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Schizophrenia Ireland has
been offering talking
therapy since 1990. As an
organisation, we have
always viewed the
counselling service to be an
integral part of helping to
meet the needs of those
accessing the organisation. I
am very pleased to present
to you the Schizophrenia
Ireland Occasional Paper

No. 5 Talking about Talking Therapies: Psychotherapy
and Psychosis.The making of this document has come
about due to a number of factors which compelled us
to further the dialogue on psychotherapy and
psychosis. Firstly, the Counselling Review Group, which
examined the Schizophrenia Ireland counselling service,
has recently completed its work. Secondly, in 2007,
Schizophrenia Ireland held a seminar on psychotherapy
which was well attended and highlighted the need for
more discussion in this area.Thirdly, the document is
exploring this issue within the context of A Vision for
Change, the present Government mental health policy,
which has – as a fundamental principle – the need to
provide a range of biological, psychological and social
interventions to aid people in their recovery from
severe mental illness. Lastly, and most importantly, we
are responding to those clients of Schizophrenia Ireland
who are interested in engaging in the psychotherapy
process, and want to learn more about what it is and
what to expect.

The need for greater access to psychological or talk
therapies has been clearly articulated by many groups.
The demand for psychological and social therapies and
the evidence for their effectiveness has been growing
in recent years, and the consensus among users and
service providers is that they should be regarded as a
routine component of basic mental healthcare services,
rather than being viewed as additional options that are
not consistently available.

In this document a number of authors outline the
arguments for psychological interventions. The reader
will find a simple analysis of what psychotherapy is,
followed by a discussion on how counselling and
psychotherapy can work for carers of people with
schizophrenia. Dr.Terry Lynch details the usefulness
and benefits of psychotherapy in psychosis and this is
followed by a personal story of a service user’s
experience by Brendan Kenny. Professor Alan Carr
evaluates the evidence for the use of psychotherapy in
schizophrenia and details how it can aid the process of
recovery. Dr. Anne Byrne Lynch reflects on
Schizophrenia Ireland’s counselling service and its role
in providing support for both carers and users of
mental healthcare services. Finally, we have included
information on choosing a Psychotherapist or
Psychologist.

We hope the reader will find this document a useful
adjunct to their education and information about
psychotherapy and its role in psychosis, and that it will
provide further support for the inclusion of
psychological therapies in the range of statutory mental
healthcare services.
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John Saunders, Director, Schizophrenia Ireland



The application of psychotherapy to the treatment of
psychosis has had a chequered history. Early
enthusiasm for the application of psychoanalytic and
other psychotherapeutic paradigms to the treatment of
schizophrenia was followed in the 1960s and 1970s by
a somewhat polarised and often acrimonious debate
between those espousing a biological model
(prompted by the availability of more
effective medications) and those
favouring psychodynamic or
psychological models and
approaches to treatment. By
the late 1980s a biological
model of psychosis was in the
ascendancy, with medication as
the main and sometimes only
avenue of treatment. Individual
psychotherapeutic work and other
psychologically based therapies largely
fell out of favour. However, it was also during
the 1980s that research demonstrated the definite
benefits of family interventions aimed at modifying high
levels of expressed emotion within family settings
(Read, Seymour and Mosher, 2004) and this gradually
translated into family support and psychoeducation
initiatives.

The movement away from individual psychotherapy
also came on foot of disappointing findings on the
efficacy of psychotherapeutic interventions from some
early controlled trials such as the Boston
Psychotherapy Study (Gunderson et al, 1984).
Understanding of the nature of psychotic illness was at
an early stage and psychotherapeutic techniques, often
developed in other treatment contexts, applied
enthusiastically but perhaps in a poorly targeted way to
psychotic illness, were not always demonstrably helpful.
Indeed it became clear from several studies that overly
invasive and ill-timed psychotherapeutic intervention
could have a detrimental effect on the person
experiencing psychosis (Fenton, 2000). Concern about
possible negative effects of poorly managed
interventions led, for a very long period, to a distrust of
all programmes of psychotherapeutic and psychological
interventions for people with schizophrenia and
resources were not allocated to them. Many of us
psychologists were taught during our clinical training
that psychological treatments other than behaviour

therapy and some supportive counselling aimed at
helping the person to understand his or her illness and
comply with treatment were contraindicated for the
person with a psychotic condition.

