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Psychosis Recovery: The Search for Innovation
Joshua’s Tree is part of a growing global community of people committed to creating
revolutionary change in the mental health landscape. Joshua’s Tree is committed to creating a
new reality for individuals and families caught up in the turbulence of psychosis. Joshua’s Tree is
a safe space where individuals who experience psychosis, their families, friends, employers,
healthcare leaders, healthcare providers, human rights lawyers, advocates, researchers,
politicians, policy makers, and concerned citizens can come together to share their stories and be
present with one another.
Kahane (2007) recounted the thoughts of his colleagues Senge, Scharmer, Jaworski, and
Flowers on the phenomenon of presence:
We’ve come to believe that the core capacity needed for accessing the field of the future
is presence. We first thought of presence as being fully conscious and aware in the
present moment. Then we began to appreciate presence as deep listening, of being open
beyond one’s preconceptions and historical ways of making sense. We came to see the
importance of letting go of old identities and the need to control. . . . Ultimately, we came
to see all aspects of presence as leading to a state of “Letting come,” of consciously
participating in a larger field of change. When this happens, the field shifts, and the
forces shaping a situation can shift from re-creating the past to manifesting or realizing an
emerging future. (pp. 124-125)
Kahane has put forward a simple, yet not easy, solution to finding our way out of our most
difficult challenges. He wrote:
We have to bring together the people who are co-creating the current reality to co-create
new realities. We have to shift from downloading and debating to reflective and
generative dialogue. We have to choose an open way over a closed way. (p. 129)
He went on to say, “When we make this simple, practical shift in how we perform these most
basic social actionstalking and listeningwe unlock our most complex stuck problem
situations. We create miracles” (p. 129). The people who gather at Joshua’s Tree will make
miracles happen.
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Joshua’s Tree:
The Search for Innovation in Psychosis Recovery
Bhugra (2005) wrote, “There is no doubt that the global burden of schizophrenia, a
chronic serious mental illness, is massive. It is therefore essential that any intervention is
appropriate, cost effective, and efficacious” (p. 372). The human and economic toll of these
conditions is evident. Whitaker (2010) revealed statistics and research data that are as
disturbing as they are compelling. In the United States in 1955, there were 355,000 people in
state and county mental hospitals under the age of 65 who had been diagnosed with a serious
mental illness. In 1987, that number climbed to 1.25 million people. That number increased
to 4,000,000 by 2007. In 1987 there were 16,200 mentally ill youth under 18 receiving social
security. By 2007, that number was 561,569 (pp. 245-246). Canadian data validate this
disturbing trend. The Canadian Mental Health Association (2011) indicated that in 1998, the
economic cost of mental illnesses for the Canadian health care system was estimated to be at
least $7.9 billion, with $4.7 billion in care and $3.2 billion in disability and early death.
The Institute of Health Economics (2010) wrote that in 2007/2008 “a total of at least
$14.3 billion in public expenditures went towards mental health services and supports in
Canada. The largest component of costs was pharmaceuticals followed by hospitalization”
(p. ii). They further put forward that “in Saskatchewan, the per capita costs of mental health
services is 321.3 million dollars with inpatient service costs at 60 million and the cost of
pharmaceuticals at 68.2 million dollars” (p. 12). The Center of Addiction and Mental Health
2011 wrote that “mental Health is the number one cause of disability in Canada, accounting
for nearly 30% of disability claims and 70% of the total costs (“Cost to Society,” para. 3).
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Prior to signing off on any strategy or making any large financial commitments, it
would be prudent for politicians, policy makers, and healthcare leaders to become familiar
with current trends, grassroots movements, new knowledge, and innovative effective
programs that exist around the world. It is my hope that you will give due consideration to
the information presented in this paper and that its contents are thought provoking.
In this paper, I cover eight main concepts:
1. Saskatchewan: The Provincial Context: A historical context of mental healthcare
in Saskatchewan and the dilemma facing the province in 2012;
2. Patients and Families First: The “patient and family first” philosophy of
healthcare in Saskatchewan and how that philosophy measures up in the mental
health system nationally and internationally;
3. Historical Context: A review of treatments and beliefs surrounding mental illness
from a historical perspective;
4. Smoke, Mirrors, and Money: How the psychiatric industry, in partnership with the
pharmaceutical industry, is causing harm to individuals with serious mental
illness and driving up costs;
5. Recovery: The concept of recovery and why attempts to integrate it into existing
traditional models of care will be frustrated;
6. Mission Impossible or Improbable: Why attempts at shifting to a recovery model
of care if superimposed from above will fail.
7. Discrimination Plain and Simple: The result expresses itself in all walks of
Canadian life including legal, policy, program, and research frameworks.
8. Alternative Models of Care: A small sample of fiscally responsible innovative and
proven alternative programs found around the world.
In this paper, I will outline a very disturbing reality: one that will require political and
intellectual savvy to grasp and come to terms with. I believe the Ministry of Health, under the
leadership of Brad Wall, are the right people, in the right place, at the right time in history. I
outline information that is fascinating, compelling, disturbing, and ultimately, hopeful. The
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intention is to lay bare the facts that where we in Saskatchewan and around the world
currently are is nowhere close to where we need to be ethically or medically as it pertains to
the treatment and services available to the mentally ill.
Saskatchewan: The Provincial Context
Saskatchewan has a history steeped in compassion and concern for the treatment of
the mentally ill. At several points in history, large sums of money and considerable effort
have gone into mental health in an attempt to provide humane treatment. It is a part of our
inherited legacy. Mills (2007) wrote, “In the 1950s, innovative work being done in a remote
Canadian province was surprising. Even more surprising was that the province was
Saskatchewan” (p. 185). It was the 1950s, and, in the most unlikely of places, brilliant young
minds, researchers, architects, psychologists, and others converged and engaged in cuttingedge research. The place was Weyburn, Saskatchewan, Canada. The work done at the
Weyburn Mental Hospital in the early fifties was described by young researchers and
professionals as one of fervent synergistic intellectual energy (Allen, 2000; Mills, 2007;
Sommer, 1999).
Allen (2000) wrote that his experience as an architect entrusted to renovate the
Weyburn Mental Hospital was one of “intellectual convulsive therapy” that forever altered
his thoughts and feelings about such architecture (p. 20). Sommer (1999) put forward that
Weyburn, Saskatchewan, in 1957, was one of the most “intellectually exciting places in the
mental health landscape” (p. 47). Cutting-edge work was undertaken in community mental
health, architectural psychology, and numerous other fields (p. 47). He went on to say that
his introduction to social action research involving patients, their families, and the
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professionals serving them forever altered the way he did research and stayed with him
throughout his career (pp. 52-53).
Mills (2007) wrote, “In July of 1950, Saskatchewan embraced the first provincially
funded psychiatric research programs” (p. 182). He went on to say that “for a short time,
Saskatchewan was one of the world’s leading centres for research into the neurochemical
origins of schizophrenia” (p. 185). Mills further posited that “the heady buzz that resulted
made Saskatchewan in the 1950s one of the focal points of the psychiatric universe” (p. 187).
In 1964, political power changed hands, and the creation of a large research institute never
came to fruition (p. 193). Mills further wrote, “If contemporary medical bureaucrats could be
persuaded to acquaint themselves with what was achieved in Saskatchewan, they might be
inspired to try and replicate it” (p. 195).
