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Abstract 

Open Dialogue (OD) is an integrated approach to schizophrenia that has been 

developed and practiced in Finland since the 1980s. Currently, in Tornio, Western 

Lapland, the birthplace of OD, it is practiced not only for schizophrenia but also for all 

kinds of mental disorders, with good results. 

In OD, upon receiving a request from a client or his/her family by phone or other means, 

the therapist organizes a treatment team of several professionals to visit the client's 

home within 24 hours. The team will engage in a dialogical meeting with the client and 

his/her network (family, friends, and acquaintances, and other relevant persons). One 

important principle is "the clients' matters are never discussed behind their backs". There 

are seven other principles, including: "immediate help", "flexibility and mobility", 

"psychological continuity", and "tolerance of uncertainty". "Reflecting" (in which experts 

exchange opinions in front of the client) also occupies an important place in OD. 

The most influential current evidence for OD is the report by Bergström et al. Data were 

obtained from Finnish national registers regarding all OD patients whose treatment for 

first-episode psychosis (FEP) commenced within the time-frame of the original 

interventions (total N=108). The control group consisted of all Finnish FEP patients with 

a follow-up of 19-20 years and who were guided to other Finnish specialized mental 

healthcare facilities (N=1,763). Over the entire follow-up, the data regarding durations of 

hospital treatment, disability allowances, and need for neuroleptics remained 
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significantly lower in the OD group. On the other hand, however, some have pointed out 

that traditional OD studies have problems, including bias involving developers, sample 

size, outcome selection and measurement methods, and lack of random assignment. 

OD has received a high level of international attention and is being introduced, 

particularly in Western countries. This paper introduces a large-scale RCT (ODDESSI) 

in the U.K., as well as implementation in Germany, Italy, the U.S., and Japan. Further 

accumulation of evidence is expected in the future, and the "new humanism" of OD, 

which focuses on care rather than treatment, is also expected to be further deepened 

and developed. 
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Introduction 

Open Dialogue became widely known 

in Japan following the release of the 

2013 film Open Dialogue, directed by D. 

Macklar. Eleven years have passed 

since then (as of 2023), but fortunately, 

interest in OD has not ended as a 

passing fad; rather, combined with the 

increasing societal interest in “dialogue,” 

it continues to grow. 

In fact, the author also held a rather 

skeptical view when OD was first 

introduced. Psychotherapy capable of 

intervening during the acute phase of 

schizophrenia was unheard of, and 

while the “rumors” that it was yielding 

better results than medication or 

inpatient treatment reinforced their 

expectations, they were also 

accompanied by an air of suspicion, 

resembling dubious alternative 

medicine. However, after observing 

treatment sessions on-site, attempting 

to experimentally implement it into 

clinical practice in Japan, and 

undergoing extensive training, the 

authors have now come to firmly believe 

in the effectiveness of OD. Looking back, 

that initial skepticism may have been a 

form of “denial” in response to what was, 

for psychiatrists accustomed to 

conventional clinical practice, a nearly 

traumatic shock: being confronted with 

the overturning of the long-held 

“conventional wisdom” that 

“schizophrenia cannot be treated 

without physical therapy.” 

That said, it is not the authors’ 

intention for this article to be read as a 

mere “confession of faith.” OD is by no 

means a panacea, and the level of 

evidence supporting it cannot be viewed 

as sufficiently high. As will be discussed 

later, OD is now being implemented in 
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mental health services across Western 

countries, and an increasing number of 

local governments in Japan are 

incorporating it into staff training. 

While it would be naive to confuse this 

reality with the actual efficacy of OD, 

those who cannot fully set aside their 

skepticism are encouraged to first 

participate in a dialogue practice 

session. They may be struck by how 

much what is being done resembles 

“ordinary conversation,” and surprised 

by the unexpected outcomes it leads to. 

In this paper, we will first provide a 

brief overview of OD, then examine the 

current evidence, and finally discuss the 

status of its acceptance and 

implementation in various regions 

around the world, including Japan. 

Note that throughout the text, “Open 

Dialogue” is abbreviated as “OD.” 

Furthermore, regarding the authors’ 

own practice, due to various constraints, 

we have not always been able to adhere 

to the seven principles of OD; therefore, 

to distinguish it from authentic OD, we 

refer to it as “dialogue practice.” 

 

I. The Principles and Overview of Open 

Dialogue 

OD is an integrated approach to 

schizophrenia that has been developed 

and practiced in Finland since the 1980s. 

While it is often understood merely as a 

“care method,” it also encompasses the 

meanings of a “service delivery system” 

and “underlying philosophy and 

worldview.” 

