careful in engaging these core conflicts with the 
family, as manifestations of these conflicts, still unresolved, may be continuing within 
the family and the parents. Many times, resistance will develop within the family when 
the identified psychotic patient begins to get to the core conflicts. Occasionally, there 
will be opportunities to help the family and parents work through some of these core 
conflicts. Even in brief encounters, efforts should be made to include the family. It is 
important to respect this ecology. Chapter 8 addresses this topic further.

 Conclusion

A developmentally informed psychoanalytic approach to individuals who are psy-
chotic can be very useful, even in brief encounters. In order to do this work, to begin 
with, the therapist must tolerate considerable feelings of discomfort and internal chaos 
with empathic contact with the psychotic state. Therapists can be trained to develop 
tolerance to these feelings. A variety of methods such as regular supervision and mind-
fulness meditation are helpful in this regard. This empathic contact is necessary in order 
to track anxiety and disordered thought. This tracking is done by monitoring disorgani-
zation. Disorganization can be monitored through observing posture, physical moment, 
and speech production including porosity, cadence, and content. This monitoring then 
guides the therapist to provide minimal organizing support when increased disorgani-
zation is detected with the aim of preventing a downward spiral of degrading ego func-
tion. The effectiveness of this support is dependent on the patient’s trust in the therapist’s 
persistent ability to be empathic to the patient’s internal experiences.

6 Psychoanalytical conceptualization of Psychosis
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Application of Motivational Interviewing 
in Working with Psychotic Disorders

David Rubenstein

7.1  Introduction and Historical Context

Motivational Interviewing (MI) was developed by William R. Miller, and his work 
in this area was first published in 1983 following experiences in working with alco-
hol use patients and the difficulties they experienced. This treatment approach was 
later explained more fully, with Stephen Rollnick, in their publication, Motivational 
Interviewing: Preparing People for Change (1991), as a combination of strategies 
aimed at resolving ambivalence in facilitating behavior change across different 
potential problem areas. This treatment was a patient-centered approach which 
highlighted the elicitation of a patient’s own intrinsic motivation and ability to 
change. Prochaska and DiClimente’s Stages of Change model (1983) was also 
incorporated into Motivational Interviewing (Miller and Rollnick 1991) and this 
model is commonly referred to as the trans-theoretical model, secondary to its 
incorporation of different theories of how and why behavior change occurs. Over 
time, this treatment approach which started with application to alcohol use has 
grown into application for use with smoking cessation, substance abuse, HIV risk 
reduction, treatment of sex offenders, eating disorders, self-injury, medication 
adherence, and a whole host of other health-related issues in which behavior change 
is a primary aspect of treatment. Miller and Rollnick went on to publish 2nd and 3rd 
editions of their book, with each discussion of Motivational Interviewing growing 
in terms of conceptualization and richness of treatment strategies and approaches.

This chapter focuses on the application of Motivational Interviewing (Miller and 
Rollnick 2013) strategies in working with individuals with psychotic disorders. 
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Mental health clinicians across disciplines – psychiatrists, psychologists, social 
workers, psychiatric nurse practitioners, nurses, case managers, counselors, etc. – 
should all find the strategies discussed in this chapter helpful in their work with cli-
ent/service users’ suffering from these disorders. While there have been studies 
evaluating the efficacy of Motivational Interviewing on health-related behaviors 
(Britt, Blampied, and Hudson, 2003) and some studies evaluating the application of 
Motivational Interviewing to psychotic disorders, clearly there is the need for further 
evaluation in assessing the empirical evidence for the use of Motivational Interviewing 
with psychosis. Although research is limited in this area (Romano and Peters 2015), 
the need to study the use of Motivational Interviewing with individuals with psy-
chotic disorders is particularly important given the enormous potential that different 
elements of Motivational Interviewing can have on enhancing different provider 
interventions and facilitating readiness on the client/service users’ part toward mak-
ing gains and progress on the various aspects of life impacted by psychosis.

Many individuals with psychotic disorders have a history of disconnectedness, 
experiencing social isolation and stigma that lowers their self-esteem, and can sup-
press motivation for embracing all facets of life and of living to their potential level 
of functioning. Motivational Interviewing’s collaborative approach which focuses 
on absolute worth, autonomy, affirmation, and accurate empathy as being central 
aspects of acceptance of the client/service user (Miller and Rollnick 2013) along 
with emphasis and respect for facilitating and bringing to the surface and then work-
ing with their own intrinsic strengths makes it a treatment approach well worth 
applying and integrating in work with individuals with psychotic disorders.

7.2  Psychosis

The DSM-V (American Psychiatric Association 2013) has classified psychotic dis-
orders within the Schizophrenia Spectrum and Other Psychotic Disorders section 
(see Chap. 1 for further discussion). Specifically, these include delusional disorder, 
brief psychotic disorder, schizophreniform disorder, schizophrenia, schizoaffective 
disorder, substance/medication- induced psychotic disorder, psychotic disorder due 
to another medical condition, catatonias, other specified and unspecified schizo-
phrenia spectrum and other psychotic disorders, and schizotypal personality disor-
der (as this personality disorder is part of the schizophrenia spectrum). The DSM-V 
(2013) notes that these psychotic disorders all have “key features” which include 
delusions, hallucinations, disorganized thinking (speech), grossly disorganized or 
abnormal motor behavior, and negative symptoms. Secondary to these symptoms, 
individuals with psychotic disorders have historically been a difficult population to 
treat given the severity and chronicity of symptoms, impact on the family and poten-
tial supportive, waxing and waning of symptoms over the lifecycle, potential prob-
lems with medication adherence, vulnerability to isolation from society, and 
vulnerability for exacerbation of symptoms due to alcohol and substance use.

From a treatment standpoint, medication management has been most helpful in 
the management of problematic symptoms (see Chaps. 1 and 2 for further discus-
sion). Medication coupled with supportive psychotherapy and/or milieu therapy has 
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added the benefit of closer monitoring of mental status and stability, reducing social 
isolation, allowance of social support, and work toward the development of life skills 
coping strategies given the vulnerabilities that these disorders generate.

7.3  Rationale for Use of MI for Individuals with Psychosis

While there has not been a clear indication of one type of psychotherapy as working 
“best” for individuals suffering from psychotic disorders, rather a combination of 
elements of supportive, cognitive, behavioral, family education and support, life 
skills coping, etc. is common. The application of Motivational Interviewing strate-
gies can be quite applicable, helpful, and effective in addressing many different fea-
tures commonly associated with individuals with psychotic disorders. These 
strategies can be well integrated into existing treatment modalities as we will discuss. 
Many of these strategies have universal applications, so family members are also 
encouraged to learn and use these strategies. Westra et al. (2011) recommend ongo-
ing study of the efficacy of Motivational Interviewing as applied to the treatment of 
various major mental health disorders secondary to the “promising preliminary find-
ings” that have been established in various studies that have been done. This chapter 
will explore different principles, strategies, approaches, and techniques in working 
with individuals experiencing varying challenges common with psychotic disorders. 
Motivational Interviewing from this author’s opinion may be perhaps one of the best 
matches in working with patients suffering from psychotic disorders. Patients expe-
riencing the severity of these mental health issues, as noted earlier, are often pro-
foundly stigmatized by society with significant amounts of shame, humiliation, 
embarrassment, and even secrecy coloring a patient’s (and their family) efforts at 
coping with severe mental illness. Client/service users with psychotic disorders fre-
quently display problematic behaviors related to medication nonadherence and sub-
stance abuse which can affect the course of the disorder (Barkof et al. 2006. 
Motivational Interviewing, capable of addressing all of the issues noted above, is 
guided by a spirit of acceptance which is defined from an MI standpoint as (1) con-
veying a sense of “absolute worth” or unconditional positive regard (Rogers) for the 
patient in accepting them fully, with complete respect and without judgment, (2) 
conveying “accurate empathy” (which we’ll discuss in more detail later) of commu-
nicating an understanding and appreciation of your patient’s experiences as they are 
experienced by the patient, (3) conveying “autonomy support” for the patient’s own 
right for self-direction, and (4) full “affirmation” of the patient’s strengths, efforts, 
and resources in their living of life, rather than from a strength rather than deficits 
standpoint. The spirit of Motivational Interviewing expresses “compassion” in 
patient care described as, “… a deliberate commitment to pursue the welfare and best 
interest of the other” (Miller and Rollnick 2013, pg. 20). Miller and Rollnick (2013) 
discuss fundamentally, the belief that individuals have a “deep well of wisdom” (pg. 
21) that can be unearthed and drawn upon in efforts to address areas being focused 
on in treatment. For client/service users who have had many experiences in which 
their sense of independence, autonomy, and efficacy have been squelched, ignored, 
or not trusted, this can be a welcome treatment approach.

7 Application of Motivational Interviewing in Working with Psychotic Disorders
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Perhaps of primary importance is the development of a strong working therapeu-
tic alliance. For individuals suffering from this disorder where periods of reality 
testing are challenged, episodes where judgment is compromised, and the ability to 
make decisions and choices that prioritize health and are difficult to make, the 
importance of the therapist developing a therapeutic alliance marked of trust is criti-
cal. Most therapies place a strong emphasis on the development of a therapeutic 
alliance; Motivational Interviewing places a very strong emphasis on the develop-
ment of treatment relationship where maintenance of the therapeutic alliance is cen-
tral to the work being done in treatment.

7.4  OARS: Acronym Describing the “How” of MI 
for Individuals with Psychosis

Within Motivational Interviewing, specifically, the acronym of OARS describes 
 facets of the work that place a premium on the maintenance of the therapeutic 
 alliance. OARS refers to open-ended questions, affirmations, reflection, and sum-
marizing. Asking open-ended questions is particularly important in working with 
psychotic disorder client/service user, as it reveals for the clinician information, 
both content and process, related to thought processes, mood congruence, reality 
testing, and general ego functioning. It of course also puts centrality on the  clinician’s 
efforts to understand as fully as possible the patient’s inner experience and their 
efforts of coping with external environmental demands that are part of everyday life. 
The process of the clinician putting their understanding of the patient’s experience 
as front and center has the benefit of allowing for a stronger treatment relationship 
to develop which will facilitate a process in which the patient begins to trust the 
clinician to consider that they are trying to fully understand and appreciate who they 
are and their experiences, concerns, needs, and hopes.

Asking open-ended questions “fills the sails” so to speak, with information and 
opportunities for “affirmations.” Affirmations from a Motivational Interviewing 
standpoint refer to efforts by the clinician to recognize and support areas of strengths 
and effort in the patient. Sometimes, finding these pockets of strength and effort can 
be challenging in working with client/service user whose judgment is compromised 
and reality testing is impaired or when they have impulsivity. However, this chal-
lenge can be addressed with wonderful therapeutic opportunity with a clinician 
emanating a nonjudgmental stance coupled with a trained eye and proper perspec-
tive. With this approach, the strengths of the individual can be identified as the 
example below illustrates.

7.5  Clinical Example

A 45-year-old client came to see her psychiatrist of 10 years with increase in  delusions 
that the sensations in her back are from implants placed there by doctors several years 
ago. She also believed that there is a conspiracy to kill her and her psychiatrist was 
part of it. When asked specifically, she told her psychiatrist that she could not trust 
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him and he was “in with others.” Here the psychiatrist instead of focusing on the 
delusions of persecution against him focused on the help-seeking behavior that 
prompted this individual to ignore her delusions and come to see him. He said “J, I 
appreciate your honesty in expressing how you feel about me. It takes courage to do 
so and what to me is even more important is you putting aside these questions about 
me and coming to speak with me. Looks like there is this trusting part of you who 
does not believe that I am part of the conspiracy.” This is a good example of the psy-
chiatrist affirming the part of the patient that was able to reach out and seek help. 
Within Motivational Interviewing, affirmations allow for focus to be placed on 
explicitly recognizing any areas of strength and effort. This process as it plays out in 
treatment and the positive experience a patient can have when this is recognized, 
when so many other areas of their life may be challenged or difficult, is extremely 
helpful in the facilitation of the working alliance. As the process of  asking open-
ended questions and making affirmations unfold, the emergence of more  clinical 
material and information about the patient’s life will also, hopefully, emerge. In 
working with client/service users with psychotic disorders, the process of uncovering 
history, past experiences, current experiences, past and current relationships, and 
understanding the symptom picture can be complicated. This process can sometimes 
proceed slowly, move quickly, or sometimes be challenging in terms of understand-
ing the content of the information and its relationship to their experiences. 
Nevertheless, clinical information emerges related to content and process, and this 
allows for clinician reflections to occur. Reflections allow for the clinician to be 
“accurately empathic” toward the patient, that is, clarifying and amplifying what a 
patient is attempting to communicate, without interference of the clinician’s interpre-
tation and judgment. Reflection is done purely for the purpose of the clinician 
attempting to more fully understand and appreciate the patient’s experience and then 
convey that understanding to them. For example, the client/service user states, “I am 
hearing all of these voices that are telling me to do things and I am just not sure if they 
are real or not.” The clinician, in giving a simple reflection, would state, “There are 
so many voices that you are hearing in your head and it is just so hard to tell what are 
real and what is not. I can see how you are really trying to figure this out.” This simple 
response communicates to the individual that they understand the experience that he/
she is trying to communicate and does so without further intervention. This can have 
a powerful impact on deepening the therapeutic alliance and the patient’s experience 
of a clinician attempting to understand their inner world and efforts to cope with this 
in combination with environmental experiences. This also allows the patient the 
ongoing opportunity to “correct” the clinician helping to ensure that the clinician 
does, at least for the moment, have an accurate understanding and appreciation of 
their experience. The patient being in a position to correct the therapist is an empow-
ering experience and reduces the power differential for a brief period of time. The 
therapist can facilitate this by explicitly stating that he would like to get the client’s 
experience accurately and hence would appreciate the client correcting his under-
standing. Finally, “Summarizing,” from a Motivational Interviewing perspective, 
allows for the process of collecting information that is shared, linking information 
that is shared, and using information to transition to other important areas. 
Summarizing, MI can be both extremely effective and challenging in working with 
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client/service user with psychotic disorders as getting a handle on the content of the 
information can be challenging, particularly with reliably gathering historical infor-
mation. However, the process of the clinician continuing to attempt to understand the 
information presented, linking this information contextually, and bridging to other 
important related areas of treatment communicates to the patient an ongoing attempt 
by the clinician to understand them and their experiences and their efforts to work 
with them, which is meaningful and therapeutic, even when this is not obvious. For 
example, following a client/service user’s expression of ambivalence of taking their 
medication and their ambivalence about this, a clinician using a summarizing inter-
vention might state, “In this case you found yourself wondering if you should take 
your medication. You remembered in the past that sometimes when you did not feel 
well physically, not taking your medication made you feel a little better and on the 
other hand, you also remembered the risk you were taking of hearing voices again in 
not taking your medication. You thought of our conversations weighing the pros and 
cons of taking your medicine and you felt really stuck on what to do. What should we 
talk about that can help you make a decision that will both keep you healthy and have 
you feeling better?” Here the clinician demonstrates a summarizing intervention by 
reflecting back to the patient their summary of what they understood the patient to be 
struggling with presently while tying in previously discussed historical information 
in such a way to set the stage for the patient and the clinician to discuss next steps, 
therapeutically moving forward. The clinician who is demonstrating OARS in clini-
cal practice is also demonstrating the four central processes of Motivational 
Interviewing. These processes are engaging, focusing, evoking, and planning. Miller 
and Rollnick (2013) describe examples of each (pg. 32). Engagement addresses 
attempts by the clinician to strengthen a working relationship with the patient. This 
is particularly important in working with client/service users with psychotic disorder, 
many who have had multiple treatment providers over time and a revolving door of 
care providers. The clinician who spends significant time on engagement with the 
patient allows for a stronger and more trusting working relationship. Focusing illus-
trates the clinician and patient working to choose a direction and specific path to walk 
down in deciding what areas to focus on in treatment. After choosing the specific 
direction and areas to work, evoking refers to the clinician’s attempt to elicit the 
patient’s own motivation to change specific problematic behavior. Here again, this 
experience may feel new, potentially empowering, and maybe even a little scary to a 
patient with severe mental illness who may have had a long history of decisions being 
taken out of their hands. Planning reflects both a commitment to change as well as the 
identification of specific steps one needs to take in this course of action.

7.6  Clinical Examples

This author has selected examples of some of these questions within each process 
(Miller and Rollnick 2013, pg. 32) and believes that these are helpful for working 
with client/service users with a psychotic disorder. They include engagement  
(“How comfortable is this person talking to me?” and “do I understand this person’s 
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perspective and concerns?” and “does this feel like a collaborative partnership?”), 
focusing (“What goals for change does this person really have?” and “are we work-
ing together with a common purpose?” and “do I have a clear sense of what we are 
doing?”), evoking (“What are this person’s own reasons for change?” and “is the 
reluctance more about confidence or importance of change?” and “am I steering too 
far or too fast in a particular direction?”), and planning (“What would be a reason-
able next step toward change?” and “what would help this person move forward?” 
and “am I retaining a sense of quiet curiosity about what will work best for this 
person?”). These specific questions reflect the sometimes challenging experience 
with the client/service user with psychotic disorders and the difficulty in developing 
working relationships, trust, specific areas to focus treatment, motivation to work on 
these areas, and actual efforts and developing treatment plans toward this end. These 
four central processes of engaging, focusing, evoking, and planning, though, high-
light what is needed in working with client/service users with psychotic disorder; 
they emphasize respect for the patient; they highlight the importance of developing 
an accurately empathic connection; they emphasize strong collaboration with the 
patient that facilitates the allowance of a patient-led uncovering of areas to address 
in treatment and they acknowledge the patient’s own well of potential resources to 
address these areas of concern.

In this treatment approach, clarifying values and goals is another element of 
Motivational Interviewing and is a process that should be ongoing throughout the 
clinical work. This is another area in working with client/service users with psy-
chotic disorders which can be challenging, but quite therapeutically rewarding, in 
the process. Attempting to ascertain what the patient you are working with “values” 
in their life is extremely important and an area vital for exploration. Sometimes, 
working with individuals with psychotic disorders, it can be difficult as a clinician 
to understand what these areas are and this might not always be clear, depending on 
the current nature and state of their disorder and how impaired reality testing and 
judgment are. However, even when reality testing and judgment are compromised, 
the clinician is encouraged to listen closely to the content that the patient is sharing, 
which may reveal both subtle and not so subtle elements in their life of what they 
feel are important to them. Understanding what your patient values also helps to get 
a clearer picture of the goals that they have established in their life. From a 
Motivational Interviewing standpoint, it is not about the clinician establishing their 
goals for treatment, but more about helping the patient to unearth their goals in their 
life and where their behavior might be discrepant from what they value and what 
their goals are. This process, once again, puts the patient’s experiences, hopes, 
 values, and goals – whatever they are – front and center. Goal setting can be 
 challenging in working with psychotic disorder and the trap that clinician’s from 
this perspective can fall in is making assumptions about patient values and becom-
ing overly directive in the goal setting process. It can be challenging to work with 
patients with compromised reality testing and not become overly directive. Of 
course, sometimes this is necessary as it relates to direct needs to ensure safety of 
self and others, but that aside, the clinician should work alongside the patient, 
 collaboratively, in establishing goals for treatment that emanate from what the 
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patient values. A clinical example here to identify values of the client and  addressing 
them to change a behavior that is discrepant with goals will be helpful.

A 38-year-old Caucasian male with schizoaffective disorder lives with his par-
ents and takes clozapine medication. He always verbalizes desire to move out and 
live independently. However he would frequently drink alcohol and take medication 
only partially and would end up in hospital. When the discussion was about prevent-
ing hospitalization, he would blame his parents or neighbors for calling cops on 
him. Therapist used MI to address the stated value of client for independence and 
some barriers in reaching that independence. In this discussion, hospitalization was 
discussed as a barrier and then the discussion was about client working with thera-
pist to address and remove all barriers to his independence. That led to discussion 
of going out with friends to drink, missing some doses of medication, and changes 
in behavior that are construed by others as risky or dangerous leading to hospitaliza-
tion. Now client was able to see what he could control to give expression to behav-
iors that are consistent with his values and preventing hospitalization became not an 
end in itself but a means to the end of trying to live his value of independence.

As values and goals have been further clarified, “agenda mapping” is another 
process within Motivational Interviewing and refers to the process of the clinician 
and patient working together to decide on areas in treatment to choose to work on. 
Agenda mapping is greatly enriched by preceding processes in which a strong ther-
apeutic alliance has developed, reflected by openness and trust of the patient feeling 
able to share their experiences, concerns, anxieties, what is important to them (e.g., 
values), and what they value, wish, and hope for (e.g., goals). In psychotic disorder 
client/service users, these goals can range from coming to appointments, self-care 
routine, hygiene, adherence to medication, to finding and sustaining employment 
and to developing and maintaining relationships. Similarly, depending on the cur-
rent stability of the patient, identification and decision of which goals to work on 
may fluctuate, sometimes, rapidly during treatment. The process of agenda mapping 
with the patient conveys respect for the patient in being the primary author of the 
“map” so to speak. This is important particularly for client/service users suffering 
from psychotic disorders to experience. Frequently, these client/service users are 
underestimated and have had the experience of being told too often what “they need 
to do.” While this may be true in some areas of their life (e.g., support for adherence 
to medication), it is not necessarily true in many other areas of their life. Through 
agenda mapping with client/service users, the clinician respects the client/service 
user’s areas of independence and autonomy in making decisions and choices regard-
ing what areas to work on in treatment. This process allows client/service user to 
establish several “destinations” of areas they would like to address in treatment. 
This can have the relieving impact of unburdening the patient who might experience 
treatment historically as over-focusing on one area. It also allows an opportunity for 
the patient and the clinician to discuss and establish several different areas in which 
to work and prioritize.

Typically, the development of the “agenda map” and the development of “goals” 
in treatment also uncover obstacles or “problem areas” which need to be addressed 
to enable work on a particular goal. If, for example, clear thinking and mood 
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stability happen to be a goal in treatment, medication nonadherence might be 
 considered a potential problem area which gets in the way of achieving the goals of 
intact reality testing and mood stability. In working with client/service user with 
psychotic disorders, identifying “problem areas” may be obvious and clear to the 
clinician, but not necessarily the patient. This is why the use of OARS is so funda-
mental in accurately establishing the agenda map, values and goals, and problem 
areas to address in treatment.

7.7  Rationale for Motivational Interviewing Working 
with Psychosis

In working with client/service users with psychotic disorders, from a Motivational 
Interviewing perspective, the application of Prochaska and DiClimente’s Trans- 
theoretical Stages of Change model is applicable and integrated within the 
Motivational Interviewing process. In treatment, following the establishment of an 
understanding of patient unique values, their goals, and “problem areas,” assessing 
what stage of change the patient is fundamental for and how to proceed from a 
matching intervention standpoint in treatment. Typically, there are many problems 
that unfold over the course of treatment and it is critical for the clinician to assess, 
separately, what stage of change client/service users are at with each specific prob-
lem, as this answer will dictate the type of interventions that are most appropriate. 
The Stages of Change include pre-contemplation, contemplation, preparation, 
action, and maintenance. The following are characteristics that illustrate each stage 
of change. Pre-contemplation is marked by denial or an unwillingness to see or 
accept a certain problem area. Contemplation is characterized by an acknowledg-
ment of the problem area and ambivalence around change. Preparation is illustrated 
by a patient acceptance of a problem area with beginning efforts to developing a 
plan for change. Action is characterized by the patient’s engagement in actual, 
observable behavioral changes in relation to the problem area. Maintenance is 
marked by longer term investment in having made changes to address the problem 
area and continuing to maintain those changes. This Stages of Change model is 
based on various biopsychosocial theories of change and is stepwise in nature. An 
individual can enter at any point and move through these stages or fall back. The 
clinician’s role is to facilitate movement from one stage of change to the next.

7.8  Obstacles in Conducting MI in Individuals 
with Psychosis and Some Ways to Navigate Those

With psychotic disorder client/service users, common problems might be medication 
adherence, keeping appointments, substance abuse, etc. So it is critical to address 
specifically the nature of the problem and what stage of change the patient is in. If, 
for example, substance abuse and medication adherence are identified as problem 
areas, the clinician would assess what stage of change the patient was in for each of 
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these areas. Each stage of change requires different types of interventions. For exam-
ple, if the patient was in pre-contemplation regarding their substance use, the inter-
vention would be to increase the perception of risk in the patient’s mind of continuing 
the problematic behavior. If they were in contemplation regarding medication man-
agement, the clinician’s task would be to unearth the ambivalence around change and 
tip the scale, by weighing the pros and cons on both sides of the behavior (e.g., taking 
medication vs. not taking medication), both short term and long term. For a patient 
who reported that they are ready to stop drinking alcohol, in preparation, the clini-
cian’s task would be to help the patient come up with the best plan of action and help 
tweak that plan of action as necessary. For a patient who was now taking their anti-
psychotic medication as prescribed, the clinician’s task would be to reinforce and 
support the behavior. And for a patient who had made a commitment to not using 
cocaine and had been abstinent for longer than 6 months, the interventions appropri-
ate for the maintenance stage of change would be to identify alongside the patient 
strategies they could employ to sustain recovery and non-drug use behaviors while 
identifying potential high-risk situation coping strategies. It is important that in 
employing the Stages of Change model with client/service users with psychotic dis-
orders, taking into account their overall level of psychosocial functioning and reality 
testing, mood stability is critical in making assessments regarding what specific stage 
of change they are at as well as decisions around matching interventions.

Once areas for focus of treatment have been collaboratively agreed upon and 
specific problem areas identified and the specific stage of change carefully assessed 
the clinician from an MI standpoint, works to facilitate “change talk” on the part of 
the patient, both from a “preparatory and mobilizing” standpoint. Preparatory 
change talk can be characterized by four different elements, desire, ability, reason, 
and need. Evoking change talk (Miller and Rollnick 2013, p. 171–173), in the pro-
cess of preparation for change as the patient moves closer to addressing and chang-
ing problematic behavior, involves uncovering and evoking desire (e.g., “How 
would you like for things to change?”), ability (“What do you think you might be 
able to change?”), reasons (“What might be the three best reasons to change?”), and 
need (“What needs to happen, how important is this, and where do we start?”). 
Miller and Rollnick (2013) suggest the mnemonic, DARN, that can be used to 
remember these elements. As treatment progresses and the patient moves toward 
change, concretization of this process occurs, and within motivational interviewing, 
this involves increased “commitment,” “activation,” and “taking steps” or better 
remembered by the mnemonic CAT. Commitment is seen through the verbally 
expressed intention of change, whereas activation reveals more specifically what a 
patient is willing, ready or prepared to address, and taking steps, finally, involves 
specific activities the patient has done toward behavior change. Facilitating the ver-
balization of “mobilizing change talk” involves evoking activation talk (“Are you 
willing to give that a try?”), asking for commitment (“Are you going to do it?”), 
getting more specific (“How would you get ready?”), setting a date (“When could 
you do this?”), and preparing (“What would be a first step?”) (Miller and Rollnick 
2013, p. 272). Application of DARN CAT (Miller and Rollnick 2013) and the pro-
cess of mobilizing change talk, as applied to client/service users with psychotic 
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disorder, can be extremely helpful in helping them to identify areas of concern, their 
own beliefs about efficacy for changing behavior, why change in a particular area 
might be important, and identification what needs to happen next, a commitment 
toward attempting to make a change, increased specificity regarding next steps, and 
when, specifically, they can put the plan for change into action. The clarity and 
specificity of this process alongside keeping patient values, goals, and intentions 
front and center, in working collaboratively with a clinician who supports this pro-
cess, are conducive to good and effective clinical work.

7.9  Application of the “How” in Motivational Interviewing 
with Psychosis

Eliciting motivation for change from a Motivational Interviewing standpoint can be 
done through several strategies. Querying extremes (“If everything stays the same 
and nothing changes, what is the worst that can happen?” and “If you were to make 
a change, what is the best thing that could happen?”), “looking back” (“Do you 
remember a time when things were going well? What changed?”), and “looking 
forward” (“If you were to make a change, what would things look like for you five 
years from now?”) (Miller and Rollnick 2013, p. 176–177). This process keeps the 
patient’s thoughts, feelings, and needs about problem areas and behavior change 
central. For psychotic disorder client/service users, it can also strengthen the ability 
for client/service users to increase their awareness of their current situation, 
 experiences, values, problems areas, and goals for better functioning.

