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DISCLOSURES 

• None  



TO QUERY THE AUDIENCE 

• Answer in your mind… 

• Who has heard of Open Dialogue? 

• Who has practiced Dialogically? 

• Are you skeptical OD could add anything to current 
best practices? 

• Are you a believer in OD who feels we need to 
change our system entirely? 



OVERVIEW 

• Brief overview of the Open Dialogue model of care  

• History of use of dialogic practices on the psychotic disorders 
inpatient unit 

• How dialogic practices are currently being incorporated into 
McLean OnTrack  

• Case examples 

• Words from OnTrack patients, family members, and clinicians 
about the approach   

• Q&A  

 



It doesn’t have to be 
the blue iris, it could be 
weeds in a vacant lot, or a few 
small stones; just 
pay attention, then patch 
 
a few words together and don’t try 
to make them elaborate, this isn’t 
a contest but the doorway 
 
into thanks, and silence in which  
another voice my speak. 
 
-Mary Oliver, Thirst: Poems by Mary Oliver 
 

 

THIRST… 



PERNICIOUS CERTAINTIES 

• “We are already doing this…” 

 



• “I’m going to fully switch to this model” 

PERNICIOUS CERTAINTIES 



OPEN DIALOGUE: WHAT IS IT? 

• Humanistic, non-medicalized, meaning making approach to 
psychopathology.  

• Views psychosis as a profound state of isolation. 

• A social network approach to care. 

• Drops the clinical and expert gaze.  

• Treatment system and a way of providing care within that 
system. 

• Aims to alter the course of chronicity and disability. 

• Draws upon many practices from US family and narrative 
therapies. 

 

 



OPEN DIALOGUE: WHAT ISN’T IT?  

• A biological approach to psychopathology.  

• A disease oriented way of viewing mental illness.  

• Psychosis and emotional distress are deemed disordered.  

• Therapeutic focus is on the individual. 

• Diagnosis driven.  

• Can lead to coercive measures.  

• Involves psychoeducation.  

• Expert driven.  



OPEN DIALOGUE: WHAT IS IT? 

 

 

 



OPEN DIALOGUE FIDELITY 



OPEN DIALOGUE – 7 PRINCIPLES 

Social network perspective  

Tolerance of uncertainty  

Dialogism 

SYSTEM 
(micropolitics) 

LANGUAGE 
(poetics) 

Immediate help  

Flexibility and mobility  

Responsibility 

Psychological continuity  

 

 





HISTORY OF THE 
IDEA TO USE 

DIALOGIC 
PRACTICES AT 

MCLEAN 



PERSON-CENTERED CHANGES ON AB2 

• Recovery-oriented language and practices 

• Community changes 

• Group therapy enrichment 

• Changes to rounding practices 

• Increased transparency 

• Dialogically informed rounds 

 



INSPIRATIONS FROM THE US  

• Child and Family Centered Care (CFCC) 

• Multidisciplinary rounds at bedside 

• Patient-friendly language 

• Standard of care in Pediatrics 

• Shared Decision Making (SDM) 

• Share expertise and information 

• Individual values and preferences 

• Patient-Centered Outcomes Research Institute (PCORI) 

 



DIALOGIC PRACTICE ON AB2 

• Initial implementation 

• Three training sessions 

• Nursing, social work, mental health specialists, psychiatrists 

• Workshop format 

• Bottom up not top down 

• Follow up 

• Training of new staff 

• Follow-up meetings (staff, in-services, PIC meetings) 

• Distributed handouts/resources on email/wiki 

 



PATIENT-CENTERED COMMUNICATION 
(PCC) INITIATIVE 

• Family Meetings:  

• Earlier family meetings 

• Using a “reflecting team” during the family meeting 

• Culture: 

• Minimize power dynamics  

• Avoid communication about the patient when they are 

not present 

 



PCC (CONTINUED) 

• Rounds:  

• Framing of rounds structure 

• Combined patient and treatment rounds 

• Utilizing a “reflecting team” during rounds  

• Offer “assessment” or “reflections” 

• Tentative language 

• Personal reflections 

• Patient reflections invited/encouraged 

 



PCC 

• Changes made in first 3 months 

• Early observations and patient stories 

• Best for most acute patients 

• More voices in the room 

• Appreciation for transparency 

 



REFLECTIONS 

• "I felt like I trusted you guys easier.“ 

• "I learned more about myself because I heard what you said 
about me every day."  