The following description is primarily 

based on the works of Seikkula, J., and 

others, who are the theoretical leaders 

of OD.7)14)20)21)24)26)27) For practical 

application, please refer to the 

“Guidelines for Dialogue Practice” 

edited by the Open Dialogue Network 

Japan (ODNJP).15) 

The staff at Keropudas Hospital in 

Tornio, Western Lapland, played a 

central role in the development of OD. 

Keropudas Hospital is a public, single-

specialty psychiatric hospital located on 

the banks of the Torne River, which 

flows along the border with Sweden. 

The geographical conditions, a remote 

northern location and riverside setting 

near the estuary, bear a strong 

resemblance to Bethel House in Uraga 

Town, Hokkaido, which is known for its 

pioneering initiatives, such as user-led 

research by people with mental 

disabilities.31) It is an interesting 

coincidence that practices challenging 

the paradigm of traditional psychiatric 

care began in these regions at roughly 

the same time, starting in the 1980s. 

OD was originally practiced as a 

therapeutic intervention for patients 

with acute schizophrenia, but today, 

dialogue practices are conducted not 

only for schizophrenia but for all mental 

disorders. The treatment outcomes of 

OD are considered extremely favorable, 
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and as a result, it has succeeded in 

minimizing the use of medication and 

inpatient treatment. 

The development of OD was led 

primarily by family therapists Aaltonen, 

J. and Seikkula, who worked at 

Keropudas Hospital.29) Around the same 

time, there was a medical service called 

Need Adapted Treatment, established 

by psychiatrist Y.O. Alanen.1) This 

approach served as a prototype for OD, 

as it involved the treatment team 

visiting the client’s home to hold 

meetings whenever problems arose. OD 

may be viewed as a blend of this service 

with various dialogue-based techniques. 

On August 27, 1984, a groundbreaking 

rule was introduced at the hospital. The 

rule was: “Stop discussing clients 

among staff members alone.” This rule 

was so significant that the date is often 

cited as the birth of OD.16) Although not 

specifically grounded in evidence, 

treatment outcomes at the hospital 

reportedly improved further after its 

introduction. Subsequently, as the need 

for community-based care became a 

global trend, the Finnish government 

launched its own investigation. At 

Keropudas Hospital, the decision was 

made to explore a treatment model that 

minimized the use of medication. As a 

result of pursuing non-pharmacological 

approaches, treatment principles were 

established, and the number of beds 

plummeted. It is reported that the 

number of beds, which stood at 300 in 

the 1980s, had dropped sharply to just 

19 by 2016. 

An outline of the method is as follows. 

When a therapist receives a request 

from a client or their family via 

telephone or other means, they 

assemble a treatment team of several 

members within 24 hours and visit the 

client’s home. There, the client, family 

members, friends, and acquaintances 

(referred to as the “network”) gather in 

the living room or similar space to 

engage in an “open dialogue.” 

Participation is not mandatory; 

sometimes the dialogue takes place in 

the client’s absence, or the client may 

freely come and go from the room during 

the session. These meetings continue 

almost daily until the client’s condition 

improves. Even in cases of acute 

schizophrenia, recovery is often 

observed within about two weeks. While 

home visits form the basis of OD, it is 

also practiced in outpatient clinics and 

on inpatient wards. 

The treatment team establishes a 

trusting relationship with the client 

team on an equal footing, ensuring 

safety and security, and attempts to 

verbalize and share concerns (including 

psychiatric symptoms and pathological 

experiences) through questions and 

responses. As will be discussed later, 

“uncertainty” is a key element in these 

meetings; it is recommended to focus on 
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the process of dialogue in the “here and 

now,” without pre-established plans or 

treatment goals. In “reflecting,” where 

the treatment team discusses matters 

in the client’s presence, impressions, 

empathy, ideas, and suggestions 

regarding the dialogue with the client 

are exchanged, and appropriate 

decisions for the client naturally emerge 

from this process. While the dialogue is 

not necessarily intended to bring about 

healing or improvement, it is considered 

that improvement and healing arise 

almost as byproducts of a good dialogue 

process. What is important in this 

process is polyphony (Bakhtin, M.) 

rather than harmony, and the 

coexistence of diverse perspectives. 

Polyphony contains ample space, and it 

is believed that within this space, the 

client regains their agency*1. 

As can be inferred from the above 

description, OD is a hybrid of multiple 

techniques and philosophies. The home 

visit support system is an application of 

“Need Adapted Treatment,”1) which was 

already widespread in Finland; the 

concept of networks draws on systemic 

family therapy, while the approach to 

dialogue relies on narrative therapy and 

the reflecting process (Andersen, T.), 

among others. In terms of philosophy, 

the influence of Bateson, G. and 

Bakhtin is significant. 

