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This study investigates how the mental health professionals in open dialogue -based services in the catchment 

area of Western Lapland in Finland view the causes and ideal treatment of mental health disorders. Open 

dialogue is an integrative network-based approach to treating mental health crises. The bio-psycho-social 

model of mental health is an ideal of understanding and treating mental health disorders from a holistic 

perspective that takes into account the biological, psychological and social aspects of these phenomena.  

A questionnaire that investigated the causal beliefs of mental health disorders and views of ideal 

treatment was given to the mental health professionals in Western Lapland. Of the professionals, 86% (N = 

87) responded the questionnaire. Among the professionals, the social causal beliefs were most prevalent, the 

psychological causal beliefs secondly and the biological causal beliefs least prevalent. The significant 

differences of the emphases on these causal beliefs were confirmed with an analysis of variance. In the 

professionals’ views of good treatment, three distinct dimensions were found with a factor analysis. These 

dimensions were labelled as medicalization, social support and needs-adaptedness / networks as general 

orientations to treatment. Linear regression analyses showed that the biological and psychological causal 

beliefs were connected to the medicalization orientation of treatment while the social causal beliefs were 

connected to the needs-adaptedness orientation.  

This study provides information of the ways in which the mental health professionals in open dialogue 

-based services in Western Lapland understand the causes of mental health disorders and their ideal 

treatment. Combining this to the promising treatment results they have achieved in earlier studies (especially 

in the treatment of severe mental health disorders), there are lessons to be learned from their orientation, 

which this study concentrates on. A holistic view of mental health with a social emphasis and tolerance of 

uncertainty is suggested in developing mental health work.    
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1. INTRODUCTION  
 

 

How should mental health professionals understand the causes of mental health disorders? According 

to the bio-psycho-social model, mental health disorders have biological, psychological and social 

causes (Engel, 1977; Lehman, Diana & Gruber, 2017). This, however, leaves open the question of 

how these different perspectives should be emphasized in understanding and treating the disorders. 

Open dialogue is a network-based integrated approach to mental health work that has achieved 

promising results especially in the treatment of severe mental health disorders (Bergström, Seikkula, 

Alakare et al., 2018; Seikkula, Alakare & Aaltonen, 2011; Seikkula, Aaltonen, Alakare et al., 2006). 

In line with the practice of dialogue, the social perspective is also considered an essential focus of the 

treatment alongside psychological and biological perspectives. This study investigates how the 

mental health professionals in open dialogue -based services in Western Lapland in Finland interpret 

the causes of mental health disorders and how it is connected to what kind of treatment they find most 

beneficial. 

 

 

1.1. The bio-psycho-social model of mental health  

 

 

The bio-psycho-social model of mental health is a widely recognized ideal of how health and its 

disorders should be understood and treated holistically (Lehman, Diana & Gruber, 2017). It was 

originally developed by George Engel (1977) to challenge what he viewed as a too narrowly 

biological practice or ‘biomedical model’ in psychiatry. He argued against reducing psychiatric 

disorders to biology and advocated giving more attention to the important psychological and social 

aspects of these multifaceted problems. Nonetheless, he also considered the biological perspective to 

have its relevance in psychiatry, along with the psychological and the social perspectives. The bio-

psycho-social model can be seen as an attempt to challenge the narrowly biomedical approach with 

a more holistic view.  

The bio-psycho-social model has a more theoretical and a more practical side to it which are 

often closely linked but also worth differentiating for the sake of clarity. Theoretically, the bio-

psycho-social model makes biological, psychological and social statements about the causes and 
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nature of mental health disorders and strives to include all of these (Engel, 1977; Lehman, Diana & 

Gruber, 2017). Practically, it suggests respectively biological, psychological and social treatments of 

the disorders, with the aim of integrating them all. In the case of mental health disorders, the biological 

perspective usually looks for neurological or genetic aspects of the disorders in theory and 

emphasizes, for example, pharmacological treatments in practice. The psychological perspective 

finds causes on the level of an individual’s mind, for example of cognitive, emotional or motivational 

processes and suggests most typically individual psychotherapies as treatment. And finally, the social 

perspective sees the most essential causes of the problems to be related to interactions between people 

(sometimes also to institutional structures) and usually in practice favors approaches such as network 

or family therapy. However, the biological, psychological or social theoretical views do not always 

need to be connected to their practical counterparts. For example, even if the most relevant cause of 

the problem is seen to be in traumatic social interactions, individual therapy can in some case still be 

considered the most suitable treatment. In another example of a clearly neurological injury, 

psychological or social rehabilitation can still be considered an important part of the treatment. If the 

problem itself is not seen as essentially biological, psychological or social but rather all of these are 

considered to be perspectives in a more holistic view, there are wider possibilities of integrating 

treatments. This kind of theoretical and practical flexibility is an essential promise of the bio-psycho-

social model of mental health.    

The bio-psycho-social model has – at least as an ideal – become the status quo in psychiatry 

(Babaola, Noel & White, 2017). For instance, the World Health Organization recognizes it as the 

recommended way to approach mental health. However, it has been questioned by some critics, if the 

bio-psycho-social model has reached its goal in practice (Benning, 2015; Babaola, Noel & White, 

2017). Current psychiatry has been criticized for overemphasizing biology to the extent that in 

practice the biomedical model is still dominant. It has even been expressed that the bio-psycho-social 

model amounts in practice to a “bio-bio-bio model” (Read, 2005). The failure of the bio-psycho-

social model to sufficiently challenge the biomedical one is most often seen to be due to its vagueness 

in defining when the biological, psychological or social aspects of the problems are sufficiently taken 

into account (Ghaemi, 2009; Benning, 2015). If, for instance, a person with an acute psychosis is 

primarily treated with neuroleptic medications but also talks with a psychologist a few times and 

maybe even the patient’s family is slightly consulted, does this qualify as bio-psycho-social 

treatment? The bio-psycho-social model does not give specific answers to these kinds of practical 

questions, and this can make it difficult to determine when it has been sufficiently applied. This 

vagueness of emphasis can lead to treatments that are cheapest in short-term or currently dominant 

for other reasons to be favored, and practically this often means emphasizing biomedical treatments 
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over psychosocial ones. Usually, a stronger emphasis of some sorts of psychosocial viewpoints and 

practices are suggested as a solution to this problem or even as an alternative to the bio-psycho-social 

model (Ghaemi, 2009; Benning, 2015; Babaola, Noel & White, 2017). However, no clear consensus 

seems to have formed of a model to replace the bio-psycho-social one.   