• “You guys pay attention to everything! I realize that you do 
more than just push pills."  

• “It was really weird at first, but not after a while. You should 
keep doing it.“ 

• "I felt more involved in my care and the decisions being made.” 

 



PCC NAMI STUDY 

• Shattering the Bell Jar: Assessing the 

Impact of an Open-Communication 

Model on Patient-Centered Outcomes 

• Evaluate the impact of cultural and 

practice changes 

• Assess improvements in perceived 

quality of care and create more 

collaboration 

 



MCLEAN PERCEPTIONS OF CARE (POC) 
SURVEYS 

• 4: Did the staff explain things in a way you could understand? 

• 5: Were you involved as much as you wanted in decisions about your 

treatment? 

• 7: Did the staff listen carefully to you? 

• 8: Did the staff who treated you work well together as a team? 

• 9: Did the staff spend enough time with you? 

• 10: Did the staff treat you with respect and dignity? 

• 11: Did the staff give you reassurance and support? 

 



MCLEAN POC 

• Patient visits: 715 (358 before, 357 after)  

• PoC completion: 57% (n = 409) 

• After excluding covering attendings, n = 379 

 

Before (n) After (n) 

Team 1 51 49 

Team 2 32 49 

Team 3 52 52 

Team 4 51 43 



POC SAMPLE QUESTION 

• Dichotomous responses (4 vs. other answers) 

Question 10: Did the staff treat you with respect and dignity? 

Before n= 51 After n= 49 

1 (Never) 2 (Sometimes) 3 (Usually) 4 (Always) 1 (Never) 2 (Sometimes) 3 (Usually) 4 (Always) 

Number 0 3 17 31 Number 0 3 9 37 

Percent 0% 6% 33% 61% Percent 0% 6% 18% 76% 



RESULTS – TEAM 1 

* p < 0.10 (suggested effect), ** p < 0.05 (likely effect), *** p < 0.005 (statistically significant effect) 

0%

10%

20%

30%

40%

50%

60%

70%

80%

Q4 (explain) Q5 (involved) Q7 (listened) Q8 (team) Q9 (time) Q10 (respect) Q11 (support)

Team 1 

Before After

** * 

* 

* 



ADDITIONAL FINDINGS 

• Performed adjustment for multiple comparisons 

(people readmitted during the study period) 

• Results unchanged, but in general, the more 

readmissions, the higher the probability of 

“Always” response (the more admissions a person 

has, the better their rating of care) 

 



ADDITIONAL FINDINGS 

• No effect of controlling for: 

• Primary diagnosis 

• Presence/absence of personality disorder diagnosis 

• Gender 

• Age on admission 

• Legal status on admission 

• Mean or median length of stay 

• Unchanged: 

• Length of stay (mean, median) 

• Likelihood of restraint (total number decreased from 83 to 46, but 
change mostly driven by one person in time point 1) 

 



LESSONS LEARNED 

• Cultural change is hard 

• Sustained energy and champions 

• Build changes into a routine/structure 

• “More” the model or “less” the model 

• Family meetings partly shifting based on choices 

• Training is hard to perpetuate 



CASE EXAMPLE #1 

  



SHOULD WE USE OPEN DIALOGUE IN 
THE US FOR FIRST EPISODE CARE? 

• A FEP represent a critical period for intervention (Marshall et al. 2005; Jackson & 

McGorry, 2009;  Peterson et al., 2005).  