However, even as pharmacological treatments
improved the management of symptoms, those with

self-experience of schizophrenia and other
psychoses attending mental health

services, often reported a
profound sense of alienation in
their interactions with mental
health services. People
attending services, struggling
with their experiences, could

not find anyone to help them
articulate their experience and

try to make sense of what was
happening to them.Within a biologically

oriented treatment paradigm, the particular
individual experience of psychosis is not of clinical
significance, being simply a manifestation of the illness
process and therefore to be medicated away and
hopefully forgotten as far as possible, rather than being
integrated into the sense of self. Psychologists and
psychotherapists were not, by and large, available
within mental health services to people with a
diagnosis of schizophrenia and requests for such were
dismissed as inappropriate.

In more recent years the biological model has been
superseded by the bio-psycho-social model, and a
multimodal approach to treatment, taking account of
the biological, social and psychological dimensions of
psychotic illness is now favoured (NICE, 2003, A.M.A.,
1997).The development of a strong service user
movement, of which Schizophrenia Ireland is a part, has
provided practical support and, perhaps more
important, validation, companionship and a voice to
those experiencing mental health difficulties.The
service user movement accords a high degree of
importance to personal narratives, such as people’s
personal accounts of their illness and journey towards
recovery.This has provided an outlet for the
articulation of feelings of personal alienation and
invalidation of experience, which had unfortunately
been part of many people’s experience of treatment
services.
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The recovery movement or recovery approach to
mental health, endorsed by A Vision for Change (2006)
as a guiding philosophy for our mental health service,
has provided an ideological framework for the
development of user-friendly services. User-friendly
services respect the individual’s experience, recognising
that, while psychiatric diagnostic systems focus on
similarities in clinical presentations, the personal
experience of psychosis is an individual one and
touches on the very essence of the self. Additionally,
the development of cognitive behavioural treatment
protocols, which have a good deal of success in tackling
positive symptoms of psychosis, such as delusional
thinking and auditory hallucinations, have also refocused
attention on the value of working with the individual’s
experience through some sort of “talk” therapy.

These developments have been accompanied by a
renewed interest in the development of new and
better-targeted models of counselling/psychotherapy
and psychological therapy as part of treatment
packages for psychosis.These models tend to draw on
insights from psychotherapy and psychoanalysis,
psychological theory, cognitive behavioural theory and
family therapy. Interventions are grounded in a stress-
vulnerability model or its updated version the ‘stress-
vulnerability-cognitive model’, and benefit from a
deeper understanding of the nature of psychotic
experience and of the phasic nature of schizophrenia.
They are, therefore, better targeted and, the research
suggests, more effective.These newer approaches
require highly skilled and well-supervised practitioners
with high levels of personal flexibility. Fenton (2000)
talks about “the therapists capacity to ‘shift gear’ flexibly
and change roles with all patients based on changing
circumstances, always holding the goal of helping the
patient accept, learn about and self-manage what may
be a chronic and devastating illness” (p.63).

This 5th Occasional Paper from Schizophrenia Ireland
brings together many of the strands in the current
debate about the development of effective “talk
therapies” for psychosis.This publication for Lucia Week
2008, the national schizophrenia awareness week,
addresses an issue of pressing interest and concern to
those with self-experience of psychosis and those
providing support and services to them.
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“The practitioner offers an impartial relationship in which
the clients explore specific issues and develop more
satisfying and resourceful ways of living. Confidentiality is
recognised as a vital basis for such a relationship.The
practitioner respects the clients’ values, personal resources
and capacity for self-determination. Counselling and
psychotherapy are formal activities where both parties
explicitly agree a contract about participation and
procedure.”
(Code of Ethics, Irish Association of Counselling and
Psychotherapy, 2005) 

Many people experience emotional pain at some time
in their lives and may be unsure of how to deal with it
or who to turn to.There are some things which may
feel just too personal to communicate to family or
friends. Psychotherapy can provide a safe and
confidential space for people to explore their feelings
and experiences. Clients are encouraged to speak
about difficulties from their own point of view and to
express how they think and feel. Over time, people can
begin to make sense of their experiences of mental
distress and reveal their own resourcefulness and
possibilities for change and recovery.