The problems in emphasizing too much biology in psychiatry have been studied widely. For 

example, in the case of schizophrenia, strongly biomedical views are found to be commonly 

associated with greater social stigma and pessimism about recovery (Read, Haslam, Sayce & Davies, 

2006). The same has been found to apply also to mental disorders more broadly (Kvaale, Haslam & 

Gottdiener, 2013). When people view mental disorders “as illnesses like any other”, that is, having 

essentially biological (neurological or genetic) causes, there is more prejudice against people with 

these disorders as being dangerous or unpredictable. Another important effect of a narrowly 

biological view is that people with the disorders often become more pessimistic about their own 

recovery and this kind of pessimism can, in many cases, become self-fulfilling (Read, Haslam, Sayce 

& Davies, 2006; Kvaale, Haslam & Gottdiener, 2013). It is also worth mentioning that, on a more 

theoretical level, the view sometimes referred to as biological reductionism or naturalistic psychiatry, 

that views mental health disorders as essentially brain disorders or otherwise reducible to biology, 

cannot be considered empirically justified (e.g. Borsoom, Cramer & Kalis, 2019). In other words, 

biology can perhaps teach something important about mental health problems but not what they 

essentially are. Still further, what is considered an excessive emphasis on biological interventions, 

such as psychopharmacological treatments, in psychiatry, has been criticized (e.g. Kirsch, 2014; 

Whitaker, 2004). These problems of a strongly biomedical approach to psychiatry can, on the one 

hand, be seen as motivation for a more authentic bio-psycho-social practice in psychiatry – 

emphasizing the psychosocial. But on the other hand, if the bio-psycho-social model is incapable of 

overcoming the limitations of the biomedical approach, the problems of the biomedical approach 

could work as an argument against an ineffective bio-psycho-social model itself.   

Despite its obvious limitations, the bio-psycho-social model still has its moderate merits. It is 

a generally accepted ideal at least of a more balanced direction in which psychiatry could be 

developed (Lehman, Diana & Gruber, 2017). Even though the vagueness of emphasis inherent to the 

model can sometimes be problematic, it can be questioned if more strictly defining the causes or 

treatment of mental health problems on a general level would even be an ideal solution if it was 

possible. Importantly, the bio-psycho-social model can also be interpreted as a way to recognize 

complexity of mental health disorders and therefore inescapable uncertainty in facing them. This does 

not only mean better acknowledging psychological and social aspects of the problems but perhaps 

also openly admitting our fundamental inability to theoretically understand the essential nature of the 
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complex problems we are encountering in psychiatry. One practical implication of this kind of 

tolerance of uncertainty can be to engage in what are called open dialogues, as will be presented in 

the next chapter. For the purposes of this study, the bio-psycho-social model is utilized as a fruitful 

general framework in categorizing differing causal beliefs about mental health disorders.  

 

 

1.2. The open dialogue approach to mental health  

 

 

An influential model of treatment in psychiatry of the catchment area of Western Lapland, where the 

data of this study was collected, is a social network -based approach referred to as open dialogue – 

or also, especially earlier in its development, needs-adapted approach (Bergström, Seikkula, Alakare 

et al., 2018). Open dialogue has its roots in family therapy and dialogical philosophy and can be 

considered to have been practiced in Western Lapland from the beginning of 1990’s (Seikkula, 

Alakare & Aaltonen, 2001; Seikkula & Trimble, 2005; Seikkula, 2019). It has gained increasing 

international interest for achieving exceptionally good results especially in the treatment of acute 

psychoses (Bergström et al., 2018; Seikkula, Alakare & Aaltonen, 2011; Seikkula et al., 2006).   

Open dialogue is often presented in literature to be characterized by seven guiding principles: 

1) immediate help 2) social network perspective 3) flexibility and mobility 4) responsibility 5) 

psychological continuity 6) tolerance of uncertainty 7) dialogue (Seikkula, Alakare & Aaltonen, 

2001). Immediate help refers to a guideline that the first treatment meeting is arranged within 24 

hours of the first contact by the patient, their relative or other. This is done in order to provide help 

in the most critical acute phase of the crisis, which is considered therapeutically fruitful. This is also 

aimed at preventing the need for hospitalization whenever possible. The social network perspective 

means that members of the social network of the patient – usually family but sometimes friends, 

relatives or other relevant people – are invited to the treatment meetings along with a team of usually 

two or three professionals. Treatment decisions are made in dialogue with the social network and the 

patient. Flexibility and mobility refer to adapting the treatment as much as possible to the specific 

needs of each individual case. Mobility also refers to an effort to arrange the meetings in the most 

suitable place for the patient and the social network. The first meeting commonly takes place in the 

patient’s home to ensure as much as possible a sense of familiarity and safety in crisis. Responsibility 

refers primarily to a practice in which the professional who receives the first contact is responsible 

for arranging the first treatment meeting. Psychological continuity is strived for by having as much 

as possible the same professionals in the treatment team throughout the care. Also, the social network 
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is present throughout the treatment. This again, is done with the aim to ensure the important sense of 

safety and organization in a crisis which can otherwise easily be characterized by chaotic experiences 

and self-reinforcing stress.  