• Led to an influx of funding  

• However, despite our best efforts (Fusar-Poli, et al. 2017) 

• No significant changes in ability to prevent relapse. 

• No significant changes in long term improvement worldwide. 

• Do positive effects persist?  

• Does discharge from FEP work?  

 

 

 

 



RATIONALE FOR OPEN DIALOGUE IN US 
FIRST EPISODE CARE MODEL  

• After 5 yrs of treatment for FEP patients in the OD 

system of care (Seikula et al., 2005) 

• 17% using neuroleptics 

• 86% returned to work or school 

• 14% considered disabled 

• Versus US RAISE 2 yr FEP outcomes  
• 90% prescribed antipsychotics (Robinson et al. 2015) 

• 40% receiving disability (Rosenheck et al. 2017) 

 



LATEST OD DATA OUT OF FINLAND . . .  

• 19 year outcomes (Bergstrom et al. 2018) 

• 36% on neuroleptics in OD group 

• 81% on neuroleptics in CG 

• 33% receiving disability allowances in OD group 

• 61% receiving disability allowances in CG  

 



Kane et al. Am J Psychiatry, 2016,  



CAN CSC AND OPEN DIALOGUE EXIST 
TOGETHER? 

• NIMH coordinated specialty care checklist: 

• Team based approach  

• Shared decision making with the client at the center  

• Recovery oriented psychotherapy 

• Case management 

• Medication management geared toward FEP 

• Supported employment and education 

• Coordination with primary care 

• Family education and support  



THE NETWORK 
MEETING 

• 2 co-therapists. 

• Polyphony (i.e. allowing all 
voices to be heard). 

• Tolerating uncertainty.   

• No decisions get made 
outside of this meeting. 

• Ideally, ability to meet 
frequently until the crisis 
subsides.  

• “History of the idea?” 

• How to use the meeting? 

• Do you want to meet again? 

 



INCORPORATION OF OD MODEL IN CSC 
AT MCLEAN ONTRACK 

DIALOGIC NETWORK 
APPROACH: 

-Shared decision making 

-Team based approach 

-Recovery oriented 
psychotherapy 

Medication 
management 

geared towards 
FEP 

Family 
education and 

support 

Coordination 
with primary 

care 

Supported 
employment 

and education 

Case 
management  



MOVING TOWARDS DIALOGICALLY 
INFORMED CARE IN MCLEAN ONTRACK 

CENTRALIZED 
DIALOGIC NETWORK 

APPROACH 

 Peer specialist, social 
workers, psychiatrists, 

psychologists 

Recreational 
and process 
oriented groups 

“Job Club” and 
individualized 
vocational support 

Recovery oriented 
individual 
psychotherapy 

Biological 
interventions 
geared towards FEP 

Family 
psychoeducation 
and support 

Case 
management 



CURRENT LEVEL OF FORMALIZED OD 
TRAINING IN MCLEAN ONTRACK 

• Program director enrolled in 3-year “train the trainer” 

certification program 

• 2 social workers trained in 5-day intensive 

• CPS due to attend 5-day intensive in the fall 

• Training retreat this fall to incorporate 5 psychiatrists  

•  Training this fall to incorporate 8 psychology interns  



CURRENT PRACTICES FOR DIALOGICALLY 
INFORMED CARE IN MCLEAN ONTRACK 

• 20+ families have been involved in network meetings over the 

past 1.5 years 

• Network meetings have been offered when: 

• A family asks an OnTrack clinician “don’t tell my child I told you this”  

• A family requests a meeting with clinicians   

• A family requests formalized family therapy 

• When the OnTrack clinician feels it could be of use  

• At intake when a new patient is aversive to the medical model of care  

 



LESSONS LEARNED 

• Productivity 

• Requires high skill level  

• Loss of psychological continuity  

• Using hospitalization as a legal security blanket 

• Lag time in referral process  

• Tricky logistics of formalized trainings  



CASE EXAMPLE #2 

  



WORDS FROM ONTRACK FAMILY MEMBERS 
WHO HAVE BEEN INVOLVED IN THE 

DIALOGIC APPROACH 

• OnTrack patient: 

• What was the purpose of the meeting/s? 