In 2012, Saskatchewan is grappling with what to do with the Saskatchewan Hospital
as it has fallen into complete disrepair. The Saskatchewan Party is receiving pressure from
areas including service providers, professionals, and family advocate groups to rebuild the
Saskatchewan Hospital in North Battleford (Scaglione, 2011). This lobby is quite shocking
considering that the building of the Saskatchewan Hospital was not a patient-centred decision
to begin with. Smith (2007) wrote that in 1907, Dr. David Low visited hospitals in Eastern
Canada and the United States to give recommendations to Premier Walter Scott. Lowe’s
recommendations favoured “small cottage systems” (para. 1). Clarke (as cited in Smith,
2007), a renowned psychiatrist, did agree that the cottage system “gives ideal conditions for
the patients themselves” (para. 1), but, due to economic and climatic considerations,
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disagreed with Lowe’s recommendations. Lowe’s small cottage plan was abandoned, and the
Saskatchewan Hospital, North Battleford, was constructed between 1911 and 1913 (para. 1).
The position of advocates to rebuild the Saskatchewan Hospital in 2012 presents a
polar opposite to the position held by advocates and providers in Alberta just over a decade
ago. In 2000, when Halvar Johnson, the Minister of Health in Alberta, announced the
government would be pouring $90 million dollars into Alberta Hospital Ponoka in his home
riding, key stakeholders were so incensed they formed the first-ever Mental Health Alliance,
which included all stakeholders. Heated public discussions played themselves out in the
media. The Alliance put forward that “instead of dumping money into insane asylums,
money needs to be directed into community-based facilities and services for the mentally ill”
(as cited in Scott, 2000, p. 1). It was the first time consumers and psychiatrists agreed on
something so fundamental and joined forces.
The Alliance also pointed out that since the 1920s, there has been a trend away from
large asylums and towards community care (Scott, 2000, p. 1). Fierlbeck (2011) pointed out
that “the establishment of discrete asylums for the treatment of the mentally ill . . . has
constrained mental health reform for a long time in Canada despite the emergence of
evidence indicating the obsolescence of the asylum model” (p. 197).
Perhaps Saskatchewan advocates do not want an institution, but something is better
than nothing at all. LaJeuness (2002) recalled an interview he had with Jim Hunter, a father
whose son had schizophrenia and who stated, “I understand the dangers of
institutionalization. It may be that all the institution has over the general hospital is ‘time’.
But for families, time all too often means that ‘the institution’ is all there is” (p. 202). Mr.
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Hunter further posited that “government inaction was not based on malice, . . . just
misinformation and stupidity” (p. 202). Mr. Hunter had read dozens of reports written over
the past 80 years, most of them making nearly identical recommendations for changes in the
mental health system. Unfortunately, he said,
There is little evidence that any of them were read by the politicians who paid for
them. Family members are needed in the healing and lobbying processes and more of
them. If there is no personal experience. . . . There appears to be no will to overcome
the natural inertia. (p. 203)
Patients and Families First
The language of mental health care is beginning to change in Canada, with statements
such as patient- and family-centred care. The Province of Saskatchewan, Ministry of Health’s
(2011) Strategic and Operational Directions for 2011-2012 for the health sector in
Saskatchewan indicates a lofty goal. It is based upon the values of respect, engagement,
excellence, transparency, and accountability (p. 3). One of its goals is to improve the
individual experience by providing exceptional care and service to customers that is
consistent with both best practice and customer expectations. The measure is a percent of
clients rating their hospital experience as 10 on a scale of 1 to 10, with a target of 37.1% by
March 2012 (p. 8). Psychiatric customer data are likely to fall way short of the target. Martin
& Associates (2010), when recounting the results of the National Network for Mental Health
(NNMH) consumer survey, set out to answer the overarching question: How successful do
you think mental health supports, services, and policy planners are in including consumers in
leadership and decision-making roles? Sixty-eight consumers from across Canada responded.
Subcategories identified were as follows:
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•
•
•
•
•
•
•
•
•
•

Consumer participation in personal treatment/service decisions
Consumer involvement in program/service evaluation
Consumer involvement in policy development
Provision of consumer-delivered support services
Involvement in stigma & discrimination reduction programs
Involvement in hospital/service accreditation
Including consumers/groups in alliances, associations & partnerships
Involvement in defining research priorities
Funding support for consumer-directed research
Informing the work of the Mental Health Commission of Canada.
(N. Martin, personal communication, January 8, 2012)

The results were dismal, but not surprising, when it comes to including mental health
consumers in any decision making at any level within the current mental health system
including their own personal care. The following is the average percentage over all: 25% of
respondents believe Canada is extremely unsuccessful, 30% unsuccessful, compared to 1%
who believe Canada is extremely successful and 8% successful (N. Martin, personal
communication, January 8, 2012). The only way to change this data is to embrace the
consumer and family perspective, even if it is a perspective that policy makers and service
providers do not want to hear.
Consumers and families have historically been and continue to be pushed to the
margins by psychiatry, politicians, and even commissions set up to be forwarding the mental
health agenda, such as the Mental Health Commission of Canada (MHCC). Neasa Martin
(2010) wrote,
Like other national groups, the NNMH is frustrated by the minimal inclusion and
influence it has had on the work of the MHCC. . . . There has been a growing fear that
the “consumer voice” is being marginalized, and that the value of consumer inclusion
is looked upon with derision and suspicion by the Commission’s leadership. The
clarion call of the disability community “Nothing about us-without us” has not yet
resonated in the work of the Commission. (p. 3)
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Psychiatry and the Mental Health System is the only health care service that compels
the consumers of that service to organize global initiatives such as “Occupy the American
Psychiatric Association” that occurred May 5 and 6, 2012, in Philadelphia, PA, with a
simultaneous protest occurring in Toronto, Canada, and at other sites around the world.
Historical Context
“The road to hell is paved with good intentions” (Proverb as cited in Bohn,
1855/2001, p. 514).
A huge chasm exists between the model and philosophy of care currently being
provided and the respectful inclusionary model of care consumers and families want and the
Saskatchewan Ministry of Health aspires to. In order to understand where we are today, we
need to understand where we have been.
Schizophrenia and other psychotic disorders continue to be perceived by society,
policy makers, and mainstream psychiatry as a lifelong condition in spite of a significant
body of scientific evidence proving full recovery is possible and even probable if people are
given half a chance. Ciompi, Harding, and Lehtinen (2010) wrote that “the prevailing
pessimism appears to be primarily related to the ‘ideological’ prejudice acquired by a century
of training a pessimistic outlook. It deeply established the conviction that schizophrenia is
‘incurable’ and that recovered cases are not ‘real schizophrenia’” (para. 5). To provide
context to Ciompi et al.’s statement, a brief history of psychiatry is presented.
Benjamin Rush (1812/1962) wrote in the preface of his text book, Medical Inquiries
and Observations upon the Diseases of the Mind:
In entering upon the subject of the following Inquiries and Observations, I feel as if I
were about to tread on consecrated ground. I am aware of its difficulty and
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importance, and I thus humbly implore that Being, whose government extends to the
thoughts of all his creatures, so to direct mine in this arduous undertaking, that
nothing hurtful to my fellow citizens may fall from my pen, and that this work may
be the means of lessening a portion of some of the greatest evils of our time.
(Chapter 1, p. ix)
Rush, considered the father of American psychiatry, a great scholar, and civic leader (Penn
Medicine, n.d., para. 1), believed mental illness was a disease of the blood vessels, and he
invented the tranquilizer chair to control blood flow to the brain and decrease activity to
reduce the force of blood and the pulse (para. 4). Scull (1989) put forward that a person was
bound to a chair to render them immobile, and a wooden box was placed on their head
(p. 69). Whitaker (2002) added that this device could be applied over a significant period of
time; therefore, there was a hole in the seat and a bucket was placed underneath it to facilitate
the evacuation of the patient’s bowels (p. 16).
Rush (1812/1962) wrote that his cures and remedies included bloodletting, purging,
forced vomiting, and starvation, and he put forward that the last three remedies should be
done simultaneously for the best benefit. Rush also put forward that the infliction of pain,
blisters, and terror also had curative properties (pp. 98-105). These medical treatments
dominated the first half of the 19th century (Dowbiggin, 1997, p. 4).
