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EDITORIAL

Modern understanding of psychosis: from brain disease to stress 
disorder. And some other important aspects of psychosis. . .
Jan Olav Johannessen a,b and Inge Joaa,b

aTips – Network for Clinical Research in Psychosis, Department of Psychiatry, Stavanger University Hospital, 
Stavanger, Norway; bFaculty of Health, Network for Medical Sciences, University of Stavanger, Stavanger, Norway

ABSTRACT
In this editorial we try to summarise how we, in 2021, understand mental 
disorders in general, and psychoses in particular. We have tried to write it 
in a language that is understandable for our readers, including patients, 
relatives, students and professionals, without reducing its scientific valid-
ity or basis. During the last decade we have gained new insight in these 
disorders, and most textbooks are outdated and convey an old-fashioned 
understanding of the causes, the possible courses and the treatments 
needed for serious mental suffering.

ARTICLE HISTORY 
Received 21 September 2021  
Accepted 21 September 2021 

KEYWORDS 
Psychosis; schizophrenia; 
stress; healthservice

Editor’s note:
Dr Jan Olav was President of ISPS from 2001 to 2006 and 2015 to 2019, and President of the 

Norwegian Psychiatic Association from 2006 to 2011. He is an Assoicate Editor of this journal. In this 
Editorial he, and his esteemed colleague for many years at Stavanger University Hospital, Dr Inge Joa, 
present their own perspectives, via a Norwegian lens, of developments in how psychosis should be 
understood and responded to.

Introduction

The past decade has seen a significant development in our understanding of psychosis. We have 
come to recognize a clearer logic in the development of mental disorders through stages and 
phases, and we understand better how mental disorders develop gradually, and as a result of 
perceived stress. We have gained new knowledge about stress reactions, mental and physical, and 
we now understand more our mental experiences as internal imprints of external events. We further 
understand how the stress and immune systems interrelate, as a result of external stresses and life 
events, both in the past and present

And how we understand mental illness is crucial for how clinical services are designed, what 
content they provide, and what treatment approaches we give priority to. This understanding 
has varied throughout history; the two extremes are those who understand mental illness as 
exclusively environmental and those who, on the other hand, understand mental illness as 
biological hereditary diseases in line with many somatic disorders. If one considers psychosis as 
a biological disorder, where the psychosis breakthrough is almost inevitable, in line with, for 
instance, Chorea Huntington, the emphasis will be on biological treatment approaches and 
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care. If, however, one considers mental illness and psychotic disorders to be linked to environ-
mental factors, the emphasis will be on correction of the external environment, relational 
aspects and prevention.

In the 40s through the 60s, our understanding was way over on the environmental side, while the 
pendulum swung over into a biological understanding in the 70s and into the 90s. In the 2000s, the 
pendulum swung back again, much thanks to new research and knowledge about epidemiology, 
psychological trauma, genes and epigenetics.

The breakthrough in epigenetics, the understanding that gene expression is also influenced by 
the environment, by human experiences, has been crucial for modern understanding of causation in 
mental disorders. We furthermore know that the epigenetic development works over several 
generations (Jiang et al., 2019).

Moreover, it seems that the significance of the genetic risk is much less than we previously 
assumed, perhaps as little as 5–6% of the risk (Bassett et al., 2017; Goes & Sawa, 2017) .

Leboyer & Schurhoff (2014) state in an article in the Schizophrenia Bulletin: “Until very recently, 
schizophrenia and bipolar disorder have been conceived as two separate conditions. This distinction 
is still taught in medical and graduate studies, is maintained in diagnostic classifications, and relied 
upon by regulatory bodies, drug companies, researchers, clinical care and research funding agencies, 
and advocacy groups. Psychiatrists know that between these diagnostic entities, there are not only 
symptom, diagnostic, and treatment overlap, but also shared genetic and environmental 
risk factors”.

So, many of the genetic findings to overlap between different mental disorders, suggesting that 
there may be a relatively large element of common underlying causes

We now know that we are actually treating mental states, transient states with changing signs and 
symptoms. No human fits fully into a particular diagnosis; we warn against “silo thinking” and now 
view mental disorders more and more in a transdiagnostic perspective.

In the following, we will present a modern understanding of psychosis, where much of this has 
not yet been included into present day textbooks, based on a dimensional understanding of what 
mental disorders really are.