• “Recovery following a brief hospitalization” 

• What was your experience like? 

• “We could tell how attentive you were by how 

much the open dialogues resonated with us. It 

was gratifying to feel our voices were truly being 

heard.”  



WORDS FROM ONTRACK FAMILY MEMBERS 
WHO HAVE BEEN INVOLVED IN THE 

DIALOGIC APPROACH 

• OnTrack father: 

• What was the purpose of the meeting/s? 

• “Keeping our son, recently having suffered his first manic break, on a 

path to recovery. Living peacefully in our home and supporting each 

other in the best ways possible.”  

• What was the experience like? 

• “The Open Dialogue format felt a little odd at first, but we quickly 

became comfortable with it and developed meaningful rapport with the 

therapists. The ‘shifting gears’ at various points during the session often 

provides a much-needed break in tensions, and it is also quite valuable 

to hear the professionals speak to each other about their own often 

heartfelt reactions to what’s going on with the family.”  



WORDS FROM ONTRACK FAMILY MEMBERS 
WHO HAVE BEEN INVOLVED IN THE 

DIALOGIC APPROACH 

• OnTrack mother: 

• What was the purpose of the meeting/s? 

• “Help our family work through crisis and best support our child who 

is in the OnTrack program. To learn how to best parent in this 

situation.”  

• What was the experience like? 

• “I will admit it seemed odd and different at first, but I find it to be 

tremendously helpful and am encouraged each time we go. I am a 

huge fan of the method now! It has helped me to see the view point 

and lens of the other person in a non-threatening way. I am able to 

empathize, remove any anger or blame and see what I can do 

different to make the situation better and more healthy. I would 

highly recommend this method to others.”  



WORDS FROM ONTRACK FAMILY MEMBERS 
WHO HAVE BEEN INVOLVED IN THE 

DIALOGIC APPROACH 

• OnTrack mother: 

• What was the purpose of the meeting/s? 

• “Support for what we were going through, decrease 
our anxiety, connect with our son, help 
communication in the family.”  

• What was the experience like? 

• “Great to hear the therapist’s thoughts, very 
containing and holding. Also really liking the leaders. 
Felt like a gift of a relationship at a time of what felt 
like a loss.”   



WORDS FROM ONTRACK FAMILY MEMBERS 
WHO HAVE BEEN INVOLVED IN THE 

DIALOGIC APPROACH 

• OnTrack parent:  

• What was the purpose of the meeting/s? 

• “Ability to have some challenging conversations as a 

family in a safe space.”  

• What was the experience like? 

• “The meetings have been very supportive and reassuring 

for the whole family, we have learned a lot and they have 

improved our relationships and ability to cope effectively 

and positively.”  



POSTPSYCHIATRY 

• Importance of contexts 

• Ethical rather than technological orientation 

• Rethinking the politics of coercion  

Bracken & Thomas, 2001 



NEXT STEPS 

• Open Dialogue study group 

• Case conferences 

• Open Dialogue rounds 

• Consultation service 

• Internal trainings  



SUMMARY 

• Our current system of care for people with serious mental 

illness leaves people dying 25 years sooner than the 

average population. 

• Open Dialogue’s approach for people with serious mental 

illness may lead to better outcomes and serve as 

inspiration to grow changes in how we currently practice. 

• The principles of dialogic techniques are relevant to 

inpatient and outpatient care serving to decrease patient 

isolation and create a language for experiences. 

 



WORDS FROM FELLOW ONTRACK 
CLINICIAN INVOLVED IN THE DIALOGIC 

APPROACH 

“There is no where I would 

rather be than in a network 

meeting”  