The following points are often 

emphasized as fundamental premises 

for dialogue practice. 

First, the purpose of dialogue is not 

“to change,” “to cure,” or “to decide” 

(something).25) The purpose of dialogue 

is strictly “the continuation of dialogue”; 

more specifically, it is to continue, 

expand, and deepen dialogue*2. 

Therefore, “correctness” or “objective 

facts” are not issues in dialogue. 

Dialogue is a space where the subjective 

perspectives of each participant are 

exchanged; “debate,” “persuasion,” 

“interrogation,” and “advice” are 

considered undesirable because they 

may hinder the dialogue process. 

 

II. The Seven Principles 

In OD practice, particular emphasis is 

placed on the “Seven Principles” (Table 

1). The following provides a brief 

explanation of these principles. 

Meetings are held within 24 hours of 

receiving a request from the client or 

their family. Here, the principle of “(i) 

immediate help” is applied. The staff 

member who receives the call takes 

responsibility for convening the 

treatment team, and meetings are 

generally held at the patient’s home. 

Since this principle requires the 

establishment of a service delivery 

system where hospitals and local 

governments collaborate, it is extremely 

difficult to adhere to Principle (i) not 
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only in Japan but also in regions other 

than Tornio. 

The principle of “(ii) a social network 

perspective” emphasizes the importance 

of recognizing that a crisis situation 

arises within a network (the client’s 

interpersonal relationships). While this 

is not necessarily an etiological 

approach, the belief is that repairing or 

rebuilding the network leads to the 

client’s recovery. 

Introduction to the dialogue must be 

conducted with care, as time and 

circumstances permit. The treatment 

team (often consisting of two to three 

members) invites the client’s team (the 

client, family, and relevant parties) into 

the room and, once everyone is seated, 

introduces themselves. Next, the 

facilitator poses “open-ended questions.” 

For example, they might ask: “What 

brought you here?” “What do you expect 

from this session?” “How would you like 

to spend this time today?” or “What 

would you like to talk about today?” The 

premise here is that anyone is free to 

speak about anything. Once the client 

begins speaking in response to these 

questions, the facilitator listens 

attentively and responds each time. In 

doing so, it is recommended to maintain 

an attitude of “carefully distinguishing 

between listening and speaking.” This 

refers to the practice of listening 

intently without unnecessarily 

interrupting when someone else is 

speaking. Incidentally, allowing the 

client to take the lead in the dialogue 

reportedly tends to lead to better 

outcomes.23) 

“(iii) flexibility and mobility” is a 

principle based on the premise that the 

client’s needs will gradually change 

during the dialogue process. In OD, 

dialogue and consensus-building 

processes are integrated; therefore, if 

the client’s needs change, it is desirable 

for the treatment team to respond 

flexibly to those changes. 

“(iv) team’s responsibility” means that 

the same treatment team is involved 

from the beginning to end of the 

dialogue practice. If support from 

experts at other institutions or 

departments becomes necessary during 

treatment, rather than referring the 

client to them, those experts are invited 

to the meeting to engage in dialogue 

together. Alternatively, if the client is 

hospitalized, the treatment team may 

visit the ward to hold a meeting. 

Essential to the practice of (iv) is (v) 

“psychological continuity.” This means 

that the same treatment team members 

provide continuous care until the very 

end. In clinical settings where staff 

transfers and reassignments are 

frequent, adhering to this principle is 

extremely difficult. However, the author 

believes that therapists should not 

neglect considering the significant 
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stress that a change in therapist can 

cause for the client. 

“Tolerance of uncertainty” is, in the 

author’s view, the most important of the 

seven principles. In OD, the therapeutic 

staff members focus and immerse 

themselves in the dialogue process 

happening right here and now. Thus, 

they do not fixate on past history, future 

predictions, or treatment goals. Rather, 

it is precisely in situations where “we do 

not know what will happen next” that 

they identify therapeutic opportunities. 

As is often true in therapy, the more 

successful cases are often those that 

draw on the help of unexpected people 

or factors. In OD, the therapist’s 

intention should be to devote 

themselves to continuing, expanding, 

and deepening the dialogue, while 

taking care to ensure that the process is 

as positive as possible. A certain 

optimism, that as long as such dialogue 

continues, the worst-case scenario can 

be avoided, underpins “(vii) dialogism.” 