What studies of the incidence of mental illness reveals

Psychotic disorders involve a major burden of stress for those affected and for their families. Overall, 
neuropsychiatric disorders were accounted as the main cause of burden in high-income countries, 
especially in those aged 15–24 years (Gore et al., 2011). Psychotic disorders, moreover, have 
a pronounced socio-economic significance. This has to do with the fact that the disorders start 
early, sometimes last a long time, and sometimes involve a long-term loss of function. 75% of all 
diagnosed mental disorders start before the age of 25 (Kessler et al., 2007), of which most people are 
diagnosed with mental disorders at the age of 20. Prior to this, those who develop more severe 
mental disorders such as major depression, bipolar disorder, anorexia and non-affective psychoses 
will have had symptoms such as anxiety, depression and concentration problems, for perhaps as 
much as up to 5 years. 50% of all mental health problems are established at the age of 14 years. 
Anxiety disorders are nowadays often referred to as “a gateway disorder” for other, more serious 
disorders (Ginsburg et al., 2014)

Most textbooks still state that the incidence of psychotic disorders are fairly stable and similar 
throughout the world. This is not the case. There is a huge variation in the incidence of psychosis 
between different geographical areas, including the most serious diagnosis, schizophrenia. A multi- 
centre study published in 2018 (Jongsma et al., 2018) found a 10-fold variation in the crude incidence 
of first episode psychosis (FEP) between different countries, and within different countries. A Danish 
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study showed a significant incidence increase by 1.4 of non-affective psychosis (f20-f29) from 2000– 
2012, and a two-fold incidence increase for women age 19–24 (F20) (Kühl et al., 2016). Another, 
recently published register-study (Christensen et al., 2021) from Denmark shows the same develop-
ment, with significant incidence increases for schizophrenia spectrum disorders, bipolar affective 
disorders and recurrent depression in the years 2000–2013.

So what is psychosis?

Psychosis essentially signifies a serious mental breakdown. In Norwegian, we would call 
psychosis a state of confusion, where mental and emotional chaos has arisen, and where the 
most important characteristic is a reduced ability or inability to distinguish between oneself 
and the reality around oneself.

Mental disorders develop in phases

The severe psychoses are considered to be dynamic processes that develop in phases. In 
modern research and clinical practice, it will be crucial to define which phase one is facing 
in the psychotic disorder. Considering mental disorders as disorders with a significant overlap 
between the different diagnostic groups is, as previously mentioned, is called a dimensional 
perspective. This is in contrast to the so-called categorical perspective, where the various 
diagnostic categories are regarded as separate states with separate, and more biological, causal 
relationships (Bentall, 1993).

Over the past few years, we have gained more knowledge about neurophysiology, neurop-
sychological mechanisms and neuroimmunology. This knowledge leads us on the trail of 
important etiological factors, such as unfortunate life events, traumas etc., and indicates that 
the existing diagnostic categories may be an obstacle to developing a more comprehensive 
and integrated understanding of mental ill health. Based on this recognition, an alternative 
approach to the conceptualization of mental disorders, called The Research Domain Criteria 
(RDoC) (Insel et al., 2010), has been developed in the United States. The RDoC matrix was 
developed by The National Institute of Mental Health (NIMH) and represents a radical break, 
almost a paradigm shift, with existing research categories within mental health. The following 
factors are central to the model: first, dimensions are emphasized by the description of 
symptoms and personality, not categories. Secondly, one does not start with existing diag-
noses – the starting point should be connections between neurobiology and behaviour, which 
can then be linked to clinical phenomena. Thirdly, attempts have been made to define models 
(constructions), such as fear, loss, perception and cognition. McGorry et al have emphasized the 
importance of the timing of initiating treatment versus diagnostic specificity. They have 
proposed a clinical staging model describing the various dimensions and development of 
possible psychopathology and prevention aspects (McGorry et al., 2006).

In figure 1 below, attempts have been made to illustrate the various phases of disorder 
development. The premorbid phase means the phase before the disorder itself breaks out, 
prodromal means “warning phase”, and means that one may spot the first signs of illness, 
though then most often as non-specific signs (e.g. anxiety symptoms and symptoms of 
depression). The psychosis phase will be discussed in detail later, the most important sign in 
this phase is an impaired reality-testing ability (sense of reality).