The last two principles of open dialogue emphasize more the attitude towards treatment, and 

they have been called ‘therapeutic principles’ in contrast to the first five principles that are more 

‘organizational’ (Olson, Seikkula & Ziedonis, 2014). Tolerance of uncertainty is manifested by, for 

example, avoiding strong interpretations of what is pathological or delusional, especially in the 

beginning of treatment (Seikkula, Alakare & Aaltonen, 2001). Also, medications or other 

interventions aimed at immediate symptom reduction are avoided. Instead, even for example 

psychotic speech is openly communicated along with other voices of the social network. There is 

trust in the dialogical process and in the wisdom of the social network in a right kind of setting. Also, 

relevantly to this study, the tolerance of uncertainty means avoiding essentializing preconceptions of 

the nature of the problems. This can mean, for example, de-emphasizing the role of diagnostic 

categories as defining the problems. Dialogue is what is invited and what is considered healing in the 

crisis. Dialogue means that everyone’s voice is heard and taken seriously. This is the opposite of a 

monologue in which one party of the conversation dominates or defines the situation for others. 

Instead, dialogue requires mutual respect of other’s perspectives and a more democratic collective 

discussion. Social interactions can be either dialogical or monological to varying degrees, and in the 

open dialogue practice dialogue is cultivated as much as possible.   

The treatment results of open dialogue in Western Lapland have been studied actively during 

the time when the treatment model has been implemented. Bergström et al. (2018) compared 

nineteen-year outcomes of treating first-episode psychoses with open dialogue to a sample of 

similarly diagnosed patients treated in the context of more traditional psychiatry in other parts of 

Finland. The need for disability allowances, hospital treatment and neuroleptic medications was 

significantly lower among patients treated with open dialogue. This can be interpreted to be due to 

better recovery and less chronicity of the symptoms (Bergström et al., 2018). In earlier follow-up 

studies of people with first-episode psychoses treated in the context of open dialogue, it has been 

found that more than 80% have been able to return to full time employment or studies and been free 

of residual psychotic symptoms (Seikkula, Alakare and Aaltonen, 2011; Seikkula, Aaltonen, Alakare 

et al., 2006). These are very promising results, considering that psychotic disorders are generally 

regarded as the most severely debilitating mental health disorders, frequently leading to chronicity 

and social marginalization (see e.g. Cullberg, 2000). While the research in Western Lapland has 

concentrated on the treatment of psychoses, there are promising results also in the treatment of other 

kinds of mental health problems, as well as in the treatment of psychoses in other places, with similar 
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approaches (Buus, Jacobsen, Bojesen et al., 2019; Bouchery, Barna, Babaola et al., 2018; Granö, 

Karjalainen, Ranta et al., 2016; Gordon, Gidugu, Rogers et al., 2016).  

The promising treatment results of open dialogue in Western Lapland provide motivation to 

study how the professionals giving the treatment there understand the nature of the problems they are 

working with and the treatment itself. Of course, the good results are probably due to several factors, 

some of which may not be directly connected to the beliefs of the professionals. However, their 

understanding of the causes and treatment of the problems most likely still makes an important 

difference. From the perspective of the bio-psycho-social model of mental health, it is interesting to 

consider the relationship of the model and the open dialogue approach. The open dialogue approach 

could be seen as a good example of bio-psycho-social psychiatry in practice, because the inclusion 

of the social networks in the treatment brings the social aspect to it, but at the same time also 

biological interventions, such as medications, or more psychological ones, such as individual therapy, 

are applied according to need (Seikkula, Alakare & Aaltonen, 2001). In fact, open dialogue could be 

regarded to solve many of the essential problems of the bio-psycho-social model (see Ghaemi, 2009; 

Benning, 2015; Babaola, Noel & White, 2017) by emphasizing more clearly the psychosocial 

viewpoints. On the other hand, it could be problematic to categorize open dialogue even as broadly 

as bio-psycho-social psychiatry because of its strong principles of tolerating uncertainty and adapting 

treatment to individual needs (see also Waters, Ong, Mikes-Liu et al., 2021). In other words, while 

open dialogue takes into account all of the component perspectives of the bio-psycho-social model, 

it is not necessarily limited to these. However, the empirical findings of this study concerning the 

understanding of the professionals can provide some more insight into the ways that biological, 

psychological and social perspectives are present in practicing open dialogue.   

 

   

1.3. Research questions 

 

 

The main aim of this study is to provide descriptive understanding of the beliefs concerning mental 

health disorders and their treatment among mental health professionals in Western Lapland. The first 

research question is how prevalent the biological, psychological and social causal beliefs of mental 

health disorders are among them. It can be hypothesized that the social emphasis would be stronger 

than the more individual-oriented psychological or biological perspectives. This hypothesis is in line 
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with the network-based approach and the dialogical treatment philosophy, which are characteristic to 

the open dialogue practice (Seikkula, Alakare & Aaltonen, 2001). 

The second research question relates to how the different emphases on biological, 

psychological and social causal beliefs are connected to professionals’ views of ideal treatment. The 

hypothesis is that the biological, psychological and social beliefs of the causes of the problems would 

be connected to their counterparts in treatment practice – for example, biological causal beliefs to 

finding pharmaceuticals beneficial and social causal beliefs to finding participation of the social 

network beneficial. As a part of this question, it will be investigated how different beliefs concerning 

good treatment are connected to each other. If clearly distinguishable dimensions in the views of good 

treatment are found, it can be a meaningful result on its own. However, more relevantly for this study, 

finding dimensions in the views of good treatment can make it easier to study the connections between 

them and the causal beliefs. It could be hypothesized that at least a difference between an emphasis 

of a social network -based treatment in line with the open dialogue principles and a more individual 

intervention -based view in line with more traditional psychiatry would appear as separate 

dimensions. Also, other more subtle distinctions in the views of good treatment may appear.   

Another question, that is partly asked to help answer the second main question and partly for 

its own sake, is how the various background factors, the types of causal beliefs and views of good 

treatment are connected to each other. It could be assumed, for instance, that being trained as a family 

therapist would be connected to a more social emphasis in the understanding of the causes of mental 

health problems. Also, more broadly studying the connections between different factors can inform, 

how to conduct the analyses of the relationship between causal beliefs and views of good treatment 

and therefore help to answer the second main research question that focuses on these connections.   