The phrase “enduring uncertainty” 

refers to the therapist’s stance of 

proceeding with dialogue while partially 

relinquishing control over the 

therapeutic setting and, at times, even 

accepting the unexpected. Until now, 

patients’ freedom, dignity, and rights 

have often been suppressed in the name 

of enhancing the safety and certainty of 

treatment (e.g., involuntary 

hospitalization and physical restraints). 

In the sense of making such suppression 

a thing of the past, “tolerating 

uncertainty” is the most significant 

ethical element of OD. 

 

III. Reflecting 

Reflecting is a technique developed by 

the Norwegian psychiatrist and family 

therapist Andersen and his colleagues, 

and it is one of the core techniques of 

OD.2)3) 

The process involves listening to the 

concerns of the patient and family, 

exchanging opinions among 

professionals in the client’s presence, 

and then having the client and family 

share their thoughts on those 

discussions. This interaction constitutes 

reflecting in OD. To provide a concrete 

image, imagine scenarios such as 

“talking about the client in their 

presence, almost as if gossiping about 

them,” or “conducting a case conference 

with the client and family present.” 

The effectiveness of reflecting is 

explained as follows: It introduces 

various “differences” into the dialogue 

to generate new ideas, stimulates the 

internal dialogue of participating 

members, and creates “space” for the 

client to make decisions. 

Below, we will describe the actual 

procedure in more detail. “Reflecting” 

begins with the facilitator’s signal, but 

any staff member may propose starting 

it. It may also begin at the client’s 
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request. The timing and frequency of 

reflecting can be determined freely. 

Examples include when a critical topic 

is raised, when staff members’ emotions 

are strongly stirred, when it feels 

appropriate to comment on a key policy, 

or when there is a need to reassess how 

the meeting should proceed. 

Incidentally, reflecting may be 

performed as many times as desired 

within a single session. 

To signal the start, briefly inform the 

client team: “We’re going to discuss this 

among ourselves now; could you please 

listen for a moment?” Since the dialogue 

during reflecting takes place only 

among the therapists, imagine a 

“transparent wall” between you and the 

client team, and be careful not to make 

eye contact with the client or their 

family. 

In the dialogue, exchange 

impressions regarding “what was just 

said in that moment,” and if necessary, 

discuss the diagnosis or treatment plan 

during the reflecting session. At that 

time, it is advisable to refrain from 

discussing past topics or knowledge 

unrelated to the current conversation. 

Regarding the client’s complaints, we 

generally avoid referring to “symptoms” 

or “diagnoses” and instead focus on 

what is “troubling” the client. For 

example, rather than viewing a client as 

a “schizophrenic patient reporting 

auditory hallucinations,” we prioritize 

understanding them as “a person 

troubled by the voices of people who 

aren’t there.” If the client has their own 

interpretation or name for this 

abnormal experience, we prioritize that. 

In addition, show empathy for the 

client’s suffering and acknowledge their 

efforts. At this time, the therapist is 

encouraged to express any emotions 

that arise and may even disclose 

personal experiences. For example: 

“Listening to what you just said, I felt a 

tightness in my chest too,” or “My 

daughter also experienced school 

refusal, so I think I understand how 

difficult this must be for you.” 

Therapists are free to share their 

impressions, but as a general rule, they 

should refrain from negative 

evaluations. For example, even if there 

are noticeable shortcomings in the 

family’s response, rather than pointing 

them out directly, one approach is to 

first show empathy toward that 

response and then offer a suggestion in 

the form of, “If it were me, I think I 

would try an approach like this.” While 

it is acceptable to make specific 

suggestions or offer advice, such as 

“What about this treatment method?” or 

“Why not try responding this way?,” 

reflecting is not necessarily “a time for 

giving advice.” Treatment staff must be 

careful not to speak too enthusiastically 

about their own treatment ideas. It is 

not desirable for the treatment team’s 



 

9 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

dialogue to become too lengthy. 

Generally, in reflecting, it is considered 

that “the shorter the words, the better.” 

The expression “placing various 

fragments of ideas on a tray” is often 

used. 

Once the reflecting session has 

concluded, ask the patient and their 

family for their impressions. If the 

discussion during reflecting involved 

whether to take medication, the patient 

may say: “I’d like to try the medication,” 

or they may say: “I still don’t want to 

take it.” In either case, this often 

becomes the decision for that meeting. 

The meeting should be concluded with 

care. While saying something like: “It 

seems we’re nearing the end of our time,” 

or “Is there anything else you’d like to 

discuss before we wrap up?” the 

facilitator should ask for detailed 

feedback on the session as a whole and 

finalize future plans. Finally, the 

facilitator confirms and records “what 

was decided today,” schedules the next 

appointment, and concludes the 

meeting. Generally, verbatim recording 

is not recommended, as it can hinder 

focus on the dialogue. 