Joseph Mason Cox’s (as cited in Ingram, 1998) wrote Practical Observations on
Insanity in 1804, with the hope that it would lead to a more humane and successful method of
cure. In his publication, he explained his invention of the “swinging device” (p. 228) and its
effects on the patient. Cox (as cited in Ingram, 1998) wrote, “One of the most constant
effects of swinging is a greater or less degree of vertigo, attended by pallor, nausea,
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vomiting, and frequently by the evacuation of the contents of the rectum and bladder”
(p. 228).
The Eugenics Movement in the early 20th century created a culture in which those
diagnosed as mentally ill and mental defectives needed to be segregated, forcibly sterilized,
and much worse. There was no intention or expectation that the mentally ill would or could
recover. Eugenics as defined in the Merriam-Webster Dictionary is a “science that deals with
the improvement (as control of human mating) of heredity qualities of a race or breed”
(“Eugenics,” 2012, para. 1). Psychiatry was very much involved in and supported the
eugenics movement. Dowbiggin (1997) wrote, “On close inspection, there was virtually no
psychiatrist [Canadian or American] who did not at one time or other express an opinion
favourable to eugenics” (p. xi).
Whitaker (2002) wrote, “The goal [of eugenics] was to keep them [the mentally ill]
confined in asylums, and in 1923, an editorial in the Journal of Heredity concluded, with an
air of satisfaction, that ‘segregation of the insane is fairly complete’” (p. 91). Whitaker put
forward that eugenicists were successful in achieving their goal, as the number of people held
in American asylums went from 31,973 in 1880 to 272,527 in 1929 (p. 91). He also indicated
that by 1921, the idea that killing the mentally ill might be acceptable was popping up in
forums across North America. America’s influence on Nazi Germany was particularly
pronounced, and it was in that country, of course, that eugenics ran its full course (pp. 6365).
Along with eugenics came the push for forced sterilization of the mentally ill. Tommy
Douglas, known as one of Canada’s most brilliant and effective politicians, agreed with this
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assumption .According to McLaren (1990), in 1933, Douglas completed his master’s thesis
by studying the reproductive rates of women in the Weyburn Mental Hospital in Weyburn,
Saskatchewan. He concluded that the reproductive rates of these women were higher than the
norm. Douglas believed that sterilization should be done on those suffering from severe
forms of mental illness and other social pathologies or mental defectives. By the time
Tommy Douglas came into political power in 1944, his views had softened, and he became
an individual with great compassion and concern for this group of individuals. As noted by
Mills (2007), Douglas made Saskatchewan’s mental health program a priority (p. 180).
In 1911, the Ponoka Asylum was built in Alberta, Canada. Duncan Marshall, the
Minister of Agriculture, whose ministry also included health, envisioned the need for an
asylum: a place of solitude, escape, and comfort to deal with one’s problems. The care of the
insane would be modeled after moral therapy, which had been introduced in France and
England a century earlier (LaJeuness, 2002, pp. 27-28). Moral treatment was a philosophy
that originated with the York Quakers. They built a retreat in which the ill would get fresh air
and have four meals a day plus snacks. They had warm baths and engaged in numerous
activities, such as sewing and gardening, and were treated as “brethren” (Whitaker, 2002,
p. 23). LaJeuness (2002) wrote that officials assured Premier A. C. Rutherford that this
institution would be nothing like London, England’s Bedlam, where patients were shackled,
locked in cells, beaten, and starved; Alberta would have none of that (p. 28). By 1916, Dr.
Cooke, the superintendent of the Provincial Hospital for the Insane at Ponoka, had stated,
“As with a dumb animal, obedience must first be learned” (as cited in LaJeuness, 2002,
p. 41). He made sure that all the staff’s actions and reactions reflected his beliefs, which
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included the use of bed restraints, shackles, straightjackets, metal cages over beds,
continuous baths at times for over 24 hours, pressure showers, and hot and cold wet sheets
(pp. 41-43).
The Souris Valley Historical Book Committee (1986) wrote that in 1922, in the
Weyburn Mental Hospital, “hydrotherapy and electrotherapy was used extensively.
Approximately forty patients treated daily. Continuous baths and hot and cold baths were
used every afternoon” (p. 193). They further wrote that in 1929, minor and major surgery
was performed: 20 under general anaesthetic, 212 under local anaesthetic, and 263 under no
anaesthetic (p. 39).
In her book, Lady with a Lantern, Kay Parley (2008) recalled the conditions at the
Weyburn Mental Hospital:
The hospital was said to have been a quiet, decent place in the 1920s, before the
crowding, but it had a bad reputation for two decades. In the pre-tranquilizer days
there had been much violence and much coercion. Hundreds of patients were on
wards where the only furnishings were heavy wooden benches. They saw no colour,
no pictures, no mirrors or curtains or flowers. They had no access to their own
clothing or personal possessions. If they were considered dangerous, staff treated
them with a mixture of militarism and fear, and often with brutality. (p. 6)
Clarence Hincks (as cited in Griffin, 1989), the founder of the Canadian Committee
for Mental Hygiene in 1918, reflected on staff attitudes in the mental hospitals in his
autobiography. Hincks spoke about staff going about the job of treatment in altogether the
wrong way. In discussing Hincks’ work, Griffin (1989) stated,
After talking with hundreds of patients and watching the behaviour of the doctors and
nurses looking after them, he concluded that the doctors and nurses had totally the
wrong attitude. They treated patients as inferiors, telling them what to do instead of
leading them towards self-help, self-respect, and independence. He stated, “Patients,
if given a chance, are the real therapists-not the Drs or nurses. You’ll have to change
the attitudes, the policies and procedures in these hospitals.” (p. 82)
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Sabbatini (2008) wrote that between 1917 and 1935, shock therapy was discovered,
tested, and used in psychiatric practice. He put forward that there were four main methods
used to shock the body: injecting malaria, insulin, Metrazol, and electroconvulsive shock
therapy (para. 3). Electroconvulsive shock therapy is an electrical jolt applied to the temporal
lobes. Electroconvulsive therapy was based on the “clean slate theory” (LaJeuness, 2002,
p. 50), with the goal that all thoughts were erased from the mind. Patients were awake,
conscious, and in excruciating pain. Voltage was irregular and uncontrolled. The result of
these treatments were powerful seizures that often resulted in broken bones, including
vertebrae, torn muscles, choking, and memory loss for months or even years (pp. 50-51).
The crowning glory in the 20th century was the advent of the lobotomy: a procedure
that Whitaker (2002) wrote was not “surgery of the soul”, but surgery that “removed the
soul” (p. 127). It was a procedure in which an ice pick was pulled from the fridge, inserted
into the eye socket just above the eye ball, then driven with a hammer to pierce the brain and
render the person stupefied. Prior to the lobotomy, electric shock was applied to render the
person compliant to the “surgical procedure” (p. 135). According to all the academic and
scientific papers of the day, the result was an amazing surgical discovery that was followed
by a miraculous recovery. Physicians became so skilled at it they could do it in 10 minutes
and send the person home the same day. Egas Moniz, a Portuguese neurologist (as cited in
Whitaker, 2010, p. 49), was awarded the 1949 Nobel Prize for Physiology or Medicine and
emulated for inventing this miraculous surgery (p. 138).
LaJeuness (2002) wrote that between 1950 and 1968 at the Edmonton Hospital in
Alberta, 89 psychosurgeries were performed. He reported that the staff at Ponoka Hospital,
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Alberta, had a very different view about the results of lobotomy. They observed that patients
who had been active, busy, and thinking became mute and withdrawn or patients whom staff
now described as “vegetables” (p. 54). In the 1950s, there was a rapid decline in lobotomies
being performed in the world because positive results had been grossly exaggerated, and
catastrophic results were being recorded. Braslow (as cited in Whitaker, 2002) indicated that
12% of the patients died from surgery due to a brain hemorrhage. Many were disabled by
confusion, incontinence, and seizures. By 1960, only 23% of lobotomized patients had been
able to leave the hospital, and nobody wanted to provide care for those left on the wards
(p. 135).