 

 

2. METHODS  

 

 

2.1. Participants  

 

 

A questionnaire was sent by email as a Webropol-link to the mental health professionals in the whole 

catchment area of Western Lapland in spring 2020. Of the professionals, 86% (N = 87) answered the 
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questionnaire. The participants responded the questionnaire anonymously and it took them about 2–

5 minutes to complete. The questionnaire included questions about background information such as 

age, profession, the unit in which one works, amount of education and work experience. This was 

followed by questions concerning the causal beliefs of mental health disorders, questions concerning 

views of good treatment and, lastly, questions concerning whether one is able to work according to 

one’s views.  

Of the participants, 77% were psychiatric nurses, 8% doctors and 15% psychologists or other 

specialist professionals (social workers and occupational therapists).  Of the participants, 83% had a 

permanent employment contract.  The age of the participants ranged between 24 and 72 years (M = 

46 years; SD = 12 years). The work experience ranged between 1 and 40 years (M = 20 years; SD = 

12 years). In terms of professional training, 48% were family- or psychotherapists, and 23% were 

training as therapists during the data collection. The average amount of professional education after 

qualification was 4 years (SD = 3 years; range:  0–14 years). 

 

  

2.2. Measures 

 

 

The causal beliefs of the professionals were measured on a  rating scale from 0 to 10, how much they 

agree with the following three statements (translated from Finnish to English):  1) “Most often my 

clients’ problems are caused by biological factors (brain or neurotransmitter functions and 

inheritance).” 2) “Most often my clients’ problems are caused by psychological factors (cognition, 

emotion regulation, personality and behavior).” 3) “Most often my clients’ problems are caused by 

social factors (life experiences, relationship problems, poverty, marginalization).” These questions 

are based on the bio-psycho-social model of mental health (Engel 1977; Lehman, Diana & Gruber, 

2017), and they aim to measure how the three different aspects of it are emphasized. 0 on the rating 

scale refers to total disagreement and 10 to total agreement with the statement in question.   

The views of good treatment were measured by 16 statements assessed on a rating scale from 

0 to 10 (0 = total disagreement; 10 = total agreement). This included, for example, how beneficial the 

professional finds pharmacological treatment, psychotherapy or involving the social network in the 

treatment. These can be seen as the more practical applications of biological, psychological and social 

emphases on causal beliefs. Also, it was asked, for instance, how much attention should be given to 

the diagnosis or particular individual needs. All 16 statements are presented in Appendix 1 translated 
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from Finnish to English. Many of these questions are based on the open dialogue model of treatment 

(Seikkula, Alakare & Aaltonen, 2001) and the clinical experience of the professionals. The views of 

the professionals and clients in the catchment area were systematically consulted in open participatory 

meetings in the making of the questionnaire. Also, a pilot study of 10 professionals was conducted in 

the Psychiatric outpatient clinic of Kemi. 

 

 

2.3. Data analysis  

 

 

All the statistical analyzes were conducted using IBM SPSS Statistics 27.0 -program. The prevalence 

of biological, psychological and social causal beliefs was assessed by comparing the means of the 

ratings on the causal belief items. A one-way repeated measures analysis of variance (ANOVA) was 

applied.  

Connections between different views of good treatment were assessed using an explorative 

factor analysis of all the 16 questions concerning good treatment. Generalized least squares (GLS) 

were used as the extraction method and varimax as the type of rotation. The GLS was applied due to 

the sample size being smaller than 100. In analysis, only the items with communalities over 0.5 were 

included. Higher communalities than the standard h2 > 0.3 limit were required again due to a relatively 

small sample size. In the first stage, 3 items (items 3, 6 and 16, see Appendix 1) were excluded due 

to low communality. At the second stage, a further one item (item 9, see Appendix 1) was excluded 

due to low communality. Finally, at the third stage, one more variable (item 15, see Appendix 1) was 

excluded because it formed a single variable factor that did not have a clear interpretation. Thus, in 

total 5 items were excluded, and the final factor model included 11 items. In the final factor solution 

after the last exclusion, one item (item 14, see Appendix 1) had communality lower than 0.5 (see 

Table 1) but was kept in the model because it had a clear theoretical interpretation. In the analysis, 

only factors with eigenvalue over 1 were included since these explained most of the variance. Factor 

loadings were also taken into consideration, that is, the closer the factor loading is to the value 1, the 

more the factor explains the variance in the measure. 

The connections between the background factors, causal beliefs and the views of good 

treatment were studied using Pearson correlation coefficients. All the background variables with a 

quantitative or meaningfully quantifiable measurement scale were included. The views of good 

treatment were studied as the factors identified by the factor analysis in order to reduce an otherwise 

large group of variables.  
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The relationship of causal beliefs and views of good treatment were assessed utilizing linear 

regression analyses. The different dimensions identified with the factor analysis were explained by 

the three variables of biological, psychological and social causal beliefs. Since some significant 

correlations were found between the background variables and one dependent variable, two-step 

regression analyses were applied. At the first step, the three background variables that had 

correlations with a dependent variable were entered. At the second step, all the three causal belief 

variables were entered. A significant connection between the background variables and a dependent 

variable (medicalization) was found only in one regression analysis. Therefore, one-step regression 

analyses were conducted to the other dependent variables (social support and needs-adaptedness). 

Thus, one two-step regression analysis and two one-step regression analyses are reported in 3.4.      

 

 

3. RESULTS  

 

 

3.1. Biological, psychological and social causal beliefs  

 

 

The social causal beliefs had the highest mean (M = 7.91; SD = 1.28), the psychological ones second 

highest mean (M = 6.22; SD = 1.98), and the biological causal beliefs had the lowest mean (M = 2.95; 

SD = 2.00).   

The repeated measures ANOVA showed a significant difference in the means (F(2, 86) = 

185.14; p < .001; η2 = .683). The pairwise comparisons (Bonferroni adjustment) showed that all the 

three means differ significantly from each other, the social from the biological (p < .001), the social 

from the psychological (p < .001), and the psychological from the biological (p < .001).   