Occasional Paper 5

9

What is psychotherapy? 
Claire Hawkes, Damien Lillis and Pat Seager,
Schizophrenia Ireland

The process of counselling and psychotherapy

Psychotherapy is usually carried out in the same location weekly and at an agreed time. Once weekly is the most
usual arrangement, but frequency depends on the client’s needs. If a client is in crisis, additional sessions may be
required.The type and length of the psychotherapeutic process is highly individualised, one size does not fit all.The
process usually depends on the nature of the problems presented, the dynamic between therapist and client, and
other variables.

Counselling and psychotherapy can be accessed in different forms.These include individual therapy, couple
counselling/therapy, family therapy and group therapy.

These therapies and other psychological therapies may be available through primary healthcare (local general
practice or primary care team), through mental health services, voluntary agencies and private practitioners.The
type of therapy a person needs is based on the particular problem that they are trying to address. For the person
with marital problems, couples counselling might be recommended. If the concerns are based on childhood
experiences then psychoanalysis or psychoanalytic-psychotherapy may be an appropriate intervention to seek out.

The type and level of therapeutic intervention depends on the nature of the psychological problem, including:
how long someone has tried to deal with the issue, possibly without success;
the impact on daily functioning;
ineffective coping strategies; and   
the degree of distress being experienced.

Counselling and psychotherapy explores these issues through listening and talking methods that consider change
and personal developmental needs.

Positive progress in psychotherapy is dependent on the willingness and determination of the individual to achieve
change. It can mean trying out new things and new ways of being that will be challenging.

Some things that may impact on the effectiveness of psychotherapy would include:
how ready the person is to engage in the process;
how difficult the situation is;
what other supports are available to the person;
and the ability of the client to reflect.
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What is the difference between
psychotherapy and counselling?
The distinction between counselling and psychotherapy
is not always clear-cut. Counselling and psychotherapy
differ in the length of time they may take and in their
intensity.The training requirement for professionals
providing each also differs. Practitioners providing
psychotherapy have usually undertaken longer or more
intensive training, allowing them to work in a more
intensive way and with more deep-seated issues.
Counselling may be more useful for people who have
a particular problem they want to deal with or who
need support at a stressful time.There are however,
counsellors who work over a lengthy period with
clients, and psychotherapists who use brief forms of
therapy in their work. Other structured psychological
therapies may also form part of an overall programme
of treatment. Understanding the difference between
psychological therapies can be difficult, but there are
many similarities in what they aim to achieve for the
individual client who is struggling to manage their day-
to-day life.

All counsellor/psychotherapists aim to establish a
therapeutic relationship (alliance) with their clients.
They provide a safe, non-judgemental environment to
explore the client’s issues and build a trusting
relationship that is based on respect and impartial
consideration of the client’s rights and dignity.They
recognise that the client remains responsible for their
own recovery journey and that the quality of the
relationship that is be forged between the therapist
and client is central to effective psychotherapy.

Qualifications and training of practitioners
Counselling or psychotherapy and other psychological
therapies may be provided by qualified
psychotherapists or counsellors, by clinical
psychologists, counselling psychologists and by other
members of mental health teams (psychiatrists, social
workers, nurses) who have undertaken extra, specific
training and qualifications in this area.

Psychotherapists are accredited to a professional body
and operate under a code of ethics.This means that
the practitioner is highly trained and knows how to
support the client in a professional and ethical way.
Many therapists develop their own style of working,
combining a variety of approaches, which assists the
flexible consideration of the unique situation of each
person. Counsellors will generally have undertaken a
specific training in counselling, for example
bereavement counselling or addiction counselling.

Psychotherapists and some other therapists, such as
counselling psychologists, are required to attend
therapy themselves as part of their training.
Psychoanalysts must attend personal analysis, usually for
several years, as part of their training.

Historical background 
Sigmund Freud (1856-1939) was the founder of
psychoanalysis. Many of Freud’s insights into the nature
of the human mind are now widely accepted
‘Freud’s work and psychoanalysis have provided the

spring which has nourished all later forms of dynamic
psychotherapy, be they individual or group psychotherapy,
marital or family therapy.’
(Bateman et al, 2003)

Excerpt from: In Memory of Freud 
“He wasn’t clever at all: he merely told
the unhappy Present to recite the Past

like a poetry lesson till sooner
or later it faltered at the line where

long ago the accusations had begun,
and suddenly knew by whom it had been judged,

how rich life had been and how silly,
and was life-forgiven and more humble,

able to approach the Future as a friend
without a wardrobe of excuses, without

a set mask of rectitude or an
embarrassing over-familiar gesture.”