Of the treatments mentioned thus far, only electroconvulsive therapy (ECT) is still
utilized today and remains very controversial. In an article published by CBC News (“Despite
Criticism,” 2008), it was reported that the Canadian Psychiatric Association has argued that
the ECT is safe and effective, though it can cause memory loss (para. 12). “Dr. Paul Breggin,
a New York-based psychiatrist, is in a minority of psychiatrists who say the procedure should
be banned” (para. 12). He stated,
We’re treating human beings as if they are a very crude machine which can be
battered back into shape. . . . [While] Dr. David Goldbloom, a psychiatrist with the
Centre for Addiction and Mental Health in Toronto, predicts it will become even
more popular, having survived numerous calls to ban it and two provincial inquiries.
(para. 13-14).
It is not difficult to understand that recovering from any illness, given the
environments, attitudes, and treatments found within the mental health industry, should be
impossible. The fact that individuals did recover and end up going home in spite of their
treatment is a testament to the human spirit and the ability for the body to heal and the spirit
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to restore itself. It is reflection on this barbaric reality that will make it easier to understand
why high rates of recovery found elsewhere in the world, both historically and today, will be
easier to comprehend and believe.
Smoke, Mirrors, and Money
We should be able to comfort ourselves by declaring that was the past and we are
much more sophisticated today. But are we? There is controversy storming around the world
from multiple sectors, including many psychiatrists, about the wrong headedness of
psychiatry. There is an ever-mounting pile of scientific evidence that the psychiatric
industry’s sketchy diagnostic criteria and indiscriminate use of pharmaceuticals is causing
real harm to the people they are entrusted to heal. The unscientific diagnosis and resultant
treatments were highlighted in an experiment done in the 1970s by David L. Rosenhan, a
professor of psychology at Stanford University.
Dr. Rosenhan (as cited in Gladwell, 2009) gathered together eight people, including a
homemaker, a paediatrician, and a psychiatrist. Each “patient” checked into different
psychiatric hospitals under aliases. They were instructed to say they were hearing voices and
the words that they heard. Other than admitting to hearing voices on their initial assessment,
they behaved normally and denied any further incidents of hearing voices. All underwent
extensive psychiatric assessments; their pathologies were well documented. Even the most
normal of activities, such as writing in a journal, were captured as pathologies. During their
time in hospital, the eight patients were given a total of 2,100 pills. Even though their
behaviour was normal throughout their stay, they could not shake their admitting diagnosis.
Rosenhan then went to a research and teaching hospital and told the staff he would be
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conducting an experiment and may be sending healthy people to get admitted to their facility.
Out of 193 patients, 41 were identified by at least one staff member as being the “pseudo”
patient. However, Rosenhan had sent no one (Gladwell, 2009, pp. 255-256). Let’s examine
how psychiatrists arrive at their diagnostic conclusions.
The Book of Revelations
Today psychiatry’s Diagnostic and Statistical Manual of Mental Disorders
(American Psychiatric Association [APA], 2000) in combination with a multi-trillion dollar
pharmaceutical industry are formidable forces influencing public policy and the biomedical
model of care provided to the mentally ill. Angell (2011) wrote that “the American
Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM)—
often referred to as the bible of psychiatry, is now heading for its fifth edition—and has
extraordinary influence within American society” (para. 1). Angell went on to say,
By fully embracing the biological model of mental illness and the use of psychoactive
drugs to treat it, psychiatry was able to relegate other mental health care providers to
ancillary positions and also to identify itself as a scientific discipline along with the
rest of the medical profession. Most important, by emphasizing drug treatment,
psychiatry became the darling of the pharmaceutical industry, which soon made its
gratitude tangible. (para. 5)
She further put forward:
Not only did the DSM become the bible of psychiatry, but like the real Bible, it
depended a lot on something akin to revelation. There are no citations of scientific
studies to support its decisions. That is an astonishing omission, because in all
medical publications, whether journal articles or textbooks, statements of fact are
supposed to be supported by citations of published scientific data. (para. 9)
As further noted by Angell, when Spitzer’s DSM-III was published in 1980, it contained 265
diagnoses (up from 182 in the previous edition) (para. 7). She noted that the current DSMIV-TR version contains 365 diagnoses (para. 9). Ongoing deliberations and proposals have
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been extensively reported on the APA (2012) website and in the media, and it appears that
the already very large constellation of mental disorders will grow still larger (para. 16). The
DSM-V is receiving significant push back from all sectors of society.
Frances (2009), the chair of the DSM-IV Task Force and head of the department of
psychiatry at Duke University School of Medicine, Durham, NC, put forward that the DSM
V’s expanded list of disorders has “failed to adequately consider the potentially disastrous
unintended consequence that the DSM-V may flood the world with tens of millions of newly
labeled false-positive ‘patients.’”(p. 4). He went on to state that the DSM V will
lead to a deluge of unneeded medication treatments—a bonanza for the
pharmaceutical industry but at a huge cost to the new false-positive patients caught in
the excessively wide DSM-V net. They will pay a high price in adverse effects,
dollars, and stigma, not to mention the unpredictable impact on insurability,
disability, and forensics. (p. 4)
The Society for Humanistic Psychology, Division 32 of the American Psychological
Association (2011) has written an open letter to the DSM-5 Task Force and the American
Psychiatric Association. It is a petition that, to date, includes over 39 sponsors from wellestablished societies and associations as well as thousands of free-thinking individuals. The
letter has stated, “We believe that it is time for psychiatry and psychology collaboratively to
explore the possibility of developing an alternative approach to the conceptualization of
emotional distress” (Overview section, para. 2).
A Bitter Pill to Swallow
Robert Whitaker of Cambridge Massachusetts is a science and medical reporter and a
Pulitzer Prize nominated journalist. He has no experience with mental illness either
personally or as a family member, but the disturbing research documents he discovered as an
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investigative journalist has resulted in a lifelong passion to right a wrong. His investigation
into scientific medical research has resulted in two books: Mad in America: Bad Science,
Bad Medicine and the Enduring Mistreatment of the Mentally Ill (Whitaker, 2002) and
Anatomy of an Epidemic: Magic Bullets, Psychiatric Drugs, and the Astonishing Rise of
Mental Illness in America (Whitaker, 2010). These books have laid open the scientifically
validated medical and economic failure of current psychiatric treatments. Horgan (2011)
wrote that
According to Anatomy of an Epidemic (Crown Publishers, 2010), by the journalist
Robert Whitaker, psychiatry has not only failed to progress but may now be harming
many of those it purports to help. Anatomy of an Epidemic has been ignored by most
major media. I learned about it only after Marcia Angell, former editor of The New
England Journal of Medicine and now a lecturer on public health at Harvard,
reviewed the book in The New York Review of Books in June. If Whitaker is right,
American psychiatry, in collusion with the pharmaceutical industry, is perpetrating
what may be the biggest case of iatrogenesis—harmful medical treatment—in history.
(para 5)
Gartner (2011) wrote, “Over 80 percent of the psychiatric research studies conducted in
academic medical centers are funded by the drug industry” (para. 2). Gartner further
concluded, “Psychiatric research has become corrupted, not around the margins, but at its
core” (para. 15).
According to Snyder and Murphy (2008), “Antipsychotics remain the current
standard of care for mental disorders including schizophrenia and generate US$ 16 billion in
annual sales” (para. 1). The schizophrenia drug market has grown from less than $1 billion
annually in 1993 to $10 billion in 2007 (Snyder & Murphy, 2008, Figure 1). Prescriptions for
antipsychotics have risen from 20 million to more than 40 million in that time (Figure 1). In
Canada, psychotropics are among the most commonly prescribed therapeutic classes of
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medications accounting for 53 million prescriptions second only to cardiovascular agents
(Institute for Safe Medication Practices Canada, 2012, para. 1).