As for the background assumptions of the ANOVA, sphericity can be assumed (W(2, 86) = 0.98; 

p = .436) and the variables can be considered sufficiently normally distributed by assessing their 

histograms. 
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3.2. Factors of good treatment 

 

 

In the factor analysis, three distinguishable dimensions were identified: 1) medicalization 2) social 

support 3) needs-adaptedness and networks. The factor loadings and communalities are presented in 

Table 1.  

The medicalization factor includes for example agreeing with statements about the 

beneficiality of pharmaceutical and hospital treatments and viewing clients’ concerns as diagnosable 

illnesses. This can be seen as an individual-focused and more traditional psychiatric orientation, 

somewhat opposed to the dialogical model of treatment. This factor explains 24.2% of total variance 

and its reliability measured as Cronbach’s alfa is α = .80.   

The social support factor includes various variables related to social support, such as agreeing 

with the beneficiality of occupational rehabilitation, peer support and social worker’s services. This 

can be interpreted to reflect a view of social support as the primary resource in recovery. This factor 

explains 19.8% of total variance. The reliability measure is α = .73.  

The needs-adaptedness factor emphasizes the importance of flexibly adapting the treatment 

to individual needs and including the client’s social network in the treatment. This could be 

interpreted to reflect strong agreement with the core principles of open dialogue model of treatment. 

This factor explains 9.6% of total variance and the reliability measure is α = .53. 
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Table 1: The dimensions of the views of good treatment in the final factor solution (generalized 

least squares, varimax rotation). (N = 87). 

 Medicalization Social 

support 

Needs-adaptedness and 

networks 
h2 

Most often my clients benefit from 

pharmaceutical treatment. 

.92   .59 

Most often my clients benefit from 

hospital treatment. 

.83   .81 

Most often my clients benefit from an 

expert’s opinion (e.g. psychologist’s 

assessments, patient education). 

.56   .68 

Most often my clients’ concerns 

should be related to according to a 

defined (diagnosed) illness. 

.53   .55 

Most often my clients benefit from 

rehabilitative psychotherapy. 

.44   .56 

Most often my clients benefit from 

occupational rehabilitation (also 

occupational therapy and 

physiotherapy). 

 .76  .82 

Most often my clients benefit from 

social support (e.g. social worker’s 

services, social allowances and 

benefits). 

 .70  .61 

Most often my clients benefit from 

peer support (also working with 

service-user experts). 

 .69  .60 

Most often my clients benefit from 

residential care. 

 .50  .61 

Most often my clients’ concerns 

should be related to according to 

individual and changing needs. 

  .64 .59 

Most often my clients benefit from 

including family and/or other close 

people in the treatment. 

  .52 .38 

Eigenvalue: 

Total variance explained: 

2.66 

24.17% 

2.18 

19.84% 

1.06 

9.65% 
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3.3. Correlations between background factors, causal beliefs and views of good treatment 

 

 

The correlation coefficients and their significance are presented in Table 2. Of the background 

variables, longer professional education after qualification, having a family- / psychotherapy training 

and having a permanent employment contract related to lower ratings on the medicalization factor. 

Having permanent employment contract also related to lower ratings on biological causal beliefs.  All 

the five background variables were significantly positively correlated with each other.  

Higher ratings on biological causal beliefs related to higher ratings on psychological causal 

beliefs. Higher ratings on the biological and psychological causal beliefs related to higher ratings on 

the medicalization factor. Higher ratings on psychological causal beliefs also related to higher ratings 

on the social support factor. Higher ratings on social causal beliefs related to higher ratings on the 

needs-adaptedness factor.  

Correlations were found also between the factors of good treatment. The medicalization and 

the social support factors were positively correlated and the medicalization and needs-adaptedness 

factors were negatively correlated.  
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Table 2: The Pearson correlations between background variables, the causal belief variables and the 

factors of good treatment. (N = 87). 

Variable:  1. 2. 3. 4. 5. 6.  7. 8. 9. 10. 

1. Age            

2. Work 

experience (in 

years)  

.90***          

3. Professional 

education after 

qualification (in 

years)  

.55*** .57***         

4. Family-/ 

psychotherapy 

training 

.47*** .52*** .63***        

5. Employment 

contract type 

.48*** .91*** .25* .32**       

6. Biological 

causal beliefs 

.11 .10 -.13 -.20 -.23*      

7. Psychological 

causal beliefs 

.10 .10 .09 -.10 -.04 .22*     

8. Social causal 

beliefs 

-.03 -.05 .07 -.02 .07 -.19 .07    

9. Medicalization 

factor  

-.04 -.09 -.36** -.46*** -.23* .53*** .34** -.17   

10. Social support 

factor  

.06 -.01 -.07 -.11 -.14 .13 .25* .20 .42***  

11. Needs- 

adaptedness 

factor  

.09 .08 .20 .08 .09 -.17 -.04 .34** -.22* .05 

*** p < .001, ** p < .01, * p < .05 

4: 0 = no, 1 = uncompleted training, 2 = yes  

5: 1 = temporary, 2 = permanent    
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3.4. Relationship of causal beliefs and views of good treatment 

 

 

The two-step regression analysis explaining the medicalization factor with background variables on 

the first step and the causal belief variables on the second step is presented in Table 3. It was found, 

that having a family- / psychotherapist training (either completed or uncompleted) explained lower 

ratings on the medicalization factor. The higher ratings on the biological and the psychological causal 

beliefs explained higher ratings of medicalization.  

In the one-step regression analyses (Table 4), the higher ratings on the social causal beliefs 

explained significantly higher ratings on the needs-adaptedness factor. None of the causal belief 

variables explained significantly the social support factor. However, the positive connections of 

psychological (β = .21; p = .054) and social (β = .21; p = .056) causal beliefs to the social support 

factor were close to statistical significance.    

 

  



16 

 

Table 3: The connections of the background variables, and the causal beliefs to the medicalization 

factor of good treatment in a two-step linear regression analysis. (N = 87). 