Even after reading the above, the 

specific context of OD may remain 

unclear; however, referring to the 

scripts for “scenario role-playing”13) 

proposed by Oi should make it easier to 

visualize the desired flow of the 

dialogue. 

 

IV. Ignorance and Polyphony 

Below, I briefly outline the 

fundamental attitudes emphasized in 

addition to the seven principles of OD. 

The treatment team repeatedly asks 

questions and listens to the client, 

aiming to verbalize and share their 

distress and suffering. Rather than 

judging the patient’s complaints by 

symptom names, participating 

members share the patient’s subjective 

world; the therapist sets aside their own 

expertise and maintains a posture of 

“learning” about the patient’s 

subjectivity from the actual patient. 

Anderson and Goolishian, H.A. referred 

to this as the “attitude of ignorance.”4) 

During the acute phase of 

schizophrenia, when a patient’s speech 

and behavior are confused and 

incomprehensible, psychiatrists 

generally label them as “incoherent” or 

“unintelligible,” and attempt to impose 

coercive behavioral restrictions or 

sedation through medication. However, 

as demonstrated in Seikkula’s case 

reports,25)27) it is entirely possible to 

elicit dialogue even from speech and 

behavior that appear incoherent. The 

strength of dialogic practice lies in the 

fact that even if the meaning of words is 

unclear, one can still engage in dialogue 

about that “unclear-ness” and exchange 

impressions. Such dialogue calms 

psychomotor agitation in the acute 
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phase and makes it possible to connect 

to meaningful dialogue. 

Many physicians recall being 

cautioned by their supervising doctors 

during their psychiatric training that 

they “should not ask detailed questions 

about abnormal experiences.” However, 

in OD, such experiences are regarded as 

important information about the client’s 

subjective world and are recommended 

to be explored in depth. If the 

experience involves “hearing the voice of 

someone not present criticizing me” (a 

symptom known in psychiatry as 

“auditory hallucinations”), there are 

countless questions to ask: when did it 

start? How often does it occur? How long 

does it last? What is the content of the 

voice? Whose voice is it? Is it a woman’s 

or man’s? In what situations is it most 

likely to be heard? Is it inside or outside 

the head? If outside, from which 

direction? How does it make you feel 

when you hear the voice? and how they 

cope when they hear the voices. Simply 

by the treatment team carefully and 

repeatedly conducting such inquiries, 

the intensity and frequency of the voices 

diminish, usually gradually but 

sometimes rapidly.21) This clinical 

experience was one of the most 

gratifying and moving experiences in 

the author’s career as a clinician. 

In dialogue, it is important to focus on 

the words and emotions being 

exchanged “in this very moment.” This 

is because it is preferable to elicit 

multiple perspectives (polyphony) 

rather than hastily summarizing 

opinions and reaching a conclusion. The 

significance of “polyphony,”5) which 

originates from Bakhtin’s theory and is 

often emphasized in OD, is easier to 

understand when contrasted with 

“harmony.”18) Polyphony involves a 

“space” that harmony lacks, and it is 

believed that within this space, patients 

regain their agency. 

In the context of dialogue, a form of 

knowledge known as “withness 

knowing,” which involves jointly 

exploring the patient’s anxiety and 

distress, is recommended. Knowledge 

that diagnoses or classifies anxiety and 

distress (“aboutness knowing”) is 

considered undesirable.30) This is 

connected to the “attitude of shedding 

one’s expertise” mentioned earlier. 

However, “withness knowing” does not 

mean becoming completely absorbed in 

and merged with the dialogue process. 

Rather, the therapeutic staff must pay 

attention to “how their words are 

resonating with the other person” 

during the dialogue. Thus, while 

immersed in the internal process of the 

dialogue, they must occasionally regain 

an external perspective, much like 

taking a breath while swimming 

freestyle. By continuing such dialogue, 

reactions at the bodily level emerge 
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from participating in a shared world of 

meaning.16) 

 

V. Evaluation and Evidence 

Frequent criticisms of OD include: “If 

it is such an effective treatment, why 

hasn’t it spread beyond the city of Tornio 

in Finland?” and “Is it appropriate to 

implement a treatment with 

insufficient evidence in mental health 

services?” 