There is a large body of research-based evidence that reveals antipsychotics are not
the solution to psychotic illness, but are causing damage to the brain and increasing the
severity of psychotic episodes, resulting in chronic lifelong disability. The “get on
antipsychotics and stay on antipsychotics” mantra of the past six decades in traditional
psychiatry is causing early death, resulting from multiple co-morbidities that include, but are
not limited to, obesity, insulin dependent diabetes, rigidity, kidney failure, muscle spasms,
and tardive dyskinesia (Kaushik, Lindenmayer, & Kahn, 2007; Wilson, 2010b).
Parker (2008) wrote,
On January 30th, 2004, AstraZeneca Pharmaceuticals LP, the company that markets
Seroquel [an antipsychotic] in the United States sent a “Dear Doctor” letter to
thousands of doctors throughout the USA. The letter indicated that:
“Hyperglycemia, in some cases extreme and associated with ketoacidosis or
hyperosmolar coma or death, has been reported in patients treated with atypical
antipsychotics, including Seroquel.” (Seroquel Lawsuit section, para. 12)
Parker also wrote that “although Risperdal [an antipsychotic] was approved by the FDA in
1994, it took some time before the dangerous side effects were completely identified though
a series of studies” (Respirdal Lawsuit section, para. 7).
The truth of these statements is being played out in courtrooms across North America.
Wilson (2010a) wrote that AstraZeneca has completed a deal to pay $520 million to settle
federal investigations into marketing practices for its blockbuster schizophrenia drug,
Seroquel (para. 1). “Eli Lilly paid $1.4 billion in January 2009 to settle investigations into
illegal marketing of its antipsychotic drug Zyprexa, . . . [while] in 2007, Bristol-Myers
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Squibb and a subsidiary paid $515 million to settle federal and state investigations into
marketing of its antipsychotic drug Abilify” (para. 14-15).
Jim Gottstein is a major player within the courtrooms of North America. Jim
Gottstein (1999) already had a Bachelor of Science Finance with honors and was a Harvard
Law School graduate when, in 1982 at the age of 29, he had a full-blown psychotic episode.
He landed in a psychiatric unit, awoke in a straitjacket, and had been injected with mind
numbing antipsychotic medication (para. 1). Jim recovered and has dedicated his life to
transforming the mental health system.
Gottstein (2002) is the founder of The Law Project for Psychiatric Rights
(PsychRights), which was incorporated as an Alaska non-profit organization on November 6,
2002. PsychRights is focused on stopping “forced brain damaging drugs and other brain
damaging treatments such as Electroshock upon them [the mentally ill] over their desperate,
but hopeless objections” (para. 1). In June of 2006, the Alaska Supreme Court ruling on
Myers v. Alaska Psychiatric Institute decided Alaska’s forced drugging procedures
unconstitutional (Forced Medication section, para. 7). Myers has been called “the most
important State Supreme Court decision” on forced drugging in 20 years (PsychRights, 2012,
para. 2).
Mr. Gottstein is most known around the US and internationally for subpoenaing and
releasing the Zyprexa [an antipsychotic medication] Papers in late 2006, resulting in
a series of New York Times articles and an editorial calling for a Congressional
investigation. In January of 2009, Eli Lilly pled guilty and agreed to pay $1.4 Billion
in civil and criminal fines for the activities revealed by the Zyprexa Papers. (para. 4)
It has been scientifically proven and validated over decades-long studies that patients
who have never been medicated or who are exposed to medication for only short periods of

20

©2013
Wendy Dixon, RN, MA Leadership Health, Founder

Psychosis Recovery: The Search for Innovation
time fared much better over the long term (Carpenter, 1977; Harding, 2006; Jablensky et al.,
1992). This is a significant dilemma, as antipsychotic medication is currently the only
treatment, other than the highly controversial electroconvulsive therapy, offered to people
experiencing psychosis in traditional psychiatry and the current mental health system. Our
only alternative is to create an alternative.
Recovery
In her discouraging assessment of continuing documents and call for change,
Fierlbeck (2011) reflected one glimmer of hope. She wrote,
Even a comparison of the broad brush strokes of the 1963 document that More for the
Mind and the 2006 report Out of the Shadows at Last, with their similar emphasis on
the need to address the stigmatization of the mentally ill and to integrate them into the
community, seem remarkably similar. Notwithstanding the real progress made in
thinking about how one ought to approach mental health care, policy reform in mental
health care seems more like a continuous reiteration of policy goals than an attempt to
understand why these goals remain so difficult to achieve. (p. 209)
The real progress made in thinking about how one ought to approach mental health care that
Fierlbeck was referring to is the concept of recovery. The 2006 Mental Health Commission
of Canada report, Out of the Shadows at Last, referred to the concept of recovery. Jacobson
and Greenley (2001) wrote that a recovery-orientated mental health system is one that
encompasses
hope, healing, empowerment and connection—and external conditions that facilitate
recovery-implementation of the principle of human rights, a positive culture of
healing and recovery-orientated services. They further noted that the aim of the model
is to link the abstract concepts that define recovery with specific strategies that
systems, agencies, and individuals can use to facilitate it. (p. 482)
Recovery and not coercion is a grassroots consumer movement that started in the
sixties. Six decades later it is only now beginning to creep into mainstream mental health
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system language. The recovery model of care is one Martin (2010), an advisor to the Mental
Health Commission of Canada on stigma and discrimination, wrote that “families, mental
health professionals and communities must also take a journey of recovery in giving up their
pessimistic outlook towards mental illness and shift from managing illness and towards
fostering hopeful environments that nurture recovery” (p. 2). Martin went on to write that the
Mental Health Commission of Canada has taken on the daunting task of encouraging
Canadians to open their hearts and minds to people living with mental illness and
make room for them as full citizens within the community. This will only start with
the promotion of an optimistic outlook and belief in recovery. (p. 2)
Survey and strategic planning consultant to the NNMH, Neasa Martin, of Martin &
Associates, (2010) wrote that Canada is at a critical tipping point on mental health issues,
with increased visibility and interest being paid by government, policy planners, and the
media (p. 2). The Mental Health Commission of Canada (2009) has stated that its agenda is
to transform the mental health system and keep mental health at the top of the national
agenda. In 2009, the Mental Health Commission of Canada released Toward Recovery and
Well-Being: A Framework for a Mental Health Strategy for Canada, in which it outlined
eight lofty goals it needed to meet in order to achieve this transformation (p. 10).
In the 2008, executive summary of the Canadian Mental Health Association
Saskatchewan also indicated the need to move away from the medical model towards a
system of services that are recovery/resiliency-orientated (p. 1). Carlson (2011) put forward
that the Regina Qu’Appelle Health Region in Saskatchewan was putting forward a “strategy
that is grounded in population health approach, a recovery based philosophy and a client
responsive approach” (Slide 3). In their Quality of Life (QOL)–Summary Report written for
the Schizophrenia Society of Canada, Martin & Associates (2009) put forward that “the
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literature on QOL relies heavily on clinical issues and adverse events and does not reflect the
very important concept of recovery” (p. 2)
In 2013, a movement continues in Canada and around the world to move toward a
recovery model of care. In her paper presented at the Mental Health Commission of Canada
Annual Conference in 2009, Power stated,
I think it’s clear that in the United States and Canada—and around the world—we are
all working to develop a mental health care system that is based on a belief in
recovery, centered on consumer needs and preferences, grounded in evidence-based
practice. (p. 5)
In a review of the literature on recovery, Ralph (2000) put forward that the document
was a point-in-time summary because the recovery literature is growing daily at an enormous
pace (p. 6). Recovery-focused networks are springing up and connecting with one another
around the world, including: International Network towards Alternatives in Recovery,
Recovery Network Toronto, the Scottish Recovery Network, Devon and Torbay England,
and many more. The Recovery Network: Toronto (“We Believe,” n.d.), founded by Kevin
Healey, includes the tagline “people can and do recover from mental illness” (sidebar). The
Recovery Network is a consumer-driven inspirational and informative web portal for
individuals with mental illness to share their recovery stories and recovery strategies with
their colleagues from around the world. The Recovery Network believes that “all human
experience is of value and meaningfulif only we can hold open our minds and hearts wide
enough and for long enough to understand” (para. 1). They also believe that “the rich and
diverse range of human experiencesespecially many of those that are distressing and
difficultcannot adequately be described or understood by biomedical or clinical theories
alone” (para. 2).