* p < .05, ** p < .01, *** p < .001  

 

 

  

  β t ∆R2 

Step 1: 

 

Education after qualification 

(in years) 

 

Family- / psychotherapist 

training 

 

Employment contract type  

  

 

 

-.17 

 

 

-.25* 

 

 

-.01  

 

 

-1.57 

 

 

-2.26 

 

 

-.13 

.22 

Step 2:  

 

Biological causal beliefs 

 

Psychological causal beliefs 

 

Social causal beliefs 

  

 

 

.37*** 

                 

.26** 

 

-.11  

 

 

4.27 

 

3.03 

 

-1.34 

.25 

Entire R2  

 

 

  
.48 

F   

 

 

12.22***   
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Table 4: The connections of the causal beliefs to the social support and needs-adaptedness factors of 

good treatment in one-step linear regression analyses. (N = 87).  

   Social support   Needs-adaptedness  

* p < .05, ** p < .01 

 

 

  

  β t R2 β t R2 

  

 

Biological causal 

beliefs 

 

Psychological 

causal beliefs 

 

Social causal 

beliefs 

 

 

.12 

 

 

.21 

 

 

.21  

 

 

1.10 

 

 

1.95 

 

 

1.94 

.11 

 

 

 

 

 

-.10 

 

 

-.04 

 

 

.33** 

 

 

-.89 

 

 

-.40 

 

 

3.10 

.13 

F  

 

 

3.36*   4.09**   
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4. DISCUSSION  
 

 

The aim of this study was to investigate how mental health professionals in Western Lapland in 

Finland understand the causes of mental health problems and their ideal treatment. This catchment 

area was selected as the focus of the study because of the open dialogue model of treatment practiced 

there with promising treatment results (Bergström, Seikkula, Alakare et al., 2018; Seikkula, Alakare 

& Aaltonen, 2011; Seikkula, Aaltonen, Alakare et al., 2006). This study investigated how prevalent 

different types of causal beliefs of mental health problems are among the professionals and how these 

causal beliefs are connected to their views of ideal treatment of these problems. A broader theoretical 

question of interest was how the open dialogue model of treatment and the bio-psycho-social model 

of mental health are related to each other. The social causal beliefs of mental health problems were 

found to be most prevalent, the psychological ones secondly, and the biological causal beliefs least 

prevalent. Three dimensions or general orientations were found in the professionals’ views of good 

treatment and they were labelled as medicalization, social support and needs-adaptedness. Of these 

dimensions the medicalization was found to be connected to biological and psychological causal 

beliefs while the needs-adaptedness orientation was connected to the social causal beliefs. 

 

4.1. Open dialogue, the bio-psycho-social model and mental health work  

 

 

The results of this study can inform the discussion of the relationship of the open dialogue model of 

treatment (Seikkula, Alakare & Aaltonen, 2001) and the bio-psycho-social approach to mental health 

(Engel, 1977; Lehman, Diana & Gruber, 2017). As it was suggested from a more theoretical basis in 

the introduction of this study, open dialogue can on the one hand be considered a form of bio-psycho-

social mental health work. Even though it has a clear social emphasis, it does not exclude the more 

individual psychological or biological practices either. On the other hand, the bio-psycho-social view 

can be a problematically limiting way to understand the open dialogue approach, which in its strong 

emphasis on tolerating uncertainty could be seen to transcend even the relatively holistic bio-psycho-

social viewpoint. The empirical results of this study can, from their own part, inform this discussion. 

It is clearly relevant to the question whether open dialogue is a form of bio-psycho-social psychiatry 

how prevalent biological, psychological and social beliefs of the causes of mental health problems 
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are among the professionals in open dialogue -based services. Similarly, the way in which the causal 

beliefs are connected to how the professionals view good treatment is relevant to this discussion.  

Another broader discussion which the results of this study can inform, concerns how 

psychiatry is best practiced and developed. Since the results of open dialogue are particularly good 

especially in treatment of acute psychoses (Bergström, Seikkula, Alakare et al., 2018; Seikkula, 

Alakare & Aaltonen, 2011; Seikkula, Aaltonen, Alakare et al., 2006), there is most likely something 

to be learned from the ways the professionals in this catchment area understand mental health and the 

treatment of its disorders. Connecting this again to the bio-psycho-social model of mental health, the 

practice of open dialogue can be seen to provide one kind of answer to how it is fruitful to emphasize 

biological, psychological and social viewpoints in mental health practice.  

 

 

4.2. The prevalence of biological, psychological and social causal beliefs of mental health 

 

 

The social beliefs of the causes of mental health problems were clearly emphasized over 

psychological and especially biological causal beliefs among the mental health professionals in 

Western Lapland. The mean of agreeing with the primacy of the social causes of the problems was 

close to 8 on rating scale from 0 to 10 which can be seen as a high level of general agreement. The 

psychological causal beliefs had a mean close to 6 which is slightly higher than the middle of the 

scale or being neutral on their importance. And the biological causal beliefs had a mean close to 3 

which refers to a relatively low emphasis of biological causes of mental health problems. These 

results were in line with the hypothesis derived from open dialogue model of treatment with its strong 

psychosocial emphasis (Seikkula, Alakare & Aaltonen, 2001). These results are also relevant to the 

discussion concerning the relationship of open dialogue and the bio-psycho-social model. As it was 

reviewed in the introduction, the bio-psycho-social model can be considered problematically vague 

in defining how its three component perspectives should be emphasized in order for its criteria to be 

met (Ghaemi, 2009; Benning, 2015). It could be interpreted, however, that all the three perspectives 

need to be more or less present for an authentic bio-psycho-sociality. This criterion was met in the 

causal beliefs of the professionals in this study, even though the three perspectives were not 

considered equally important. The social causes of mental health crises were clearly regarded more 

relevant than the psychological causes and, further, the psychological causes were considered more 

relevant than the biological ones by the professionals.  
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It can be argued that the criteria of a bio-psycho-social practice in mental health work do not 

include an equal emphasis of biological, psychological and the social factors. In fact, it could be seen 

in line with the original idea of Engel (1977) developing the model, that the psychosocial viewpoints 

should be emphasized more in what he viewed an excessively biologizing field of psychiatry. Also, 

many later commentators of the bio-psycho-social model and psychiatry (e.g. Ghaemi, 2009; 

Benning, 2015; Babaola, Noel & White, 2017) have demanded clearer psychosocial emphasis. 