The most recent critical paper to date 

is a systematic review by Freeman, A.M. 

et al.8) This study extracted 

approximately 1,800 papers using five 

databases and ultimately analyzed 23 

studies. The main points can be 

summarized as follows: 

Both quantitatively and qualitatively, 

the number of studies conducted was 

small. Verification methods and 

outcomes varied significantly across the 

studies, reporting methods lacked 

transparency, and the developers of OD 

were involved in many studies, 

suggesting that this involvement itself 

could introduce bias. The review 

identified issues such as sample size, 

selection and measurement of outcomes, 

absence of control groups, and lack of 

randomization. While it characterized 

OD as a “promising practice,” it 

concluded that there is no evidence 

demonstrating the effectiveness of OD 

and that the practices employed in each 

study may have differed from standard 

OD. 

Shortly before Freeman et al.’s review, 

a retrospective cohort study conducted 

in Tornio and a study comparing the 

entire Finnish national cohort that 

received standard care were reported 

(Freeman et al. did not mention this 

study).6)7) Since the lead author, 

Bergström, T., is also a staff member at 

Keropudas Hospital, the influence of the 

bias pointed out by Freeman et al. 

cannot be ruled out; however, given the 

current reality that Tornio is the only 

region capable of conducting large-scale, 

long-term cohort studies, the author 

believes that disregarding such 

evidence would not be a fair approach. 

A paper reported in 20187) followed all 

service users (N = 108) who experienced 

their first psychotic episode in Western 

Lapland between 1992 and 2005 for an 

average of 19 years. Using data from the 

Finnish National Health Registry, the 

study compared outcomes in Western 

Lapland with those of the entire Finnish 

national cohort of service users who 

experienced their first psychotic episode 

during the same period. The latter 

group was designated as the TAU 

(treatment as usual) group. 

As shown in Table 2, the OD 

hospitalization group achieved 

significantly better outcomes than the 

TAU group in terms of the length of 

hospitalization, antipsychotic 
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medication use, treatment retention 

rates, and disability pension receipt 

rates. This report calls into question 

many concepts regarding the general 

approach to interventions for psychotic 

states, such as the necessity of 

hospitalization, long-term use of 

antipsychotic medications, and 

tendency to treat patients individually 

without involving family and friends. 

Furthermore, Seikkula et al. recently 

attempted a physiological approach to 

dialogue practices, measuring 

participants’ autonomic nervous system 

responses during meetings, and pointed 

out that physical synchronization plays 

a significant role in dialogue.28) 

Regarding evidence, it is worth 

adding that there is not necessarily 

robust evidence regarding the long-term 

effects of antipsychotic medications, 

which are already used as a matter of 

course. As shown in the review by 

Moncrieff, J.12) and longitudinal study 

by Harrow, M. et al.,10) there is no 

shortage of evidence-based criticism 

regarding the effectiveness of long-term 

antipsychotic treatment for 

schizophrenia patients. 

While we await the results of a large-

scale RCT study on OD currently 

underway in the UK (discussed later), 

given that this approach is more 

difficult to implement “in accordance 

with its principles” than medication or 

individual psychotherapy, the author 

has concerns that the stance of 

“refraining from implementation until 

robust evidence has been accumulated” 

may itself be an extreme position. 

 

VI. Implementation Status in Various 

Countries 

The effectiveness of OD has attracted 

significant international attention, and 

efforts to incorporate it into community 

care are underway across Europe and 

the United States. This is because the 

OD service delivery system is highly 

compatible with community care. While 

training courses are being held in many 

countries, OD is being implemented as 

part of community care, particularly in 

Italy, Germany, the United States, and 

the United Kingdom. In Japan, ODNJP 

is taking the lead in promoting and 

raising awareness of OD. 

 

1. Germany 

In Germany, support for OD has been 

growing in many mental health 

facilities over the past decade.32) 

However, as in Japan, the mental 

health care system is subject to various 

legal frameworks, making it difficult to 

implement OD principles directly in 

many cases. The acceptance of OD in 

Germany remains limited to the 

perception of it as an alternative means 

of facilitating dialogue within social 

networks, rather than as a tool for 
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restructuring the mental health care 

system. 

Nevertheless, for example, in many 

community-based facilities and 

outpatient departments of hospitals in 

Germany, dialogical Network Meetings 

(NWM) are conducted that incorporate 

most of the therapeutic principles of OD. 

Furthermore, in some hospitals and 

mental health centers, all staff 

members receive OD training and are 

working to apply it to NWM. 

An integrated healthcare service 

known as “Network Mental Health 

(Netzwerk psychische Gesundheit: 

NWpG)” in community mental health 

care targets people with severe mental 

disorders and this has spread 

throughout Germany. This integrated 

service shares many similarities with 

Assertive Community Treatment (ACT), 

and most NWpG providers adopt the 

OD approach. 