(W.H. Auden, 1940)

Many of the newer psychological therapies incorporate
some aspects of psychoanalytic theory and practice.

‘Behaviour therapy, (based on behaviour modification)
essentially non-analytic, has largely given way to cognitive-
behavioural therapy (CBT)’. ‘Having earlier differentiated
itself from psychoanalytic therapy, in its most recent
development, CBT has become closer in its methods to
psychodynamic, analytically-based therapies’.
(Bateman et al, 2003) 

Newer forms of therapy include ‘Interpersonal
Psychotherapy’ (IPT) used mainly to treat depression
and ‘Cognitive Analytic Therapy’ (CAT) which is also
used very successfully to help people with deep-seated
personality difficulties. In counselling, Carl Rogers
developed humanistic, person-centred counselling.



Main approaches in psychotherapy 
Psychoanalysis
This approach to therapy involves deep psychological
work, which seeks to make unconscious feelings and
thoughts hidden from the conscious mind, available for
analysis. It works to support people to become
conscious of buried memories or retrieve
feelings that are influencing the way
they express or experience their
mental distress. Psychoanalysis is
centrally concerned with the
lived experience of the person.

Traditional psychoanalysis
focuses on the past, to
understand how earlier
relationships in the client’s life
are being played out in what is
called the transference of the
client’s feelings from other
relationships onto the therapist.The
therapist acts as a blank screen for the client to
project all their internal feelings toward the therapist.
The therapeutic relationship is central to the process
and involves both the therapist and the client, the two
work together; it is a shared endeavour.

“By interpreting the underlying unconscious activity, the
psychotherapist helps the client to understand and to feel
the force of the way the client’s personal past is intruding
into present-day reality.”
(Ford & Pokorny, 1994)

Psychoanalysts understand that people use defences to
stop themselves feeling the pain of self-knowledge.
Denial of problems or repression of feelings that seem
too overwhelming to be allowed into awareness is
often experienced. A psychoanalyst will also pay
attention to what is not being said, to try and access
the unconscious. He/she will consider that individuals
repeat the past in the present. Past traumas are played
out through the relationship with the psychoanalyst.

“A defining feature of this approach is the use of free
association and interpretation to help clients become
aware of how unconscious motivations and memories
underpin their current difficulties. This empowers them to
resolve conflicts and find more adaptive solutions.”
(Carr, 2006)

Contemporary psychoanalysis is heavily influenced by
the work of Jacques Lacan (1901 – 1981), the eminent
French psychoanalyst and psychiatrist who developed

ways of working with people experiencing psychosis
through psychoanalysis.

Cognitive behavioural therapy (CBT)
The main focus of CBT is on a person’s thoughts
(cognitions) and how they influence how someone acts

(behaviour) and feels (emotional responses).
The goal of CBT is to help people break

out of distorted, harmful patterns of
thinking and replace them with

healthier ones. It is not the
experiences that make people
stressed, angry, depressed or
anxious but how they respond
and react emotionally to these
situations. How we react to

and process life can cause
difficulty for us.

CBT focuses on people’s beliefs, values
and assumptions about their lives and

supports them to replace negative and self-
critical thoughts with balanced and positive ones.

CBT skills and strategies

person centred assessment

detailed analysis of the problem

study of the onset, course
and impact of the problem

the person formulates the problem
with the therapist

goal orientated to bring about change

uses self-monitoring, role rehearsal,
social skills training, exposure techniques 

A CBT practitioner may take the role of educator, to
support the client to recognise the relationship
between thoughts, feelings and behaviour. Clients may
also be taught to use positive self-talk to replace the
recurring self-critical thoughts. New and very successful
programmes of CBT therapy have been developed to
help people who are distressed by hearing voices and
other psychotic phenomena.These are referred to later
in this document in Carr’s paper.

Humanistic approaches
Person-centred (or client centred) counsellors start
from the belief that as humans we all try to attain our
potential and become as fully functioning as we can. A
Humanistic approach proposes a self-concept that is
fluid and flexible rather than rigid or fixed. Person-
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centred counselling focuses on the client’s personal
resources for change. Progress is facilitated by the
counsellor but led by the client’s sense of him/herself.