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A very recent network by the Foundation for Excellence in Mental Health Care (n.d.)
consists of a group of scientists, psychiatrists, researchers, public policy analysts, users and
providers of mental health services, philanthropists, and community members (para. 1).
These members span across the United States. They have stated that “the foundation was
established in response to nationwide interest in Robert Whitaker’s 2010 book, Anatomy of
an Epidemic” (para. 2). Based on Whitaker’s (2010) findings, the Foundation put forward
that:
Strong evidence demonstrates that our 25 year long over-reliance on a purely medical
model has not advanced mental health recovery. The number of individuals diagnosed
with “chronic mental illness”, disabled enough to place them on the Social Security
roles has tripled since 1987. (para. 2)
Mission Possible or Improbable
In 2013, the psychiatric medical reductionist model of care has its roots firmly
planted around the developed world. Every school curriculum, institution, and community
program is immersed in it. A sweeping proclamation that we are now going to embrace a
recovery model of care or any policy statements to that effect will have little impact on the
industry as a whole. The current culture of beliefs, philosophies, knowledge, and skill level
of psychiatrists, nurses, and care providers within mainstream mental health services does not
support a recovery framework. A recovery model would require a transformation of the
current culture and the roots of the biomedical model run too deep. Schrank and Slade (2007)
wrote,
The values and attitudes of staff may have to shift. Recovery orientation for staff may
mean redefining their roles from that of “outside experts” for people’s illnesses to that
of companions and helpers on people’s paths of life accepting equal partnerships with
their clients. This shift in roles changes the balance of power and may be challenging
for staff. (p. 324)
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In his book, Personal Recovery and Mental Illness: A Guide for Mental Health
Professionals, Slade (2009) wrote that the mental health system, with its current
preoccupations, imperatives, and values, is harmful to the seriously mentally ill. The impact
of mental illness increases over time to the point where their whole identity is enmeshed with
the mental patient role. Their life narrows to the mental health ghetto: “a life lived
exclusively in dedicated buildings and social networks containing mental health patients and
staff. For this group, mental health services as currently configured are toxicthey provide
treatments with the promise of cure, but in reality they hinder personal recovery” (pp. 1-2).
Slade put forward that the primary aim of his book was to “convince [mental health service
providers] that a focus on personal recovery is a desirable direction of travel for mental
health services” (p. 2). Slade and many other like-minded professionals have a lot of
convincing to do.
Power (2009) revealed that when the National Council on Disabilities recently held a
hearing to listen to testimonies from people who had experienced the mental health system of
care, one participant stated,
If individuals are admitted to the hospital with a physical health problem, . . . they
“wouldn’t dream of allowing, doctors, nurses or nursing aids to lock them up, shock
them up, tie them up and drug them up, and the staff wouldn’t do it to them.” (p. 16)
A paradigm shift from a coercive biomedical model of care to a respectful, inclusive
recovery model of care as it pertains to psychotic illness will require a total transformation of
service provision, but more importantly, a total transformation of the philosophies and beliefs
of the professionals and care providers who work within it, which could be an impossible
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task. Ciompi et al. (2010) wrote of their frustration with their colleagues’ persistence and
determination at holding onto beliefs that research has proven to be untrue:
How is it possible that unjustified and destructive predictions of the long-term
evolution of schizophrenia continue to be applied in spite of the consistent findings
across the 11 world studies and thousands of recovered people who talk about their
experiences? (para. 4)
Transformation, although discussed as the goal, will not occur if superimposed upon
the existing mental health system. It will be overwhelmed by the existing biomedical
reductionist culture. The professional values affirmed over the centuries become embedded
in your value system and becomes the norm. Transformation of anything, including health
systems, requires the ability to “make a thorough and dramatic change in the form
appearance or character of” (“Transform,” 2012, para. 1). Scott, Mannion, Davies, and
Marshall (2003) wrote that “planned cultural change is a difficult, uncertain, risky enterprise.
Professional values affirmed over centuries and woven into the fabric of health care
organizations are resilient enough to frustrate many attempts to ‘engineer’ change from
above” (p. 117). It would be difficult to find a system more incalcitrant than the mental
health system.
Discrimination Plain and Simple
Lyons and Hayes (as cited in Goodwin, 1997) indicated that many studies have found
a hierarchy level of tolerance for certain groups of people with disabilities over others, and
those with psychiatric disabilities consistently rank among the least favored (p. 43).
Cockerham (as cited in Goodwin, 1997) suggested that the “stereotype of the mental patient
is still negative, attitudes towards them have become somewhat more liberal in recent years; .
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. . [however,] social rejection of such persons still persists” (pp. 42-43). The Center of
Addiction and Mental Health (2011) wrote,
Just 50% of Canadians would tell friends or coworkers that they have a family
member with a mental illness, compared to 72% who would discuss diagnoses of
cancer or 68% diabetes in the family. Only 12% of Canadians said they would hire a
lawyer who has a mental illness, and only 49% said they would socialize with a friend
who had a serious mental illness. 46% of Canadians think people use the term mental
illness as an excuse for bad behaviour; and 27% are fearful of being around people
who suffer from serious mental illness. (Stigma section, para. 1-3)
Stuart (2005) wrote, “The standing senate committee on Social Affairs, science and
technology unequivocally confirms the existence of psychiatric stigma and discrimination in
all walks of Canadian life” (p. S23). Stuart further noted the importance of treating mental
and physical health with the same sense of urgency. They are most concerned about “the
structural discrimination that finds expression in inequitable legal, policy, program and
research frameworks” (p. S23).
Societal discrimination is a universal issue although there is room for hope. Research
conducted in 2009 by Prior, of TNS UK, for the Care Services Improvement Partnership,
Department of Health in England, measured societal attitudes about mental illness on a
yearly basis. A total of 1,751 adults (aged 16+) were interviewed in England in January 2009.
Research showed improvements in several domains over the past year.




We have a responsibility to provide the best possible care for people with mental
illness: agreement increased from 89% in 2008 to 92% in 2009.
Virtually anyone can become mentally ill: agreement increased from 89% in 2008
to 91% in 2009
As far as possible, mental health services should be provided through communitybased facilities: agreement increased from 72% in 2008 to 79% in 2009. (pp. 2-3)
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Alternative Models of Care
Alternatives to mainstream psychiatric treatment exist and continue to evolve into
many different forms all around the world. Throughout history there have been outliers, costeffective, respectful recovery models of care. These models have proven outcomes superior
to the medical treatments offered within the mainstream medical model of care historically
and today. Powerful social and political forces have prevented these programs from
becoming well known. They are just now beginning to gain international attention. A
comprehensive review of the many innovative programs that exist is beyond the scope of this
paper. Moral Treatment in the early 1800s and the Soteria Project in the late 1960s will be
reviewed as well as the difference in philosophy and beliefs that make them stand apart. The
need-adaptive model, open dialogue approach in Western Lapland (Alakare, Aaltonen,
Holma, Rasinkangas, & Lehtinen, 2003, p. 1) will also be examined. A comparison and
contrast of this approach to our current service delivery model will be highlighted.