Sometimes, client/service users are deeply connected to behaviors that are 
 problematic and there is “resistance” in considering change. In the area of psychotic 
disorders, these can include medication adherence, problematic beliefs, social 
 isolation, unusually routinized/ritualistic behaviors, etc. Motivational Interviewing 
puts forth a number of strategies to manage resistance (Miller and Rollnick 2013). 
Some of these include simple reflection (simply conveying back to the patient what 
you understand them to be saying and expressing, without evaluation) which can be 
used at any stage of change; amplified reflection (amplifying one side of the ambiv-
alence to draw out the behavior on the other side of the ambivalence) best used in 
contemplation; double-sided reflection (in which the clinician reflects back to the 
patient what they have heard them say, both sides of the ambivalence) used during 
contemplation and for later stages; and emphasizing personal choice and control 
(expressing the clear truth that a patient’s decision regarding their behavior they 
have complete freedom, responsibility, and accountability for) which is good inter-
vention for client/service users in pre-contemplation and reframing (giving the 
patient an alternative way to consider their experiences that may allow for potential 
change) applicable for any of the stages of change. As noted above, these techniques 
for managing resistance to changing problematic behavior should be matched with 
the appropriate stage of change, for example, a patient with a psychotic disorder 
who reports using substances and while it “improves how I am feeling in the short 
run… seems to make my auditory hallucinations worse later.” A simple reflection 
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would be, “using substances seems to make you feel better in the short term, but 
seems to result in increasing distress and auditory hallucinations in the long run.” In 
simple reflection, you are just trying to convey that you understand how they think 
and feel. This has the effect of strengthening the therapeutic alliance, or at the very 
least maintaining it, in the face of resistance to change. An example of an amplified 
reflection would be, “It seems like your drinking really does make you feel better, 
maybe you should actually drink more,” and for a patient who is in the contempla-
tion stage of change, this will actually elicit the other side of the ambivalence (e.g., 
patient response: “No, I can’t do that… the drinking actually makes the voices I am 
hearing worse… I have to figure out a different way feel better rather than drink!”). 
Giving a double-sided reflection, the clinicians might say, “On the one hand, there 
is a part of you that really would like to continue to drink because it makes you feel 
better and on the other hand, the drinking that you are doing, over the longer term, 
seems to make you more distressed”). This technique is used for client/service users 
in contemplation or higher and used to convey to the patient that you as a clinician 
understand their ambivalence, dilemma, and conflict regarding change. Emphasizing 
personal choice and control is a strategy that highlights the patient’s own responsi-
bility for the decisions they make and is particularly good for client/service users in 
pre-contemplation, who are already struggling with the difference between what 
they would like to continue to do in their life and the pressure they are getting from 
others to change and then becoming further entrenched in their behavior. In this 
example, the clinician might say, “Tom, it is entirely up to you whether you decide 
to continue using substances. What impact, one way or the other, do you think your 
drinking has on your mental health? At the end of the day, you have to decide how 
important your overall health and stability is to you.”

7.10  Broader Applications of MI in the Context of Psychosis

Elements of Motivational Interviewing can be readily applied by professionals 
across different treatment professions and over the course of treatment within most 
sessions, the physician who is trying to have their patient with psychotic symptoms 
adhere to their medication, the psychologist who is trying to have the patient share 
more information with them about their experiences, the counselor who is trying to 
have their patient attend their sessions with more frequency, the nurse who is 
encouraging the patient to “open up” more in group, the substance abuse counselor 
who is attempting to engage the patient in relapse prevention strategies, the family 
member who is attempting to have their son (patient) attend the appointment with 
the psychiatrist, etc. Motivational Interviewing can be used across professional dis-
ciplines and modalities. Developing the therapeutic alliance has been shown to 
improve outcome and medication adherence in client/service users with schizophre-
nia (Julius et al. 2009), and one of the strongest elements of Motivational 
Interviewing, as has been discussed, is working to develop and sustain the therapeu-
tic alliance. Targeted use of MI can potentially be beneficial in improving medica-
tion adherence with certain groups of patients (Barkhof et al. 2013).
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7.11  Integrating MI with Other Evidence-Based 
Interventions

Motivational Interviewing can also be integrated across treatment approaches, e.g., 
cognitive-behavioral therapy, dialectical behavior therapy, family systems, psycho-
dynamic therapy, etc. For example, each of these theoretical treatment approaches 
noted above places an emphasis on developing the therapeutic alliance where the 
development of accurate empathy is important. Each of these theoretical approaches 
involves varying degrees of collaboration as well as patient or family centeredness 
in which the patient’s involvement and participation is vital. Each of these orienta-
tions involves “agenda mapping” and some decision making process involving what 
to work on in treatment and some efforts at planning how to proceed. Of course 
within each theoretical orientation, the contribution to these processes is different, 
but most treatment orientations can involve elements of motivational interviewing. 
Why? It is because the characteristics that define and describe the “spirit” of moti-
vational interviewing are universal to the human experience and, in many regards, 
draw on fundamental universal needs as human beings, e.g., understanding, accep-
tance, collaboration, compassion, affirmation, worth, value, commitment, etc. 
Motivational Interviewing in its spirit addresses these areas. The therapist, who 
defines themselves as psychodynamic, or cognitive-behavioral, or family systems, 
or eclectic, is recommended to become thoroughly versed on Motivational 
Interviewing as it can be readily integrated into most contemporary treatment 
approaches. These treatment approaches share elements of engaging the patient, to 
some degree focusing treatment, addressing areas where needs for change are iden-
tified and the ability and readiness to do so, as well as treatment planning. 
Motivational Interviewing can also enhance the efficacy of other treatment 
approaches, for example, the cognitive-behavioral therapist that is attempting to 
teach the patient cognitive-behavioral relapse prevention strategies to reduce or pre-
vent substance use secondary to efforts to cope with auditory hallucinations. 
Haddock et al. (2003) report significant improvement in patient functioning with 
combined cognitive-behavioral therapy and motivational interviewing. Instruments 
used to assess adherence to integrated Motivational Interviewing and cognitive- 
behavioral approaches for psychosis and substance abuse have also been developed 
(Haddock et al. 2012). Another example is the primary care physician who is 
attempting to improved attendance, medication adherence, and substance abuse. 
Westra et al. (2011) found that Motivational Interviewing can increase engagement, 
reduce substance use, and increase medication compliance and, that in this area, the 
evidence for the clinical support of Motivational Interviewing is the strongest. 
Possidente et al. (2005) also note that Motivational Interviewing can be used to 
increase medication adherence. For the psychodynamic therapist working with the 
psychotic disorder patient, attempting to increase greater awareness of the impact 
their behavior has on their own level of functioning, Rusch and Corrigan (2002) also 
suggest that there is some empirical evidence that Motivational Interviewing can 
increase insight and treatment adherence in schizophrenia. For the dialectical 
behavior therapist that is attempting to help the patient employ distress tolerance 
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skills to reduce cutting secondary to mood dysregulation, the Motivational 
Interviewing strategy of developing discrepancy in the patient’s mind between cur-
rent self-injurious coping behaviors and the achievement of patient-identified mod-
erate term goals might be helpful. Similarly, applying the stage of change model in 
assessing readiness to employ identified alternative healthy strategies of coping 
with distress and intervening with matching intervention to facilitate change. Also 
the family therapist who is attempting to improve a family member’s communica-
tion strategies to increase their patient’s attendance at psychiatrist appointments can 
be taught to be accurately empathic in strengthening their support and engagement 
with the patient to improve overall adherence and reduction in relapse.

In each of these scenarios described above, the clinician can apply the Stages of 
Change model in assessing readiness for changing problematic behavior and this 
will allow the clinician, regardless of the treatment model they are working from, to 
employ Motivational Interviewing strategies, as a precursor to facilitate readiness to 
respond to treatment interventions. These strategies are applicable for anyone who 
is working with clients to facilitate a behavior change, whether one is a primary care 
physician, psychiatrist, psychologist, social worker, nurse practitioner, nurse, coun-
selor, or family member.

In a similar fashion, the learning and application of Motivational Interviewing 
strategies of family members can only improve the quality of relationships, com-
munication, and efforts to promote healthy behavioral change. Improved medica-
tion adherence and decrease in relapse result in family members who have received 
some level of intervention and are actively engaged and supportive of client/service 
users (Julius et al. 2009). Many of the fundamental elements of motivational inter-
viewing, for example, the importance of conveying acceptance, absolute worth, 
affirmation, compassion, exploring values and goals, and autonomy, are all vital in 
healthy and growing relationships. Efforts of one family member attempting to be 
accurately empathic toward the patient in their efforts to understand and appreciate 
their experience of living with a psychotic disorder and communicate this under-
standing are vital to the establishment of trust in the relationship and the enhance-
ment of further communication and sharing of experiences. Demonstration of 
OARS by family members with the patient is a healthy communication style which 
enhances the family relationship. For example, a family member who practices ask-
ing open-ended questions (rather than close-ended) to learn more about the patient’s 
experiences, then being affirmative of their experiences and accurately empathic 
toward what they are experiencing, will only deepen the trust in the relationship. 
Summarizing has the effect of both conveying to the patient that the family member 
has understood what has been said and also allows for correction and further learn-
ing. This is particularly important as client/service users with psychotic disorders 
can have difficulty describing and explaining their experiences, often distrustful, 
choosing to limit what is communicated. The four processes of Motivational 
Interviewing – engaging, focusing, evoking, and planning – can all be expressed by 
family members in their efforts to improve and enhance communication with the 
patient through efforts to communicate and interact with them, helping to work with 
them in allowing them to make appropriate decisions regarding behavior and 
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change, emphasizing personal choice and control, eliciting their commitment, and 
“agenda mapping” and planning alongside them for preparation for specific steps to 
take toward change. Similarly, specific techniques to manage resistance such as 
simple reflections and double-sided reflections, emphasizing personal choice and 
control can be helpful in demonstrating both understanding and respect of the 
patient’s experiences and can be easily learned.

7.12  Training of Staff in Motivational Interviewing  
Can Occur in Any Number of Different Ways

Healthcare providers across disciplines can be easily trained to integrate and deliver 
Motivational Interviewing strategies to assess and increase client/service user readi-
ness and response to respective treatment. Psychiatrists, nurse practitioners, psy-
chologist, social workers, and other healthcare professionals can all implement 
Motivational Interviewing techniques – whether addressing medication adherence, 
attendance to appointments, follow-up with discharge planning, therapeutic home-
work, and other psychosocial needs that are common in working with individuals 
with psychotic disorders. Motivational Interviewing techniques can be easily 
learned and adopted. Certainly reading any number of different books or articles on 
Motivational Interviewing is necessary. Miller and Rollnick’s most recent edition 
(3rd) of Motivational Interviewing: Helping People to Change (2013) is highly rec-
ommended as a good starting place. Reading the first two editions of this book as 
each builds upon the last is also encouraged. Reading each of these books gives 
breadth and depth in understanding the principles, assumptions, strategies, and 
application of Motivational Interviewing. Attending workshops on Motivational 
Interviewing, attending formal training, reviewing online training resources, and 
receiving supervision by professionals skilled in Motivational Interviewing are all 
good practices in learning Motivational Interviewing. The healthcare provider 
working with client/service user with psychotic disorders who is also actively work-
ing with family members is encouraged to communicate and teach Motivational 
Interviewing strategies to enhance communication, quality of relationships, and 
health behavior change as the research suggests that improved family relationships 
marked by support and engagement improves outcomes.

It is worth noting that incorporating technology into the application of 
Motivational Interviewing can enhance accessibility and application of specific 
strategies, for example, the client/service user who has already written in informa-
tion related to their own specific goals and values and healthy lifestyle behaviors 
that are consistent with these goals and values and, similarly, the client/service user 
who has written in benefits and risks or short- and long-term medication adherence 
or the client/service user who has documented their plan of action toward sustaining 
behavior change of consistent attendance at healthcare appointments. These are just 
a few examples of where technology and the use of mobile devices can be used as 
part of strategies within treatment by the provider and client/service user as a vehi-
cle for accessing motivational enhancement information toward sustaining health.
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7.13  Summary and Conclusion

Motivational Interviewing is a treatment approach which is quite compatible with 
the treatment needs of individuals with psychotic disorders. Its emphasis on a 
patient’s own intrinsic value, worth, and individual “well” of resources, in and of 
itself, allows for growth and development in the patient. The processes of accurate 
empathy, acceptance, agenda mapping, assessing stage of change, eliciting motiva-
tion for change, and strategies for managing resistance and the strategies within can 
all be readily used by professionals across healthcare professions and well inte-
grated into existing major mental health psychotherapies. For these reasons, 
Motivational Interviewing could be considered as an important modality of treat-
ment in working with client/service user with psychotic disorders.
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8Brief Family Interventions in Psychosis: 
A Collaborative, Resource-Oriented 
Approach to Working with Families 
and Wider Support Networks

Frank R. Burbach

8.1  Family Intervention

Family intervention (FI) is a generic term for a range of therapeutic approaches to 
working with someone with psychosis and their family. Working with the signifi-
cant others as well as the patient – in other words focusing on the relationships 
within which the patient’s problem behaviors/symptoms are manifested – is known 
as a systemic intervention or therapy. All systemic practitioners work with as many 
as possible of the key people involved with the patient (and affected by the behav-
iors). In some cases, this is the partner/spouse and in others the immediate family, 
wider family, or support network. The field therefore includes couple, family, and 
network approaches, and in this chapter, the author refers to both “systemic” and 
“family/network” approaches to denote this range of approaches which all focus on 
relationships.1 Even in a brief systemic intervention, the family/network members 
attending therapeutic sessions will often vary from one session to the next. Ideally 
this will be decided by the family and therapist on a session-by-session basis to 
enable particular topics to be addressed, but sometimes the attendance at a family 
meeting is determined by practical issues such as availability.

1 It is also possible to work systemically with an individual if the focus of the conversation is on 
relationships; an empty chair technique is often used in such cases: “If x were here, what would he 
say…?”
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8.2  Rationale for Working with Families

In light of the disabling effects of psychosis on an individual’s functioning  
(see Chaps. 1 and 2), it is not surprising that there is considerable evidence that 
concerned family members and other individuals within the support network are 
adversely affected. This has been most extensively demonstrated with people expe-
riencing long-term disability (see research literature on “objective” and “subjective 
burden,” e.g., Fadden et al. 1987; Schene et al. 1994), but there is also considerable 
evidence of the adverse effect on families in the early stages. The first episode of 
psychosis often develops when the person is in close contact with their family of 
origin, and concerned family members are often pivotal in their initial engagement 
with mental health services. Families are often extremely worried about their rela-
tive and feel let down and unsupported by services, resulting in particularly high 
levels of distress and a range of mental health symptoms such as anxiety and depres-
sion (Addington et al. 2003; Onwumere et al. 2011b; Patterson et al. 2005). 
Numerous clinical guidelines (Bertolote and McGorry 2005; Dixon et al. 2010; 
IRIS 2012; NICE 2014; Worthington et al. 2013) therefore explicitly recommend 
actively supporting families and involving them as partners throughout the care 
pathway, with a particular emphasis on active engagement with relatives from their 
first contacts with services (creating a “Triangle of Care”).

Personal reports of recovery in memoirs (e.g., Saks 2007) or in journals such as 
the Schizophrenia Bulletin also attest to the importance of having the support of 
family members and friends. Family supporters often play a crucial role as naviga-
tors and advocates, helping their loved one through a maze of often fragmented 
health care services. It may be useful to briefly summarize the extensive evidence 
base for family interventions (FI) at this point. Systematic reviews of clinical trials 
indicate that FIs are clinically effective and cost-effective (Pharoah et al. 2010; 
NICE 2014; Mihalapoulos et al. 2004). Adding FI to standard care (medication and 
supportive follow-up) more than halves the relapse rates, and the cost of this addi-
tional intervention is more than covered by the savings made, particularly because 
of reduced hospital admissions. Most of these studies have been conducted with 
long-term service users, and the evidence is less well developed for first-episode 
psychosis (FEP), but a systematic review and meta-analysis by Bird and colleagues 
(2010) demonstrated that FI also significantly reduces relapse and readmission rates 
for this group of patients.

Evidence supporting the involvement of significant others in mental health treat-
ment can also be found in the systemic therapy and couple therapy literatures (von 
Sydow et al. 2010; Stratton 2011; Baucom et al. 2012). A radically different mental 
health service which has been developed in Western Lapland in Finland arguably 
provides even stronger evidence for a family-/network-based approach (Seikkula 
2003; Seikkula et al. 2001). This service, which provides a family/network crisis 
intervention and minimizes use of psychotropic medication, has achieved remark-
able clinical and functional outcomes e.g., around 75 % of those experiencing psy-
chosis returned to work or study within 2 years and only around 20 % were still 
taking antipsychotic medication at 2-year follow-up (Seikkula et al. 2006).
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8.3  A Note About the Historical Context of FI

A casual reader of FI literature might be confused about the plethora of models 
described, and it is useful to be aware of the phases of development in the field. 
Psychoeducational family management approaches developed from the “expressed 
emotion” (EE) studies contrast their approach with the earlier systemic family 
 therapy approaches (Burbach 1996). Systemic family therapy, however, has been 
developed through a number of phases, and contemporary practice is 
 socio-constructionist in nature (see Dallos and Draper 2010). Psychoeducational 
approaches have also developed over time – they are now more cognitive than 
behavioral in orientation. This has led to a fifth phase of family intervention in 
 psychosis (Bertrando 2006) – the integration of systemic and psychoeducational 
approaches. In Somerset, UK, our group has developed a range of services based on 
an integrated approach since the mid-1990s (Burbach 2013b). This chapter presents 
a pragmatic brief intervention suitable for use in routine clinical practice, based on 
this integrated approach.

A historical understanding is helpful because it explains fundamental shifts in 
values underlying the approaches. Early approaches were “modernist” – believing 
that therapists, as “experts,” should reeducate family members or restructure family 
relationships. In contrast, contemporary “postmodern” approaches acknowledge the 
subjective nature of reality, the need to work within people’s belief systems in a 
 collaborative and respectful way, and the importance of self-reflexivity. This shift to 
a constructivist/social constructionist approach predominates in the field of family 
therapy, but it can also be seen in the CBT field with the development of concepts 
such as “radical collaboration and acceptance” and a focus on strengths and  solutions 
(e.g., Chadwick 2006; Padesky and Mooney 2012; Rhodes and Jakes 2009). 
Recently a number of these therapeutic approaches have been categorized as 
“resource-oriented therapeutic models” (Priebe et al. 2014).

Historical differences in the FI field have also narrowed because there is now 
greater understanding of the processes underlying empirical measures of distress 
and family tension (Burbach 2013a; Kuipers et al. 2010). Different interventions are 
required to address the specific maintenance factors involved in the three common 
care giving relationships in psychosis – “positive,” “over-involved,” and “critical/
hostile” – in order to optimize therapeutic outcomes. It is worth noting that while 
both over-involved and critical/hostile styles of interaction are clearly associated 
with poor clinical outcomes and that the former style has a poorer outcome with 
psychoeducational family management approaches, it is now recognized that these 
EE styles reflect normal coping strategies and develop over time (McFarlane and 
Cook 2007; Patterson et al. 2005; see Burbach 2013a for a detailed review).

These interaction patterns can be addressed in a number of ways, but the typol-
ogy developed by Baucom and colleagues (2012) in their work with couples pro-
vides a useful framework2:

2 Baucom differentiates “partner-assisted,” “disorder-specific,” and “couple” therapies.
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 1. Some interventions simply enlist the support of significant others (e.g., relatives) 
as “assistant therapists”; for example, the clinician may model how to gently 
help the patient to test out whether his/her thinking is supported by the evidence 
or a family member could support the patient to carry out a planned “homework” 
task.

 2. Other interventions may be focused on particular family interactions which are 
maintaining problems – for example, a withdrawn inactive patient may not have 
any incentive to go out to the shops if their partner has taken over this role 
(encouraging both parties to change this pattern is much more likely to result in 
rapid change than to focus solely on the patient’s motivation in individual ther-
apy sessions).

 3. In other cases, the intervention would focus on more pervasive relationship prob-
lems (especially couple issues) because the ongoing high stress levels would not 
be conducive to recovery. Only the first two types of interventions (“significant 
other-assisted” and “disorder-specific” family work) would generally apply to 
brief FI. Longer term couple or family therapy would usually be required to 
address long-standing and severe relationship distress.

The literature on solution-focused brief therapy (SFBT) is also pertinent. This is 
a well-developed systemic therapy approach which explicitly focuses on the pat-
terns of interaction which are most directly relevant to the symptoms (cf. Baucom’s 
type 2 FI), but it pays particular attention to the solutions (“noticing what already 
works”) and uses techniques such as miracle questions, scaling, and focusing on 
exceptions (de Shazer 1985; Trepper et al. 2012). A systematic review of 43 studies 
concluded that they provided “strong evidence that SFBT is an effective treatment 
for a wide variety of behavioral and psychological outcomes and, in addition, it may 
be briefer and therefore less costly than alternative approaches” (Gingerich and 
Peterson 2013: 266). The reader will see that the integrated brief family intervention 
described in this chapter contains many aspects of SFBT.

Despite its origins in working in a more manualized way (using a standard pack-
age) with people with long-standing disability resulting from psychosis and its 
treatment, it is also worth noting that the new consensus in the field is that FI should 
be tailored to the individual family’s needs (the problems they are concerned about). 
This is especially the case when working with families coping with early psychosis 
when it is important to focus on the emotional distress and to discuss psychotic 
symptoms rather than diagnosis (Burbach et al. 2010; Gleeson et al. 1999; Onwumere 
et al. 2011a).

Research into the real-world implementation of evidence-based FI is also note-
worthy. It has proved a challenge to develop routine FI services in comprehensive 
mental health services such as in the UK even following staff training (Fadden 
1997). The challenge is even greater in more fragmented health systems such as in 
the USA where “family services are rarely utilized as part of routine care, and the 
majority of families are not having regular contact with the treatment team” (Cohen 
et al. 2010: 32). The literature indicates that there are a range of barriers to success-
ful implementation of FI – systemic (especially organizational) issues are often 
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paramount, but there are also individual factors such as the service user not wanting 
to involve family members (often because they do not want to “burden” their rela-
tive) or being estranged from their families, family members not responding to invi-
tations to undertake FI (this is usually not the case if this is offered from the family’s 
first contact with a service), and staff attitudes (e.g., “families are dysfunctional or 
toxic”) and perceived lack of skill to deal with the complexities of family work (fear 
of “opening up a can of worms”). Training can overcome many of these barriers, but 
systemic issues such as lack of time, little or no supervision, services not being 
reimbursed by medical insurance companies, or legal barriers such as the HIPAA3 
rule have to be addressed if formal FIs are to be successfully offered.

These are the wider historical, theoretical, and service contexts within which the 
integrated brief family intervention presented below can be situated. The author 
would argue that clinicians need to feel empowered to take any opportunities that 
present themselves to work with families, however brief. Where possible this can 
then be boosted by more formal FI. The next section will attempt to provide a “nuts- 
and- bolts” description of a flexible, integrated approach.

8.4  The Clinical Approach

A brief, focused, resource-oriented approach to working with families and wider 
support networks which would be widely applicable is now described. At the heart 
of this approach is the collaborative therapeutic relationship where everyone’s 
views are valued and respected. If the therapist creates a sufficiently safe space, the 
patient and family/network members will be able to share their thoughts and 
 feelings and find more effective solutions to their current concerns. During such 
conversations, it often becomes clear that significant others have inadvertently 
reinforced the problem behaviors and the whole system can be enabled to change 
unhelpful interactional patterns through shifts in their beliefs, appraisals of one 
another’s motives and actions, and by practicing new behaviors. In previous publi-
cations, our group has described this as a “cognitive interactional” approach 
(Burbach and Stanbridge 2006).

This brief collaborative systemic intervention can be described in terms of seven 
overlapping phases:

 1. The provision of information and emotional and practical support
 2. Identification of patient, family, and wider network resources
 3. Encouraging mutual understanding

3 The US Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule and the UK 
Information Governance laws (Caldicott Guidelines) require health professionals to protect the 
privacy of health information. These legal frameworks attempt to strike an appropriate balance 
between the protection of the patient’s information and the use and sharing of such information to 
improve care, but their emphasis on confidentiality often results in defensive practice with family/
carers being excluded from care.
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 4. Identification and alteration of unhelpful patterns of interaction
 5. Improving stress management, communication, and problem-solving skills
 6. Relapse prevention planning
 7. Ending

8.4.1  Phase 1: The Provision of Information and Emotional 
and Practical Support

At times of crisis, such as when a family member develops psychotic symptoms, 
takes a turn for the worse, or exhibits an extreme behavior, family members are often 
in a state of “shock” and feeling confused, overwhelmed, upset, despairing, or angry. 
Their attempts to get help have often been frustrating, and they may have had trau-
matic experiences due to their loved one’s reactions and contacts with police, com-
pulsory admissions, etc. Other experiences of the mental health services such as 
seeing chronically disabled psychiatric patients when visiting their relative, as well 
as possibly seeing their loved one’s adverse reactions to their treatment, commonly 
leave relatives feeling afraid and despondent about the future. The reactions of the 
wider community due to the stigma still surrounding mental illness in many societies 
often compound both the patient and the family members’ sense of hopelessness.

The most important first step in any family intervention is therefore to provide 
family members with tailored support and information. Providing families with 
emotional support primarily involves listening to the family members’ experiences 
and validating them. This often involves undefensively accepting that the family 
feels that they have been let down due to gaps or inadequacies in mental health ser-
vices. Normalizing their reactions to these traumatic events is the next essential step 
before exploring their understandings and offering information in order to help the 
family to feel more empowered to cope. This approach is sometimes called psycho-
education (Xia et al. 2011) to contrast it with other forms of therapy, but there is a 
danger that clinicians might see their roles as “teachers” and that the family will feel 
“talked down to” and disempowered (Szapocznik and Williams 2000). Good clini-
cal outcomes should not be evaluated in terms of family members’ increased under-
standing of the medical model. What is required is much more than the provision of 
information leaflets; and if these are used, they should simply be adjuncts to the 
process. What needs to occur is a conversation where the clinician finds out how the 
different family members make sense of the psychotic experience and help them to 
build on this foundation so that they develop a more coherent, helpful understand-
ing. For example, in a family session, we had a useful discussion about psychosis by 
exploring the client’s description of it as “an ugly monster” and the family mem-
bers’ view that this behavior was her adopting a childlike persona and playing a 
role. This led to them making a connection with their regular game of playing dif-
ferent characters and speaking in different accents during family meals. A subse-
quent exploration of the way in which her father and oldest brother were very 
expressive with their anger while her mother and her second oldest brother denied 
and avoided such feelings led to a helpful understanding of the psychosis as a way 
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of expressing unbearable feelings. In essence this is a therapeutic process rather 
than an educational one, and the clinicians should resist the temptation to impose 
their framework of understanding.

In particular professionals should not insist that people agree with the view that experiences 
are symptoms of an underlying illness. Some people will find this a useful way of thinking 
about their difficulties and others will not. (Cooke 2014: 105)

Many people make sense of their experiences as a response to life’s stressors and 
trauma, or in terms of a spiritual experience, and will find such personalized under-
standings more helpful for regaining optimum functioning following an episode of 
psychosis than an “illness model.” The clinician’s role is to tentatively and respect-
fully provide information which helps to develop these personalized understandings 
of the psychosis. There is also a great deal of general information that can helpfully 
be shared – information about services, what to do in a crisis, additional sources of 
support, etc.

8.4.2  Phase 2: Identification of Patient, Family, and Wider 
Network Resources

Besides listening and acknowledging problems that are facing the family, it is also 
important to take any opportunity to identify individual’s strengths and competencies. 
Solution-focused therapy, narrative therapy, and other competency-based therapeutic 
techniques are useful in this regard (Bertolino and O’Hanlon 2002). For example, a 
clinician might comment “you are coping really well with…” or “what did you draw 
on to find the strength to go on at that point?” In the initial meeting(s), it is useful to 
explore the potential contributions of members of the family/wider network and the 
things that they have tried to do to help (“attempted solutions”). During times of crisis, 
when the patient may be acting irrationally and may even present as a danger to him-
self/herself or others, the wider network can be an invaluable resource. It is often 
important to keep an eye on the patient and help him/her to occupy his/her time, but 
this can become unhelpful if the patient feels overly scrutinized or pressured. Some 
members of the network may have less complex relationships with the patient and 
may be better suited to take on this task, or they may be able to help share this role.

Besides harnessing the network to solve particular problems and taking any 
opportunities for reinforcing competencies, it is also important to notice exceptions 
to problems and when they have found solutions to their problems (e.g., “It is good 
to hear that there are times when x is able to ignore the intrusions of the voices”). 
People often report partial solutions to their problems but discuss them as failures. 
By gently exploring these, the clinician can help family members to recognize that 
they are able to deal with their difficulties and thereby encourage them to renew 
their efforts. Often a potentially useful strategy is only partially implemented 
because people expect it to fail. Any discussions which increase the patient and 
significant others’ sense of agency and hope for the future will be a therapeutically 
useful conversation, and this should be the overarching aim of the clinician.
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8.4.3  Phase 3: Encouraging Mutual Understanding

Relationships often become fraught when a family member develops the confused 
thinking, perceptual abnormalities, and fears, becomes withdrawn or displays odd 
behaviors, or develops a lack of interest in everyday activities which are commonly 
associated with psychosis. A brief intervention is most likely to be effective if available 
as early as possible, before these problems have become entrenched. Systemic thera-
pists refer to the way families/networks change and adapt to the new stressful situation 
as “trauma-organized systems” (Bentovim 1996). Trauma-organized systems are often 
unhealthy for all concerned: family members commonly become angry, critical, or 
hostile, and the patient becomes angry and fights back or, more often, withdraws (and 
in both cases is more likely to relapse). In other cases, family members may be overly 
fearful, watchful, and over intrusive, and the patient feels “smothered” and may become 
stuck in a “chronically disabled role.” Again, in this scenario, the patient is more likely 
to have a further episode of psychosis, and the family members are more at risk of 
developing common mental health problems such as anxiety and depression.