Figure 1 about here
As the figure (McGlashan & Johannessen, 1996) shows, we talk about an “active untreated 

phase” and about the “duration of untreated disorder”. These are phases that should be as 
short as possible.
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The stress-vulnerability model

This model integrates various psychological models with possible biological explanatory 
models for vulnerability to developing psychosis (Zubin & Spring, 1977). A low threshold 
for psychotic breakdown may be due to either biological or psychological conditions, or both 
at the same time. The proposed traumagenic neurodevelopmental model may be a good 
example of integrating bio and psycho-social mechanisms (Read et al., 2014).

Various risk factors related to heredity and the environment are the subject of extensive 
research and include genetic and other biological markers, conditions during pregnancy, birth, 
childhood, and conditions of physical and psychological nature. It is now apparent that 
environmental factors are important. Both growing up in big cities, migration, drug use and 
adverse life events, including trauma, are risk factors for psychosis (A. Morrison et al., 2005; 
Read et al., 2008).

No definite association has been found between the incidence of schizophrenia and social 
class, but the prognosis is worse for patients from lower social classes (Hastings et al., 2020; 
Anglin et al., 2021). Furthermore, poverty is a powerful predictor of who develops psychosis 
(Read, 2010). A poorer prognosis is probably due to the presence of several risk factors. There 
is a dose-response increased risk connected to child adversity events (Trauelsen et al., 2015).

Figure 1. 
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Psychosis and stress

It is important to remember that we are talking about emotional, psychological problems in people, 
reactions that may affect anyone, if the pressure is great enough. When emotions overwhelm us, so 
that our psychological coping apparatus breaks down, we can all expereince this breakdown called 
psychosis.

Our ability to withstand different types of stress in adolescence and early adulthood varies. The 
stress systems in the body are largely hormonal, and the reactivity in our stress axis is affected by the 
stress we experience during pregnancy and the first years of life, Figure 2 and 3. “Stress” actually 
means two things, an external pressure and the bodily reaction to this pressure. Stress in the form of 
childhood trauma has been shown to be associated with many different mental disorders, such as 
PTSD, sleep disorders, anxiety, depression, bipolar disorder, hallucinations, personality disorders, 
substance abuse, eating disorders and many more.

Figure 2. 
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The term we use today to explain this increased vulnerability is “adverse life events”. Unfortunate 
life events embrace everything from pure bad luck and coincidences in life, to abuse and other 
detectable traumatic events (Varese et al., 2012).

Thus, we must never, in meeting with people diagnosed as having a mental illness, think in 
stereotypes. We must recognize each individual as unique, and in order to help, we must know the 
life of the other, perhaps better than they know it themselves. It is an essential part of the therapist’s 
task. We can all make use of an outside perspective on our lives, on our life history

Put another way: mental illness must begin somewhere, have a starting point. We are all different 
when it comes to the formation of our personality. We have, and develop, our strengths and 
weaknesses, and we are different in the way we manage stress.

Such a state of confusion does not arise from nothing or by itself. The confusion, or breakdown if 
you will, is almost always preceded by a shorter or longer period of time with general signs of mental 
issues, triggered by subjective stress experiences. The collapse is often preceded by sensory impres-
sions being altered and amplified. Noises can become uncomfortably loud, the room feels smaller, 
etc. Most people will have experienced this at some point in their lives during particularly stressful 
periods.

Figure 3. Stress-hormones, neurotransmitters and immune system.
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Over time, the mental pressure can increase until we eventually experience a total breakdown, 
with confusion or psychosis as the next stage. Yet, what is stressful to you is not stressful to me, and 
vice versa, and how we deal with different types of stress depends on the individual’s personality and 
previous life experiences.

In November 2019 (Volume 213), an epoch-making edition of the highly renowned journal 
Schizophrenia Research was published, in which all the articles discussed the relationship between 
stress and psychosis: “Stress and Schizophrenia” This is fairly new knowledge, and these articles 
describe a paradigm shift in our understanding of severe mental illness, including psychotic 
disorders. In an article in this journal, “Advances in the Neurobiology of Stress and Psychosis”, 
Mittal and Walker (2019) describe developments since the “Stress-Vulnerability Model” was intro-
duced. They write:

“The central thesis of this article (Zubin & Spring, 1977) is that ““challenges elicit a crisis in all 
humans, but depending on the intensity of the elicited stress and the threshold for tolerating it, that 
is, one’s vulnerability, the crisis will either be contained homeostatically or lead to an episode of 
disorder”.. Then they add: “Assumptions about socioenvironmental and biological etiologic factors 
were no longer considered incompatible”.