As described above, while it is 

difficult to say that OD has been fully 

implemented in the German healthcare 

system, it is expected that its influence 

will spread in a bottom-up manner from 

organizations such as NWpG as the 

transition to community-based care 

progresses. 

 

2. Italy 

From 2015 to 2017, eight Mental 

Health Departments (MHD) of the 

Italian National Health Service (NHS) 

participated in a national project to 

transfer and adapt OD to Italy’s public 

mental health services.17) Each mental 

health department covers a population 

ranging from 300,000 to over 1 million 

people; while this remains a localized 

initiative, it represents a significant 

shift in terms of implementation within 

public services. 

It is interesting to note that 

“prejudice” has been identified as a 

barrier to the introduction of OD in 

Italy.17) As is well known, Italy was the 

first country in the world to close 

psychiatric hospitals under the 

“Basaglia Law” (1978) and rapidly 

transition to community-based care; 

consequently, many experts concluded 

that “the job was done” and believed 

there was little to learn from services in 

other countries. 

The title of the national project in 

question is “Open Dialogue: An 

Innovative Approach to the Treatment 

of First-Episode Crisis. Enhancing and 

Evaluating the Transferability of the 

OD Approach to Italian Mental Health 

Services.” The project involves training 

experts and then evaluating the 

outcomes of OD interventions. If the 

project confirms positive results, it is 

expected that implementation will 

proceed in even more mental health 

services. 

Furthermore, the author of this 

paper,17) R. Pocobello, is the founder and 
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principal investigator of “HOPEn 

Dialogue,” a large-scale project aimed at 

integrating OD outcomes 

internationally. 

 

3. United Kingdom: The ODDESSI 

Project 

In the United Kingdom as well, many 

clients wish to receive OD, and there is 

marked interest among professionals. 

However, there are still quite a few 

professionals who show resistance, 

citing insufficient evidence. Thus, the 

situation shares many similarities with 

that in Japan. 

For this reason, the ODDESSI project 

is currently underway in the UK.19) 

ODDESSI stands for “Open Dialogue: 

Development and Evaluation of a Social 

Network Intervention for Severe 

Mental Illness.” Funded by the National 

Institute for Health and Care Research 

(NIHR) with a grant of 2.4 million 

pounds, this is a nationwide, multi-

center cluster randomized controlled 

trial (RCT) that also incorporates 

parallel qualitative analysis. It is the 

world’s largest study on Open Dialogue 

and is being conducted across six trusts 

within the UK’s National Health 

Service (NHS). 

The core of the study design is RCT. 

The primary outcomes are relapse and 

hospital admission rates, and the study 

aims to demonstrate that receiving OD 

reduces the likelihood of relapse, 

thereby lowering the likelihood of long-

term service use. As part of the cluster-

randomized design, multiple regions are 

randomly assigned to either the OD or 

control group, and outcomes are 

compared. 

In this project, more than 300 staff 

members and numerous peer workers 

have already received training, and 

feedback from them indicates that this 

approach is highly promising. The 

ODDESSI project is scheduled to run 

until 2022, and its findings are expected 

to be reported in the near future. 

 

4. United States 

Drug-free OD has been considered 

difficult to implement in the United 

States, where pharmaceutical and 

insurance companies exert a significant 

influence on healthcare. While there are 

consequently few examples of its 

implementation in public healthcare 

facilities, the “Parachute Project NYC” 

was carried out in New York City from 

2012 to 2015 with a grant of 17.6 million 

USD.11) This project enables people with 

mental disorders to access crisis respite 

centers, call-in centers, and ongoing 

dialogical practice with family and 

support networks. One of the project’s 

distinctive features is that peer experts 

(peer supporters) and clinicians work 

together as a team. The project’s 

outcomes have since been evaluated. As 

a result of interventions, including OD-
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oriented meetings, individual 

counseling sessions conducted by peer 

experts or clinicians, and individualized 

home-based medical care, 

hospitalization durations and 

medication dosages decreased. An 

overview of the study is provided below. 

A psychiatrist collaborating with peer 

experts conducted a study based on 

clinical records and interviews 

involving 30 participants with an 

average age of 20.5 years. Twenty-five 

were immigrants, and 26 had a history 

of hospitalization. During the treatment 

period, the group held an average of 9.2 

network meetings and 5.1 individual 

meetings. The average length of 

hospitalization decreased from 17.2 

days in the 12 months prior to project 

enrollment to 5.8 days in the 12 months 

following enrollment. The average 

medication dosage for the 26 

participants with a history of 

hospitalization was 4.2 mg (risperidone 

equivalent) prior to enrollment, but this 

decreased to 0.7 mg (risperidone 

equivalent) after enrollment. 