Moral Treatment
As early as the 18th century, positive outcomes began to be seen as a result of moving
away from the mainstream medical establishment. The Quakers had one of their members die
in 1791 as a result of ill treatment and neglect at the York Asylum. The Quakers, under the
leadership of William Tuke, built their own “retreat” (Whitaker, 2002). These asylums were
in the truest sense of the word “safe havens”. The mentally ill would be treated as brethren,
and their minds would be occupied by reading, writing, fresh air and exercise, sewing,
gardening, and similar activities. It was a gentle environment, and all patients wore clothes
and were induced to adopt orderly habits The Quaker’s simple, common sense methods
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produced good results. During the York Retreat’s first fifteen years, 70% of the patients who
had been ill for less than twelve months recovered, defined by Tuke as never relapsing into
illness (Whitaker, 2002, pp. 23-24).
In 1793, the seeds of moral treatment were also planted by Dr. Philippe Pinel in Paris
France. Whitaker (2002) put forward that
He [Pinel] was highly skeptical of the remedies put forward in medical texts and
believed they did little to help his patients. The treatments were he concluded “rarely
useful and frequently injurious” methods that had arisen from “prejudices,
hypotheses, pedantry, ignorance and the authority of celebrated names”.
Recommendations that the blood of maniacs be “lavishly spilled” made him wonder
“whether the patient or his physician has the best claim to the appellation of a
madman? His faith in “pharmaceutic preparations” declined to the point that he
decided “never to have recourse to use them” except as a last resort. In place of such
physical remedies, Pinel decided to focus on the management of the mind which he
called “traitement morale”. (p. 21)
Rees (1957) described the Moral Therapeutic approach this way:
The insane came to be regarded as normal people who had lost their reason as a result
of having been exposed to severe psychological and social stress. These stresses were
called the moral causes of insanity and moral treatment aimed at relieving the patient
by friendly association, discussion of his difficulties and the daily pursuit of
purposeful activity; in other words social therapy, individual therapy, and
occupational therapy. (pp. 306-307)
Ellor, Netting, and Thibault (1999) put forward that “Moral Therapy appears to have
been effective with documented cure rates of 70 to 80 percent (cure meaning patients were
functional enough to be discharged from the asylum and return to normal life)” (p. 37).
Whitaker (2002) wrote that
at McLean Hospital, 59 percent of the 732 patients admitted between 1818 and 1830
were discharged as “recovered”, much improved, or improved. Similarly 60 percent
of the 1841 patients admitted at Bloomingdale Asylum in New York between 1821
and 1844 were discharged as cured or improved. (p. 27)
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Whitaker went on to say that “during Worcester State Lunatic Asylum’s first seven years,
more than 80 percent of those who had been ill for less than a year prior to admission
‘recovered,’ which meant that they could return to their families and be expected to function
at an acceptable level”(p. 27). Ellor et al. wrote, “Hospital records indicate that cure or
discharge rates declined when the medical model once again became the dominant
intervention” (p. 37).
The Soteria Project
In the late 1960s early 1970s, attempts were made to create a therapeutic environment
in which individuals in a state of psychosis diagnosed with schizophrenia could have a place
to recover. The Soteria program was a 24-hour-a-day application of interpersonal
interventions by a nonprofessional staff in a small, homelike, quiet, supportive, protective,
and tolerant social environment. This model of care ensured the preservation of personal
power with no or low-dose antipsychotic medication. All psychotropic medication taken was
from a position of personal choice. There was no coercion within the Soteria model (Calton,
Ferriter, Huband, & Spander, 2008; Mosher, 1999).
Mosher (1999) wrote, “The core practice of interpersonal phenomenology focuses on
the development of a nonintrusive, non-controlling but actively empathetic relationship with
the psychotic person without having to do anything explicitly therapeutic or controlling”
(p. 5). He went on to say, “In shorthand, it can be characterized as ‘being with,’ ‘standing by
attentively,’ ‘trying to put your feet into the other person’s shoes,’ or ‘being an LSD trip
guide’ (remember, this was the early 1970s in California)” (p. 5). Mosher wrote:
Soteria, as a clinical program, closed in 1983; Soteria disappeared from the
consciousness of American psychiatry. Its message was difficult for the field to
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acknowledge, assimilate, and use. It did not fit into the emerging scientific,
descriptive, biomedical character of American psychiatry and, in fact, called nearly
every one of its tenets into question. In particular, it de-medicalized, de-hospitalized,
de-professionalized, and de-neurolepticized what Szasz (1976) has called
“psychiatry’s sacred cow”As far as mainstream American psychiatry is concerned,
it is, to this day, an experiment that appears to be the object of studied neglect.
Neither of the two recent “comprehensive” literature reviews and treatment
recommendations for schizophrenia references the project (Frances et al., 1996;
Lehman & Steinwachs, 1998). (p. 12)
Mosher also wrote:
In the 25 plus years since the Soteria Project’s successful implementation, a variety of
alternatives to psychiatric hospitalization have been developed in the U.S. Their
results (including those of the Soteria Project) have been extensively reviewed by
Braun et al., 1981; Mesler et al., 1982a, 1982b; Straw, 1982; Stroul, 1987. A subset
was described in greater detail by Warner (1995). Each of these reviews found
consistently more positive results from descriptive and research data from a variety of
alternative interventions as compared with control groups. Straw, for example, found
that in 19 of 20 studies he reviewed, alternative treatments were as, or more, effective
than hospital care and on the average 43% less expensive. (p. 12)
Due to changes in the mental health landscape that include legal, patient-first, and the
worldwide push towards a recovery model of care, the Soteria model is making a resurgence,
and replications are now occurring in various parts of the world. In their systematic review of
empirical evidence of the Soteria paradigm, Calton et al. (2008) concluded that “this review
suggests that the Soteria paradigm yields equal (and in certain specific areas, better) results in
the treatment of schizophrenia when compared with conventional, medication-based
approaches” (p. 188). They went on to say that “importantly, the Soteria paradigm appears to
achieve its effects using considerably less antipsychotic medication and at a lower overall
cost” (p. 188). Carlton et al. made a call to action:
The Soteria Paradigm has been in existence for over 30 years, and it appears that
there is a wealth of clinical experience in its implementation which is at present only
available to a small number of people in a handful of European countries. Further
research using more rigorous quantitative and qualitative methodologies is urgently
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required to help clarify its effects, both positive and negative, over both the short and
longer term. Given that interest in this approach is growing internationally, perhaps
the time for this reassessment is approaching. (pp. 188-189)
Need-Adapted Model, Open Dialogue Approach
One of the most successful treatment models for psychosis worldwide today can be
found in Western Lapland, Finland. It is called the need-adapted model, open dialogue
approach to psychosis recovery. Alakare et al. (2003) wrote that:
As part of the Need-Adapted Finnish model, the Open Dialogue (OD) approach aims
at treating psychotic patients at their home. Treatment involves patient’s social
network and starts within 24 hours after contact. Contact can be initiated by the
individual, a relative or another agency. Responsibility for the entire treatment
process rests with the same team in both inpatient and outpatient settings. The general
aim is to generate dialogue to construct words for the experiences, which exist in
psychotic symptoms. (p. 1)
The idea behind open dialogue is the provision of psychotherapeutic treatment for all patients
within their own personal support systems. This is done by generating dialogical
communication within the treatment system and involves mobile crisis intervention teams,
patients, and their social networks in joint meetings (p. 2). The need-adapted model of care
and its treatment principles contrast sharply in what is being provided by mainstream mental
health services systems in several areas. This paper will address three of the significant
differences: (a) the provision of immediate help, (b) a social network approach, and (c) no
immediate use of antipsychotic medications.