They further write: “It is of interest that the following words did not appear in the article by Zubin 
and Spring: hypothalamus, pituitary gland, cortisol (or other hormones), HPA axis (stress axis), the 
brain, neurotransmitter. The absence of these concepts reflects our limited understanding of stress 
biology in 1977, and of the interaction between environment and biology in relation to the 
development of psychopathology. Since the 1970s, our scientific understanding of these conditions 
has increased dramatically” (Mittal & Walker, 2019).

Psychoimmunology: the psyche and the immune system

In the last 5 years, we have witnessed new, but not yet conclusive, research and knowledge about the 
immune system’s interaction with the stress axis and its role in relation to the brain’s neurotransmitters. 
Until quite recently, it was assumed that the various markers of the immune system did not cross the 
blood-brain barrier to any significant degree. This has now changed; we know that the immune system 
acts over the blood-brain barrier. We have tried to illustrate this in the figure above. A hypothesis that 
seems to be supported in recent research is that the immune system responds to the brain’s 
compensatory “overproduction” of neurotransmitters such as dopamine and glutamine in stress- 
related conditions such as psychosis, and that this is normalized when stress levels are lowered. If, 
on the other hand, stress levels remain high over time, it may appear that this reversal becomes more 
difficult, with the risk of more permanent changes in the brain’s synaptic systems. If this is the case, 
then this is another strong argument for early intervention in severe mental illness, and for “the inner 
being an imprint of the outer”, i.e. that life events leave an imprint in the body, including the brain. It 
then becomes crucial to reduce the stressors in young people’s lives when they develop psychotic, or 
psychotic, states (Calcia et al., 2016; Howes et al., 2016; Malmqvist et al., 2019; Pillinger et al., 2019)

The role of emotions, psychological coping apparatus and psychotic disorders

To understand what a mental disorder really is, one must have some knowledge of develop-
mental psychology, i.e. how human psychological “apparatus” develops, and knowledge of the 
function of emotions, i.e. why humans are endowed with emotions, “the sensory apparatus of the 
soul”.

Feelings (emotions, temperament, affects) can be described both simply or in a more complex 
fashion. Some writers define 100 different emotional qualities; most still summarize the most impor-
tant to be fear/anxiety, anger, sadness, joy and shame. It is important to understand that we have 
been given these feelings for a purpose, namely that they will help us manoeuvre through life, a life 
that will offer great joys and great sorrows. Emotions should help us in our mental and relational 
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world. Anxiety should lead us to withdraw, anger to do something about a threatening situation, and 
while grief and sadness are feelings we would rather avoid, sometimes this is not possible. We call it 
the “adaptive” function of the emotions, i.e. that they should help us meet the changing challenges of 
life, functioning as a “thermometer of the soul”. The same goes for the phenomena of hallucinations, 
which present on a continuum where a substantial minority of otherwise normal individuals in the 
developed world report hearing voices to voices on a level reported by individuals diagnosed with 
psychosis (Romme & Escher, 1989). Richard Bentall addresses this when he claims that psychotic 
behavior is comprehensible and thus more obviously related to ordinary behaviors and experiences 
(Bentall, 1993).

But, in a complicated modern world, it is not as simple as just registering our emotions then 
following them blindly. We are tied up in relations, privately and professionally, and the feelings 
that should be of help can sometimes quickly become a burden. At this point, we move inwards 
into the area of neurosis, where most of us are. If the emotional tension increases, our 
psychological coping apparatus (psychological defence) may break down, and we may enter 
into a psychosis.

Development of psychological coping mechanisms

To understand how mental disorders arise and develop, one must also know a little about how 
human psychological coping mechanisms/psychological defence mechanisms/ resistance mechan-
isms arise and develop.

All human beings are by nature endowed with certain hereditary characteristics; we usually call 
them abilities and facilities. When we are born into the world, these abilities and faculties, in 
interaction with the environment we grow up in, will shape us as human beings and together 
cause us to become the unique individuals we later appear to be. It is impossible to ultimately 
distinguish between what is hereditary and what are environmental characteristics.

Around 20 years of age, our personality will be fairly formed. At this point, we emerge as the 
unique person we are, each with our own coping mechanisms. In a psychological sense, this is also 
called “the psychological defences”. When we are required to change, this defence will appear as 
a kind of psychological resistance. It is then important to remember that we acquired our coping 
mechanisms through a changeable childhood. These coping mechanisms will vary from person to 
person and may not be as well suited to the stresses we face later in life. In many ways, it is these 
coping mechanisms that establish the personality’s ability to cope with life stress, and to cope with 
life’s changing challenges.