Besides creating a safe space for all family/network members to express their 
fears, frustrations, and other feelings and responding with active listening, valida-
tion, and other general (nondirective) counseling skills, family/network sessions 
offer the opportunity to increase mutual understanding. Clinicians should try to get 
each person present to his/her their thoughts and feelings as a first step. This will 
require facilitation skills, with the clinician “bringing in” the different contributors 
and making sure no one feels silenced and no one dominates the conversation. This 
role can be likened to that of a Conductor of an Orchestra – most of the time only a 
light touch is required, for example, using humor, asking a question, or reflecting on 
a process in the room (Burbach 2016; Stanbridge and Burbach 2007). On some 
occasions, a firmer, more active approach may be needed to steer the conversation. 
Clinicians should stop discussions which are excessively blaming or otherwise 
harmful if the family members don’t appear to be able to do this themselves.

A safe conversation in which everyone feels heard and validated is often a pow-
erful emotional experience and in itself can be enough to help people to develop 
more positive, mutually supportive relationships. Commenting on the positive 
aspects of family/network relationships can benefit the emotional atmosphere in the 
session and help to move the session forward to a point where the family can suc-
cessfully resolve their problems. It is therefore useful to make observations such as 
“you are a close, supportive family,” “that really shows how much you care for x,” 
or even “the fact that you are here today shows that you care and want to help.” 
However, sometimes the clinician will need to explore issues in more detail and to 
more explicitly address unhelpful interactional patterns (see Phase 4 (Sect. 8.4.5)).

8.4.4  Commentary

We find that as little as one session, encompassing the first three phases, can be an effec-
tive brief intervention. This can be conceptualized as helping the family “back on track” 
and is most likely to suffice if the family members have previously had reasonably 
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positive relationships and if the family’s unhelpful coping strategies have not yet become 
“set in concrete.” However, even in cases where we are able to intervene early, it is often 
necessary to provide further sessions as part of a brief intervention. This would often 
involve addressing unhelpful family patterns and developing coping skills.

8.4.5  Phase 4: Identification and Alteration of Unhelpful 
Patterns of Interaction

Families often report their problems in a generalized (and blaming) way, and it is use-
ful to explore specific situations and help family members to recognize that they are 
often part of a repeated pattern to which they all contribute. An exploration of 
sequences of behaviors (or “circularities”) regarding specific incidents (e.g., “Let’s 
look at what happened yesterday evening”) allows a detailed exploration of the feel-
ings, beliefs, and actions of the participants. A “cognitive interactional cycle” can be 
drawn out on paper with the family by clarifying a (problem) behavior and then asking 
about the circumstances leading up to it and the appraisals, emotional reactions, and 
response to the behavior. An example of a cognitive interactional cycle is provided 
below (and other common examples are detailed in Burbach 2013a) (Fig. 8.1):

Emotions:

-Frustration

-Anger

-Sadness

-Grief

Young person

Inactive
withdraws
Psychotic
Symptoms

‘unreasonable’
‘treating me like a

child’
‘don’t understand’

Criticises
Questions

Shouts

‘He/she
is lazy’

Parent

Fig. 8.1 Cognitive interactional cycle
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As mentioned previously, the exploration of such cognitive interactional cycles 
can be a powerful therapeutic experience as the different family members all realize 
that they have been misinterpreting each other’s motives and have inadvertently been 
reinforcing the problem behavior. This technique not only results in increases in 
mutual understanding and a consequent improvement in the emotional climate in the 
family but can also help identify specific targets for intervention. In the example 
above, working with either party could result in a new, more positive interactional 
cycle developing. Behavioral techniques with the patient such as goal setting and 
positive reinforcement of approximations of the desired behavior and communica-
tion training with the parent could result in the patient becoming more active and less 
withdrawn and the parent becoming less critical. Focusing on their appraisals of each 
other (exploring alternative understandings) is another avenue to engender helpful 
change. For the patient, more helpful alternative cognitions that may develop could 
be “They are getting upset with me because they are concerned/care about me and 
want to help” and for the patient might be “She is struggling with (difficult symp-
toms) and doing the best she can. I’ll try to support her without pressurizing her.”

If the exploration of interactional cycles is not sufficient, and the “spontaneous” 
alteration of feelings, beliefs, and feelings does not occur, then more structured 
cognitive-behavioral skills training may be required (see Phase 5 below (Sect. 8.4.6)).

8.4.6  Phase 5: Improving Stress Management, Communication, 
and Problem-Solving Skills

It is often not enough to provide information regarding the stress-vulnerability 
model (phase 1) in order to reduce the emotional tension in the family (and reduce 
the likelihood of relapse and the family members developing their own mental 
health symptoms); helping them to develop specific stress management skills is 
often required. A range of techniques can be adopted, and, again, if this is decided 
in collaboration with the family and fits with their values and beliefs, the techniques 
are more likely to be used and to be of benefit. Yoga (see Chap. 5), meditation, 
relaxation, exercise, or simple breathing exercises such as 7–11 breathing (breathe 
in for a count of 7 and out for a count of 11) can be very useful. Different family 
members may be more or less receptive to these ideas, but even a reduction in one 
person’s stress levels can benefit the overall family atmosphere and is therefore 
worthwhile. These activities can also help to strengthen couple or family relation-
ships, so finding one that everyone is prepared to join in with is the ideal.

Communication difficulties are at the heart of many stressful family interactions 
(whether the family has someone struggling with psychosis or not!). Some families 
with psychosis have specific communication difficulties (Doane et al. 1981), but 
many people in the “normal population” have poorly developed communication 
skills. Specific guidelines for clear, direct, and positive communication have been 
developed (Falloon et al. 2004), and many families benefit from practicing and fol-
lowing these. For example, rather than criticizing, family members can practice 
calmly asking a person to carry out the desired behavior: “It really makes me feel 
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cross when you… please do…” Similar communication skills guidelines have been 
developed for active listening, expressing positive feelings, and expressing negative 
feelings (see Table 8.1).

Some families also find it helpful to improve their problem-solving skills. Providing 
families with information about the 6 problem-solving stages (Falloon et al. 2004; see 
Table 8.2) and helping them to practice these can provide a useful family ritual which 
can reduce stress and help prevent problems from becoming entrenched. Many fami-
lies will set a regular time each week for a family meeting in which problems are 
worked through, with family members rotating the roles of chairperson and scribe/
secretary. This structured format enables difficult issues to be addressed in a safe way.

8.4.7  Phase 6: Relapse Prevention Planning

Most people with psychosis and their friends/relatives are concerned about the 
 possibility of relapse, and thus, this often becomes the agreed focus for family 
 sessions. Exploring the factors which led up to the psychotic episode – predisposing 
(“background issues”) and precipitating factors (“triggers”) as well as the sequence 
of prodromal and psychotic symptoms – is very useful as a therapeutic technique. 

Table 8.1 Communication 
skills training (based on 
Falloon et al. 2004)

Active listening

Look at the speaker and attend to what is said

Nod head, say “Yes, Uh-Huh”

Ask clarifying questions (e.g., “What happened next?”)

Check out what you heard (e.g., “So what you are telling me 
is …”)

Expressing positive feelings

Look at the person

Say exactly what she or he did that pleased you

Tell the person how it made you feel

Making a positive request

Look at the person

Say exactly what you would like that person to do

Tell how it would make you feel

In making positive requests, use phrases like:

“I would like you to …”

“I would really appreciate it if you would …”

“It is very important to me that you help me with the …”

Expressing negative feelings

Look at the person: speak firmly

Say exactly what the person did that upset you

Tell the person how it made you feel

Suggest how the person might prevent this from happening in 
the future
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“Storying” or “integrating” the psychotic experience results in better outcomes than 
“sealing over” or “burying it” but also enables the patient, family, and professionals 
to identify specific “warning signs” of relapse and to agree an intervention plan 
should this “relapse signature” occur again. In some services, it is also possible to 
agree “advance statements” or “directives” where the patient specifies his/her pre-
ferred options for treatment should he/she becomes ill again. For example, he/she 
may express a preference for a particular medication or specify that a particular 
relative should be contacted even if, when acutely unwell, he/she is likely to express 
the wish that no one be told that he/she is in the hospital.

8.4.8  Phase 7: Ending

Whatever the components of the intervention, it is good practice to review progress 
and reflect on the key “learning points” at the end of each session and at the end of 

Table 8.2 Six-step problem-solving approach (based on Falloon et al. 2004)

Step 1: What is the problem or goal?

Talk about the problem/goal – get everybody’s opinion; ask questions to clarify. Then write 
down the agreed problem/goal

Step 2: List all possible solutions

What has worked in the past? What would a friend say? Get everybody to come up with at 
least one possible solution. Put down all ideas, even if you think they won’t work. List the 
solutions without discussion

(1) _________________________________________________________________

(2) _________________________________________________________________

(3) _________________________________________________________________

(4) _________________________________________________________________

(5) _________________________________________________________________

Step 3: Consider pros and cons of each solution

Quickly discuss the main advantages and disadvantages (pros and cons) of each possible 
solution

Step 4: Choose the solution that seems best

Choose the solution that can be carried out most easily to solve the problem

Step 5: Plan how to carry out the best solution

Be specific: Who? What? When? Where? How?

What could cause problems and how could you get around this? What resources are needed? 
Practice difficult steps. Plan time for review

(1) ___________________________________________________________

(2) ___________________________________________________________

(3) ___________________________________________________________

(4) ___________________________________________________________

Step 6: Do it! try out the solution and review results

Did it work? Which aspects worked? Focus first on what worked well. Praise all efforts. 
Revise as necessary/try out another solution (return to Step 3 and 4)
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the course of therapy: “How did you find today’s session? Can you think of one 
thing that you can take away from our meeting today?” It is also useful to encourage 
the family to make some notes/provide them with a bullet point summary of “key 
points.” If the family then decides not to continue with the meetings, each session 
will feel like a completed “mini intervention,” and this will help consolidate the 
work.

It is also useful to discuss how new strategies can be kept in place/practiced and 
to consider how to prevent or respond to “lapses” at the end of certain sessions and 
at the end of therapy. This should be done in detail in the last planned session: 
“What will you notice if your voices/fears/worry start to invade your life again? 
What triggers should you need to look out for? What will you do if you notice your 
unhelpful habits/problems creeping up again? What strategies will you use to ‘nip 
this in the bud’? What qualities will you draw on to overcome this? Who else can 
support you to beat (the problem)? How can they best support you?”

8.4.9  What Would This Brief Intervention Look Like?

With some families, the sessions can touch on all seven phases even if the family 
intervention is only two or three sessions. However, in most cases, the meetings will 
not be able to include the development of specific skills without an agreement to 
devote sessions to this work (and thus a longer series of sessions – typically up to 
ten would need to be agreed). If a typical brief family intervention of three to five 
sessions is offered, this often proves sufficient to improve the emotional climate, 
help the  family to (at least begin to) change some unhelpful patterns, solve some 
immediate problems, and feel prepared and supported should they need to access 
services again.

Brief family interventions can also be incorporated into routine practice such as 
monitoring visits by psychiatrists or care coordinators/case managers where a 5- or 
10-min addition to the visit could focus on FI. This can be done by arrangement but 
can also take place “spontaneously” by involving a family member who happens to 
be present at a routine home visit. The family member does not even need to be 
physically present, as illustrated by the case vignette provided by Dr. Narsimha 
Pinninti, one of the book editors, below.

Case vignette
JH, a 37 year old male living with his elderly divorced mother of 66 was being treated in a 
partial hospitalization program and carried a diagnosis of schizo-affective disorder and 
OCD. One of the chronic sources of stress for both the mother and son was their frequent 
negative interactions triggered by him expressing delusional thoughts. He believed that 
sounds on the road were from his neighbors, the leaves that blew into their house were them 
trying to send a message and bully him. He would express them several times a day, that 
would frustrate his mom and she would retort by saying that everything was in his mind and 
that he is bothering her. He would feel guilty about it and would be withdrawn and then she 
would get upset that he was sad. Their perception of each other was “we get on each other’s 
nerves”.
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In a medical monitoring visit, the psychiatrist specifically enquired if he had positive 
interactions with his mom lately and he was able to describe that on one occasion she 
did not get angry when he talked about neighbors and instead explained that he should 
not let others’ actions bother him. The clinician explored his feelings following this 
positive interaction and he was able to describe both relief and appreciation of what his 
mom said and how she said it. With his permission, the psychiatrist called his mom and 
had her on the speaker phone and asked the client to express his positive feelings and 
appreciation towards his mom. She was pleasantly surprised to hear this from him and 
after thanking him explained that she does not know how to stop his delusional thoughts 
as they are not true. The Psychiatrist explained that she should not feel responsible to 
stop his thoughts. The Psychiatrist also explained what he found helpful in working on 
these thoughts with the client. One was to try to gently explore with the client if there 
was any evidence for the belief. This was framed to mother as ‘tapping into his logical 
thinking part’ and working with it to examine his belief. The client then said that he 
would be happy if his mom listened to him and did not ask him to stop thinking those 
thoughts. His mom said that she would not be so burdened if all she had to do was just 
listen and not having to think that she has to do something to make his thoughts go 
away. Next the psychiatrist asked mom to describe something positive JH did in the last 
week and she was able to say that he expressed concern about her physical health and 
helped her with cooking. JH was pleased to hear positive comments from mother. Then 
the psychiatrist asked them both how often they express positive feelings and both 
agreed that they usually do not. It was suggested that they try to express positive feel-
ings to each other. This intervention did not take more than 6 or 7 minutes and led to 
both of them feeling good about each other and that they had a way of moving 
forward.

8.5  Cultural Considerations

It may be reasonable to assume that “collectivist” and “individualist” cultures hold 
differing views on the role of the family and that this may affect family participation 
and involvement in mental health services. Despite needing to be sensitive to such 
issues, however, most family members are likely to be highly concerned about their 
loved one and can be successfully engaged in services, especially if this is done 
early on.

It has been shown that family interventions can be successfully adapted to a 
range of cultural contexts (NICE 2014), but there is also some evidence that with 
particular cultural groups, a manualized approach can result in increased stress lev-
els and worse outcomes (Telles et al. 1995). In contrast, the flexible approach 
described in this chapter is based on a collaborative therapeutic relationship, with 
the clinician adopting a position of respectful curiosity. Whether one is working 
with people who appear to be from a different cultural background or not, adopting 
a respectful, cautious, curious position (guarding against making assumptions about 
how people should live their lives) is essential. This does not mean ignoring one’s 
ethical or moral values, but being open-minded about things that are discussed, and 
exploring (to what extent) these is helpful to the individual and their family or not. 
However, if this respectful exploration reveals exploitation, abuse, or any other 
harmful behaviors, then this should be addressed in the sessions and appropriate 
safeguarding or law enforcement procedures followed.
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8.6  Service Considerations

The collaborative, resource-oriented brief family/network therapy described above 
should not be considered in isolation. Working in this way is most likely to optimize 
outcomes if it is at the heart of the approach of the wider service (cf. Open Dialogue 
services in Finland) rather than simply added to standard care. A recent report 
(Knapp et al. 2014) details a range of evidence-based interventions and services 
which can significantly improve outcomes which would all, ideally, be available in 
an integrated manner. Liberman et al. (2002) review the factors related to recovery 
from schizophrenia and conclude that recovery is most likely with “comprehensive, 
evidence-based, continuous, coordinated, and consumer-oriented services” (p. 267).

Although the above may sound like a call for a “revolution” in the delivery of 
mental health care, perhaps the most radical and also achievable change would be to 
develop more family-oriented services. The author has argued (Burbach 2012, 2015) 
that this can be done by slowly increasing the “menu” of services for families and 
that, especially if we intervene early, the “sufficiency principle” (Cohen et al. 2008) 
can be utilized – providing a range of family-based services so that the needs of cli-
ents and family members can be met with the least intensive intervention. Employing 
a few family specialists can lead to the development of a cost-effective “stepped 
care” service if part of their remit is the wide-scale training of frontline mental health 
staff in family inclusive practice and family interventions (Stanbridge and Burbach 
2014). Although good listening and basic counseling skills go a long way, these fun-
damental skills would ideally be augmented by training in at least foundation-level 
systemic (and solution-focused) therapy as well as behavioral family therapy (BFT). 
The relevant courses vary in length: the BFT skills used in phase 5 usually require 
4–5-day training, numerous workshops and courses in systemic therapy are avail-
able, and Open Dialogue is taught on courses lasting a minimum of 1 year.

While the barriers to family interventions can best be overcome by people who 
have some influence on the delivery of mental health care, all clinicians can choose 
to begin to practice in a more family-oriented manner. This is possible even when 
someone has more long-standing mental health problems and family members are 
estranged or geographically distant. In such cases, family interventions may be 
more appropriately delivered to relatives without the patient present. Such programs 
can be successfully delivered by peers (Lucksted et al. 2013) or professionals 
(Lucksted et al. 2012). Technological solutions such as Internet-based FI programs 
and the use of smartphones and computer tablets also show great promise in this 
regard (Ben-Zeev et al. 2015).

 Conclusion
The approach described in this chapter has been simplified into seven phases, but 
the reader will have recognized that many of the therapeutic skills have been 
drawn from different therapy models, all of which may be of use to a clinicians 
wishing to develop their therapeutic practice. What this work has in common, 
however, is a focus on reinforcing strengths and enabling people to feel able to 
solve their own problems. While many will find it helpful to use the seven phases 
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as a guide to providing brief family interventions, it should be recognized that 
these are fluid and that clinicians should not try to impose a structure on the fam-
ily but should rather construct a therapeutically useful conversation with families 
based on their main concerns. These may vary from session to session, and it is 
therefore helpful to start each session by asking how they would like to use the 
time today.

Although the seven phases can helpfully structure therapeutic work, per-
haps the greatest benefit of any therapeutic model is that it makes the clini-
cian feel more secure and hopeful, and it is then possible for them to enable 
the regeneration of these feelings in the people they are trying to help. In 
Somerset we find these phases helpful, but we are also intrigued by the Open 
Dialogue approach, and while we have many aspects in common, we are 
moving toward this less structured and even more collaborative way of 
working (Seikkula and Arnkil 2014; Burbach et al. 2015). Hopefully this 
chapter will encourage all clinicians, whatever their level of training, to 
engage with and collaborate with families in their struggles with psychosis 
and that, in itself, will be greatly valued and is likely to lead to better 
outcomes.
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9.1  Introduction

Mental health services in most countries are facing fundamental challenges in terms 
of their capacity to meet ever-increasing demands with limited resources and  limited 
powers to increase the availability of funding. Mental health conditions represent 
the single, largest source of disability (World Health Organization 2008), and the 
mismatch between demand and supply has been so great that we may have to rethink 
our traditional assumptions about the content and “style” of service provisions – 
both “what” is delivered and “who” delivers it.

This chapter will examine these themes in relation to psychosis and some of the 
new ideas which focus on the importance of supporting “recovery.” It has long been 
established that for people with psychosis, their symptomatic course and their social 
outcomes can be heterogeneous and often not closely correlated with one another 
(Strauss and Carpenter 1977; Harding et al. 1987). It is also the case that while 
antipsychotic medications are effective in controlling symptoms in the acute phase 
for most people, they are not effective in a substantial minority of cases (about one 
in five, according to the Royal College of Psychiatrists 2014). On the other hand, 
effective psychosocial interventions have been relatively neglected in research and 
service delivery (see Chap. 1). Doubts have also been raised recently regarding the 
long-term use of antipsychotics since there is preliminary evidence that mainte-
nance medication may lead to worse social outcomes in young people with remitted 
psychosis, despite a more benign symptomatic course (Wunderinck et al. 2013). In 
either case, one cannot assume that the most effective way to improve long-term 
outcomes for people with psychosis is simply through the administration of 
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symptom- oriented treatments – medical or psychological. Instead, one needs to 
look at how to combine traditional treatments with more social models of care in 
order to improve outcomes.

9.2  Supporting Recovery

One of the most well-known social models in mental health services derives from 
ideas about the importance of supporting “recovery” (Slade 2009). This underpins 
national policies across the developed world. But what does “recovery” mean in this 
context? What are the key practices? What is the evidence for their effectiveness – 
and cost-effectiveness? And what are the organizational implications of adopting 
such an approach?

The term “recovery” is contested, and there are different definitions used by dif-
ferent authors. However, most people use the term to refer to the process of building 
a meaningful and satisfying life, as defined by the person himself/herself, whether 
or not there are ongoing or recurring symptoms. This definition stems from the work 
of one of the intellectual founders of the recovery movement, Bill Anthony, who 
defined recovery as “a deeply personal, unique process of changing one’s attitudes, 
values, feelings, goals, skills and roles. It is a way of living a satisfying, hopeful and 
contributing life, even with the limitations caused by illness. Recovery involves the 
development of new meaning and purpose in one’s life as one grows beyond the 
catastrophic effects of mental illness” (Anthony 1993).

This definition emphasizes “personal recovery” (i.e., the achievement of indi-
vidually chosen life goals) and may be contrasted with the more common under-
standing of “clinical recovery” where the emphasis is on symptom treatment and 
management (Slade 2009). Of course, symptom relief is desirable whenever this can 
be achieved, but for many people with psychosis, the key question is not simply how 
can we eradicate their symptoms? It is how can we help them live meaningful and 
inclusive lives in the presence of residual symptomatology? Repper and Perkins 
(2003) used their study of the narrative accounts of people with mental health prob-
lems to suggest that the process of recovery contains three essential components: 
“hope,” “control,” and “opportunity.” “Hope” consists of maintaining a belief that it 
is possible to pursue one’s personal goals despite the difficulties of intractable 
symptoms and negative social reactions (stigma). Achieving some sense of control 
over symptoms and life choices is then a prerequisite for maintaining hope and tak-
ing “opportunities” to build a life “beyond illness” and participating in the commu-
nity in the same ways that everybody else does. This formulation of recovery has 
been supported by a systematic literature review conducted by Slade and his col-
leagues (Leamy et al. 2011) which confirmed the importance of hope, control, and 
opportunity and added two additional themes – “connectedness” and “meaning.”

In this chapter, an argument will be presented that one of the central tasks of staff 
is to support personal recovery in the sense defined above. This means supporting 
the development of key interventions, based on sharing knowledge, power, and 
responsibility with service users and their families. It does not involve an increase 
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in workload, rather the opposite. It also does not mean that we shouldn’t offer 
 evidence-based treatments like medication and CBT. However, it may mean some-
times we have to carry hope for the person when he/she has lost it himself/herself. 
It certainly means a change in attitudes, with staff looking all the time to help people 
function in key social roles – e.g., in safe and secure housing of their choice, in 
meaningful occupation, in supportive relationships, and in feeling a part of the com-
munity in which they live. This is what the therapeutic “work” does. Staff thus have 
to prioritize supporting the person in pursuit of these goals. This does not take extra 
time. Staff may also have to be prepared to work together with service users and 
carers to “coproduce” new services.

9.3  Coproduction

The term “coproduction” was originally introduced by a political economist (and 
later Nobel Prize winner), Elinor Ostrom, in the 1970s. She had been asked by the 
Chicago Police Department to investigate why crime rates had apparently increased 
when the city’s police officers changed their operations from being mainly on the 
“beat” to being mainly in cars. Ostrom (1973) concluded that the key reason for this 
was that by moving into cars, the police became detached from the communities 
they were supposed to be serving. As a result they lost access to the wide range of 
knowledge, experience, assets, and skills of members of the community – including 
some of the criminals themselves – who also had an interest in controlling crime. 
Edgar Cahn, a human rights lawyer, then took this idea and coined the notion of the 
“core economy” to describe the networks of formal and informal relationships that 
make up local communities (Cahn 2001). The core economy – as distinct from the 
market economy – is the platform upon which “specialist programs” in society (e.g., 
public services) are actually built. This gives us a new way of defining “capacity” in 
public services which takes us beyond the services themselves.

In England, the New Economics Foundation and NESTA, two radical, indepen-
dent “think tanks,” have applied these ideas to thinking about the organization and 
delivery of public services in a time of austerity (Boyle and Harris 2009). They 
identified coproduction as an alternative model of engagement to the dominant 
model where “professionals design and deliver services for needy users” and 
brought together a number of examples from across the health and social care field 
(see Nesta/Innovation Unit/nef 2012). These included projects from across the age 
range (children, teenagers, adults, and older people) and with various special popu-
lations (offenders, homeless, people with acquired brain damage, learning disabili-
ties, HIV). These programs demonstrated the value of a range of coproduced 
interventions including information and advice services, mutual support and self- 
help, personalization, pooled budgets, Time Banks, and life coaching.

Boyle and Harris were careful to clarify that coproduction was not the same 
as what is sometimes called “task shifting” where staff with lower levels of 
education and training take on the delivery of interventions previously the prov-
ince of more highly paid professionals, i.e., attempting to solve the capacity 
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problem by simply having the same services delivered more cheaply. By 
 contrast, coproduction calls for new partnerships between professionals and ser-
vice users (and carers) to deliver different kinds of services to local communi-
ties which better meet their needs as defined by the people on the receiving end 
of services.

At the heart of this new perspective is the recognition that people who are receiv-
ing services are not simply passive recipients of care – problems for services to 
“fix.” They are also part of the solution of what to do and how to do it. But to release 
this capacity, they must be made equal partners in the process: equal but different. 
If this perspective is adopted then it opens up a vast pool of talent and resources 
which are more than adequate to meet the capacity problem. However, this is not 
easy. There is often a fear of what may be lost, as well as what may be gained, by 
rebalancing the power relationships in mental health services. This fear is perhaps 
most acutely felt by those who currently have the greatest power and status in the 
system. 

With these ideas in mind, the reader can now turn to the questions of how to 
make supporting recovery a reality in mental health services (Shepherd et al. 2008). 
This will begin by considering what this means in practice by looking at supporting 
recovery under two headings: (a) at the level of individual care practices and (b) in 
relation to the organizational context.

9.4  Supporting Recovery at an “Individual” Level

At an individual level, Slade and his colleagues have made a helpful distinction 
between “recovery-promoting relationships” and “pro-recovery working practices” 
(Bird et al. 2011). The former relates to the general quality of the therapeutic rela-
tionship and applies to all relationship-based interventions; the latter refers to spe-
cific, pro-recovery working practices relating to the support of recovery. In addition, 
a number of approaches can be added which, although not necessarily derived 
directly from recovery ideas, are nevertheless highly consistent with supporting 
recovery for individuals. These three sets of individual-level practices are summa-
rized in Box 9.1.

Box 9.1: Effective Individual-Level Recovery Practices (From Shepherd et al. 2014)
Staff should aim to:

Facilitate recovery-promoting relationships
• Establish shared values
• Demonstrate good, basic relationships skills (empathy, warmth, respect)
• Support personal hopes and aspirations
• Promote a sense of control (“agency”)
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9.4.1  Recovery-Promoting Relationships

Relationships are at the heart of recovery. The creation of supportive relationships 
depends upon establishing shared values and demonstrating empathy, warmth, 
respect, and a willingness to go the “extra mile” (Borg and Kristiansen 2004). These 
qualities form the bedrock for all forms of care (National Institute for Health and 
Care Excellence 2014). Some would argue that they have been undermined in recent 
years with the increasing fragmentation of service structures and disruptions to con-
tinuity of care. There has also been an increasing emphasis on “treatment as tech-
nology,” associated with the “marketization” of healthcare and service models based 
on “transactions,” rather than the relationships within which these transactions take 
place. It has been argued that models of care which neglect the importance of these 
basic human qualities are at much greater risk of neglecting the needs of individuals 
and even of abuse. Recent examples in England of the neglect of older people in 
hospitals underline these dangers and highlight the responsibility of managers and 
policy makers, as well as frontline staff, to ensure that these conditions do not arise 
(Francis 2013). 

9.4.2  Pro-recovery Working Practices

In terms of recovery-oriented practices, the best starting point for most people is to 
encourage them to tell their story. Narrative accounts are the oldest, and probably 
the most powerful, ways in which we make sense of the world and build relation-
ships. Everyone has a story to tell, and the process of storytelling is almost always 

Use “pro-recovery working” practices
• Narrative accounts (recovery stories)
• A “strengths” approach
• “Coaching” methods
• Personal recovery plans (WRAP, STAR)
• Self-management
• Illness Management and Recovery (IMR)
• Shared decision-making
• Person-centered “safety planning”

Use specific approaches which support the achievement of common recovery 
goals
• Joint Crisis Plans (JCP)
• “Housing First”
• Individual Placement and Support (IPS)
• Use of “personal budgets” (social and health)
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experienced as positive and validating. Narratives are inherently meaningful and are 
expressed in a form and language that is accessible and relevant (Greenhalgh and 
Hurwitz 1999). They also provide a source of information and explanation which is 
complementary to a conventional “evidence-based medicine” approach  
(Roberts 2000). Narratives should therefore be the beginning of any supportive rela-
tionship, and most practitioners will naturally start by inviting the person to “Tell me 
a bit about yourself…” These stories can then be shaped over time until there is a 
version that both the person and their key worker can agree upon as a basis for mov-
ing forward (similar to CAT formulations in brief analytic therapy, Ryle and Kerr 
2002). Such documents can sit alongside more formal assessments and are particu-
larly useful in terms of helping people formulate personally relevant goals and in 
monitoring outcomes (see below). The use of narratives is therefore a quick and 
easy way of ensuring that a therapeutic contract is couched in a way that is meaning-
ful and engaging for the person. Because of their direct relevance, they are often 
more suitable for routine outcome measurement than standardized  questionnaires 
(see below) and can be enhanced with some form of quantification (e.g., Goal 
Attainment Scaling, Kirusek and Sherman 1968).