Alakare et al. (2003) wrote that the need-adapted model of care provides immediate
help:
The clinics arrange the first meeting within 24 hours of the first contact, made either
by the patient, a relative or a referral agency (since 1987). In addition, a 24-hour crisis
service exists (since 1992). Providing an immediate response aims to prevent
hospitalization in as many cases as possible. In non-voluntary referrals this often
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means that the compulsory admission can be avoided on the whole (Seikkula, 1991).
The psychotic patient participates in the very first meetings already during the most
intense psychotic period. (p. 3)
In Saskatchewan, as in all mainstream mental health service provision models found
in the developed world, no service is provided until a person is at risk of harming themselves
or others as indicated under current Mental Health Services Act (1985). Therefore, first point
of contact often is the police force as opposed to a health care team. By the time any service
provision occurs, the individual and their support systems can be in crisis for an extended
period of time with no help. The individual has been in an unsupported acute state of
psychosis and finding a way to bring them in for a psychiatric assessment is traumatic.
Bringing them into a high stimulus environment such as an emergency room is ill advised
and puts the patient and other ill individuals in the waiting room at risk. By the time
involuntary admission occurs, the individual has been in a long and protracted state of illness
and has lost their job. Naturally occurring supportive relationships have become frustrated,
fractured, and perhaps damaged beyond repair. In some cases, individuals have been caught
in the net of the criminal justice system and stayed there. There are occasions in which
horrific acts have been committed in the midst of a psychotic episode. These acts of violence
could have been prevented if a health care team would have gotten involved within 24 hours
of first contact, as is done in the need-adapted model, open dialogue approach.
Alakare et al. (2003) also put forward that the open dialogue approach provides a
social network perspective; the patients, their families, and other key members of the
patient’s social network are always invited to the first meetings to mobilize support for the
patient and the family. Other key members may include official agencies, such as the local
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employment and health insurance agencies to support vocational rehabilitation, fellow
workers, or neighbors and friends (p. 3).
In mainstream mental health models, once the individual is finally caught up in a net
of care, the family and other naturally occurring support systems are excluded from the
treatment process. The ill individual is expected to recover in a vacuum. Even if a patient is
being held under an involuntary commitment order, they can be released by the attending
psychiatrist at any time with no expectation to contact or involve family or friends in the
discharge planning process. The family, still reeling and exhausted from trying to get them
into care in the first place, is now faced with trying to care for their ill family member in the
community with no services, education, understanding, or skills to support them. At some
point, they will once again try to begin the painful and exhausting process of accessing some
kind of help before tragedy occurs. The result is that families, in a state of helplessness and
despair, give up and let go. The ill individual ends up living on the streets and getting caught
up in what Slade (2009) referred to as the mental health services ghetto (p. 2).
The third principle of the need-adapted model, open dialogue approach (Alakare et
al., 2003) to recovery is that there is no immediate use of antipsychotic medication. This is
startling given that the only treatment currently used by acute psychiatric services in
mainstream mental health is antipsychotic medication. The psychiatric services mantra is
“get on your medication and stay on your medication.” Psychiatric inpatients can and are
injected with antipsychotic medication without their consent. Whitaker (2010) wrote that
Western Lapland has discovered a successful formula for helping psychotic patients
recover, with its policy of no immediate use of neuroleptics in first episode patients
critical to that success as it provided an “escape valve” for those who could recover
naturally. (p. 341)
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Alakare et al. (2003) posited that with the open dialogue approach, the focus is
primarily on promoting dialogue and, secondarily, on promoting change in the patient or in
the family. They stated,
The dialogical conversation is seen as a forum where families and patients have the
opportunity to increase their sense of agency in their own lives by discussing the
patient’s difficulties and problems (Haarakangas, 1997; Holma & Aaltonen, 1997). A
new understanding is built up in the area between the participants in the dialogue
(Andersen, 1995; Bakhtin, 1984; Voloshinov, 1996). Instead of having some specific
interviewing procedure, the team’s aim in constructing the dialogue is to follow the
themes and the way of speaking that the family members are used to. (p. 4)
Whitaker (2010) wrote that the transformation of care in the Keropudas Hospital in
Western Lapland, from a system in which patients were regularly hospitalized and medicated
to one in which patients are infrequently hospitalized and only occasionally medicated, began
in 1984. Early in the process of transformation, outcomes began to improve, and their first
study began in 1992. Thirty-four patients were selected, and at the end of two years, twentyfive patients had never been exposed to neuroleptics. Of the un-medicated patients, staff
observed a longer course of un-medicated psychosis. They noted that psychosis resolution
proceeded at a fairly slow pace, but it regularly happened. At the end of five years, 79% of
patients were asymptomatic, and 80% were working, in school or looking for work. Only
20% were on government disability. Two-thirds of the patients had never been exposed to
antipsychotic medication, and only 20% took the drugs regularly (pp. 340-341). Alakare et
al. (2003) put forward that, as developed in Western Lapland, open dialogue is not an
expensive approach; rather, it is a cost-effective one for the community (p. 15).
There are many more innovative programs to be examined around the world that have
proven processes and approaches to psychotic illness that require less resources, less money,
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less medication, and often result in full recovery. Historically, reformists and politicians have
maintained their focus on the structures of the buildings and not the care given within those
walls. What the three successful alternative programs mentioned in this paper reveal is the
philosophies, beliefs, and policies found within these structures or service delivery models
are critical to recovery.
Conclusion
The experts, politicians, and the general public must understand that full recovery is
occurring for a large percentage of people in alternative programs found around the world.
Harding (2006) put forward that people with serious psychotic disorders have a high rate of
recovery. She defined recovery as follows: no enduring symptoms, no odd behaviours, no
further medication, living in the community, working, and relating well to others. Hidden
within Zurich, Germany, Lausanne, Iowa, Vermont, and Japan are service delivery models
that have very high levels of full recovery ranging from 49% to 73%. Studies in Austria and
Bulgaria cited a recovery rate of 75%, and Lithuania showed a recovery rate of 84% in their
three-decade-long study (Harding, 2006, Slides 5-11). Ciompi et al. (2010) put forward that
there is an overwhelming body of research spanning decades, even centuries, which
contradicts the assumption that schizophrenia is a lifelong chronic illness. They wrote,
Convergent findings from 11 world studies of 20-30 plus years from first episode
admission have consistently shown that persons labelled with prolonged and episodic
forms of schizophrenia have a strong possibility of favourable long-term outcomes if
given half a chance. (para. 1)
Their conclusions correlate with the conclusions of the World Health Organization’s 10-year
study as reported on by Jablensky et al. (1992). Jablensky et al. confirmed the assertion they
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had put forward in 1960 that outcomes for schizophrenia in developing countries reported
better outcomes than their counterparts in the developed countries (p. 1).
Gladwell (2002) spoke of innovators, early adopters, the early majority, and the late
majority. Innovators and Early Adopters are visionaries. Innovators are adventurous and
capable of taking risks. They want revolutionary change, something that sets them apart
qualitatively from their competitors (pp. 197-198). To visionaries “believing is seeing”; all
the rest simply “wait and see”. We are at a historical moment in time. In his book Solving
Tough Problems, Kahane (2007) put forward:
We are unable to talk productively about complex issues because we are unable to
listen. Politics and politicians today epitomize virtually the opposite of the symbol
from which their calling emergedthe Greek poliswhere citizens came to talk
together about the issues of their day. (p. x)
The Saskatchewan government can prove Kahane wrong by coming to the table. Think tank
participants have decades of proven commitment to creating change. They are all
transformative thinkers. Their collective experience and backgrounds cover all domains of
knowledge required to grapple with the complex legal, medical, and social issues of serious
mental illness. Saskatchewan politicians and healthcare leaders are being presented with an
opportunity to have face-to-face conversations with individuals who have done the deep dive.
It is my hope that you will understand the significance of this opportunity and take advantage
of it. Politicians and healthcare leaders must become thoroughly acquainted with the subject
matter if their goal is mental health system transformation.
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