Interpreted in this light, the open dialogue approach – with all aspects of the bio-psycho-sociality 

present but with a clear social emphasis – can be regarded an authentic realization of the bio-psycho-

social ideal in psychiatry. It must be noted, however, that someone interpreting the criteria of bio-

psycho-sociality differently – such as demanding equal emphasis of all the three aspects – would 

disagree with open dialogue fulfilling their criteria of bio-psycho-sociality. Another reservation 

coming more from within the literature of open dialogue might state, that while open dialogue is 

inclusive of all the aspects of the bio-psycho-social model, it also in some respect transcends them in 

its strong emphasis on tolerating uncertainty and therefore refusing to limit itself even to a holistic 

predetermined framework when openly encountering people in their crises (Seikkula, Alakare & 

Aaltonen, 2001).      

Taking into consideration the good treatment results especially in the treatment of severe 

mental health disorders in Western Lapland (Bergström, Seikkula, Alakare et al., 2018; Seikkula, 

Alakare & Aaltonen, 2011; Seikkula, Aaltonen, Alakare et al., 2006), the results of this study might 

provide suggestions of what kind of emphasis of the biological, psychological versus social 

perspectives is most fruitful in mental health work. This is also in line with the more theoretical 

critical assessments (e.g. Ghaemi, 2009; Benning, 2015; Babaola, Noel & White, 2017) of the bio-

psycho-social model demanding a clearer social emphasis in psychiatry. It should be noted, however, 

that the results of this study do not directly clarify what the role of the professionals’ causal beliefs is 

in the treatment results of open dialogue. It is reasonable to assume that they have a role and, also, 

plausibly a mediating effect on other essential practices, such as including the social network in the 

treatment as a consequence of believing the causes of the crisis to be social. What can be more 

empirically inferred from the results of this study are the connections between the professionals’ 

causal beliefs and their views of good treatment that will be more broadly discussed in the sub-chapter 

4.4.  
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4.3. The dimensions in the views of good treatment   

 

 

In the factor analysis of the professionals’ views of good treatment, three distinct dimensions were 

identified: 1) medicalization 2) social support and 3) needs-adaptedness (and networks). It was in line 

with the hypothesis that a distinction between stronger social emphasis and stronger individual-

focused emphasis would appear. The open dialogue model of treatment (Bergström, Seikkula, 

Alakare et al., 2018) with a strong social emphasis is officially practiced in the catchment area of 

Western Lapland, (though to varying degrees and with different emphases in different units). 

Nevertheless, also more traditional psychiatry with a focus on the individual and their illness, that is 

prevalent elsewhere in Finland, is likely to influence the professionals’ views. This kind of influence 

is likely to have an effect through education and possible previous work experience of the 

professionals. 

A more surprising aspect in the results of the factor analysis was that the social orientation 

was split into two different dimensions. While the needs-adaptedness factor can be interpreted as an 

explicit agreement with some core principles of the open dialogue model (flexibility and network 

perspective, see Seikkula, Alakare & Aaltonen, 2001), the social support factor seems more like a 

broader view that various forms of social support are the essential resource in alleviating people’s 

mental health problems. But then again, a significant positive correlation was found between 

medicalization and social support factors but not between social support and needs-adaptedness 

factors. Perhaps the social support factor could be interpreted as a kind of a compromise orientation 

between the open dialogue approach and more traditional psychiatry. The likely experience of mental 

health professionals applying open dialogue in their work is that many of its core principles differ 

from the more individual-focused and medicalizing orientations that have been perhaps more 

emphasized in their basic education. It could be speculated that this kind of tension between different 

approaches in education and work life would cause the professionals to try to find a mediating view 

of mental health by integrating aspects of the more medicalizing and needs-adapted orientations. 

Another possibly explaining factor can be varying treatment practices within the catchment area. To 

conclude whether these are the best ways to explain the social support orientation found in this study 

would require further studies with a more detailed and perhaps qualitative approach.  
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4.4. The relationship of the causal beliefs and the views of good treatment 

 

 

In investigating how the causal beliefs explain the professionals’ views of ideal treatment, it was 

found that the biological and individual psychological causal beliefs were connected to the 

medicalization orientation, whereas more social causal beliefs were connected to the needs-

adaptedness orientation. This can be seen to be in line with the hypothesis that especially the 

biological and the social emphases on causal beliefs would be connected to their most obvious 

counterparts in treatment practice (the biological and social practices such as pharmacology versus 

network therapy). Traditional psychiatry typically focuses more on biology and individual 

psychology, whereas open dialogue usually gives relatively more attention to the social aspects of 

people’s mental health crises (Seikkula, Alakare & Aaltonen, 2001). What is perhaps more surprising, 

is that the dimension of good treatment labelled as social support was not significantly connected to 

social or even psychological causal beliefs in the regression analyses – nor to biological ones either. 

However, it is worth noting here that in the regression analyses the connections of the social support 

factor to social and more so to psychological causal beliefs were close to statistical significance. 

Nonetheless, if we follow the interpretation of the social support dimension of good treatment as a 

compromise view between the more clearly opposed medicalization and needs-adaptedness / 

networks orientations, it is perhaps less surprising that the social support factor does not have as 

strong connections to specific causal beliefs as the other orientations. Likely, a compromise 

orientation between the different views of good treatment is more neutral also when it comes to the 

possible polarity between biological and social causal beliefs of mental health problems.  