A second important practice is the consistent use of a “strengths” approach 
(Rapp 1998). This is a way of recording information that seeks to identify the per-
son’s competencies and their environmental resources (friends, neighbors, local 
opportunities) which might be used to further their personal life goals. They provide 
a useful alternative to simply listing their problems. A strengths assessment often 
develops from encouraging the person to tell his/her story as this can provide impor-
tant clues to activities and interests that were pursued in the past and might be used 
again in the future.

Another recovery-supporting practice which has been developed in the last few 
years is known as the “coaching” model (Bora et al. 2010). This uses many of the 
same techniques as the strengths approach, e.g., an emphasis on the service user 
taking the lead, the importance of identifying personally relevant goals, and a 
focus on strengths and natural supports. However, there is greater emphasis on the 
importance of staff behavior as a “coach,” or learning partner, and on the service 
user’s responsibilities to make a commitment to action. Although there is good 
evidence for the effectiveness of coaching in relation to the management of long-
term health conditions (O’Connor et al. 2008), there is little evidence as yet 
regarding its  specific effectiveness in relation to supporting recovery in mental 
health services.

The use of narratives, building on strengths, and a coaching approach can then 
form the basis for developing a personal “recovery plan.” This may use formal tools 
such as the “Wellness Recovery Action Plan” (WRAP), (Copeland 2015) or the 
Recovery STAR (McKeith and Burns 2010), or simply be developed through infor-
mal discussions (e.g., narratives). WRAP is a framework which is aimed at helping 
the person develop a plan to cope with distressing symptoms, prevent relapse, man-
age crises, and stay “well.” It was designed by a service user for service users and 
has been used widely in many countries. The Recovery STAR has also been devel-
oped to provide a structure for personal recovery planning. It contains ten recovery 
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“domains” and the service user and staff member work together to rate each domain 
area on a 10-point scale. The results are then presented visually on a star diagram. 
It is an attractive, easy-to-understand format and most service users seem to find the 
ten domains helpful for identifying personal goals, although some report that it 
needs to be more personalized.

Both WRAP and the STAR are useful methods for engaging people, assisting 
with personal recovery planning, and monitoring individual progress. However, both 
have limitations which arise from their standardized format and therefore limited 
acceptability to some individuals. Neither is psychometrically very sophisticated, 
and they are not recommended for use as outcome measures (Killaspy et al. 2012). 
Whatever their derivation, personal recovery plans should contain an identification of 
the person’s internal and external resources and a plan for how he/she can use these 
to take control of his/her life and achieve his/her chosen goals (Perkins and  
Rinaldi 2007). The person should not necessarily have to share their recovery plan 
with staff: they belong to the individual and are not the same as “care plans” (although 
it is clearly desirable that there is as much overlap as possible between the two).

As indicated earlier, an important theme in most people’s recovery is the struggle 
to achieve a greater sense of control over their symptoms and their life in general. One 
needs therefore to consider attempts to improve the person’s capacity for 
 “self-management.” There is strong evidence, mainly from studies in the physical 
healthcare field, that supporting self-management can be extremely helpful in terms 
of ameliorating symptoms, improving quality of life, and reducing dependency on 
formal healthcare interventions (Foster et al. 2007; De Silva 2011). Self-management 
can refer to a wide variety of methods from simply handing out leaflets to personal 
support through telephone monitoring, goal setting, coaching, and structured educa-
tion. However, approaches which include the full and active involvement of the per-
son, rather than the passive provision of information, are most likely to be effective.

Mueser and his colleagues (2002) have developed a comprehensive educational 
and self-management package designed to provide people with severe mental ill-
ness with the information and skills necessary to manage their symptoms more 
effectively and work toward achieving personal recovery. The “Illness Management 
and Recovery Program” (IMR) consists of five components: (i) “psychoeducation” 
regarding severe mental illness; (ii) the provision of information on medication and 
side effects, using a “motivational interviewing” approach; (iii) a relapse prevention 
program; (iv) training in coping skills and problem solving; and (v) a cognitive- 
behavioral approach to symptom management. The program is delivered using an 
educational format, but with professionals taking the lead role having  determined 
the majority of the content. Preliminary findings have been published regarding its 
implementation in the USA and Australia (Mueser et al. 2006; Salyers et al. 2009) 
and a randomized controlled trial found that service users appeared to have increased 
their knowledge of illness, coping skills, personal goal identification, and attain-
ment (Hasson-Ohayon et al. 2007). There was weaker evidence of improvements 
regarding hope and no significant gains regarding social support or help from  others. 
Systematized programs like IMR provide a good summary of basic information and 
give general tips on self-management, but they do not really reflect “a fundamental 
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transformation of the patient-caregiver relationship into a collaborative partner-
ship” (De Silva 2011, p. vi). They therefore cannot be said to fully represent 
coproduction

Alongside self-management and educational approaches, there has also been 
increasing interest in “shared decision-making” to support recovery. This brings 
together two sources of expertise – the knowledge, skills, and experience of health 
and social care professionals and the individual’s knowledge and expertise of his/
her own condition. Both forms of expertise are key to making good decisions. Used 
together they enable the person to make choices regarding treatment and manage-
ment options that are most consistent with research evidence and with his/her own 
preferences and priorities. “Shared decision-making” is therefore the basis of truly 
informed consent. Again, there are already a number of examples of the value of 
this approach in the physical healthcare field (e.g., Simon et al. 2009), and they are 
now beginning to be applied in mental health, particularly in relation to medication 
management (Deegan and Drake 2006; Drake et al. 2010; Torrey and Drake 2009; 
SAMSHA 2011). A recent article coproduced by service users, carers, and profes-
sionals places shared decision-making in relation to medication management clearly 
within the framework of recovery- oriented practice (Baker et al. 2013).

The assessment and management of risk are central concerns of mental health 
services (and the public), but in recent years, staff preoccupation with risk has 
sometimes become a barrier to personal recovery. Many services have become 
highly “risk averse” and are often reluctant to engage in what might have been seen 
previously as “positive” risk taking, i.e. working with service user to help him/her 
manage those risks which are necessary in order to support the person in pursuing 
reasonable and realistic life goals. This has happened despite clear government and 
professional guidance to the contrary (e.g., Department of Health 2007). To com-
pensate for this, recovery-oriented professionals have developed new approaches to 
managing risk which are based on involving service users fully in the development 
of a plan to support the pursuit of their life goals in ways that are safe for them and 
for those around them. This is known as person-centered “safety planning” 
(Boardman and Roberts 2014). Again, at its heart is an assumption that the best – 
and most effective – methods for risk assessment and management will be those that 
fully involve the person in the process. Managing risk is an inherent part of all our 
lives and surely those whose risk “problems” have caused them the most difficulties 
have the greatest interest in managing their risk effectively. Of course, not everyone 
will seek to manage their own risk responsibly, but maybe it is time that we began 
with this as the default assumption, rather than that everyone with a mental health 
problem (and/or some contact with forensic services) simply wishes to pursue their 
own goals with no regard for the consequences to themselves or others.

All these approaches to supporting recovery at an individual level do not require 
much in the way of additional staff time. Indeed, if incorporated into routine prac-
tice, most involve less time because they are more efficient in focusing on what is 
important to the service user and they are therefore likely to save time in the long 
run. They do this by using a language and a sense of priority that service users can 
easily understand. Most also do not involve doing “new” things: they involve doing 
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“old things” differently, with a different set of attitudes and expectations. Of course, 
this is not to say that they are necessarily easy for professionals who are used to 
being “in charge” and to determining the priorities (and the language) themselves. 
Nevertheless, it is a significant challenge for many professionals to be able to make 
a contribution which is genuinely responsive to the needs of service user, accepting 
their priorities, and working out exactly what skills and knowledge they have that 
may be useful. That doesn’t require a lot of time, but is does require intelligence, 
sensitivity, and, perhaps, a little humility.

9.4.3  Specific Approaches Which Support the Achievement 
of Common Recovery Goals

It is difficult to pursue your recovery goals if you are in a hospital, and most people 
with psychosis would wish to avoid unnecessary admissions to hospital, particularly 
if these are compulsory under Mental Health legislation. The “Joint Crisis Plan” 
(JCP) is an intervention which has been specifically developed to achieve these aims 
and is based on a process of coproduction (Henderson et al. 2004). The JCP is for-
mulated by the service user, together with peer support if available and the key 
mental health staff involved, including the treating psychiatrist. It is therefore simi-
lar to an “advance statement” (or the kind of crisis plan contained in WRAP) but 
with the explicit inclusion of the clinical staff and the treating psychiatrist in the 
discussion. In an initial randomized controlled trial, people who were discharged 
with a Joint Crisis Plan were shown to have significantly fewer compulsory admis-
sions compared with controls over a 15-month follow-up period (Henderson  
et al. 2004). Qualitative data also suggested that the JCP group felt more “in con-
trol” of their mental health problems (Henderson et al. 2008). A second study pro-
duced less impressive results, but the authors acknowledge that this was mainly due 
to practical difficulties in ensuring that the joint planning meetings always occurred 
and were effectively facilitated (Thornicroft et al. 2013).

Once in the community, finding somewhere safe and practical to live which is 
consistent with personal preferences is at the center of most peoples’ recovery 
(Shepherd and Macpherson 2011). There is a dearth of evidence regarding the effec-
tiveness of sheltered housing programs, but an exception is the “Housing First” 
initiative which was developed in the USA to meet the needs of homeless people 
with complex mental health and substance misuse problems. It prioritizes the iden-
tification of suitable housing, based on personal preference, and then delivers other 
supportive services to the person once he/she is housed, without a prerequisite that 
their substance misuse must cease first. The use of permanent housing options and 
the commitment to floating support mean that the resident does not have to make 
continual moves between different types of accommodation as their support needs 
change. There is now good evidence for its effectiveness and prospective trials com-
paring the “Housing First” model with traditional “treatment first” approaches have 
found that almost twice the number of people manage to maintain stable housing 
after 2 years (Padgett et al. 2006). In this study, despite there being no requirement 
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for the Housing First group to abstain from substance misuse, there was actually no 
significant difference between the two groups regarding their levels of drug and 
alcohol use. The annual per capita costs of the Housing First program were also 
around half of the “treatment first” program. Similar results have been reported 
more recently by Stergiopoulos et al. (2015), although they comment on the diffi-
culties with implementation and remaining faithful to the fidelity of the model in 
different settings. This approach has been tried in England (Shelter 2008) but is not 
widespread.

For most people, meaningful occupation is next on the list of personal recovery 
goals, and here the evidence for effective intervention is much stronger. The 
“Individual Placement and Support” (IPS) model (Becker et al. 1994) has consis-
tently been shown to be the most effective approach for helping people with severe 
mental health problems gain and retain paid employment . There is now very strong 
evidence, both nationally and internationally, that IPS consistently achieves employ-
ment rates two to three times better than traditional alternatives such as prevoca-
tional training and sheltered workshops (Burns et al. 2007; Bond et al. 2008; 
Sainsbury Centre for Mental Health 2009). Longer term follow-up studies of people 
placed through IPS also suggest that the higher rates of employment are maintained 
and have positive impact on non-vocational outcomes, e.g., improved confidence 
and well-being and reduced sense of stigma (for further details, see Chap. 20 in this 
book by Bell). IPS has a number of similarities with the Housing First approach. 
Thus, it is also based on placing the person in a work position of his/her choice as 
quickly as possible and then providing him/her with an integrated package of voca-
tional and clinical support in situ rather than wasting a lot of time on preplacement 
assessment and training efforts which generally don’t predict behavior across set-
tings or produce generalized improvements. The one study where IPS failed to pro-
duce such impressive results was where it was not implemented with good fidelity 
to the research model (Howard et al. 2010; Latimer 2010).

Finally, one needs to consider the most basic form of support for recovery – 
financial subsistence. It almost goes without saying that adequate financial support 
is important in the recovery of individuals with psychosis, but the Benefits Systems 
in most countries are often complex and difficult to negotiate. People – especially 
those with mental health problems – therefore require specific advice and advocacy, 
and this is seldom available, even ‘though there is evidence to suggest that it would 
be extremely cost-effective (Parsonage 2013). An approach which aims to give the 
person direct control over a substantial proportion of their financial support is 
known as “personal budgets,” or “self-directed” care. This has been tried both in the 
USA and in England (Cook et al. 2008; Alakeson and Perkins 2012) and aims to 
provide the person with the resources that would otherwise be spent on services for 
them to spend on whatever they think will be most helpful. This sounds like it must 
be a good idea, but there are considerable practical problems around its implemen-
tation. These include the processes to calculate the amount of money made avail-
able, monitoring of what it is used for, ensuring that resources are effectively 
targeted on those in greatest need, and coping with the inevitable bureaucracy 
involved. It therefore remains to be seen whether a practical system to get personal 
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budgets to work effectively can be devised and rolled out on a large scale. If it could, 
then this would undoubtedly be a very important development.

9.5  Supporting Recovery at an “Organizational” Level

It has been mentioned earlier that to support an individual’s recovery effectively 
requires not just the efforts of individual practitioners but also of the organizations 
concerned. They need to be committed to making this a reality (Shepherd  
et al. 2010). Of course, for the individual, their judgment of quality of service will 
be mostly determined by their experiences with individual staff, but what can the 
organization do to ensure that this is of a high quality and remains so? Effective staff 
training is part of the answer, but is not sufficient in itself. This is well illustrated in 
a study by Whitley and his colleagues (2009) who examined the implementation of 
Mueser’s “Illness Management and Recovery Programs” across 12 community 
 settings. They found that while training was important, it only had a lasting effect if 
issues of supervision and leadership were also addressed. They also noted the 
importance of a “culture of innovation” within the organization which was open to 
changes in existing practices. If all these factors were present, then they acted 
 synergistically, but no one element was sufficient on its own. The ImROC program 
(Implementing Recovery through Organizational Change) began with this as its 
starting point. It assumed that training staff on its own would not be  sufficient to 
consistently support recovery and that it would be necessary to facilitate a range of 
organizational changes to support and sustain change “on the ground.”

9.5.1  The ImROC Program

The ImROC program was launched by the Secretary of State for Health in England in 
April 2010. Its aim was to assist public mental health services (NHS Trusts), their 
local authority partners in Social Service departments, and local independent sector 
organizations, particularly user and carer groups, to improve their capacity to support 
the recovery of people using these services, their family, friends, and carers. The pro-
gram has been delivered through a partnership between two non- government organi-
zations (charities): the Centre for Mental Health and the Mental Health Network of 
the NHS Confederation (NHS Confederation/Centre for Mental Health 2012).

It began by developing a simple audit tool consisting of “10 key organizational 
challenges.” These were drawn from workshop discussions with a number of ser-
vices who had already made some progress in changing their organizations to sup-
port recovery and were prepared to share their experiences. (More than 300 health 
and social care staff together with 60 users and carers contributed to these discus-
sions which were held in different parts of the country during the period 2008–
2010.) The challenges were designed to assist local organizations – public and 
independent – to work together to review current services and then set locally agreed 
priorities for change (Shepherd et al. 2010). They are set out in Box 9.2.
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The “10 key challenge framework” was not designed as a psychometric instru-
ment, and its test-retest or inter-rater reliability have never been systematically 
explored. However, it has now been widely used to support the development of more 
recovery-oriented services by a range of different groups – staff, service users and 
carers, clinicians, and managers – and has proved a useful heuristic. It also appears 
to have good content validity when compared with the areas identified by Le 
Boutillier et al. (2011) in their international review of recovery-oriented practice.

9.5.2  The ImROC Methodology: Evidence-Based Organizational 
Change

The ImROC methodology has been based on a set of elements which are most likely 
to be effective in producing organizational change. These emphasize knowledge 
dissemination (guidelines), the importance of choice and local ownership, clear and 
realistic goal setting, and continual feedback on progress. At their heart is a process 
of closed audit loops (goal setting, action, review) deployed in repeated “Plan-Do- 
Study-Act” cycles. This is recommended by leading experts as the most effective 
way of producing organizational change (Iles and Sutherland 2001; Berwick 2008; 
Health Foundation 2013). It is similar to an “Action Research” model where the 
results and learning from the initial intervention are used to inform future goals and 
future change processes.

At each stage, there is an attempt to involve staff at senior levels in the organiza-
tion, particularly team leaders and managers. They are included in the training and 
project planning and encouraged to begin to supervise staff according to the service 
developments being worked on (e.g., using recovery-supporting language and 

Box 9.2: “10 Key Organizational Challenges” for Organizations Wishing to 
Support Recovery (From Shepherd et al. 2010)

 1. Changing the nature of day-to-day interactions and the quality of 
experience

 2. Delivering comprehensive, user-led education and training programs
 3. Establishing a local “Recovery Education College” to drive the programs 

forward
 4. Ensuring organizational commitment, creating the “culture,” leadership 

at all levels
 5. Increasing “personalization” and choice
 6. Changing the way we approach risk assessment and management
 7. Redefining user involvement
 8. Transforming the workforce
 9. Supporting staff in their recovery journey
 10. Increasing opportunities for building a life ‘beyond illness’
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behavior, spending time coproducing a course for the Recovery College with a 
 service user, etc.). There are also usually special sessions for the most senior man-
agers (Board) to ensure that they are familiar with what is going on and that it 
reflects the overall goals of the organization. They are encouraged to think how they 
can support the desired changes in the attitudes and behavior of the staff. The pro-
cess is described in detail by Shepherd et al. (2010).

In order to sustain the service developments, sites were also offered membership 
of an “Action Learning Set” (Revans 1998). This consisted of groups of clinicians, 
managers, service users, and carers who met on a regular basis to provide opportu-
nities for mutual learning and support. These were extremely effective in maintain-
ing the momentum for change with staff and service users working together to solve 
common problems on an equal footing. The Learning Sets also sparked off inter-site 
visits by teams of staff and service users between the workshops, creating a learning 
network in which ideas and experiences could be honestly shared in a non-critical 
(and, largely, noncompetitive) environment.

As indicated, the program aimed to establish new coproduced services to support 
recovery, and it was therefore important that the process of organizational change 
itself demonstrated coproduction. Thus, wherever possible, the external consultants 
consisted of experienced mental health professionals working together with people 
with “lived experience” who were coached (and paid) for their contribution. Many 
of these service user consultants were also peer workers recruited from local 
services.

9.5.3  What Has ImROC Achieved?

The program has worked with more than two-thirds (n = 35) of the NHS mental 
health Trusts in England and their local partners. It has supported a number of new 
service developments.

• The establishment of 500+ Peer Support workers – Trained, placed, and sup-
ported to work alongside mental health professionals in a variety of positions. 
This has involved the development of training materials, guidance on employing 
Peer Support workers, and evaluation of impact.

• The opening of 30+ Recovery Colleges – These are local facilities, modeled on 
educational lines, where people with lived experience, professionals, carers, and 
others can learn together to construct and cope better with mental health difficul-
ties and become better integrated into their local communities.

• New ways of thinking about the assessment and management of risk – Staff have 
been helped to use recovery-focused principles to move from a preoccupation 
with “risk” and “risk management” to a process of working directly with the 
service user to work out strategies they can use to pursue their own life goals in 
ways that are safe for them and safe for the people around them.

• A significant reduction in the use of physical restraint and forcible medication on 
acute wards – This builds on previous work by Recovery Innovations in Phoenix, 
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Arizona, who developed an approach known as “No Force First” (Ashcraft et al. 
2012) which involves coproduced training for staff and exploration of alterna-
tives to physical methods of intervention. This initiative has been pioneered by 
Mersey Care NHS Trust in Liverpool (UK) and has received national recognition 
(King et al. 2013).

9.6  Effectiveness of Service Developments to Support 
Recovery

What is the evidence for the effectiveness of these service developments in support-
ing recovery? At this stage, no one has tried to evaluate the effects of a “whole 
system” change; this would be very difficult (and costly) and would pose a host of 
methodological and design problems. However, it is possible to look at the evidence 
for “specific” service developments, and there are two where there is a growing 
body of evidence: (a) Recovery Colleges and (b) Peer Support workers.

9.6.1  Recovery Colleges

As indicated above, the concept of the “Recovery Colleges” is based on an “educa-
tional” model and uses coproduction to develop and deliver courses to students who 
are a mixture of service users and staff (co-learning). “Recovery Colleges” (also 
known as “Recovery Education Centers”) are a relatively new development in the 
UK, although they have been present in a similar form in the USA for several years. 
The first example appeared more than 20 years ago at the Centre for Psychiatric 
Rehabilitation in Boston (http://cpr.bu.edu/living-well/services) and the concept 
was then developed by “Recovery Innovations” in Phoenix, Arizona (Ashcraft and 
Anthony 2005). It was imported into England in 2010 and has become a central 
theme in the ImROC program (Perkins et al. 2012). The first UK “Recovery College” 
was established in South West London and St. George’s Mental Health NHS Trust 
and officially opened in September 2011. A second was quickly established in 
Nottingham, and there are now almost 40 in operation, mainly in England, but also 
in Scotland, Ireland, Italy, Australia, and Japan.

Recovery Colleges are new, and there is little evidence for their effectiveness as 
yet from randomized controlled trials. Work is currently underway to identify a set 
of “key defining features” which might, in time, form the basis for fidelity criteria 
which would allow replicable interventions in a control group design; see McGregor 
et al. 2014. Nevertheless, there is an emerging and consistent set of findings from 
prospective, uncontrolled, cohort studies, mainly conducted in England, but with 
some support from other countries (notably Australia, Italy, and Japan) which sug-
gests very positive findings associated with attendance at the Colleges. These are 
summarized by Shepherd et al. (in press). They suggest that Recovery Colleges are 
very popular among users, with over 90 % reporting that the course they attended 
was “good” or “excellent” and that they would recommend it to others (Rennison 
et al. 2014; Meddings et al. 2014). Students also feel that the College helps them 
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progress toward their personal life goals and to feel more hopeful about the future 
(Rinaldi and Wybourn 2011). In this study of the 74 students who responded to a 
questionnaire (83 % of the total surveyed), almost 70 % had become mainstream 
students, gained employment, or started volunteering. There is also evidence in two 
of the prospective studies that students’ quality of life and well-being were signifi-
cantly improved after attending the Recovery Colleges (Meddings et al. 2015; North 
Essex Research Network 2014). Learning with others with similar problems and 
with professionals who are genuinely open to challenge also means that Recovery 
Colleges can often engage people who find traditional services unacceptable. 
Attendance rates are generally high (around 60–70 %) which is similar to main-
stream adult education. Lastly, Recovery Colleges are a resource for training and 
developing staff skills to support recovery more effectively. As one member of staff 
said “attending a recovery college course is the very best introduction to working 
with people with psychosis” (Sussex Recovery College Student, quoted by Shepherd 
et al. in press). They therefore also have the potential to raise staff expectations and 
thereby change the culture of the organization in which they are located.

9.6.2  Peer Support Workers

Peer support is based on people who have direct experience themselves of mental 
health issues and can use this to help others in similar circumstances. It may be 
defined as “offering and receiving help, based on shared understanding, respect and 
mutual empowerment between people in similar situations” (Mead et al. 2001) and 
has a long history in mental health services, beginning with the moral treatment era 
in the early part of the nineteenth century (Davidson et al. 2012). The use of peer 
support in hospitals declined in the later part of the nineteenth century as the mental 
health professionals – medical, nursing, psychology, and social work – established 
themselves, but it made a reappearance in the 1960s and 1970s in the Therapeutic 
Community movement. They are now popular again, with more than half of the US 
states making peer support billable under Medicaid and trained peer workers being 
employed in many countries all over the world (Repper 2013a). Peers may be 
employed either in addition to traditional professional staff or instead of them in 
certain specific roles, e.g., as peer trainers in Recovery Colleges, support workers in 
community teams or on inpatient wards, as case managers, etc.

In terms of evidence for their effectiveness, like the Recovery Colleges, there 
have been few, well-designed, randomized controlled trials (Pitt et al. 2013; 
 Lloyd- Evans et al. 2014). However, other reviewers have considered non-RCT 
 evidence (Warner 2009) and taken a more inclusive approach, including “gray” as 
well as published literature (Repper and Carter 2011). Not surprisingly, because of 
the variable quality of the evidence and the use of different samples, different 
reviewers come to slightly different conclusions. Nevertheless, a number of consis-
tent findings do seem to emerge.

• In no study has the employment of Peer Support workers been found to result in 
worse health outcomes for those receiving the service.
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• Most commonly the inclusion of peers in the workforce produces the same or 
better results in a range of outcomes when compared with services without peer 
staff.

• Peer Support workers tend to produce specific improvements in patients’ feel-
ings of empowerment, self-esteem, and confidence.

• In some studies, the presence of peer workers in teams also seems to be associ-
ated with improvements in self-reported physical and emotional health and in 
clinician-assessed global functioning.

• In some studies, they also bring about improvements in satisfaction with services 
and quality of life, although with regard to the latter the findings are mixed.

• In both cross-sectional and longitudinal studies, patients receiving peer support 
have shown improvements in community integration and social functioning.

• The introduction of Peer Support workers has been associated with a reduction 
of alcohol and drug use among patients with co-occurring substance abuse 
problems.

• In some studies, when patients are in frequent contact with Peer Support work-
ers, their stability in employment, education, and training has been shown to 
increase.

As indicated above, some of these findings are not replicated across all studies, 
and there is also significant variability in the nature of the intervention evaluated 
(e.g., the amount of training peers receive prior to placement, the nature and 
 frequency of the interactions between peers and service users, and the degree of 
integration of peers into the professional teams). This makes some inconsistency in 
the findings not surprising and, as with Recovery Colleges, highlights the need for 
further work before replicable interventions can be evaluated in control group 
designs. Nevertheless, Repper (2013b) has described some of the key features nec-
essary to “standardize” the peer worker interventions. These include open recruit-
ment, with clear job descriptions and “person specifications”; high-quality training; 
careful preparation of teams before placement; good supervision and  support for 
peers once placed; and clear job roles, with appropriate payment, on recognized pay 
scales, and terms and conditions like other workers. Most of all Repper stresses the 
importance of organizational commitment to support their  introduction and ensure 
that their integrity is maintained.

Again, as with Recovery Colleges, in addition to the direct benefits for those 
receiving the service, there is also evidence of benefits for the peer workers them-
selves. They feel more empowered in their own recovery journey, have greater confi-
dence and self-esteem, feel more valued and less stigmatized, and have a more positive 
sense of identity (Repper and Carter 2011). Just as peer workers provide hope and 
inspiration for service users, so they can challenge negative attitudes of staff and pro-
vide an inspiration for all members of the team. Their example demonstrates to every-
one that people with mental health problems can make a valued contribution to their 
own and others’ recovery if they are given the opportunity. In our experience, this 
observation of cultural change is common in services where peer workers have 
become established, but to our knowledge it has not been formally investigated.
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9.6.3  Cost-Effectiveness

In relation to Recovery Colleges, in the review by Shepherd et al. (in press), they 
noted that attendance at Recovery Colleges can reduce the use of hospital and/or 
community services leading to significant cost savings (Rinaldi and Wybourn 2011; 
Mid-Essex Recovery College 2014).1 For example, in the case of South West 
London and St. George’s for students attending more than 70 % of their chosen 
courses, this amounted to approximately £800 per student per year. For a College 
with a thousand students on the books (not uncommon), this amounts to a substan-
tial saving. Similarly, in relation to Peer Support workers, Trachtenberg et al. (2013) 
examined a small sample of outcome studies (n = 6) which aimed to evaluate whether 
the introduction of Peer Support workers into community crisis teams or acute inpa-
tient wards reduced the use of hospital beds (either by preventing or delaying admis-
sions to hospital or by shortening the length of inpatient stays). Across the studies, 
the average benefit to cost ratio (taking into account sample size) was more than 4:1. 
Thus, the estimated value of the reduction in hospital bed use achieved by introduc-
ing peer workers far exceeded the cost of employing them. There are methodologi-
cal limitations with this study due to the small sample size, but the results provide 
preliminary support for the proposition that adding Peer Support workers to existing 
mental health teams may result in significant cost savings in terms of inpatient bed 
days. This conclusion is echoed in a recent review commissioned by the UK charity 
Rethink (2014) from the Personal Social Services Research Unit, led by Professor 
Martin Knapp, at the London School of Economics. They suggest, “An approach 
which may also in time offer the biggest scope for cost savings in mental health care 
is to promote and expand co-production, drawing on the resources of people who 
are currently using mental health services, for example in peer support roles” (p. 6).