Prevention

It is of utmost importance that people who develop, or are at risk of developing, a psychosis, are 
quickly examined and treated. The duration of untreated psychosis (DUP), from the first sign of 
psychosis until treatment is given, is typically between one up four years in the Western world. 
Together with an early phase/risk phase (prodromal phase), often with an average duration of 
one year, this means that young people who develop a psychosis often go untreated for two to 
three years, and frequently longer than that, before they receive adequate help for their issues. With 
the help of extensive information campaigns, one can reduce the duration of untreated psychosis in 
a society from up to several years to just a few weeks or a few months, as shown in the Norwegian- 
Danish TIPS Project (Early Intervention in Psychosis) (Melle et al., 2004).

Early treatment of a short duration on untreated psychosis provides a better prognosis and 
reduces the risk of suicide (Melle et al., 2006). It seems evident that one can achieve secondary 
prevention by offering adequate treatment early in the development of the disorder.
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Several research projects have further shown that it may be possible to achieve primary 
prevention of the development of psychotic disorders by intervening in the so-called risk/prodro-
mal phase. It is too early to say whether these research results can be transferred to normal clinical 
practice. The ongoing Norwegian primary Prevention of Psychosis (POP) study is addressing this 
(Joa et al., 2015).

The TIPS study has contributed significantly to this new and important knowledge (Hegelstad 
et al., 2012; Johannessen et al., 2001). The results of the TIPS study, after 10 years of follow-up, show 
that the chance of achieving recovery, as judged by strict criteria, is more than twice as great when 
one comes from a place with early detection strategies and short DUP, compared to places with 
longer DUP. This is true even if the differences in DUP were not large (4.5 weeks, median versus 
16 week, median). Several studies show that, at group level, there is an increasing degree of 
unfortunate disorder course alongside an increased duration of untreated psychosis. Studies show 
that the course gets worse when DUP is over 3 months.

The school plays an important role in detecting possible development of psychosis in young 
people. This is especially true in high school and at college/university. Teachers and counsellors need 
knowledge of what the early signs of possible psychosis development are, and they must learn to 
take such signs seriously. Teachers may find that “something is not right” in a student and working 
together with the family they may consider contacting the health services for follow-up.

Information and information programs are a prerequisite for being able to detect psychosis in 
young people. Such programs should be developed in close collaboration with user organisations. 
Relevant target groups for these information strategies are the general public, patients and relatives, 
the school (counsellors, class teachers and students), GPs, public psychologists, nurses, social well-
fare services and the specialist health services.

More specifically about diagnoses

Through a thorough and accurate diagnosis, one tries to define different mental states or disorders 
and to distinguish these from each other. The aim of this is, among other things, to contribute to 
a more tailored treatment and to lay the foundation for increased knowledge about these disorders 
through research and method development. The diagnoses are a language, a terminology, that 
facilitates communication within professional environments and between different parties within 
the service apparatus. It is important to be aware that diagnoses in mental health care are con-
structed consensus-based units, and not absolute truths.

Diagnosis is furthermore fraught with disadvantages, and in mental health care one must 
therefore pay special attention to possible unfortunate aspects of diagnoses. The most important 
disadvantage is the danger of reducing the person to the diagnosis, so that one forgets to see the 
person behind the diagnosis. Diagnoses can also be stigmatising and contribute to self-stigma. 
Self-stigma means that the patient thinks of himself or herself as the disorder he/she has, instead 
of seeing himself or herself as a whole and complete human being with opportunities for 
development. The diagnoses may have advantages too; they can, e.g. help to explain and give 
meaning to phenomena and symptoms that the patient and relatives have had difficulty 
understanding.

Diagnoses should be useful in clinical work. However,many diagnoses in psychiatry have 
a relatively low utility value from a clinical standpoint. This is due to a significant overlap between 
the so-called mental “illnesses”. Diagnosis have low reliability (“accuracy”), and moreover provide 
a poor basis for saying something about prognosis. Diagnosis of psychotic disorders may further-
more be particularly challenging due to potentially complicated differential diagnostic assess-
ments and many concomitant disorders. For those who are to treat these disorders, sufficient 
experience with this patient group, both in quantity and breadth, is important to capture this 
complexity.
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Consequences for structure and content of services

Again, mental disorders are disorders of the young. Young people often find it difficult to put into 
words, and understand, the emotions they experience. The mental health care of the future must 
therefore, to a far greater extent, have conscious, national information and education strategies, and 
training- and antistigma- strategies, aimed at special target groups such as young people, school-
children and at-risk groups.