 

5. Japan 

In Japan, as mentioned earlier, 

interest in OD has rapidly grown since 

the release of the film Open Dialogue in 

2013. In 2015, ODNJP was established 

by a group of interdisciplinary experts 

and continues to conduct awareness-

raising activities as an organization 

with 500 full members. Since 2017, 

ODNJP has been conducting OD 

training courses led by staff from 

Keropudas Hospital, and approximately 

120 participants have completed the 

course to date. Additionally, an 

“Advanced Course” is being offered by 

psychiatrists who have completed the 

trainer training course conducted by 

Seikkula in Helsinki since 2022. While 

there are many barriers to introducing 

OD into clinical settings22) and its 

adoption is not yet sufficient, some 

psychiatric hospitals and clinics have 

been practicing it since early on and 

have reported positive outcomes. 

Another notable development is that 

several local governments have 

requested OD training sessions; for 

example, short-term training programs 

are being conducted for staff involved in 

home visit support for people with social 

withdrawal. Furthermore, as a 

grassroots movement, many self-help 

groups continue to hold OD study 

sessions and practice groups, 

significantly broadening the base of 

practice. 

As mentioned earlier, while there are 

a number of experts who hold critical 

views on OD, citing reasons such as 

insufficient evidence, interest within 

Japan remains generally quite high. 

Major psychiatric journals have already 

published special features on OD, which 

generally contain positive evaluations 
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and expectations. Furthermore, several 

books bearing the title “Open Dialogue” 

have already been published, and 

translations of Seikkula et al.’s original 

work, as well as introductory books by 

the authors, are widely read. 

Considering all of the above, Japan can 

be regarded as one of the countries with 

the highest level of interest in OD 

globally. 

 

Conclusion 

The author views OD as an approach 

based on “new humanism,” similar to 

“humanitude” for dementia and “harm 

reduction” for addiction. If this 

humanism were to be summarized in a 

single phrase, it would be: “Being 

ethical is therapeutic.” However, the 

“ethics” referred to here differ 

somewhat from conventional medical 

ethics. Specifically, they entail 

respecting the individual patient’s 

“freedom,” “dignity,” and “rights” to the 

greatest extent possible. In this sense, 

the humanism of OD is more closely 

aligned with the “ethics of care” 

(Gilligan, C.)9) than with medical ethics. 

The author’s hope for the establishment 

of evidence for OD extends beyond 

merely substantiating the effectiveness 

of the method. It lies in the redefinition 

of concepts such as “dialogue,” “care,” 

and “ethics” in the future of psychiatric 

care. 

 

Editor’s Note: This review article is 

based on an educational lecture 

delivered at the 118th Annual Meeting 

of the Japanese Society of Psychiatry 

and Neurology. 
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Table 1: The seven principles of open dialogue 

Original term 

Standard translation 

Meaning 

 

(i) Immediate help 

Immediate help 

Responding immediately as needed 

(ii) A social network perspective 

Adopting a social network perspective 

Inviting the client, family, and all connected individuals to the meeting 

(iii) Flexibility and mobility 

Flexibility and mobility 

Responding flexibly to whatever is needed, in any setting and to any need 

(iv) Team’s responsibility 

Team’s responsibility 

The treatment team takes responsibility for the entirety of necessary support 

(v) Psychological continuity 

Psychological continuity 

The same treatment team, which knows the client well, provides continuous care 

from the very beginning 

(vi) Tolerance of uncertainty 

Tolerance of uncertainty 
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Enduring situations that are uncertain and lack clear answers 

(vii) Dialogism 

Dialogism 

Aiming to maintain dialogue and continuously listening to diverse voices 

 

(Cited from Reference 26) 

 

 

 

Table 2: Treatment status and disability pension recipient status as of 2015 

 

Total OD (N = 108) (%) 

OD Hospitalization (N = 75) (%) 

TAU (Usual Care) (N = 1,763) (%) 

Statistic*    χ²    P 

 

Hospitalization ≥30 days from onset to follow-up 

Neuroleptic usage rate at onset 

Neuroleptic usage rate at the end of follow-up 

Treatment continuation rate at follow-up 

Disability pension receipt rate at the end of follow-up 

 

*This statistic compares OD hospitalization and TAU groups; national data on TAU 

are limited to those with a history of hospitalization. 

(Cited from Reference 7)

 