These studies therefore support the case for the cost-effectiveness of develop-
ments like Recovery Colleges and Peer Workers. There are also other potential sav-
ings which have not yet been factored into these calculations. For example, both of 
these developments depend on the employment of peer workers, and we know from 
the IPS literature that, in the long term, there are considerable cost savings for peo-
ple who enter the employment market as they make less use of mental health ser-
vices and become less dependent on public subsistence (Sainsbury Centre for 
Mental Health 2009). In addition, there is anecdotal evidence that adopting more 
recovery-oriented ways of working can have dramatic effects on reducing staff sick-
ness and absence.2 Since it is estimated that mental health problems account for 
more than a third of sickness absence in the NHS workforce (Health Service Journal 

1 There is also anecdotal evidence that a minority of students (around 20–25 %) actually increase 
service use in the first few months of attending, probably due to increased awareness of support 
options (Barton, Southwest Yorkshire Foundation Trust, personal communication, 2014).
2 For example, in the study cited above on reducing levels of physical restraint and forcible medica-
tion on acute wards, the 50 % reduction in these incidents was accompanied by a more than 90 % 
reduction in staff sickness and absence (King et al. 2014).
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2013) costing about £500 million, there is also huge potential for additional cost 
savings through this route.

To summarize, there is evidence that both Recovery Colleges and Peer Workers 
may not only deliver a wide range of benefits, but can also be highly cost-effective. 
Specifically in relation to peer workers – whether in Recovery Colleges or working 
alongside staff in teams – adding them to the existing workforce seems likely to 
reduce, rather than increase, costs, particularly if they are targeted on those people 
at highest risk of repeated admissions to hospital (e.g., many people with psycho-
sis). On the other hand, if Peer Support workers are substituted for a proportion of 
traditional mental health workers, then, assuming broadly similar rates of pay, any 
benefits in health or quality of life for service users is sufficient to justify their use 
as it is, in effect, a costless improvement.

 Conclusions

To conclude, there is good evidence that attempts to provide support for “recov-
ery” – in the sense of helping people with psychotic conditions pursue their cho-
sen life goals – can be delivered both effectively and cost-effectively. To do so, it 
requires the implementation of a set of approaches and interventions at the level 
of individual care, supported by key organizational (service) developments 
which will maintain these changes over time. These changes do not require huge 
increases in staff time, but they may require fundamental changes in staff atti-
tudes. Staff need to believe in the capacity of people to find and construct – 
sometimes with some help – new meanings to their experiences and new solutions 
to their problems. This means sharing power and respecting each other’s exper-
tise. If this is combined with practical help in the area of key social goals like 
housing, occupation, and financial stability, then it maximizes the opportunities 
for service users to live the kinds of “ordinary lives” that everyone else aspires to 
whether or not they have continue to experience residual symptoms. Simply 
existing in these valued roles will go a long way to minimizing symptoms and 
maintaining progress. Genuine collaboration and real partnerships, between con-
sumers and professionals, also mean that burdens are lifted on both sides and 
services will be both more valued and more cost-effective.

Of course, there is still much to do before this can be achieved. We need to 
know more about exactly which individual-level interventions are most effective. 
Similarly, we need to know more about the effectiveness of key service develop-
ments (Recovery Colleges, Peer Workers) where it is clear that, currently, 
 developments in practice seem a long way ahead of service evaluation. This may 
mean making greater user of quasi-experimental designs, in addition to random-
ized controlled trials. This would be facilitated if there was clearer agreement on 
routine outcome and “input” measurements (“who” was getting “what”?). We 
could then begin to summate findings across studies. We also need to know more 
about the process of care, what are the mechanisms underlying change in these 
new interventions? What do these changes in feelings of “hope” and “empower-
ment” tell us about what is happening in the psychology of the individuals con-
cerned? Can the interventions be fine-tuned to particularly focus on achieving 
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these kinds of changes? Finally, we still need to know much more about how to 
help organizations change so as to most effectively support these changes in 
practice. How do we get professionally led, health-oriented organizations to 
focus on non-health (social) goals and make these as much a priority as the 
 alleviation of symptoms? How do we get health and non-health organizations to 
work more effectively together, respecting each other’s unique contribution, 
while recognizing the need to collaborate? These are the big questions that we 
need to address if we are to get the maximum value out of investment in mental 
health and social care services and solve some of the pressing capacity problems 
raised at the outset.
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Employment Support for People 
with Psychosis

Andy Bell

10.1  Introduction

For most of us, having paid work is essential for well-being and financial security. 
But for many people who require some support to get into work, especially those 
with mental health problems, the right to employment is often not upheld. This 
chapter explores ways in which support with employment can be a part of a personal 
recovery journey for many more people than it is today. It focuses on interventions 
that can be provided by services to improve the support people with mental health 
conditions including psychosis receive to gain and retain employment.

10.2  Evidence About Employment for People with Psychosis

Research indicates that work is good for our physical and mental health  
(Waddell and Burton 2006), and many people who are using specialist mental health 
services want to work (Secker et al. 2001) and would like more help to get back into 
employment. Psychosis is considered as a severe mental illness and, hence  compared 
to other mental illnesses, results in more disruption to employment status of 
 individuals suffering from psychosis. The costs of lost employment due to mental 
health problems are substantial. In England in 2007, it was estimated that these 
amounted to nearly £20 billion (McCrone et al. 2008). There is persuasive evidence 
that being in employment is an important part of recovery for someone living with 
psychosis and indeed for most mental health conditions (Drake 2008). Gaining and 
retaining competitive employment has been demonstrated to achieve improved 
mental health outcomes and to sustain them over long periods. In a review of four 
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models of psychiatric rehabilitation in people with psychosis, Baronet and Gerber 
(1998) concluded that being in employment was associated with an increase in inde-
pendence, an improved sense of self-worth, and an improved family atmosphere. 
Similarly, Mueser et al. (1997) found that compared to those who were unemployed, 
participants who were in employment, after a period of 18 months, tended to have 
lower symptoms (particularly thought disorder), higher global assessment scores, 
better self-esteem, and more satisfaction with their finances and vocational services. 
Lysakar and Bell (1995) found a significant improvement in social skills after 
17 weeks of job placement. Despite the evidence of its benefits, in the UK, the 2014 
Care Quality Commission survey of community mental health service users found 
that 44 % of the 3,329 respondents said they would have liked support to find or 
keep a job but did not receive any (Care Quality Commission 2014): a finding that 
has been consistent each year this survey has taken place. Unemployment and men-
tal health problems appear to have a causal link in both directions. People with 
mental health problems are much less likely than average to be in paid employment 
(Marwaha and Johnson 2004; Rinaldi et al. 2011, and people who have been unem-
ployed for at least 6 months are more likely to develop depression or other mental 
health conditions (Paul and Moser 2009; Diette et al. 2012). McManus et al. (2012) 
found that one third of the new Jobseeker’s Allowance claimants in the UK reported 
that their mental health deteriorated over a period of 4 months in this study, while 
those who entered work noted improved mental health. The employment rate of 
people with severe and enduring mental health problems is the lowest of all disabil-
ity groups in England, at less than 10 %, and yet the research evidence on what 
works in supported employment for this group is particularly strong (Centre for 
Mental Health 2013). This finding is consistent with other countries like Australia 
(Frost et al. 2002). However some middle-income countries have shown high rates 
of employment for people with a severe mental illness. For example, Suresh et al. 
studied the work functioning of a cohort of 201 people who received community- 
based treatment in a rural south Indian community, and two thirds of individuals 
were employed at 3-year follow-up (Gudlavalleti et al. 2014). There may be lessons 
that can be shared in this area from developing countries.

10.3  Individual Placement and Support (IPS)

Research shows that the most effective method of supported employment for people 
with severe and enduring mental health problems is Individual Placement and 
Support (IPS). IPS was developed in the USA in the 1990s and has been replicated 
and successfully demonstrated in many other places including the UK, Norway, 
Denmark, Hong Kong, Canada, New Zealand, and Australia. A six-center random-
ized controlled trial (Burns et al. 2007) found that IPS was around twice as effective 
as the best alternative vocational rehabilitation service at achieving paid work out-
comes in all sites. This study also revealed that people entering work did so more 
quickly and could sustain their employment for longer in the IPS services than in 
the alternatives. IPS has been found to be significantly better on all employment 
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outcome measures in people with first-episode psychosis than various control con-
ditions, and patients receiving IPS gain significantly more jobs, earn significantly 
more money, and work longer (Crowther et al. 2001). To date there are at least 15 
randomized controlled trials that demonstrate the efficacy of IPS (Drake and Bond 
2011). Evidence on efficacy has emerged from randomized trials of IPS from many 
other countries, e.g., Canada (Latimer et al. 2006), Europe and the UK (Burns et al. 
2007), Australia Killackey et al. (2008), The Netherlands (Michon et al. 2011), 
Switzerland (Hoffmann et al. 2012), and Hong Kong (Kin Wong et al. 2008). A 
briefer form of IPS (IPS–LITE) has also been tested and found to be equally effec-
tive to IPS (Burns et al. 2015).

As described below, IPS has eight principles and to be effective, supported 
employment services have to work faithfully to these principles:

 1. Competitive employment is the primary goal.
The fundamental assumption should be that paid employment (part-time or full-
time) is a realistic goal for everyone who wants a job. Placement in education 
and training may provide a “stepping stone” for younger people and other forms 
of training might help some people, but the central goal of the service must 
always be paid employment.

 2. Everyone is eligible.
There are no “eligibility criteria” for entry into IPS programs beyond an 
expressed motivation to “give it a try.” This should be irrespective of issues such 
as job readiness, symptoms, substance use, social skills, or a history of violent 
behavior. If a person believes paid employment is possible, and they receive the 
help they think they need, then their prospects are good. If they are subject to 
lengthy assessments to determine their “job readiness” and endless preparation 
of CVs and interview practice, then they will soon lose heart. People are “job 
ready” when they say they are and that is the time to start.

 3. Job search is consistent with individual preferences.
Working closely with someone’s personal interests and experience significantly 
increases the chances of them enjoying and retaining a job. “Do you want to 
work?” and “What do you want to do?” are therefore the key – and indeed often 
the only – important assessment questions.

 4. Job search is rapid.
The job search should be started early (preferably within 1 month of referral to 
an employment specialist). A positive, “can-do” attitude should be cultivated in 
both staff and service users. Clear targets with dates for action need to be agreed 
and adhered to. Preparation should be concurrent with job search.

 5. Employment specialists and clinical teams work and are located together.
One of the most crucial aspects of the IPS approach is the quality of joint work-
ing between employment specialists and mental health teams. Employment spe-
cialists should be integrated, and preferably colocated, with clinical teams, 
irrespective of who employs them. They should actively take part in assessment 
meetings, influence referrals, and share in the decision-making process. The 
ideal scenario is that of a team wherein the employment specialist is part of the 
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team and is involved in developing with the client a care plan reflecting the 
 personal preferences of the client. The employment specialist in collaboration 
with the client and the team is responsible for providing interventions that sup-
port employment as part of the client’s recovery goals as, for example, in asser-
tive community treatment teams (Schmidt et al. 1995). This may present a 
challenge to services that are more used to working separately, one after the 
other, i.e., “in a series,” rather than “in parallel” together. It means that employ-
ment specialists must be central and equal members of the team, not peripheral 
“add-ons.” In this way, the whole caseload of the clinical team is automatically 
the caseload of the employment specialist.

 6. Support is time unlimited and individualized to both the employer and employee.
The IPS approach makes getting a job the start of the process rather than the end 
point (it is “place then train,” rather than “train then place”). Thus, support must 
bridge this crucial transition and continue in work for as long as is necessary. This 
means that individuals receive support that is based on their individual needs in rela-
tion to their jobs, skills, and preferences. Support is provided by a variety of ways by 
a variety of people including but not limited to employment specialists and clinicians 
(e.g., to help people to manage their mental health in the workplace) (Frydecka et al. 
2015). Efforts should be made to include family members and close friends in the 
team to support people in their working lives, if they wish. Employment specialists 
may also provide support to the employer in line with the individual’s wishes. 
Employment specialists should not require people to disclose their mental health 
problems to employers. Their role is to discuss the benefits and risks of disclosure 
and nondisclosure with the individual and support them in their decision.

 7. Welfare benefit counseling supports the person through the transition from ben-
efits to work.
It is essential that employment specialists or clinicians offer assistance in obtain-
ing individualized counseling services to understand the financial implications 
of starting work. This should include the process of managing the transition from 
welfare benefits to work and advice on in-work benefits such as Working Tax 
Credit, which is being replaced by Universal Credit. It is essential to have good 
relationships with specialist experts in the Jobcentre Plus and other welfare ben-
efit agencies, such as Citizen’s Advice.

 8. Jobs are developed with local employers.
This is a crucial aspect. The role of the employment specialists includes reaching 
out to local employers to identify potential jobs that fit well with an individual’s 
skills, interests, and preferences.

10.4  Current Availability of IPS

The spread of IPS is still patchy, but it is growing. In 2009 only 2.1 % of US mental 
health clients had access to evidence-based vocational services (2009) but in 2011, 
IPS was offered by mental health agencies in at least 13 states. The Johnson & 
Johnson – Dartmouth Community Mental Health Program was created to further 
the dissemination of IPS by providing a structure for supporting implementation of 
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the various elements of IPS at the state level. This program has resulted in the for-
mation of a national learning collaborative that supports the implementation of IPS 
services (Becker et al. 2011). In the UK, the Centre for Mental Health has recog-
nized 14 sites as IPS Centers of Excellence, where fidelity to the evidence-based 
model, including excellent employer engagement strategies and effective partner-
ship working between employment support workers and health professionals, is 
evident. But even in most of those high-performing areas, not all clinical teams have 
an assigned IPS worker, and therefore there are still large numbers of people who 
are denied access to an IPS service. The evidence base for IPS is predicated on trials 
within secondary care settings. There are, however, promising examples of the suc-
cess of using the IPS model with primary care mental health teams. In the UK, there 
are IPS workers in some IAPT (Improving Access to Psychological Therapy) ser-
vices, including Wolverhampton Healthy Minds and Wellbeing Service. Extending 
and adapting IPS to primary care for people with common mental health problems 
was among the major recommendations of a government-commissioned report by 
RAND Europe (van Stolk et al. 2014) which is, at the time of this writing, being 
piloted in four areas of England. There is also evidence from a pilot scheme run by 
the Central and North West London NHS Foundation Trust that IPS can be success-
fully adapted to people with drug or alcohol addictions (Centre for Mental Health 
2014). In addition, another pilot project on IPS is currently under way in the West 
Midlands (UK) that intends to provide employment support to people with mental 
health problems who are leaving prison.

10.5  The Impact of Employment: An Example from Practice

From the narrative accounts of people’s journeys through supported employment in 
Central and North West London, Miller et al. (2014) have identified the benefits of 
being in work and the unique path each person takes to gain and retain employment. 
One service user described his journey, which began with him wanting to work and 
contacting an employment specialist (ES) as: “When I met my ES, she discussed 
what my motivations were and whether I wanted to work. I felt at last there was 
someone to help…” (Miller et al. 2014). He describes a process that began with rapid 
job search based on his interests and skills and which included help in preparing for 
interviews. The ES then proactively sought a suitable role for him and offered both 
him and his employer ongoing advice and support. “I am now in part time work as a 
cleaner. I cannot believe I have finally got a job. It has changed my life. I feel happy 
within myself, the bad thoughts from my head have disappeared” (Miller et al. 2014).

10.6  Barriers to Employment and Suggestions to Address 
the Barriers

There are numerous barriers to people with mental health problems getting paid 
work. Limited availability of IPS is a major barrier, but there are other obstacles, as 
discussed below.
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10.6.1  Stigma and Discrimination

The fear of being stigmatized and discriminated against either in the process of job 
seeking or within the employment itself is common among people with mental health 
problems. A study of 949 people with mental health problems found that 53 % 
reported some experience of discrimination. The areas in which this discrimination 
most frequently occurred included employment, housing, and criminal justice system 
interactions (Corrigan et al. 2003). A Mental Health Foundation study looking at 
return to work after sickness absence found that almost half of employees off sick 
with physical health problems also experienced mild to moderate depression, but were 
more worried about telling their employer about their mental health issues than about 
their cancer or heart disease Loughborough University/Mental Health Foundation 
2009). Danson and Gilmore (2009) found that employers are wary of employing peo-
ple with a health condition. They found that while employers had sympathy toward 
people with disabilities, mental health problems, or those who had recovered from 
serious illness, they were also concerned that, as employees, their disability or illness 
might lead to future difficulties and financial pressures for the business.

The continuing existence of stigmatizing attitudes toward people with a mental 
 illness remains a significant barrier for people seeking work. The Time to Change 
 campaign in England, which has run since 2007, is aimed at both the general popula-
tion and at specific target groups, such as employers and health professionals. The 
campaign has made use of social marketing, advertising campaigns, and events 
designed to deliver social contact between people with experience of mental health 
problems and various target groups. Between 2006 and 2010, Time to Change  measured 
encouraging reductions in discrimination in five areas of life, including finding a job 
and keeping a job (Corker et al. 2013). Henderson et al. (2013) found that employers’ 
attitudes toward potential employees with mental health problems improved during 
Time to Change. There are similar campaigns and initiatives in a number of other 
states, including Scotland, Australia, and New Zealand. These need to be sustained in 
order to create the lasting change in attitudes and improvements in knowledge that are 
vital to reduce experiences of discrimination over time. Whereas Biggs et al. (2010) 
had noted that employers were concerned that people with mental health conditions 
would need additional supervision and would be less likely to use initiative or to deal 
confidently and appropriately with the public, Henderson et al. (2013) found employ-
ers had become less likely to perceive people with mental health problems as a risk 
with respect to their reliability, working directly with customers, or in terms of their 
colleagues’ reactions to them. In contrast to the above examples of stigma and dis-
crimination, many rural areas in low- and middle-income countries seem to provide a 
community that is accepting of individuals with psychosis and provide them a variety 
of opportunities to engage in meaningful employment (Yang et al. 2013).

10.6.2  Low Expectations

When people with mental health conditions experience discrimination and therefore 
difficulty in finding and keeping work, it can reduce expectations that future 
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employment experiences will be happier and more successful. Identification with 
the personal experiences of others may also spread a feeling of pessimism about the 
real possibility of work among job seekers with mental health problems. Employers 
with no direct experience of employing someone with a mental health condition 
themselves may also be influenced by the experiences of other employers, which, if 
negatively described, can dissuade them from giving a chance to anyone with a 
mental illness.

Low expectations can be reinforced by health professionals. Many people with 
mental health conditions report that their doctor, psychiatrist, or nurse saw their ill-
ness as a genuine barrier to employment (Marwaha et al. 2009). Bevan et al. (2013) 
found that clinicians tend to believe that people with schizophrenia who want to 
work would probably be capable only of noncompetitive work (i.e., voluntary or 
sheltered work). Yet suggesting that people put their employment aspirations “on 
the back burner” during months or even years of experiencing a range of therapies, 
drug treatments, and social support (through day service attendance or participation 
in vocational training or sheltered work units) has been shown to result not only in 
lower levels of employment, which would be expected, but also in higher levels of 
psychiatric illness demonstrated by more frequent and longer hospital admissions 
over time (Bush et al. 2009). Even when mental health professionals do believe that 
the people they are supporting are capable of work, this does not necessarily trans-
late into encouragement to find work or referrals to employment services. For exam-
ple, a study of the employment status of clients using a London community mental 
health service found that while mental health staff rated 18.9 % of their clients as 
capable of open-market employment, the percentage actually in work was only 
5.5 % (Lloyd-Evans et al. 2012). In the area under review, mental health service 
users did not have access to a supported employment service providing high-fidelity 
Individual Placement and Support, although some other forms of employment sup-
port were available including voluntary sector employment services and Jobcentre 
Plus disability employment advisors.

Health and social care staff have regular opportunities to discuss employment 
with people using their services. It is vital that these opportunities are taken and that 
a person’s motivation and sense of hope are encouraged rather than dampened in the 
interactions they have with professionals.

10.7  Government Policy

In the UK, welfare benefit caps and the changes to benefit rules in recent times mean 
that anyone with a mental health condition who is unemployed and claiming the 
benefits is highly likely to increase their income by entering paid employment, even 
where this is part-time. Government policies over many years have dis-incentivized 
a life on benefits and vilified anyone considered to be capable of work for remaining 
unemployed. Patrick (2012) discusses the “determined focus” of the three main 
political parties on work as the central duty of all “good” citizens.

Universal Credit, introduced in 2013, was designed to simplify the benefits 
 system by replacing the six main out-of-work benefits and Working Tax Credit. 
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The earnings disregard, changed to an annual amount, depending on personal 
circumstances, tapering the amount of Universal Credit received as earnings 
increase. Disability Living Allowance, a benefit payable to people with mobility 
and care needs, regardless of employment status or income, was replaced by 
Personal Independence Payment (PIP), with most existing claimants likely to be 
reassessed in 2015. In the UK, anyone found fit for work through the Work 
Capability Assessment or those put into the Work-Related Activity Group 
(WRAG) of Employment and Support Allowance and people who have claimed 
Jobseeker’s Allowance for 3 months are usually mandated to the Work Programme. 
People with additional needs, including people in the Support Group of 
Employment and Support Allowance, meanwhile, are able to engage voluntarily 
with the Work Programme or to use the Work Choice, the specialist employment 
program for disabled people. The Work Programme gives providers wide scope to 
find their own creative and individualized support options for people with any dis-
ability or need which may place them at a disadvantage in the labor market. 
Employment support is funded through staged payments which the Work 
Programme provider draws down at engagement, job entry, and successive points 
of job retention. A person previously claiming disability-related benefits such as 
Employment and Support Allowance (ESA) attracts a higher rate of payment to 
the provider when they become employed and maintains that employment, than a 
person who had been claiming Jobseeker’s Allowance. Unfortunately the figures 
to date for the Work Programme describe the lack of success that providers have 
had in helping people on disability benefits into work (House of Commons 
Committee of Public Accounts 2013). Critics of the Work Programme say that 
people with additional support needs are not receiving the individualized support 
package they require and that easier-to- help clients are being “creamed” and 
helped quickly and successfully into work, while those who need more intensive 
or specialist support are being “parked” with very little expectation that they will 
ever find work.

Work Choice, the DWP program designed for people with additional needs, has 
been able to support only 650 people with a severe mental illness during the 
42 months from April 2011 to September 2014. In this program although an encour-
aging 37 % of these people have achieved a job outcome, this is only 240 across the 
whole country (Department for Work and Pensions 2014). This figure looks all the 
more paltry when compared with the 403 people with severe and enduring mental 
health problems who could be supported into jobs by just one IPS service 
(Southdown, in Sussex) in the 20 months between April 2011 and November 2012 
(Centre for Mental Health 2012). Unfortunately the DWP schemes are not succeed-
ing in improving the current levels of employment of people with mental health 
conditions nor are they able to address the huge inequality in employment rates 
between people with mental health problems and those with other disabilities, other 
health conditions, or no disability. Thus a better targeted and evidence-based 
approach to supported employment is indeed necessary to meet the needs of this 
group of job seekers.
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10.8  Funding for Supported Employment

In some locations, mainstream health and social care funding has established IPS 
services. However, provision is being cut back where budget reductions make this 
necessary, and in some areas, supported employment is only funded by short-term 
grants to voluntary sector services. The local need for IPS services should be recog-
nized by Clinical Commissioning Groups and local authorities because employ-
ment for people with mental health problems is an expected outcome in the NHS, 
public health, and adult social care outcomes frameworks. Usually local authority 
social care services prioritize the care needs of people, including those with mental 
health problems, according to the criteria of the Fair Access to Care Services (FACS) 
framework. Someone who, without intervention, would not sustain their  involvement 
in many aspects of work, education, or learning is considered to have a substantial 
social care need in this area and is likely to be eligible for support.

A possible option for funding the IPS where there is currently no established 
service could be through a personal budget. The Community Care (Direct 
Payments) Act 1996 gave local authorities the power to make direct cash payments 
to individuals instead of providing the community care services they have assessed 
those individuals as needing. People who receive the payments use the money for 
the purchase of support, services, or equipment which will meet the assessed need. 
Many local areas have trialed the use of Personal Health Budgets which identify, 
through a similar process, the amount of funding available to be spent on an inter-
vention for a healthcare need. A Personal Health Budget is the provision of this 
funding to the individual to use in a way which suits their personal circumstances 
and aspirations better than the standard or “mainstream” service on offer. Personal 
budgets through health or social care (or possibly a pooled health and care budget) 
could enable an individual to buy the services of an IPS employment specialist 
with a proven track record in successful work outcomes for people with mental 
health problems. However this model may require additional funding to become 
viable. At present there are few areas where personal budgets for employment sup-
port are being used or indeed could be used. This may be because either there are 
no local IPS services to purchase or because the costs would have to be set at a rela-
tively high level per person to cover the overheads of keeping the service viable, 
i.e., running with a minimum number of staff, and the amount of personal budget 
awarded may not be sufficient to cover the cost of employment support (which may 
be needed for at least a year).

Craig et al. (2014) have published findings from their study of local authority and 
NHS spending on supported employment. They asked a specific question about 
personal budgets, i.e., whether people are allowed to spend their personal budgets 
on employment support and, if so, whether they do. In this study, 76 % of respon-
dents stated that people are allowed to use personal budgets for employment sup-
port, 12 % responded that they were not, and 11 % did not respond. Only 28 % of 
respondents actually knew that people were using their personal budgets for employ-
ment support, 17 % knew that they were not, and 35 % did not know either way. The 
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remainder did not respond. For mental health service users, the breakdown of per-
sonal budget spend on employment support was as below:

• Specific work preparation activity in day services: 36 %
• Support into paid work: 30 %
• Support into self-employment or microenterprise: 8 %
• College courses: 7 %
• Volunteering with an end focus on paid work: 7 %
• Support into unpaid work: 2 %
• Not specified: 10 %

10.9  Access to Work

The Access to Work scheme provides government funding to employers to make 
“reasonable adjustments” at work to enable them to employ a disabled person. The 
Sayce Report Getting In, Staying In and Getting On (Sayce 2011) reviewed some of 
the specialist provision aiming to increase the employability of disabled people 
which was available to them at the time. The report noted that Access to Work was 
underused, largely unknown, and yet had the potential to provide a tailored package 
of support which could enable people with disabilities, including those with mental 
health needs, to overcome their own barriers to work. Similarly, Biggs et al. (2010) 
investigated employers’ attitudes toward making reasonable adjustments to support 
employees with mental health needs. They commented that Access to Work could 
have been used more effectively for transport to and within work since they found 
that a significant number of employers stated that they would be prepared to allow 
flexible working hours, job sharing, and temporary assignment of duties to other 
colleagues and to accommodate sick leave, but few were prepared to provide or pay 
for transport to get to work, to get to meetings, or to visit clients.

In recognition of the different needs of people with a mental health condition and 
the disproportionately low take-up of Access to Work by this group, the government 
tendered a contract to provide a specific Mental Health Access to Work service, for 
which Remploy was the successful bidder, and the service became operational in 
2012. The Remploy service is able to meet needs such as:

 (i) Advice and personal support to manage a mental health condition at work
 (ii) Mediation with employers regarding reasonable adjustments and human 

resource processes
 (iii) Information about ongoing sources of support
 (iv) Signposting to other services

The support generally takes the form of a number of face-to-face or telephone 
support meetings over a period of time, not exceeding 26 weeks. At present, just 
4 % of Access to Work funding is used to support people with mental health condi-
tions in work (Work and Pensions Committee 2014).
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10.10  Conclusion

For many people, having a psychosis means losing work and multiple individual, 
family, and societal barriers to regaining employment. The costs of lost employment 
due to mental health problems are enormous. The good news is that attitudes are 
beginning to change with professionals recognizing that competitive work is possi-
ble and beneficial for people with psychosis and health systems and governments 
trying to create programs to help people to find employment. However, the provi-
sion of effective support for people with a range of mental health problems to stay 
in work or get a new job is patchy and burdened by significant limitation of avail-
able resources. What we need is interdisciplinary and concerted action from govern-
ment, health services, local authorities, and employment services to offer support 
that works, building on the evidence we have and exploring opportunities for further 
learning, for people with mental health problems who want to work.

10.11  More Information

More information on supporting people with mental health problems into employ-
ment is available at www.centreformentalhealth.org.uk.
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Cultural Factors in the Treatment 
of Psychosis

Andres J. Pumariega

11.1  Culture and Mental Health/Illness

Culture has been defined as an integrated pattern of human behaviors including 
thoughts, communication, actions, customs, beliefs, values, and institutions of a 
racial, ethnic, religious, or social nature (Pumariega et al. 2013). Hughes (1993) 
further defined culture as a socially transmitted system of ideas that (1) shapes 
behavior, (2) categorizes perceptions, (3) names selected aspects of experience,  
(4) is widely shared by members of a particular society or social group, (5) is an 
orientating framework to coordinate and sanction behavior, and (6) conveys values 
across the generations. Most societies define normality and deviance in human 
behavior within the context of culture, including the acceptable range of affective 
expressiveness, idioms and threshold of distress, and expressed beliefs and actions.