The connections between the causal beliefs and views of good treatment can also inform the 

discussion concerning the relevance of the professionals’ causal beliefs to their practice in mental 

health work. As it was preliminarily concluded earlier in this discussion, the discovered emphasis on 

social causal beliefs among the professionals combined with their good treatment results (Bergström, 

Seikkula, Alakare et al., 2018; Seikkula, Alakare & Aaltonen, 2011; Seikkula, Aaltonen, Alakare et 

al., 2006) gives reason to assume that a relatively strong social emphasis is helpful in mental health 

work. However, the connection between the professionals’ causal beliefs and treatment results 

remained open. What the results of this study can tell is that the social causal beliefs are at least 

significantly connected to preferring a more flexible and network-oriented way of encountering 

people with mental health crises. These again are among the explicit core principles of the needs-

adapted or open dialogue approach to mental health (Seikkula, Alakare & Aaltonen, 2001). Therefore, 

the results of this study can be interpreted in connection with open dialogue’s treatment results as 
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evidence that a bio-psycho-social orientation with a strong social emphasis is a fruitful approach to 

helping people in mental health crises.     

 

4.5. Strengths and limitations of this study  

 

 

A remarkably high percentage (86%) of all the mental health professionals in the catchment area of 

Western Lapland responded the questionnaire. Also, professionals from all different units within the 

catchment area were involved, which makes the data more encompassing and heterogenous. 

Nonetheless, because of the small number of professionals in the catchment area also the sample size 

was relatively small (N = 87). The small sample size puts some reservation especially on the results 

of the factor analysis applied in this study. As a general statistical heuristic, a sample size of at least 

hundred participants is often regarded optimal for factor analysis. A factor analysis was nonetheless 

applied because it was otherwise considered the most suitable method for finding broader dimensions 

among a large number of items concerning the views of good treatment. The small sample size was 

also taken into account in conducting the factor analysis in the choice of the extraction method and 

the required communalities of included items (see 2.3. Data analysis).  Also, the theoretical and 

intuitive plausibility of the factor solution supported the use of factor analysis.    

It may be worth mentioning that the data was collected in the spring of 2020 when the corona 

pandemic started affecting also Western Lapland. This required for example treatment meetings to 

be arranged increasingly through video calls. It could be speculated that this might cause, for example, 

more appreciation of face-to-face sociality through it becoming limited in daily work. It is perhaps 

unlikely that these exceptional conditions would have affected the way in which the professionals 

responded the questionnaire on a significant scale but it is not completely impossible.    

 

 

4.6. Conclusions and future research   

 

 

This study provided understanding of how the mental health professionals in open dialogue -based 

services in Western Lapland in Finland view the causes of mental health disorders and their ideal 

treatment. It was found that all three components of the bio-psycho-social model (see Engel, 1977) 
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were present to varying degrees, but a clear psychosocial emphasis was evident. The different causal 

beliefs were also found to be connected to corresponding views of ideal treatment of mental health 

problems. The results of this study, combined with the good treatment results of the open dialogue 

practice in Western Lapland (Bergström, Seikkula, Alakare et al., 2018; Seikkula, Alakare & 

Aaltonen, 2011; Seikkula, Aaltonen, Alakare et al., 2006), provide reason to suggest that a more 

psychosocial emphasis in understanding the causes of mental health problems should be cultivated 

among mental health professionals and students of mental health. At the same time, it must be noted 

that the open dialogue approach is not only characterized by its strongly psychosocial treatment 

philosophy but also an open tolerance of uncertainty when it comes to encountering people’s mental 

health crises (Seikkula, Alakare & Aaltonen, 2001).   

For future research, it could be fruitful to compare the prevalence of different causal beliefs 

and views of good treatment among professionals in Western Lapland to those of professionals in 

other catchment areas with more reliance on traditional models of treatment. It could be interesting 

to investigate, if the emphasis is less psychosocially oriented in other parts of Finland or elsewhere 

in the world. Presumably, the professionals in open dialogue -based services have a relatively more 

social view of mental health, but it could also be interesting if the orientation among mental health 

professionals in other catchment areas would turn out not to differ so much. Those kinds of results 

could suggest attributing the good treatment results in Western Lapland to other aspects of open 

dialogue than the psychosocial emphasis – perhaps more to the broader tolerance of uncertainty that 

is also suggested in this study to be an important factor.    

Another interesting possibility for future research would be to compare the professionals’ 

views of the causes and treatment of mental health problems to those of the clients and their social 

networks. In the catchment area of Western Lapland, a similar questionnaire data to the one of this 

study will be collected from the part of clients and their social networks.  

On a practical level, this study aims to contribute to the broader discussions of how to develop 

psychiatry to better meet people’s needs in their mental health crises. It is important to continue 

investigating how mental health problems are best understood and most helpfully encountered. These 

are complex and holistic problems, and therefore it is vital to stay open and ready to tolerate 

uncertainty in the process.   
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Appendix 1: The questionnaire items concerning views of good treatment   

The following items are translated from Finnish to English.  

1) Most often my clients’ concerns should be related to according to a defined (diagnosed) illness.   

2) Most often my clients’ concerns should be related to according to individual and changing needs.  

3) Most often my clients’ concerns are resolved by effecting factors external to the client (other 

people, environmental and contextual factors).  

4) Most often my clients benefit from pharmaceutical treatment.  

5) Most often my clients benefit from rehabilitative psychotherapy.  

6) Most often my clients benefit from other treatment contact (therapeutic conversations, work 

groups).  

7) Most often my clients benefit from hospital treatment.  

8) Most often my clients benefit from residential care.  

9) Most often my clients benefit from treatment that is brought to home or elsewhere in client’s own 

living environment.  

10) Most often my clients benefit from occupational rehabilitation (also occupational therapy and 

physiotherapy).  

11) Most often my clients benefit from social support (e.g. social worker’s services, social allowances 

and benefits).  

12) Most often my clients benefit from peer support (also working with service-user experts).  

13) Most often my clients benefit from an expert’s opinion (e.g. psychologist’s assessments, patient 

education).   

14) Most often my clients benefit from including family and/or other close people in the treatment.  

15) Most often my clients benefit from including other authorities in the treatment (social welfare 

office, a-clinic, school etc.)  

16) Most often my clients benefit from other kinds of activities (being present, spending time together, 

everyday conversations etc.).  