In order to achieve early intervention, available services must have a low threshold, and be easily 
accessible, preferably in places where children and young people spend time, in a non-stigmatising 
environment. In Australia, this has been put into a system through the easy-acess “headspace” youth 
friendly center model (Rickwood et al., 2019). A headspace centre will offer an early intervention 
approach, intergrating primary care services such as educational advice, legal advice, employment 
offices, GPs and specialist services in the local community.

The artificial age boundaries between child psychiatry, adolescent psychiatry and adult psychia-
try, with a distinction at the age of 18, must be removed and/or redefined. The time is long overdue 
to ensure that the services aimed at young people and young adults are coordinated, e.g. so we have 
a treatment service from 0–12, and from13-25 years. Ideally, we should introduce a 0–100 perspec-
tive. Recent strategies for research and long-term follow-up recommend just that.

Up until 2021, Norway has developed good guidelines for the assessment, treatment and follow- 
up of various mental disorders. Common to these is that they have a multi- level service perspective; 
they try to facilitate so-called seamless services across management levels. Everyone emphasises the 
importance of continuity in treatment, and at this we are not talking about continuity to 
a Community mental health clinic or an outpatient clinic or to a treatment team, but to 
a committed human inter -relationship. These guidelines have later been laid down into 
a structured assessement and treatment system (Packages of Care) for psychosis, which is intended 
to ensure one’s treatment and the patient’s right to proper treatment for psychiatric disorders and 
near-psychotic conditions.

The clincal guidelines for treatment of psychosis in Norway (Helsedirektoratet, 2013) place great 
emphasis on the psychosocial, non-biological treatment approaches. This is not necessarily instead 
of drug treatment, but we must realize that today’s drugs for the most serious mental disorders are 
not as effective as one might hope. It becomes all the more important that we use documented 
effective forms of treatment, such as talking-therapies like cognitive behavioural therapy (CBT) 
(Morrison et al., 2004, 2020), psychodynamic psychotherapy (Rosenbaum et al., 2013), family treat-
ment (McFarlane, 2016), milieu therapy (Thorgaard, 2006), focus on protecting physical health (Firth 
et al., 2019), music therapy (Gold et al., 2009) and other forms of art therapy. Individual placement 
and support (IPS) in relation to work and school life is now well documented as one of the most 
important measures we can implement (Moe et al., 2020). These are expensive forms of treatment 
and measures, much more expensive than medication, and forms of treatment that require time, but 
all economic calculations show that society saves large sums of money in a life perspective through 
evidence-based early intervention strategies and tailor-made treatment plans. Time to be together, 
to build relations, is probably the most important ingredient in good psychiatric treatment – time 
and continuity. Both these factors have suffered in recent decades during the restructuring of our 
mental health care, even though the road to where we are now has been paved with the best of 
intentions.

For the development of mental health care of the future, these two values must be the ones that 
show the way, and the ones which our health care structures reflect.

The design of clinical services should also reflect the disorder- or disease-panorama which society 
encounters, in the form of the number of people who need such services each year, the incidence of 
these, and which illness they present themselves with. In other words, which diagnostic groups they 
represent and how large the different groups are. This is our “terrain”. Then the “map”, or the offer of 
services, must be designed accordingly.
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As stated earlier many of those who work in mental health services, our owners in the state and 
municipality, our politicians, do not know the mental health care treatment results. Overall, mental 
disorders are disorders with a good prognosis, if the right treatment is given at the right time, and if 
the patient actively participates in the treatment and avoids the unwise use of illegal drugs. For the 
most serious disorders, it is sometimes a question of treatment for several years, which is especially 
challenging for young people.

At the same time, patients and relatives must be invited to provide positive structured feedback 
to mental health care, the caregivers, on both patient-reported goals and satisfaction with the 
treatment offered. This is perhaps the main challenge of our time with regard to how we deploy 
available resources, especially considering that for example, in Norway about 80% of the resources in 
mental health care today are spent on treating psychotic disorders, even though these are initially 
few in scope.

These are difficult challenges, and they are further complicated by the fact that we, in the clinic, to 
a limited extent treat specific disorders. Instead we treat people with various troublesome symptoms 
and signs, where no one really fits one hundred percent into any diagnosis category.
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