The overt expression of illnesses, with both physical and mental components, is 
also expressed and understood within the context of culture. Cultural values and 
beliefs influence the emphasis and expression of particular symptoms and idioms of 
distress. Many cultures have cultural syndromes which are variations of symptom 
clusters that bear some similarity to medical or psychiatric diagnostic criteria but 
deviate in culturally specific manners. Cultures also include explanatory models of 
illness, which reflect the values or beliefs of the culture. In traditional cultures, these 
often involve spiritual, supernatural, interpersonal, and relational factors that go 
beyond biological or psychological models. These explanatory models influence 
symptom expression as well as healing models, even when the underlying patho-
physiology may be invariant. Explanatory models and syndromes are adopted and 
modified as cultural beliefs evolve and are handed down through generations and 
across cultures (e.g., the belief in the “evil eye,” which has variations in Turkey, 
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Italy, and Hispanic countries) (American Psychiatric Association 2013; Lewis-
Fernández et al. 2014; Pumariega et al. 2013). As people emigrate to new nations 
and are exposed to different prevailing host cultures, their symptom expression and 
explanatory models will change as they adopt host culture beliefs and behavioral 
patterns. However, many immigrants and children of immigrants hold both prevail-
ing culture and culture of origin beliefs and explanatory models in parallel. They 
may believe that medical treatments help but at the same time blame their illness on 
forces beyond human control or influence and engage in traditional spiritual prac-
tices from their culture of origin. The latter beliefs and practices are often called 
upon more frequently during times of distress. Therefore, it is not unusual that first-, 
second-, and even third-generation immigrants undergoing psychological or psychi-
atric distress will jointly use formal mental health services as well as engage in 
traditional rituals and healing practices (Rothe et al. 2010; Pumariega et al. 2013).

11.2  Psychosis in Cultural Context

Diverse cultures have based explanatory models for psychosis or reality disturbance 
on spiritual, supernatural, and social-interpersonal beliefs. These explanatory mod-
els affect how psychosis is viewed and addressed in different cultural contexts, 
especially by believers in traditional folk culture. For example, McCabe and Priebe 
(2004) studied explanatory models of psychosis in samples of Whites, Bangladeshis, 
Afro-Caribbean, and West Africans diagnosed with schizophrenia in the UK. They 
found that Whites cited biological causes more frequently than the three non-White 
groups, who cited supernatural and social causes more frequently. A biological 
explanatory model was related to enhanced treatment satisfaction and therapeutic 
relationships but not treatment compliance. Those groups who endorsed supernatu-
ral or social causation preferred counseling and natural/spiritual healing practices. 
These differences clearly influence how psychosis is viewed by families and soci-
ety, the degree of stigma associated with mental illness associated with psychotic 
symptoms, and the help-seeking behaviors and interventions sought by affected 
individuals and their families (see Sect. III below).

The intersection of culture and psychosis may be best understood in the context 
of the continuum of experiences of psychotic symptoms. On one end of the  spectrum 
are brief isolated psychotic symptoms experienced by otherwise “normal” individu-
als, which in studies have been identified at relatively high rates (Myers 2011). The 
other end of the spectrum includes severe mental illnesses, including psychotic 
symptoms associated with severe episodes of mood disorders and psychotic relapses 
or chronic functional thought disorders such as schizophrenia. In the middle of the 
spectrum, there is now recognition of what are called “traumatic psychoses,” which 
are psychotic reactions associated with traumatic experiences (e.g., hallucinations 
based on a perpetrator’s reappearance) and can occur in people with and without 
serious mental illnesses (Kingdon and Turkington 2005). Some scholars have 
 proposed that the common denominator in this continuum is that of dissociative 
experiences, which are relatively common cognitive-emotional reactions in humans 
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(Castillo 2003). The differentiators across this continuum are the severity of the 
acute precipitating stress and the perpetuating psychological and biological factors 
associated with the experiences. Culture provides the belief system and explanatory 
model that interprets human emotional and behavioral experiences, including 
 psychotic experiences, both for the sufferer and for the family and community they 
live within (Spiegel 1971; Castillo 2003).

Many diverse cultures have culturally syntonic experiences associated with 
 psychotic symptoms. Some of these are reactive to stressors, such as the process of 
grief and loss (hallucinations based on the presence of the lost loved one), and many 
cultural syndromes which are associated with significant stress-related psychotic 
symptoms focus on disturbances of reality testing. For example, in the classic 
Japanese syndrome termed Koro, a male can hallucinate that their penis is  physically 
shrinking (Durst and Rosca-Rebaudendo 1991). Some psychotic symptoms are 
based on religious-spiritual experiences (such as experiencing apparitions of 
 religious figures), which are reactive or adaptive to stressors. It is important to 
 recognize such experiences so as to not over-interpret or inappropriately patholo-
gize them and distinguish them from true indicators of serious psychopathology. 
Consultation with cultural consultants, spiritual healers, or family members who 
understand or share the patient’s explanatory model and can place the patient’s 
experience within outside of the range of expected cultural experiences can be 
 helpful to effectively evaluate their context and pathological significance (Pumariega 
et al. 2013).

Differences in the expression of psychiatric symptomatology across different 
cultural groups and populations will also lead to misdiagnosis and mistreatment 
associated with psychosis. Epidemiological differences and diagnostic biases have 
been identified in the diagnosis of psychosis across cultures (Myers 2011). In 
 developing nations and non-Western cultures, brief transient psychoses have been 
found to be far more common than in Western cultures and identified as being 
related to social stress and often self-remitting, with an unclear relationship to 
chronic psychotic illness (Jilek and Jilek-Aall 1970; Jillek 2000; Mamah et al. 
2012). A classic finding of diagnostic bias is the overdiagnosis of schizophrenia 
versus bipolar disorder in certain nations (e.g., in the USA versus Europe) and the 
overdiagnosis of schizophrenia in African-origin people both in Western nations 
and in Africa (Kilgus et al. 1995; Myers 2011).

Another impact that culture can have on psychotic symptoms is in the context of 
immigration. Acculturation stress can be one of the major stressors precipitating 
psychosis, particularly when that stress of encountering a very different culture and 
language is sudden or acute (otherwise known as “culture shock”). Other 
 complicating traumatic factors associated with immigration include pre-migratory 
experiences that led to the emigration (war, natural disaster, terrorism), treacherous 
emigration journeys (dangerous travel, abuse and victimization, losses of loved 
ones), and traumatic stressors involved in resettlement (uncertain and insecure 
 residence, loss of contact with family, and social supports) (Bhugra 2004; Rothe 
et al. 2010). Many studies have pointed to a higher rate of psychotic symptoms and 
illness among first-generation immigrants. This effect has also been linked to the 
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degree of ethnic density, or ethnic-cultural isolation, that the new immigrant finds 
themselves in; thus, settlement in an ethnic enclave is a protective factor (Bhugra 
and Jones 2010; Myers 2011).

11.3  Culture and Traditional Interventions for Psychosis

There is a long history of the use of culturally prescribed rituals and ceremonies to 
treat psychotic symptoms among traditional and indigenous cultures, occurring for 
centuries before the medicalization of mental illness. Most such interventions have 
been directed at addressing spiritual/supernatural factors (such as exorcisms of evil 
spirits or addressing the relationship between the individual and responsible dei-
ties). These interventions have often been combined with the use of herbal remedies 
or even the use of psychoactive agents in ceremonies. The latter are intended to 
facilitate or induce altered states of consciousness to better commune with respon-
sible spirits. There is some evidence that traditional healing interventions have 
value in the management of psychotic symptoms and illnesses, and functionally 
such interventions address the dissociative experiences and symptoms associated 
with traumatic psychoses. Collaboration with traditional healers who can perform 
such rituals can enhance services for individuals with psychosis, especially in 
minority communities and resource-limited environments (Abbo et al. 2012).

Another important component of how traditional cultures have addressed psy-
chosis has been through social rehabilitation and integration. The psychotic symp-
tom itself is viewed as expression of special supernatural or spiritual abilities or 
insight. The psychotic person is thereby assigned special “spiritual roles” where 
their “special powers” have special spiritual meaning and value for the community 
(Halifax 1979; Myers 2011). These practices, which some have termed “protective 
stigma,” became an interesting way to integrate people with mental illness and 
reduced the stigma they might have experienced among their family members and 
neighbors.

11.4  Cultural Influences on Psychological Interventions

More formal psychological therapeutic models based on cultural beliefs have been 
developed in recent history. These are also infused with the values/beliefs of the 
predominant culture and informed by its explanatory models.

Yoga and meditation are perhaps the oldest psychotherapeutic interventions. 
Buddha as the integrative theorist used Pali and Hindu teachings and explanations 
to develop a model oriented to address distress and enhance human potential. 
Parallels have been between Kundalini awakening (a Tantric tradioton of Yoga) and 
psychosis. Kundalini, a spiritual concept, is a powerful energy that resides at the 
base of the tail bone, often represented by a snake twisting up the spine. In most 
people, this energy is dormant until something causes it to awaken. This can be 
induced through specific types of yoga, breathing exercises, or chanting. In some 
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cases the causes of awakening are unclear – it can be totally spontaneous. When the 
Kundalini awakens, it may stir up a lot of repressed feelings and traumas from the 
unconscious and cause considerable anguish and pain in the individual. A premature 
Kundalini awakening may cause psychotic episodes in individuals with severe early 
traumas. Such traumas are usually associated with serious organic or biological 
disturbances. Some people with psychotic symptoms tend to show low-amplitude 
alpha mixed with moderate- to high-amplitude fast beta waves, often predominating 
in the frontal and perhaps in the temporal lobes of the brain. This may indicate a 
partial Kundalini arousal on a fragmented and fragile basis. This fast EEG frequency 
pattern, which lacks the slow-frequency, high- amplitude components, indicates a 
lack of grounding and a dissociation between levels of consciousness. On the other 
hand, there are also yogic techniques oriented to reducing Kundalini, and recent 
applications with schizophrenia have addressed negative symptomatology and 
social cognition (Sannella 1987; Arias et al. 2006).

Morita therapy is a systematic psychotherapy based on Eastern psychology, 
named in 1919 after Shoma Morita, a Japanese psychiatrist. It is a behavioral, struc-
tured program and tries to lead patients from preoccupation with somatic symptoms 
and attempts to eliminate neurotic symptoms through four phases by accepting 
them as natural while engaging an outward perspective on life and increased social 
functioning, with an emphasis on moral teachings. It has had some recent applica-
tion in the treatment of schizophrenia with some positive results (Li and He 2008).

Psychoanalysis as an explanatory and therapeutic model is based on the values 
of Western European culture and attempted to explain human psychological distress 
and disorder as resulting from early developmental failures and the impact of unre-
solved psychological conflict overwhelming the rational mind. Psychosis is 
addressed in psychoanalytic psychotherapy through strengthening defense mecha-
nisms to better address internal distress and conflict that may fuel psychotic symp-
toms and improve insight to strengthen reality testing. In current day practice, 
psychoanalytic psychotherapy is seen as complimentary or adjunctive to the use of 
pharmacotherapy to treat psychotic symptoms (Fenton 2000).

Cognitive behavioral therapy (CBT) developed as a late twentieth-century 
Western model that focuses on distortions of rational thoughts and behaviors and 
their resulting emotions as the main explanatory model for psychiatric disturbance, 
as well as the development of functional cognitive and behavioral skills for daily 
living and functioning. It applies this explanatory model and the resulting structured 
therapeutic techniques to address such distortions for a growing range of psychiatric 
disorders. It was initially applied to address depression and anxiety, with significant 
efficacy and effectiveness, but progressively has been applied to more serious disor-
ders such as bipolar disorder and schizophrenia and even disorders with a neuro-
logical basis such as Tourette’s disorder. This is again not surprising due to the 
relationship between psychotic symptoms (especially traumatic psychoses) and dis-
sociative experiences driven by anxiety as previously discussed (Castillo 2003; 
Kingdon and Turkington 2005), with the early work on CBT and anxiety informing 
this work. It has had recent significant application to the treatment of psychosis 
(associated with schizophrenia and mood disorders) through similarly assisting the 
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individual in identifying and addressing reality distortions as thought distortions.  
It has a primarily Western cultural bent, though it has recently been the focus of 
work on cultural modification to address diverse cultural orientations (see Sect. V).

Family therapy is a mid-twentieth-century Western model that initially focused 
on family dysfunction as being causative of psychosis, influenced by the work of the 
communication theorists, who hypothesized that disturbed communication within 
social contexts that placed vulnerable individuals in highly conflicted situations 
(such as within distressed families) was causative in the onset and perpetuation of 
psychosis. There were even attempts to treat schizophrenia through intensive family 
therapy in long-term experimental inpatient settings (Watzlawick 1963). The 
hypothesis of communication and relationship dysfunction as causative was found 
to be fallacious, but the role of disturbed communication leading to increased dis-
tress and vulnerability toward psychotic relapse was supported empirically 
(McFarlane and Cook 2007). This led to the concept of high “expressed emotion” 
(EE) being a significant mediating factor in symptom stability and reduction and a 
target for intervention. However, it has also been found that high EE is actually 
normative among many cultural groups, and in those contexts, EE is less significant 
in precipitating or exacerbating psychotic symptoms (Karno et al. 1987). In addi-
tion, the role of families in supporting cognitive and functional rehabilitation has 
been supported by many studies (McFarlane et al. 2003). Family therapy has also 
progressively been adopted in different cultural contexts and also been increasingly 
informed by cultural adaptations.

11.5  Cultural Adaptation of Western Evidence-Based 
Interventions

As CBT and other forms of evidence-based psychotherapies have evolved, there has 
been greater emphasis on its cultural adaptation to enhance effectiveness with more 
diverse populations, especially non-European-origin groups.

Griner and Smith (2006) conducted a meta-analysis of 80 publications on cultur-
ally adapted psychotherapies and found three levels of cultural adaptations (in order 
of extensiveness): Level 1, translation of therapeutic materials into the language of 
the client; Level 2, incorporation of cultural values/beliefs and contextual variables 
(unique stressors and challenges) into the psychotherapy; and Level 3, incorpora-
tion of cultural theories of problem formation and therapeutic change. Falicov 
(2009) identified other levels of cultural adaptation of psychotherapies, which 
included (1) incorporation of cultural values/beliefs and contextual variables 
(including stressors and challenges unique to that cultural group); (2) implementa-
tion by professionals of the same race, ethnicity, and language as clients;  
(3) addressing accessibility and flexibility of scheduling to fit cultural values and 
needs; and (4) clinician collaboration with natural resources (extended family, spiri-
tual traditions, and community) and engagement strategies.

One of the most comprehensive frameworks for the cultural adaptation of 
 psychotherapy was proposed by Tseng et al. (2005) that outlines four levels of 
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 adjustment to the therapy and adapted for psychosis by Rathod and colleagues 
(2015): (1) Philosophical reorientation or reexamination and orientation of the fun-
damental view of life which affects the direction and goal of therapy, e.g., acceptance 
or  conquering, normality, and maturity. This domain includes level of acculturation, 
beliefs and attributions of illness, and cultural orientation toward psychotherapy.  
(2) Practical considerations of societal factors that impact on the performance of 
therapy (e.g., racism, legal status, economic conditions, health systems and reputa-
tion, funding arrangements, level of stigma associated with mental illness, etc.), all 
of which impact on the patient’s experiences and often determine their trust or lack 
of it in the system of care. (3) Technical adjustments of methods and skill in provid-
ing psychotherapy, including the mode and manner of therapy and various clinical 
issues within the therapy for clients of various backgrounds. This incorporates under-
standing of the setting and environment of therapy, therapeutic relationship, choice 
of therapy, family structures and goals, and role of religion and spirituality. (4) 
Theoretical modifications of concepts need to be made for a best fit for the individual 
and their cultural strength (including views on mind-body relations, self and ego 
boundaries, individuality vs. collectiveness, personality development, parent- child 
relations, and preferred defense mechanisms and coping styles.

The evidence for culturally adapted psychotherapies has been mixed but promis-
ing. Griner and Smith (2006), conducting a meta-analysis of 76 studies, demon-
strated an effect size of 0.45 for culturally adapted evidence-based interventions in 
comparison to nonculturally adapted treatments. Huey and Polo (2008), using a 
meta-analysis of 38 studies of interventions for minority youth, was inconclusive 
insofar as comparative effectiveness, but demostrated significantly stronger treat-
ment adherence to culturally adapted interventions. The ultimate challenge faced by 
culturally adapted interventions is making the necessary adaptations while retaining 
fidelity to the original concepts and methodology of interventions.

Conceptually, cultural adaptations of psychological interventions for psychosis 
and psychotic symptoms need to include and address the following key elements: 
(a) demystification and psychoeducation (culturally relative explanatory models of 
psychosis, cultural framework around reality testing), including stigma; (b) cultural 
idioms around psychotic experiences; (c) the role of the family in efforts for 
 rehabilitation and recovery, including the culturally relative nature of EE; and  
(d) cultural role expectations for rehabilitation. Kingdon and Turkington (2005) 
discuss early intervention techniques used in working with traumatic psychoses, 
chiefly identification of relevant stressors and context, reattribution of hallucina-
tions, dealing with patient’s beliefs and attitudes about key events, and (in cases 
where borderline personality characteristics are present) the use of dialectic behav-
ioral techniques (p.40–41). They first recommend ethnic and gender matching (in 
therapist or even in supervisor) – may be ideal, but not always feasible. They go on 
to recommend attention to therapist style (language, tone of voice, and areas of 
emphasis), eliciting basic beliefs and considering spiritual or cultural explanations 
for inclusion in the therapeutic work.

Rathod et al. (2010) conducted a qualitative study in ethnic minority groups that 
concluded that CBT would be acceptable for minority patients with psychosis and 
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may be more effective if it was culturally adapted to meet their needs. Based on the 
principles outlined by Tseng (2005) for cultural adaptation of psychotherapy, 
Rathod et al. (2013) pursued a randomized controlled trial of a culturally adapted 
cognitive behavioral therapy for psychosis (CaCBTp). This trial was conducted in 
two centers in the UK (n = 33) with culturally diverse participants with a diagnosis 
of a schizophrenic disorder, including Black British, African Caribbean/Black 
African, and South Asian Muslim participants. Assessors blind to randomization 
and treatment allocation conducted administration of outcome measures. Participants 
in the CaCBTp group achieved statistically significant results posttreatment 
 compared to those in the treatment as usual arm, with some gains maintained at 
follow- up. High levels of satisfaction with the CaCBTp were reported.

Mausbach et al. (2008) pursued the comparative evaluation of a group-based man-
ualized behavioral itnervention targeting areas of everyday functioning (managing 
medications, improving social and commmunication skills, organizing and planning 
daily life, using tramsportation, and managing finances). The culturally adapted ver-
sion of this program included (a) translation of interrvention and assessment materials 
from English to Spanish, (b) inclusion of bicultural/ bilingual group faciltiators, (c) 
integrating culturally specific icons and idioms in the materials, and (d) basing the 
format, content, and treatment goals on Mexican cultural values such as simpatia (the 
use of polite social relations) and personalismo (emphasizing warm relationships). 
Fifty-nine Latino participants diagnosed with persistent  psychotic disorders were 
assigned to either the culturally tailored skills-training  intervention (n = 21), the equiv-
alent non-tailored intervention (n = 15), or a  community-based support group (n = 23). 
Participants receiving the culturally tailored intervention showed significant improve-
ment in several outcomes, particularly  significant improvement in the ability to role-
play a variety of complex daily  functional situations, significantly fewer medication 
errors, and higher quality of well-being scores at 6 months. Rathod et al. (2015) pres-
ent the most up-to-date research on CBT in ethnic minority groups and present the 
cultural adaptation of core CBT techniques including reattribution, normalization, 
explanation development and formulation, reality testing, inference chaining, and 
resetting expectations.

Acceptance and commitment therapy (ACT) is a newer behavioral treatment that 
promotes radical acceptance of unavoidable psychological distress in the service of 
 pursuing valued goals and actions. Patients are encouraged to accept unavoidable 
events, to acknowledge but let go of symptoms without treating them as either true 
or false, and to identify and work toward goals that were consistent with their 
broader life values. Bach and Hayes (2002) first demonstrated the effectiveness of 
ACT in a small randomized trial with brief treatment of psychotic inpatients. The 
ACT group showed a 50 % reduction in re-hospitalization rates by 4-month follow-
 up and reported less distress from and believability in their psychotic symptoms. 
Paradoxically, patients receiving ACT simultaneously reported a higher frequency 
of psychotic symptoms at follow-up, possibly demonstrating increased acceptance 
of the symptoms. Guadiano and Herbert (2006) replicated the Bach and Hayes 
(2002) study with a predominantly (80 %) poor African-American population, with 
better measures and a better control condition that controlled for experimental 
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contact. They found significant results, especially on measures of overt psychotic 
behavior such as the Brief Psychiatric Rating Scale.

Some models of evidence-based culturally adapted interventions have focused 
on families to address these key elements. Koppelowicz et al. (2003) developed a 
family intervention for Latinos with schizophrenia that focused on behavioral, 
 conflict resolution, and cognitive skills training for patients and family members.  
It had significant impact on re-hospitalization, symptoms, function; no difference in 
caregiver burden or quality of life. Barrio and Yamada (2010) pursued an iterative 
intervention development process guided by a cultural exchange framework, based 
on findings from an ethnographic study of Latino families with members with 
schizophrenia. They piloted this multifamily group 16-session intervention with 59 
Latino families in a randomized control trial. The preliminary data from family- and 
client- level outcomes and post-study focus groups indicate that the intervention is 
effective by increasing illness knowledge and reducing family burden. Yang et al. 
(2014) developed and piloted an anti-stigma intervention based on a peer-family 
group format, co-led by a clinician and a trained family caregiver, to counter stigma 
among Chinese immigrants. The intervention provides psychoeducation, strategies 
to counter experienced discrimination, and techniques to resist internalized stigma. 
Results suggest preliminary efficacy in reducing internalized stigma for caregivers 
who evidenced at least some prior internalized stigma.

Some of the work on cultural adaptation of psychotherapy of psychosis has 
involved further investigation of the application of the concept of expressed  emotions 
(EE). Mexican Americans have been found to have lower rates of high EE than other 
ethnic and national groups (Jenkins and Karno 1992). In the USA, and relative to 
European- Americans, Mexican American caregivers have been found to be less 
critical of their ill relatives (Kopelowicz et al. 2006), as well as more likely to live 
with and spend more time with them (Lopez et al. 2004; Ramirez Garcıa et al. 
2004). The relation between expressed emotion (EE) and caregiver acceptance was 
tested with the use of video-recorded interactions between 31 Mexican American 
family caregivers and their relatives with schizophrenia. Acceptance was defined as 
the family caregiver’s engagement with the ill relative along with low levels of 
expectations for behavioral change. Three aspects of caregiver acceptance were 
measured: global acceptance of the patient, unified detachment (i.e., non-blaming 
but engaged problem discussion), and low aversive responses to patient behavior 
(e.g., criticisms and demanding change). Relative to high EE caregivers, low EE 
caregivers were consistently more accepting of their ill relatives across the three 
measures of acceptance. Unified detachment was negatively associated with emo-
tional overinvolvement, and aversive responses were positively related to criticism. 
Warmth was not related to acceptance. Such findings can guide the development of 
cultural adaptations that address family EE effectively within a cultural context and 
improve the prognosis for the patient and the caregiving environment (Vaughn and 
Leff 1981).

The pharmacotherapy of psychosis also requires cultural adaptations to address 
both biological and psychological factors. Increasing evidence points to differen-
tial pharmacogenetics based on ethnically and racially specific polymorphisms of 
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metabolic enzymes and postsynaptic receptors. Many of these polymorphisms 
have been handed down multiple generations via population migrations. These 
polymorphisms include D2 receptor sensitivity in African origin (which increase 
risk for extrapyramidal symptoms and tardive dyskinesia), CPY2D6 slow metabo-
lism with Asian origin and indigenous American populations (which increase risk 
of side effects and potency with lower doses), and CPY2D6 slow metabolism in 
dietary context with Latinos (through the use of corn and citrus). Clinicians have 
to be alert to these polymorphisms when prescribing psychiatric medications, 
especially antipsychotics. They also need to be alert to ethnic/racial/cultural biases 
around diagnosis, which can lead to inappropriate treatment. Patients and families, 
especially from ethnic minority groups, also experience specific stigma through 
the use of pharmacotherapy for psychiatric disorders, feeling that these have at 
times been misused for cultural oppression. Psychoeducation needs to demystify 
pharmacotherapy and empower patients and families from diverse backgrounds by 
the process of informed consent and therapeutic choice (Lin and Finder 1983; 
Lin et al. 1995; Malik et al. 2010).

11.6  Impact of Globalization

Concern has been voiced by some critics of globalization in mental health, such as 
Watters (2010), that this may lead to the Westernization of mental health, with a 
greater emphasis on standardization of assessment and treatment that would mini-
mize cultural factors such as explanatory models, treatment acceptability, and cul-
turally specific interventions. Watters identifies these explanatory models, 
accompanied by symptom expression and idioms of distress unique to the cultural 
context, as important in the prevention of alienation and stigma and the maintenance 
of the bond between the affected individual and their families and communities. He 
cites various examples of studies that have shown that the Western scientific model 
may have the opposite effect than intended around stigma and social integration, 
possibly serving to alienate those affected with mental illness from their families 
and communities. There is also danger in excessive reductionism adversely impact-
ing the rich diversity in understanding and interventions of psychotic experiences.

However, globalization could lead to a healthy exchange and mutual learning of 
approaches to treat psychotic disorders. The use of culturally based interventions 
and of natural supports such as families and spiritual institutions may provide solu-
tions to one of the main challenges in serving those people with these illnesses: 
overcoming their socio-cognitive impairments in order to sustain their connections 
to their families and communities. Such social connections are critical in enhancing 
function and recovery from psychotic illnesses. Western psychiatric service systems 
have often failed in providing such social connectedness and rehabilitation while 
spending large sums per capita in the treatment of psychotic relapses (in hospitaliza-
tion, residential treatment, and pharmacotherapy). Naturalistic, community-based 
models of care in low-resource nations may be important exemplars to reform our 
service systems for these vulnerable citizens.
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Even with this greater openness to culturally based interventions and care  models, 
access to such approaches still poses a major challenge. This lack of access particu-
larly impacts some of our most vulnerable populations (minorities,  immigrants) who 
tend to utilize traditional mental health services at much lower rates due to these 
being less acceptable and culturally relevant (Pumariega et al. 2013). We cannot 
count on ethnic matching of mental health providers as a solution since these are in 
lower relative numbers among the overall pool of professionals compared to the 
overall population. Additionally, mental health professionals from minority and 
immigrant backgrounds are themselves not often trained in culturally informed mod-
els. The best approach to address this major access gap is training all mental health 
providers in principles of culturally informed care and evidence-based culturally 
based interventions, especially those for psychoses. Such training and standard set-
ting efforts are underway by some professional organizations and some public men-
tal health providers (Pumariega et al. 2013), but they need to be far broader if we are 
to catch-up with the increasing cultural diversity of our populations and their needs.

Additionally, mainstream mental health providers can collaborate with culturally 
specific healers in providing parallel care, particularly sharing their mutual under-
standing of the management of psychotic symptoms and experiences. An early 
example of this is provided by Pedro Ruiz, well-known leader in world psychiatry, 
who found, as a young attending heading a partial hospitalization program for 
Latinos with serious mental illness in New York City, that many of his patients were 
dropping out of the program at high rates. He attempted to make the ambiance of the 
program more culturally welcoming, but this did not yield results. It was only after 
he discovered that the patients instead were attending an Espiritismo center-church 
(Puerto Rican Afro-Caribbean religion) for their spiritual healing needs that he then 
was able to establish a successful collaboration with the church based on mutual 
support of each others’ explanatory model and interventions that led to more com-
prehensive care (Ruiz 1977).

 Conclusion

The cultural adaptation and tailoring of psychiatric treatment in general and of 
schizophrenia and other psychotic disorders in particular is an area that will wit-
ness continued growth in interest and application. This will occur as there is 
greater emphasis on mental health care and services worldwide and greater 
exchange in knowledge and treatment models as a result of globalization and 
improving socioeconomic conditions in emerging nations.
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12.1  Introduction

Low- and middle-income countries (LAMIC) have enormous burden of psy-
chotic disorders with prevalence of schizophrenia between 1.4 and 4.6 per 1,000 
(Jablensky 2000). While the burden is very heavy, the resources available to 
treat them are very limited. “For example, per 100,000 population, Psychiatrists  
working in the mental health sector in the most populous developing countries of 
Asia and Africa i.e., India, Pakistan, Nigeria and Ethiopia are 0.301, 0.185, 0.06 
and 0.04 respectively” (World Health Organization 2011). A combination of limited 
access and cultural belief systems leads to many individuals’ first accessing help 
from complimentary or alternate practitioners or spiritual healers. Additionally, 
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there is an inverse relationship between GDP and duration of untreated psychosis 
(Large et al. 2008), and duration of untreated psychosis is shown to be correlated 
with adverse outcomes of poorer response to treatment and increased disability 
(Farooq et al. 2009).

12.2  Epidemiology and Outcomes of Psychotic Disorders 
in Developing Countries

Research data on epidemiology of severe mental disorders is limited from LAMIC 
(Jablensky et al. 2000). However, the small number of studies available paints a 
gray picture (Mahy et al. 1999; Menezes et al. 2007; Bhugra 2005; Saha et al. 2005). 
For example, Adams et al. (2006) estimated that in Bihar, one of most economically 
deprived states in India, the number of people suffering from schizophrenia is larger 
than in the whole North America. Similarly, these countries have large populations 
living in the age range which is high risk for psychotic disorders such as schizophre-
nia, e.g., 21.5 % of Pakistan population is in the age range of 15–24 years (Pakistan 
Demographic Profile 2014).

Strikingly, as far as outcomes are concerned, schizophrenia might have better 
outcomes in LAMIC (Isaac et al. 2007). The International Pilot Study of 
Schizophrenia (World Health Organization 1976) and later the International Study 
on Schizophrenia (ISoS) (Harrison et al. 2001) suggested better outcomes in the 
LAMICs. Kulhara and Chakrabarti (2001) reported that sociocultural factors might 
contribute to the better outcome of schizophrenia in LAMICs. However, in recent 
years Patel and his colleagues (2006) questioned this strongly held belief about bet-
ter outcomes of schizophrenia in such countries. Calls for more research into this 
unexpected differential in outcome for psychosis between developed and develop-
ing countries continue (Hopper and Wanderling 2000).

12.3  Treatment of Psychosis in Lamic

There is very little evidence, if any, on the effectiveness of typical pharmacological 
and psychological interventions in these populations, although favorable outcome is 
reported by large studies (Jablensky et al. 2000; Leff et al. 1992). This is in contrast 
to voluminous literature on the epidemiology of schizophrenia in these countries. 
Evidence for the effectiveness of psychosocial interventions in psychosis is reason-
ably robust in high-income countries (NICE 2014) but differences in sociocultural 
factors and health systems may limit the generalizability of this evidence to LAMICs 
(Patel et al. 2006). In LAMICs the treatment gap for psychotic disorders is large 
because of the scarcity of resources to offer evidence-based interventions (Kohn 
et al. 2004). There is evidence for a significant delay in seeking treatment for people 
with psychotic disorders from LAMICs. Therefore the delivery of evidence-based 
interventions is a challenge in such countries and a global mental health priority 
(Lancet Global Mental Health Group 2007).
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12.3.1  Psychosocial Interventions for Psychosis in LAMIC

12.3.1.1  Research on Beliefs About the Illness
It is important in this aspect to consider the concepts about the illness and its causes, 
as these lead to help-seeking behaviors. Our group has conducted research in both 
Pakistan and the UK to explore the beliefs about psychosis among Muslim South 
Asians in the UK and the local population in Pakistan. There is evidence to suggest 
that some Asian clients use a bio-psycho-social-spiritual model of understanding of 
illness (Table 12.1). Saravanan et al. (2007), for example, considered the dissonance 
of belief models about first-episode psychosis between patients and professionals in 
South India and reported that the majority of patients prioritized spiritual and mysti-
cal factors as the cause of the disorder, and this affected their pattern of help seek-
ing. Looking at the same region, Joel et al. (2003) examined the beliefs of community 
health workers about psychosis and found a variety of indigenous beliefs which 
contradicted the biomedical model and so led to the conclusions that medical doc-
tors could not help; clearly, this would have a significant impact on referral to and 
general accessibility of psychiatric treatment, including brief interventions.

12.3.1.2  Help-Seeking Behaviors
Beliefs about mental illness are likely to affect the way we seek help. They are also 
likely to have an effect on professionals’ assessment of whether the individual may 
benefit from different treatments. Saravanan and colleagues (2007) reported that 
those patients who held a more conventional biomedical model of psychosis were 
scored as having greater insight; as we know, this concept is strongly linked to 
assessment of individuals as suitable for talking therapy, including brief therapy.

A study of clinicians’ attitudes to cognitive behavior therapy (CBT) in Tanzania 
(Stone and Warren 2011) indicated more positive beliefs about the utility of this 
particular type of brief intervention, but this was not specific to psychosis. 
Unpublished qualitative data from this cohort identified key themes which influ-
enced clinicians’ views about CBT (and its effectiveness), including the medical 
model’s dominance among trained professionals, the novelty of a talking therapy 
approach, the practicalities of implementing it, and the personal cultural influence 
the individual therapist brought. Interestingly, it seems that local views of psycho-
therapeutic interventions may depend very much on the degree to which the culture 
is interpersonally attuned and syntonic and therefore able to benefit from an inter-
personal form of treatment. In Tanzania, psychotherapeutic interventions appear to 
be gaining in popularity (despite the scarcity of providers) and may not suffer from 
the same stigma that traditional psychiatric treatments have.

12.3.1.3  Examples of Tried Interventions
There are not many published studies in this area. The limited work so far has focused 
on effectiveness of short but practical interventions that tested cost- effective strategies to 
improve outcomes in schizophrenia. For example, Farooq and colleagues (2011) con-
ducted a RCT including 110 patients with schizophrenia or schizoaffective disorder to 
evaluate the effectiveness of an intervention that involves a family member in 
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supervising treatment in outpatients for schizophrenia (STOPS) compared with treat-
ment as usual (TAU). Following assessment, it was concluded that supervised treatment 
can play a useful role in enhancing adherence to treatment in LAMI countries. Others 
have tested the impact of psychoeducation on the burden of schizophrenia on the family 
(Nasr and Kausar 2009) and culturally adapted CBT for psychosis for inpatients (Habib 
et al. 2015). In India, Hegde and colleagues (2012) studied the effectiveness of cognitive 
retraining program in a RCT for 45 patients with first-episode schizophrenia, on neuro-
psychological functions, psychopathology, global functioning, psychological health, 
and perception of level of family distress in their caregivers. Patients and one of their 
caregivers were assessed at baseline, post-assessment (2 months), and follow-up assess-
ment (6 months). The addition of home-based cognitive retraining along with TAU led 
to significant improvement in neuropsychological functions.

12.3.2  Development and Testing of a Brief Culturally Adapted 
CBT for Psychosis (CBTp) Intervention in a LAMI Country

12.3.2.1  Rationale and Background for Developing Brief CBTp
There is evidence to suggest that for nonpsychotic disorders, many cognitive behav-
ior therapy (CBT) treatments delivered in a brief format lead to significant clinical 
improvement and symptom reduction, relative to other forms of psychotherapy 
(Bond and Dryden 2005). Various approaches have been tried to increase the effi-
ciency of CBT treatments including adapting individual treatments to a group for-
mat and develop self-help resources, bibliotherapy, and eMedia-assisted therapy 
program (Hofmann et al. 2012; Hazlett-Stevens et al. 2002). The most common 
approach for efficiency enhancement is to make existing CBT treatments brief by 
reducing the number of treatment sessions.

Our group has culturally adapted CBT for psychosis both in the UK and Pakistan 
(Rathod et al. 2015 and Naeem et al. 2015b). In our previous work in Pakistan to cultur-
ally adapt CBT for depression, open-ended interviews were conducted by a psychiatrist 
trained in CBT and qualitative methods. We further developed semi- structured question-
naires that could be used by psychology graduates, thus reducing the cost and further 
standardizing the process of interviews (Naeem et al. 2009a, b, 2010, 2012, 2015a; 
Naeem and Ayub 2013). In order to do this, interview transcripts were repeatedly read 
from previous studies and their results. This exercise focused on the topics and the ques-
tions used in our past work and formed the basis of the semi- structured interview guide. 
These semi-structured interviews consisted of open- ended questions, with prompts and 
guidance on exploratory questions. A total of 92 interviews were conducted by 3 psy-
chologists. We conducted qualitative interviews with mental health professionals 
(n = 29), patients (n = 33), and their carers (n = 30). The results of the mentioned studies 
highlighted the barriers in therapy (e.g., lack of awareness of therapy, family’s involve-
ment, traveling distance and expenses, and uncooperative family caregivers) as well as 
strengths while working with this patient group. Patients and their carers in Pakistan use 
a bio-psycho-social-spiritual model of illness (Table 12.1). They seek help from various 
sources, including faith healers. Therapists make minor adjustments in therapy. Findings 
from these studies have been described in separate papers (Naeem et al. 2014a, b, c).
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12.3.2.2  Development and Testing of CaCBTp Intervention
Adaptations were made to reflect the views of therapists and carers by our group in 
Pakistan. However, the major issue to be tackled was overcoming resources related 
barriers-finances, therapy time, transport, distance from the service facility, etc. We 
had numerous discussions among the group members and contacted the patients 
who had either received therapy or had shown an interest. Finally, the consensus 
was built that therapy should be time limited and brief for it to be acceptable. We 
therefore used a brief version of this therapy that we had culturally adapted. This 
therapy was provided according to a manualized treatment protocol (Kingdon and 
Turkington 1994) by psychology graduates with more than 5 years of experience of 
working in mental health, trained by an expert and supervisions. Although therapy 
was provided flexibly, the sessions typically focused on formulation and psycho-
education; normalization and introduction to stress vulnerability model; working 
with delusions, hallucinations, and negative symptoms; and termination work and 
relapse prevention. In addition a spiritual dimension was included in formulation, 
understanding, and therapy plan; Urdu equivalents of CBT jargons were used in the 
therapy; culturally appropriate homework assignments were selected and partici-
pants were encouraged to attend even if they were unable to complete their home-
work; and folk stories and examples relevant to the religious beliefs of the local 
population were used to clarify issues. Families are heavily involved in patient’s 
care and serve as the main caregivers to psychiatric patients in Pakistan. Also, 
through our experience of adaptation of CBT for Pakistan, it is understandable that 
their involvement can enhance the acceptability of treatment. Therefore, this brief 
version consisted of 6 sessions for the participant plus one session for the family/
carer. During this session, a key carer was identified (acting as a co-therapist) with 
whom the therapist worked closely. The carer attended the sessions with the patient’s 
consent and helped in therapy (e.g., with homework, if required).

This brief version was found to be effective in the first trial of CBT for psychosis 
from outside the western world. A total of 116 participants with schizophrenia were 
recruited to this RCT from 2 hospitals in Karachi, Pakistan. A brief version of 
CaCBTp was provided over 4 months. Participants in treatment group showed sta-
tistically significant improvement in all measures of psychopathology at the end of 
the study compared with control group (Naeem et al. 2015b). These findings, though 
highly encouraging, need replicating in other low- and middle-income countries.

12.3.2.3  Focus of Adaptation
The process of adapting CBT for specific groups should focus on three major areas 
of therapy, rather than simple translation of therapy manuals. These are related to 
the barriers in delivering therapy. These include:

 (a) Awareness of relevant cultural issues and preparation for therapy:
 (i) Culture and related issues (culture, religion, and spirituality; language 

and communication; family-related issues)
 (ii) Capacity and circumstances (individual issues, systems of support and 

treatment, and pathways to care and help-seeking behavior)
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 (iii) Cognitive errors and dysfunctional beliefs which are directly related to the 
problem and its treatment

 (b) Assessment and engagement
 (c) Adjustments in therapy

12.4  Barriers to Psychosocial Interventions in LAMIC

There are a wide range of factors that act as barriers to any type of psychotherapeu-
tic intervention in LAMIC.

12.4.1  Engagement Issues

Often people with psychosis struggle to engage with treatment as their predominant 
model of illness might be based in spiritual and religious explanations. They seek 
help from faith healers. If the mental health professionals are not respectful of their 
views, they are less likely to engage.

 (a) Gender
Gender roles are widely understood to affect different social behaviors across 
different countries, including LAMIC. Assertiveness is often not encouraged in 
some diverse cultures among women which clearly has implications for treat-
ment seeking both in initial (or prodromal) phases of psychosis and ongoing 
engagement in interventions in acute or chronic stages.

 (b) Collectivist cultures
In collectivist cultures, the self is defined in terms of group identity and interde-
pendence with group members (Owusu-Bemph 2002). As such, group goals have 
supremacy over individual goals and individuals suppress their own needs for the 
communal needs. The emphasis is on the group need rather than individual needs, 
in stark contrast to individualistic western cultures. Individuals from collectivist 
cultures tend to oscillate between the culture of the country of origin, culture of 
host country, and communal culture (Rathod and Kingdon 2009).

 (c) Guru-Chela (student) versus Socratic method of teaching
There are wide differences between Asian and eastern clients in their views of 
the therapists. While CBT uses a Socratic method and is based in collaborative 
empiricism, the Asian model of learning is usually more like a Guru-Chela 
relationship. In Asian clients like sermons and didactic teaching, therefore it is 
not surprising that they prefer a more structured and prescriptive approach to 
therapy (Iwamasa 1993).

 (d) Spirituality/religion
Spiritual development is a vital part of many different cultures (Laungani 2004). 
In Western countries, a clinician’s ignorance or interpretation of spiritual experi-
ences as manifestations of psychopathology and lack of confidence may result in 
this not being addressed. The influence of religion and spirituality remains strong 
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in non-Western cultures despite westernization and acculturation when they 
immigrate (Williams et al. 2006) and, rather than a barrier, could be an asset when 
offering brief interventions in LAMIC. Spiritual healers may play a constructive 
role if collaborations are developed with them (Ramakrishnan et al. 2014).

12.4.2  Social Behaviors

Social validity (acceptability and viability of the intervention) by the community is 
vital in negating barriers to the effectiveness of interventions for psychosis. For 
many groups in LAMIC, the community trusts its network and prefers it to main-
stream services initially. Reliance on word of mouth has been emphasized by 
members of South Asian Muslim communities and both the Pakistani and 
Bangladeshi participants in a study by Rathod and colleagues (2010) reported that 
often individuals would go to their general practitioners and request that they be 
prescribed the same medication as “that person” because they have been told that 
it works. They would also act on informal information to see a particular “faith 
healer” because a member of the community has recommended them. Ball and 
Vincent (1998) emphasized that in order for psychological interventions to be 
accessible and acceptable to LAMIC, individual communities would need to see 
the benefits that are revealed through “word of mouth” to other community 
members.

 (a) Racism
Racial discrimination is common in many cultures, e.g., across ethnic, caste, 
and tribal groups, and may affect treatment seeking and engagement in psycho-
logical treatment for psychosis. Vulnerable individuals often find it difficult to 
talk about this with clinicians, while clinicians may similarly avoid discussing 
or addressing anything that could be considered as discriminatory. Therapist 
should be aware of stereotypical assumptions of the groups they are working 
with and ensure that these are addressed so that they do not impact on therapy 
process.

 (b) Stigma
Stigma of mental illness affects populations across the world, leading to delays 
in help seeking and other difficulties with therapeutic interventions, but for 
LAMIC may need greater attention due to the possible likelihood of misinfor-
mation about psychosis. In LAMIC, the subject of mental illness is frequently 
seen as a taboo and therefore not talked about openly. Acceptance of psychosis 
in some LAMI countries is varied; some view people with psychosis as “spiri-
tually” and will respect them, whereas others will stigmatize them and label 
them as “insane.” The shame associated with stigma that mental illness brings 
to individuals and their immediate families adds on to the existing problem 
(Phiri 2012).

Often, dealing with somatic presentations common across cultures of LAMIC 
(e.g., South Asian groups) is emphasized in therapy. Tsai and Chenston-Dutton 
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(2002) argue that somatic presentations were common among Chinese psychiatric 
patients. Rathod and colleagues (2010) reported that South Asian Muslim partici-
pants preferred expressing somatic complaints, as they were less embarrassing and 
feared being stigmatized as holding bizarre beliefs. Chinese groups share a similar 
belief on somatization.

12.4.3  Access and Referrals

A systemic barrier to effective treatment for psychosis in LAMIC is the issue of 
access to services and providers offering appropriate interventions and difficulties 
with the referral process. In places where investment in and resources for mental 
health services are scant, services may not actively seek referrals and their role may 
in fact include “gate keeping” due to overwhelming demand. In rural areas, geogra-
phy plays a significant challenge for access to healthcare services and appropriate 
interventions; for instance, villagers may need to travel long distances to the city 
areas to seek psychological input, travel costs will impact on limited resources, and 
where income depends on individuals tilling the land, they may decide against trav-
eling to the city in order to ensure other needs are met.

 (a) Referrer’s perceptions
We learned through our qualitative studies in Pakistan that psychiatrists are 
psychopharmacologically oriented and therefore less likely to refer their 
patients for psychotherapy to psychologists. They are also not convinced that 
the therapy works. This can be a major barrier in access to psychological 
therapies.

 (b) Communication and Interpreters
The populations of LAMICs may often entail groups speaking diverse lan-
guages, meaning service users and clinicians may not hold the same first lan-
guage or share any language in common at all. For example, as India is such a 
large country, it is very likely that there is a linguistic mismatch between the 
therapist and client. Language barriers account for an increase in healthcare 
costs (Bischoff and Denhaerynck 2010) which of course are already a signifi-
cant issue in many LAMICs. Meanwhile, all clinicians are well aware that 
“Language is the principle investigative tool in mental health. Without it we 
cannot assess a patient effectively” (Farooq and Fear 2003). Therapists may 
vary in their degree of experience or confidence in using an interpreter (Phiri 
2012). Farooq and Fear  (2003) have identified key factors to consider for an 
appropriate interpreter which is helpful in aiming for a gold standard.

 (c) Expectations of treatment
There may be discrepancies between the individual’s or family’s ultimate aims 
and those of the service provider. Goals for treatment that are seen as appropri-
ate in West, such as improved quality of life, self-determination, and indepen-
dence (Pinninti et al. 2005), may not be those that patients, families, and 
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clinicians would be satisfied with in LAMI countries. Thus, clinicians working 
in LAMIC may need to adapt the typical examples of therapeutic goals they 
find in the literature and evidence-based writing in order to meet the needs of 
those individuals they offer interventions to.

Table 12.2 gives a quick overview of the barriers as well as suggesting possible 
solution to overcome these barriers.

12.5  Key Skills, Clinical Approaches, and Training 
Implications

In considering brief intervention models for the treatment of psychosis in LAMIC, 
important issues for reducing barriers to access and adapting existing approaches 
have already been highlighted. Brief interventions may be more successful in 
LAMIC due to a variety of reasons, including but not limited to therapists’ factors 
(e.g., limited number and time), patient factors (e.g., having to travel long distances 
to bigger cities and to return to work as there is no financial support for disability), 

Table 12.2 Barriers and possible solutions to psychosocial interventions in LAMIC

Barriers Possible solutions

 1.  Lack of resources (trained therapists, 
distance from hospital, transport, etc.)

 1.  Developing low-cost interventions, use of 
technology (e.g., Skype) for supervision, etc.

 2. Mistrust of services/practitioners  2. Understanding local norms

 3. Worries about confidentiality/breach  3.  Confidentiality has different meaning in 
different cultures. Therapist should be aware 
of these issues

 4.  Poor information on psychological 
therapies/accessibility

 4.  Psychoeducation is normally a major part of 
culturally adapted interventions

 5. Language and terminology  5.  Culturally sensitive language and terms, rather 
than literal translations

 6. Fear of being stigmatized  6.  Reattributing illness to a bio-psycho-social 
spiritual model and understanding of stigma 
(e.g., stigma might be due to genetic causes of 
illness)

 7.  Doubt regarding CBT being 
empowering enough

 7.  Offer tester sessions and choosing initial 
interventions that provide an experience  
of improvement.

 8.  Cultural incompetence or Eurocentric 
approach

 8. Use of culturally adapted CBT manuals

 9.  Clinician’s beliefs in the power of 
drugs

 9. Working with medical professionals

10. Faith/spirituality and religion 10.  Better understanding of these issues, as well as 
working together with clients’ families and 
religious scholars

11. Gender issues 11.  Trying to help family understand the cost of 
the illness (e.g., impact of mothers’ illness on 
children’s education)

12. Financial implication 12.  Focus on low-intensity, brief, and guided 
self-help or self-help
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and system factors (e.g., too many patients). Further to these, we would like to draw 
attention to some additional key skills for providing clinically effective therapies:

• In order to increase the social validity of brief interventions, user acceptability 
and satisfaction must be given priority.

• Behavioral or environmental change may offer a tangible route to prevention in 
either prodromal stages or when working on relapse prevention. Therefore 
patients, clinicians, and researchers should advocate and explore the notion that 
social factors play an important role in mental disorders such as psychotic phe-
nomenon (Van Os and McGuffin 2003) and use this within brief therapies.

• Clinicians working in LAMIC face unique challenges through having limited access 
to relevant literature, training, and supervision/support in their practice. Initial educa-
tion and ongoing professional development should be focused on ensuring that pro-
fessionals are aware of those factors pertinent to cultural adaptations of brief therapies 
as well as to wider issues of treatment seeking and the reduction of DUP.

• Clinicians should be mindful of the importance of language in delivering inter-
ventions. For example, where issues of stigma are prominent and clients present 
with a focus on somatic complaints, re-labeling or reframing of organic  symptoms 
into psychological terminology may become acceptable only as the therapeutic 
relationship develops.

• Barriers to seeking treatment, accepting brief interventions, and engaging fully 
in the therapeutic process could be reduced through new advances in develop-
ment and technology – such as the use of mobile phone communication and 
apps. Likewise, new approaches to integrating CBT models with other approaches 
(e.g., family-focused therapies, motivational interviewing) could also play a role 
in overcoming obstacles common to populations in LAMIC

• When considering cultural adaptations, we would promote the idea of cultural 
sensitivity, i.e., flexible consideration of a diverse balance between numerous 
factors affecting definitions of culture, including religion, ethnicity, class, gender 
roles, socioeconomy, etc. We can now acknowledge that the way in which cul-
ture influences the course of psychosis through specific patterns and timing is 
complex; and much closer, on-the-ground documentation of local contingencies 
is required (Hopper and Wanderling 2000).

• Role of religion in psychological well-being can act as coping strategy,  
e.g., when an orthodox follower of a particular religion refrains from unhelpful 
behaviors and believes that in following God’s teaching, they will go to heaven. 
Spirituality can enable one to strive to create a meaningful and purposeful life, 
thereby promoting a sense of well-being. One may maintain a personal relationship 
with one’s deity and gain mental strength to see one through stressful periods.

• When addressing issues of religion and spirituality, consulting religious experts 
where appropriate can help understand how far an individual may be deviating 
from cultural norms and how much distress this is causing them; working with 
religious experts can also serve to recruit a co-therapist who may have a uniquely 
therapeutic relationship with the patient, relatives, and others.

• Given that culture and religion are entwined in LAMIC, use of culturally relevant 
explanations sensitive to the individual’s beliefs, norms, and values is essential to 
fostering engagement.
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• At the outset we would recommend that clinicians emphasize that trust will be 
earned and use examples of situations where the individual implies trust as lever-
age to engaging in a therapeutic relationship.

 Conclusion

Although the epidemiological data are insufficient, there are reasons to believe 
that a high number of individuals in LAMIC are affected by psychotic disorders. 
There are also reasons to believe that the outcomes are not as positive as we once 
believed. Treatment strategies are at a very preliminary stage, with a focus on 
psycho pharmacological interventions. It is therefore not surprising that psycho-
social interventions are not often reported from LAMIC. There is an underlying 
assumption that psychosocial interventions need to be culturally adapted for use 
in non-western cultures. There are significant barriers in providing psychosocial 
interventions in LMIC. The most notable of these barriers include time, distance, 
and resources. The limited work so far highlights many barriers to promote psy-
chosocial interventions for this population and one way these might be overcome 
is by developing brief interventions for psychosis for these countries.
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Policy Implications in Psychosis

Narsimha R. Pinninti and Shanaya Rathod

In this book, we have thus far reviewed the current effective psychosocial 
 interventions for psychosis adapted for a brief format at an individual or microlevel. 
The overarching theme has been providing these effective interventions within the 
context of constant resource constraints and imperfect systems of care. Interventions 
at the microlevel are dependent on the agenda set by macrolevel policies, priorities, 
and practices. In this chapter, we describe the scenarios at a macrolevel, looking at 
systems of care; we examine the current limitations in the systems of care and sug-
gest steps to address these limitations. We do recognize that the health-care systems 
of the USA, most European countries, and low- and middle-income countries 
(LAMI) differ significantly but share the same common goals of providing effective 
evidence-based interventions for most people in the most efficient way. The discus-
sion will be initially global and relevant for all systems followed by more specific 
discussion about the different systems.

13.1  History of Services for Psychosis

Individuals with psychosis and their families need access to effective comprehen-
sive biopsychosocial interventions and ongoing monitoring aimed at achieving 
recovery. The health systems and/or commissioners of mental health services 
require information on the effectiveness of various interventions that allow them to 
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make meaningful decisions to allocate limited available resources. Historically, 
mental health systems have taken a custodial role focused on protecting the society 
from the burden of dealing with seriously mentally ill while those with minor prob-
lems were not serviced. They did this by seperating those who were dangerous and 
or disruptive to the families, seperating them from society by institutionalizing them 
(Chow and Priebe 2013). From the 1950s onward, there has been a shift in the pro-
vision of care, with the locus of care of mentally ill moving from institutions to 
communities. For example, in the USA, in 1955, the number of persons in state 
hospitals reached its peak at 339 per 100,000, while in 1998, the inpatient census 
declined to 21 per 100,000 on any given day (Lamb and Bachrach 2001). The dein-
stitutionalization of individuals with serious mental illness was driven by four fac-
tors: public revelations regarding the state of public mental hospitals, the introduction 
of antipsychotic medications, the introduction of federal programs to fund patients 
who had been discharged, and civil libertarian lawyers. Unfortunately, this has 
resulted in approximately 3.2 million individuals with untreated serious mental ill-
ness living in the community (Fuller Torrey 2015). In addition, many individuals 
ended up either homeless or in prisons. According to a report published by Fuller 
Torrey, there are ten times as many individuals with mental illnesses in jails and 
prisons as they are in psychiatric beds (Rubinow 2014). Until very recently, the 
expectations for individuals with psychosis were low and focused on symptom con-
trol and preventing hospitalization, while recovery, improvement in functioning 
(Zipursky et al. 2013) and reintegration into community a priority.

The introduction of various psychotropic medications since the 1950s gradually 
moved the focus of psychosis from a biopsychosocial perspective to one of biologi-
cal reductionism. The discovery of various antipsychotic agents starting with 
chlorpromazine in 1952 created a sense of optimism and excitement that psychotic 
disorders could be understood on biological basis and that medications would be 
found that would resolve the disorders. The aggressive marketing of medication as 
a solution to psychotic disorders by profit pharmaceutical industry and the nexus 
of relationship between academic psychiatry and the industry provided strength to 
the narrative that a single biological solution will be found for treatment of psy-
chotic disorders. However, that expectation and hope that we would find a biologi-
cal cause and treatment for psychotic disorders including schizophrenia is 
unrealized. For a long time, psychotropic medication was considered critical and 
mainstay in the treatment of psychotic disorders. However, we are more aware of 
the significant limitations of psychotropic medications including their limited effi-
cacy and risk for side effects. Medications are effective in reducing acute symp-
toms and reducing the likelihood of relapses. Also, medications are only partially 
effective in reducing positive psychotic symptoms, are relatively ineffective in 
negative and cognitive symptoms, and are associated with significant side effect 
burden and high rate of nonadherence (Leucht et al. 2013; Ragins 2005, 2012; 
Waterreus et al. 2012). There is evidence that long-term use of antipsychotic medi-
cation may impede recovery and evidence that less medication sometimes is better 
(Mosher and Bola 2013).

A variety of factors in the past two decades have led to a focus on recovery for 
psychotic disorders as a realistic goal and expectation. In the USA, recovery as a 
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desirable and attainable goal for all mentally ill was enunciated as a policy statement 
by US government for the first time in 2003 (health 2003). The NHS (national health 
services) in the UK incorporated recovery-oriented thinking into their service models 
before the USA. There is strong evidence that significant social stress due to environ-
mental risk factors such as migration, social marginalization, urbanity, childhood 
trauma, social defeat, and other adverse experiences increases the risk of psychosis 
(Mizrahi 2015), and medication alone is inadequate to address the vulnerabilities 
from these factors. In the USA, an empowerment model of dealing with psychosis is 
proposed that focuses on instillation of hope, exposure to recovered individuals who 
act as role models, developing the person’s internal resources, and strengthening the 
social supports while relegating the role of medication to that of a tool that is needed 
for periods of time and not necessarily indefinitely. Similar treatment approaches that 
specifically aim to minimize the use of medication such as open dialog are showing 
better social and vocational outcomes, thereby questioning our basic paradigm that 
medication is critical part of treatment (Seikkula and Olson 2003). Better outcome in 
rural areas of low- and middle-income countries (LMIC) is an established observa-
tion and is thought to be due to supportive systems that are available for individuals 
with psychosis. A closer look at these studies also shows that individuals had less 
exposure to traditional treatments, and this may in part explain the results of better 
symptomatic and vocational outcomes (Yang et al. 2013).

Societal attitudes toward psychosis and the available treatments determine 
engagement with services. For many years, while the illness model was reported as 
the prevalent one for psychosis, in different countries including the UK (Furnham 
and Bower 1992), Germany (Angermeyer and Matschinger 1999), India (Srinivasan 
and Thara 2001), Mongolia, and Russia (Dietrich et al. 2004), the funding for 
research in psychosocial interventions was neglected. Consequently, we have sys-
tems of care that are not designed to provide effective psychosocial interventions for 
individuals with psychosis. The efficacy and effectiveness of various psychosocial 
interventions for treatment of psychotic disorders is well established for some inter-
ventions including cognitive behavior therapy (Wykes et al.2008), vocational reha-
bilitation (Mueser and McGurk 2014), family interventions (Mueser et al. 2013), 
and motivational interviewing (Bradley et al. 2007), and it is promising for psycho-
dynamic therapy (Brus et al. 2012) and avatar therapy (Leff et al. 2013). There are 
some innovative and merging treatments such as Yoga mindfulness based cognitive 
therapy ( YMBCT) described in chapter five.

13.2  Current Status of Services for Psychosis

There are two main issues to address when discussing psychosocial interventions 
for individuals with psychotic disorders. First one is that care delivered in routine 
settings does not include evidence-based psychosocial interventions in any consis-
tent or coherent manner. This gap between what is known to be effective and the 
actual delivery of care is due to problems of access, limited resources and training, 
insurance coverage, fragmentation of care and financial responsibility, and the lack 
of requirement that evidence-based interventions be provided as part of routine care. 
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There is no standard system in place to ensure that the psychosocial interventions 
delivered to patients/consumers are adequately reviewed and effective (IOM 2015). 
A second major drawback in incorporating psychosocial treatments in routine set-
tings is the lack of a knowledge and coherent methodology to incorporate them in 
the care of an individual appropriate to their level of symptoms and stage of illness. 
Also, there are no clear guidelines on whether the various interventions should be 
delivered simultaneously or successively, the dosage of various interventions, and 
how the various interventions fit together. It is known that recovery from psychosis 
is an active process, and no single psychosocial intervention alone addresses the 
unique strengths, weaknesses, aspirations, and goals of the individual and helps 
them to create a personal narrative about their past and a plan for the future. Hence, 
some authors recommend integrative psychotherapy as the way forward to address 
the different needs of individuals with psychosis (Lysaker and Roe 2015). The ele-
ments of integrative psychotherapy are an active role in the process played by the 
client, the therapist showing vulnerability in terms of not having all knowledge and 
understanding and along with the client cocreating a personal narrative to explain 
the illness, its impact on their life, and a future actionable plan. The concept of inte-
grative psychosocial interventions is still emerging, and much work needs to be 
done in this area.

13.3  Global View

Effective mental health services are based on financing, organizational, and delivery 
systems that work seamlessly and are driven by a coherent policy with clearly laid- 
out priorities. In a world where medicine is forever progressing and the needs and 
expectations of the people serviced are evolving, the interplay between the three 
critical systems is dynamic and should be constantly evaluated to provide optimal 
services for the population the system serves. Financing is first and the most critical 
element in provision of mental health services and probably remains the single- 
most important factor in determining the nature and type of interventions provided 
for people with psychotic disorders. Health-care spending varies very widely in 
different countries with the USA spending about 17.2 % of GDP on health in 2012 
(Centers for Medicare and Medicaid Services 2012); in the UK, total health-care 
expenditure accounted for 8.8 % of GDP in 2013 (ONS 2013). The total health-care 
expenditure as a percentage of GDP in the UK rose sharply between 2008 and 2009, 
but has decreased since 2009. Compared to these figures, a middle-income country 
such as India spends 4.6 % on health. In India, neuropsychiatric problems are esti-
mated to contribute to 11.8 % of global burden of disease, but the funding for mental 
health is 0.06 % of the health-care budget (http://www.who.int/mental_health/evi-
dence/atlas/profiles/ind_mh_profile.pdf). Cost is a significant barrier to access in 
health care with duration of untreated psychosis in low- and middle-income coun-
tries (LAMI) being twice as long as high-income countries (Large et al. 2008). 
Usually, longer duration of untreated psychosis is associated with poor outcomes, 
and contrary to the expectation, outcomes for these disorders are better in LAMI 
countries per two prior WHO studies (Jablensky et al. 1992).
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Mental illness is the second leading cause of disability and premature mortality 
internationally (Newcomer and Hennekens 2007). In the USA, severe mental ill-
nesses (SMIs) collectively account for more than 15 % of the overall burden of 
disease from all causes (Kessler et al. 2005). Despite this high degree of preva-
lence, mental health disorders are not treated as equal to the physical health disor-
ders. The problem is compounded by new advances in the treatments of various 
physical disorders that increase the expenses for treating these disorders and limit 
the funding available for mental disorders even further. Second element of mental 
health funding is tied into the organizational and delivery systems. In the USA, 
health-care dollars are distributed by the federal government, but many health-care 
service decisions are made at the level of the state. As a result, there is a wide varia-
tion in the planning, organization, and delivery of mental health services (NAMI 
2009). Similarly, variations are seen in the UK due to the fragmented commission-
ing provider interface with a reduction in mental health funding and increasing 
demand due to the impact of the economic downturn on employment, housing, etc. 
(Rathod 2015).

Next to funding, organizational and delivery systems are nearly as important in 
providing good care, and they will be discussed together. Health systems across the 
world remain significantly fragmented, affecting access, quality, and costs of the 
care delivered. Strengthening health systems is a global health challenge for all 
countries, and these issues are addressed very differently by different countries as 
discussed below.

13.4  Scenario in the USA

The problems in US mental health fall into fiscal and organizational categories. The 
USA spends a very small percent (5.6 % of the health budget on mental health 
needs), and there is a shortage of qualified personnel to provide a vast array of nec-
essary services except in few urban and suburban areas (Weil 2015). The state has 
responsibility for health of the population, but a significant proportion of the cost for 
health care comes from the federal government, and it comes with strings attached. 
As a result, the state governments decide the extent they want to take the federal 
dollars, and hence there is a wide variation in the nature, type, and extent of services 
provided for the mentally ill. The NAMI (National Alliance for Mentally Ill) 
reviewed the services provided in all 50 states in the USA and graded them based on 
four categories: health promotion and measurement, financing and core treatment 
and recovery services, consumer and family empowerment, and community integra-
tion and social inclusion. None of the states got an A grade and only 6 got a B, while 
18 got C, 21 D, and 6 an F showing the wide disparity that exists between states in 
the provision of mental health services (NAMI 2009). Delving a little deeper into 
the grades, most parts of the country, it is well recognized that we do not have a 
coherent system of care but a number of fragmented ineffective services that are 
rejected by most individuals with schizophrenia. As a result, 95 % of individuals 
with schizophrenia (psychotic disorders) do not receive the appropriate range of EB 
services (Drake and Essock 2009). The challenge in trying to improve a system 
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where 50 states individually control how the mental health services are organized 
and delivered is enormous. However, there is hope and expectation that two recent 
laws, Mental Health Parity and Addiction Equity Act of 2008 and the Patient 
Protection and Affordable Care Act of 2010 (ACA), will significantly expand access 
to high-quality interventions for mental health/substance use disorders. In anticipa-
tion of that, the Institute of Medicine produced a report addressing the role of psy-
chosocial interventions in the treatment of mental health disorders with 
recommendations to strengthen the evidence base for psychosocial interventions 
and establish methods for successfully implementing and sustaining these interven-
tions in regular practice, including the training of workforce. The bedrock of this 
entire process is consumer perspective (IOM 2015). The three pillars of health-care 
delivery are access, quality, and cost, and usually there can be a change in one to 
bring about improvements in the entire system. ACA promised to improve both 
access and quality, and that is a tall undertaking and would lead to increases in cost. 
In order to make it politically acceptable, the federal government promised that the 
ACA would improve access and quality without increase in cost. The reality is that 
health-care costs are rising and expected to do so placing a tremendous burden on 
existing systems (Gabel et al. 2015).

13.5  Scenarios in the UK and Europe

Over the course of the last half century, across UK, Europe, and Australasia, as well as 
the USA, the focus of care of severely mentally ill has moved from hospitals to com-
munity. In the UK, there has been a steady reduction from a maximum of 155,000 beds 
in 1954 to 27,000 in 2008 (Tyrer 2011). Services have seen a fragmentation of care 
with the introduction of the functional model. This has meant different teams looking 
after the person in different phases of illness, thereby compromising continuity of care 
during acute phases, crisis and rehabilitation, and recovery phases. And above all, there 
is a marked disparity between the level of funding for mental health services and the 
impact that mental health problems have at a population level, and there has been a 
notable reduction in funding to NHS since 2010/2011 (Kingsfund 2015). Then, com-
pared to the funding schemes for physical health conditions by “payment by results” 
scheme, the differential deflator on block contracts for mental health has confounded 
the problem institutionalizing the perennial vulnerability of mental health budgets to 
being raided (NHS Providers 2015) by physical health conditions and organizations. 
Therefore, mental health organizations are struggling to balance the quality versus 
financial agenda that is impacting on care people receive from services.

As discussed in Chap. 2, early intervention in psychosis services was set up with 
additional funding across the UK, Europe, and Australia in the early 2000s, but a 
recent survey of 96 of the 125 early intervention in psychosis services in the UK 
found that 53 % reported a decrease in the quality of their services in the past year, 
and 58 % of early intervention in psychosis services had lost staff in the previous 
year (Rethink Mental Illness 2014).
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Political commitment to achieving parity of esteem between mental and physical 
health services by 2020 promises additional funding for the access and waiting time 
standards, but whether it can deliver is yet to be seen as funding is not ring fenced, 
and secondly, reporting to targets does not necessarily change the quality of patient 
care. There is insufficient staff numbers and limited skill mix in provider organiza-
tions, and no service currently has the capacity to deliver NICE-concordant services 
to more than 50 % of new first-episode cases by 2016 (Khan and Brabham 2015).

Yet better access and delivery of mental health care could have an impact across 
the system. As discussed in detail in Chap. 2, an integrated care pathway called 
TRIumPH (Treatment and Recovery In PsycHosis) – which prescribes time frames 
around access and clinical interventions – has been developed and evaluated in the 
UK (Rathod et al. 2015) for the first time in mental health. The work has used a 
similar approach to that taken to improve stroke care, where there has been a demon-
strable improvement in outcomes for patients and carers. This approach aims to 
achieve a culture change and social movement in the care of psychosis.

13.6  Scenarios in the Low- and Middle-Income (LAMI) 
Countries

The low- and middle-income countries face very different kind of challenges when 
dealing with mental illnesses in general and psychosis in particular. India is taken as 
an example of LAMI country and the issues in India reflect those that similar other 
LAMI countries face. The challenges facing mental health services in India are 
financial and organizational. India has a federal government with its budget and 
individual states have their own budgets. The federal budget allocated 4.6 % of the 
GDP for health which works out to per capita paltry sum of ($ 0.22). The lack of 
funding is compounded by low priority afforded to mental health as evidenced by 
0.06 % of the general health budget being spent on mental health. Mental health 
services are integrated into primary health services with support and supervision 
from a mental health team at the district level. However, not all districts are covered 
under this program, and many primary health-care physicians have not received any 
training in mental health issues for over 5 years. Referral services are available for 
individuals who cannot be treated at the primary care physician level, and the refer-
ral is to mental health outpatient facilities, psychiatric wings of general hospitals, or 
the dedicated psychiatric facilities. There is an acute shortage of mental health per-
sonnel in India wherein, for example, for 100,000 populations we have 0.3 % psy-
chiatrists, 0.04 % psychologists, and 0.03 social workers. While the mental health 
resources are limited, on the positive side, the family support systems are fairly 
strong particularly in rural areas. As a general rule, mentally ill live with their fami-
lies. In addition, the larger community is more open and accepting of individuals 
with psychosis, and systemically there are vocational opportunities for these indi-
viduals. In the affluent countries, the user and family groups are very well organized 
and a strong force. They influence public and government debate and policy about 
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mental illness. National Alliance for Mentally Ill (NAMI) has influenced public 
debate on mental illness, fought for parity in mental health coverage that eventually 
led to a legislative action and has also supported research into mental illness by fund 
raising and providing grants for innovative treatments. As opposed to this, the fam-
ily and user associations are present in LAMI countries but are not strong and do not 
participate in the development of policy and procedures. Community-based reha-
bilitation is a feasible and acceptable intervention with a beneficial impact on dis-
ability for the majority of people with psychotic disorders in low-resource settings. 
The impact on disability is influenced by a combination of clinical, program and 
social determinants. In this study of community-based rehab, lower baseline dis-
ability scores, family engagement with the program, medication adherence, and 
being a member of a self-help group were independent determinants of good out-
comes (Chatterjee et al. 2009).

13.7  Recommendations to Improve Current Systems of Care

Recommendations to improve existing systems of care can be discussed under the 
following headings.

13.7.1  Government Policy and Priorities

Mental health has to be afforded the same importance as physical health when plan-
ning and delivering services, but this parity does not occur even in high-income 
countries. In the USA, after decades of inequity, the Mental Health Parity and 
Addiction Equity (MHPAE) Act (P.L. 110–343) was passed into law in 2008 that 
aimed to create “parity” by eliminating historical differences in group health insur-
ance coverage for mental health and substance abuse (MH/SA) benefits and medi-
cal/surgical benefits (Barry et al. 2010). Funding is primarily provided for treatment 
of diseases, and rehabilitative work is not paid adequate attention. In psychotic dis-
order, significant support for rehabilitative work is essential to help individuals 
regain lost life roles. One such important area is competitive work environment. 
Current disability policies support people with disabilities but also impose major 
constraints. Critics argue that the policies often lead to lifelong poverty and depen-
dency and are antithetical to the values expressed in the Americans with Disabilities 
Act (ADA). The majority of beneficiaries live below the federal poverty level, and 
very few (less than 1 % of people with disabilities on SSI or SSDI each year) leave 
the programs for reasons other than aging out or death. There are strong disincen-
tives to return to work including risk of losing health insurance, becoming psycho-
logically disabled by the often lengthy process of applying for and receiving 
benefits, unrealistic income replacement formulas (a person loses too much income 
support immediately upon return to work), and inability to understand the compli-
cated regulations (Drake et al. 2009). With current evidence of the effectiveness of 
supported employment programs, the government policies have to catch up to help 
individuals to get into competitive work environment.
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In the UK, the Health and Social Care Act 2012 created a new legal responsibility 
for the NHS to deliver “parity of esteem” between mental and physical health, and the 
government has pledged to achieve this by 2020. Parity of esteem involves ensuring 
that there is as much focus on improving mental as physical health and that people 
with mental health problems receive an equal standard of care (Ref). According to 
King’s fund report, there have been specific steps taken, but the challenges to provide 
equal standard of care for both mental health and physical health are enormous and 
require ongoing commitment from the government (http://www.kingsfund.org.uk/
projects/verdict/has-government-put-mental-health-equal-footing-physical-health).

In LAMI countries with low budgets for health and multiple seemingly urgent 
priorities such as infectious diseases and high maternal and infant mortality, it is not 
realistic to expect mental health parity in near future. However, instead, there can be 
increased education and awareness of mental health issues and to find ways to inte-
grate mental health into existing system of care delivery. Many LAMI countries do 
not have adequate outpatient services as focus is on providing inpatient care. 
However, this is being addressed, and in a survey of 36 countries, 90 % of LAMI 
countries’ mental health plans included a goal of developing community services 
(Saxena et al. 2011). In addition to the funding, government policies should address 
existing stigma against mental illness instead of inadvertently causing stigma. One 
area the government policies can address stigma is addressing structural stigma. 
There are structural stigmas built into policy and procedures of individual countries. 
A 1999 survey of state laws in the USA revealed that 44 states imposed some restric-
tions on the rights of mentally ill individuals to serve on a jury, 37 imposed restric-
tions on their voting, 23 imposed restrictions on their holding elective office, and 27 
imposed restrictions on their parental rights (Hemmens et al. 2002).

13.7.2  Organization of Services

According to clients, in an ideal health-care system, appropriate and timely health- 
care access is of paramount importance. Continuity and coordinated care, patient- 
centered care, and affordability were equally the second most important health-care 
priorities (Sav et al. 2015). For individuals with psychosis, it is important to provide 
access to evaluation and educational services at the earliest point in the development 
of psychotic experiences. As mentioned in Chap. 2, most psychotic experiences are 
transient and do not adversely impact the functioning of the individual. This fact is not 
well known in health-care provider community let alone the general public who view 
all psychotic experiences are pathological requiring treatment. Conceptualization of 
psychotic experiences as pathological medicalizes these symptoms, increases stigma, 
adds to the stress level, and reduces the possibility of recovery. The community should 
be educated that psychotic expereinces are benign and self limiting in a majority of 
cases (Jonas and Markon 2013). There cannot be more effective antidote for stigma 
than the recognition that psychotic experiences are common and do not mean that a 
person is “mentally ill or crazy.” It is sometimes very difficult to distinguish spiritually 
evolved individuals from those with diagnosis of schizophrenia (Bhargav et al. 2015). 
The education can be at the community level or individual level, and the primary care 
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setting is the best place to engage and educate clients with psychosis at an individual 
level. Gunn and Blount et al. in a recent review found that primary care providers are 
probably the number one gateway for mental health services as evidenced by the fol-
lowing: (a) primary care providers prescribe 60–70 % of psychotropic medications in 
the USA; (b) 45 % of individuals who commit suicide had contact with a primary care 
provider; and (c) “68 % of patients with diagnosable mental health conditions will 
seek care from a primary care medical professional” (p. 236). It offers a significant 
opportunity to screen, engage, and address the needs of individuals with psychotic 
experiences (Gunn and Blount 2009). In addition to the primary care, individual who 
deal with mentally ill can facilitate engagement in traditional mental health services 
by being open to the alternate, complimentary, and spiritual interventions that many 
clients from LAMI countries engage with. In a study, a quarter of allopaths (24.4 %) 
and 38 % of traditional and complementary medicine (TCAM) physicians reportedly 
cross-refer their grieving patients to religious/TCAM healer and psychiatrist/psychol-
ogist, respectively (Ramakrishnan et al. 2014).

There should be a paradigm shift in conceptualization and provision of services 
for individuals with psychotic disorders. This shift should look at the entire process 
of psychosis from the earliest experience to complete recovery and plan services 
across the entire spectrum of psychosis and the life span of an individual. Services 
should be client centered, integrated, and involve the client’s universe of social sup-
port and should help in the pursuit of three aims: improving the experience of health 
care, improving the health of populations, and reducing per capita costs of health 
care. The portal of providing this type of care can vary depending on the country 
and their existing systems of care. In the USA that is undergoing transformational 
changes due to the affordable care act, the primary care medical homes serve this 
purpose. The PCMHs (primary care medical homes) in Affordable Care Act are the 
local systems to deliver efficient, cost-effective, and quality health-care services 
(Orszag and Emanuel 2010). The ACA is expected to move the provision of US 
health care from its current episodic, fragmented, and problem-oriented type to lon-
gitudinal care that is integrated and promoting health and wellness in a proactive 
manner. In addition to this, the initiative from National Institute of Mental Health to 
evaluate psychosocial interventions for psychotic disorders is further discussed 
under the research section.

The UK is making changes to the NHS to provide more equitable coverage for 
mental health. An example of a shift in organization of services is the ImROC 
(Implementing Recovery through Organizational Change) program. The ImROC 
program was launched by the Secretary of State for Health in England in April 2010 
and described in detail in Chap. 10 and hence not covered here. LAMI countries 
offer a different challenge in terms of organization of services. In a study of over 36 
LAMI countries, mental health services were predominantly provided in inpatient 
setting with less than one community contact (0.70) per inpatient day. Hospitals 
consumed 80 % of the mental health budget and outpatient services were extremely 
limited (Saxena et al. 2011). Enhancing the capacity of outpatient services within 
the limitations of budget is mentioned as a priority by these countries. One way to 
do this is to understand the social context of the particular country and attempt to 
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integrate the services into the health care and social service fabric. In a randomized 
controlled trial of 282 patients, community-based collaborative care with psychiat-
ric facility as a backup was found to be modestly more effective in reducing the 
symptoms and disability from psychosis compared to the facility-based care. This 
positive effect for community-based collaborative care model was more pronounced 
in rural areas (Chatterjee et al. 2014). Individuals are likely to do well when the 
communities of which they are a part accept them and provide opportunities to be 
meaningfully engaged. In a study of 393 individuals with psychosis in China, those 
in rural areas were three times more likely to be employed and also did better symp-
tomatically. The authors conclude that social and contextual factors promote accom-
modations for work and allow individuals to thrive in low-skilled and low-stress 
jobs (Yang et al. 2013). In a survey, 90 % of LAMI countries’ mental health plans 
included a goal of developing community services (Saxena et al. 2011).

13.7.3  Workforce Issues: Training and Development

As mentioned earlier in the chapter, limited workforce remains a significant barrier 
in providing psychosocial interventions for individuals with psychosis, and there is 
recognition that the situation is not likely to improve. On the other hand, there is 
evidence to suggest that psychosocial interventions would allow targeted 
 postponement of antipsychotic medication, and the outcomes are better than with 
early medication management (Bola et al. 2009). However, psychosocial interven-
tions are labor intensive, and training staff in the various treatments and helping 
them maintain their skill set remain a significant barrier in widespread uptake and 
delivery of these services. The challenges of training adequate workforce are 
 compounded by limited resources available to hire, train, and retain staff (Clark and 
Samnaliev 2005). As a result, medication management becomes the mainstay of 
treatment, and evidence-based psychosocial interventions have been unavailable for 
most individuals with psychosis (Ben-Zeev et al. 2015; Drake and Essock 2009). 
There are several ways in which the issue of qualified workforce shortage can be 
addressed and detailed below.

The issues of workforce shortage unique to each country and hence the solutions 
also wary depending on the particular country. In LAMI countries, the workforce 
issues are magnified manifold, and there are ways in which the impact of available 
psychiatrists can be increased. The role of psychiatrist can be shifted from direct 
service provision that impacts finite number of individuals to a more public health 
approach of designing mental health-care programs that can be delivered by non-
specialists, building their health system’s capacity for delivering care, including 
supporting frontline health workers through support supervision, raising awareness 
on mental health and patients’ rights in addition to promoting essential research 
(Kigozi and Ssebunnya 2014). Another solution is to utilize informal providers who 
are part of the communities in identifying cases in the community and directing 
them to the appropriate agencies to obtain help. The informal  providers can also be 
incorporated into the care pathway to augment the limited skilled providers 
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(Burns 2015). A third solution is the utilization of peers with lived experience of 
illness. Peers help fight the stigma of mental illness, instill hope, and help individu-
als to navigate the experiences of psychosis and promote recovery. Peer outreach to 
families has been shown to lower distress, enhance  coping skills, and improve func-
tioning. These results were sustained at follow-up of three months (Lucksted et al. 
2013). Utilization of peers also serves the added purpose of creating vocational 
opportunities for individuals with mental illnesses. One of the recommendations by 
IOM is that US Department of Health and Human Services and other public and 
private funding agencies should ensure that clients are active participants in the 
development of practice guidelines, quality measures, policies, and implementation 
strategies for, as well as research on, psychosocial interventions for people with 
mental health and substance use disorders and that systems of care as well as gov-
ernment should provide appropriate incentives to that end. In addition, it is recom-
mended that family members of consumers should be provided with opportunities 
to participate in such activities (IOM 2015).

Another way to address manpower shortage is utilizing existing technology to 
expand the services that are provided. These include web-based cognitive behav-
ioral interventions for coping with auditory hallucinations, online peer support, and 
social therapy for first-episode psychosis, Internet-based family intervention pro-
grams, computerized “relational agents” designed to enhance medication adherence 
and physical activity, clinic-based computerized patient kiosks for self-assessment, 
virtual-reality paradigms for vocational rehabilitation, and smartphone applications 
(apps) for self-management of schizophrenia (Ben-Zeev et al. 2015). Technology is 
used to help individuals, their families, and their support systems, and there is some 
evidence to show that it will be utilized. In a review of Internet-based intervention 
for psychosis, the authors found that 74–86 % of patients used the web-based inter-
ventions efficiently, 75–92 % perceived them as positive and useful, and 70–86 % 
completed or were engaged. They conclude that there is significant untapped poten-
tial for the use of Internet-based interventions for psychosis more broadly (Alvarez- 
Jimenez et al. 2014). One thing that can be counted on is the cost of technology 
reduces with time, while that of labor only increases and thus technology becomes 
even more affordable.

There is a novel way of looking at the workforce and efficiency of systems of 
care. Traditionally, health-care systems have addressed cost and quality issues by 
asking the workforce to work harder or become even better. However, this approach 
has limitations and a novel approach called building “social capital” is being looked 
at as a way to enhance organizations and systems to accomplish much more with 
available resources. Building social capital is improving ways in which people work 
together and take joint responsibility for the care of the client. The result is that the 
team is able to accomplish much more than individual members put together, for 
example, the entire team will take responsibility for side effects of medication and 
the staff who see the clients in community work as the eyes and ears of the prescrib-
ing psychiatrist in looking for medication adverse effects while the psychiatrist may 
identify and communicate with therapist or case manager as to what they could do 
to enhance their interactions. The values underlying working together are trust, 
teamwork, reliability, and desire to innovate and improve (Lee et al. 2015).
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13.7.4  Research into Service Provision

In the USA, some recent research results and some ongoing studies are providing data 
and directions to improve the delivery of effective psychosocial interventions for indi-
viduals with psychosis. The Recovery After Initial Schizophrenia Episode (RAISE) 
was launched by NIMH in 2008 to develop, test, and deploy team-based multicompo-
nent interventions (NAVIGATE) in the first-episode psychosis in “real- world” com-
munity settings. NAVIGATE includes four interventions: resiliency- focused individual 
therapy, family psychoeducation and support, supported education and employment, 
and personalized medication management. NIMH funded two studies: RAISE early 
treatment study (ETS) and RAISE implementation and evaluation study (RAISE-
IES), to evaluate the feasibility of delivering these services and the outcomes from 
these services. The RAISE-ETS was a multisite randomized controlled trial that 
involved 17 settings and 404 subjects wherein NAVIGATE interventions were deliv-
ered by clinicians working in community settings. Clients in the intervention group 
remained in treatment longer and had significantly greater improvement in symptoms, 
involvement in education and work, and overall quality of life (Kane et al. 2015). The 
second study RAISE-IES developed several products to facilitate implementation of 
NAVIGATE interventions in community mental health settings. Currently, commu-
nity health programs in 19 states have started such teams (Essock et al. 2015).

Another ongoing study STEP-ED is attempting to reduce the duration of 
untreated psychosis and evaluate if early detection can improve outcomes for indi-
viduals in first-episode treatment. The study consists of utilizing social marketing 
approaches to inform a public education campaign to enable rapid and effective 
help-seeking behavior. Professional outreach and detailing to a wide variety of care 
providers, including those in the health care, educational, and judicial sectors, is 
expected to facilitate rapid redirection of appropriate patients to STEP. The study 
seeks to transform pathways to care in eight towns surrounding the study area 
(Srihari et al. 2014).

13.8  Future Directions

While there are several effective psychosocial treatments, there is some overlap in 
the techniques used by some of them. Behavioral health field would benefit from a 
common terminology for identifying and classifying the elements across all evi-
dence-based psychosocial interventions. A common terminology permits researchers 
to use the same terms so that data could be pooled from different research groups. 
This database can then provide optimal sequencing and dosing of elements and for 
whom a given element, or set of elements, is most effective. In addition, it might be 
possible to connect elements more precisely to purported mechanisms of change 
than is the case with an entire complex psychosocial intervention. Current guidelines 
for psychosocial treatments are provided by different entities such as professional 
organizations, health-care organizations, and state entities and are at odds with one 
another, and clinicians, consumers, providers, and health-care organizations do not 
have a good direction to follow. Every country should have a process for compiling 
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and disseminating the results of systematic reviews along with guidelines and dis-
semination tools. A central organization such as the National Registry of Evidence-
based Programs and Practices (NREPP) and professional organizations should 
disseminate guidelines, implementation tools, and methods for evaluating the impact 
of guidelines on practice and patient outcomes. This process should be informed by 
the models developed by the National Institute for Health Care and Excellence 
(NICE) in the UK and the US Department of Veterans Affairs.

The infrastructure for measurement and improvement of psychosocial interven-
tions is lacking, both at the national level for measure development and at the local 
level for measure implementation and reporting. Current quality measures are insuf-
ficient to drive improvement in psychosocial interventions. While there is enthusi-
asm for incorporating performance measures based on patient-reported outcomes, 
there is no consensus on which outcomes should have priority and what tools are 
practical and feasible for use in guiding ongoing clinical care. In addition, risk 
adjustment methodologies need to be developed to ensure effective use of these 
measures for monitoring the performance of the health-care system with respect to 
treatment for mental health and substance use disorders.

13.8.1  Adopt a System for Quality Improvement

Purchasers, planners, and providers should adopt systems for measuring, monitor-
ing, and improving quality for psychosocial interventions. These systems should be 
aligned across multiple levels. They should include structure, process, and outcome 
measures and a combination of financial and nonfinancial incentives to ensure 
accountability and encourage continuous quality improvement for providers and the 
organizations in which they practice. Quality improvement systems also should 
include measures of clinician core competencies in the delivery of evidence-based 
psychosocial interventions. Public reporting systems, provider profiling, pay-for- 
performance, and other accountability approaches that include outcome measures 
should account for differences in patient case mix (e.g., using risk adjustment meth-
ods) to counteract incentives for selection behavior on the part of clinicians and 
provider organizations, especially those operating under risk-based payment.
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