“Person-centred counselling can be thought of as a
relationship in which the client
experiences another person (the therapist) as one that
accepts the client’s subjective world, and who endeavours
to understand the client’s experiencing and meaning
system.Therapeutic progress follows from the client
experiencing empathic understanding without judgement.”
(Merry & Tudor, 2006)

A major aspect of this approach is that it is non-
directive.The client leads and is responsible for the
experience.The counsellor responds without
judgement but with acceptance, respect and warmth.
The conditions that are created by the person-centred
counsellor towards their client involve
unconditional positive regard and
empathic understanding and
congruence, which mean being
honest and real in response to the
client.

Engaging with psychotherapy
“Psychotherapy involves conversations

with a listener who is trained to help you

make sense of, and try to change, things

that are troubling you. It is something you take an

active working part in, rather than something you are just

prescribed or given, such as medication.”

(Mind, ‘Making sense of psychotherapy’, 2004)

People embarking on therapy tend to have concerns:
Is therapy what I need?
Will I:
||| be treated as a case?
||| be taken seriously?
||| be made to do things I do not want to do?
||| find out things I don’t want to?
||| lose control of myself? 
(Feltham et al, 2006)

“A large proportion of clients report the importance of

being taken seriously; being listened to respectfully and

non-judgementally; being understood; experiencing warmth

and genuine concern; feeling contained; being helped to

make sense of their otherwise ostensibly chaotic life

stories.”

(Howe, 1993; Feltham & Horton, 2006).

Engaging in psychotherapy or counselling is a deeply
personal and sometimes painful experience. It

frequently involves revealing and exploring life-long
responses to one’s self and close family or friends. The
safety and respect that can be provided by a therapist
makes this process endurable and valuable.The
decision to engage in therapy is a serious one and it is
natural for people to have fears about revealing their
most private selves to another person.Therapy
requires people to be open and honest about their
experiences, however, it takes courage to challenge
one’s responses to issues and distress in a dynamic way.

Engaging in psychotherapy can help a person to reveal
their own uniqueness and their own personal way of
living life more effectively. People sometimes struggle
needlessly with old and unresolved reactions to life
experiences. They may respond to difficulties by feeling
depressed, stressed, anxious or overwhelmed.
Psychotherapy is a very human, sensitive process, that

enables the person to take the time and space
to explore their vulnerabilities and stressors.

It provides the client with a safe and
respectful place to propose new and
meaningful solutions to old problems
or ongoing situations that seem
resistant to change.
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Introduction
The counselling service of Schizophrenia Ireland also
seeks to meet the needs of relatives, carers and friends
of people with psychosis.Working with
relatives is a core part of the counselling
service. Research indicates that relatives
of people with severe mental illness
live with considerable stress, which
is sometimes felt as a burden, and
furthermore, that relatives have a
significant part to play in the
recovery of the individual.

How serious mental illness
affects relatives
Having a relative with a mental illness can
affect the carer(s) in a number of ways.The
feelings experienced by family caregivers include anger,
grief, guilt and rejection.The grief experienced by
carers has been likened to a bereavement process
lasting for the length of time it can take to achieve
acceptance of their loved one’s diagnosis of a mental
illness.The effects of grief for the relative include loss,
related to the way the person with the illness used to
be before becoming unwell and the letting go of
hopes, dreams and aspirations the relative may have
had for their loved one.

As Martin S.Willick, an American psychiatrist whose
twenty-eight year old Harvard-going son was
diagnosed with schizophrenia writes:
“We experience this terrible feeling of loss and grieve
for the son we knew.There is also that terrible loss of
our expectations.We feel cheated out of watching him
mature and flower, the way adolescents do when they
grow into young adults… it is mourning without end
because, of course, Gary is not dead at all. He is very
much still with us, seeming eternally twelve years old;
needing constant care and attention.”
This “mourning without end” is tempered only by the
“lingering hope that one day Gary will be returned to
his former self.” (Canavan, 2000)

Relatives can also experience a sense of failure, guilt
and blame for the illness. “For many families, their
experience of coming into contact with mental health

services is to feel ignored, blamed or criticized by staff ”
(Fadden, 2007). Often the issue of doctor-patient
confidentiality does not allow the relative to become

involved in the treatment of the person
with a mental illness.The result is that

relatives “do not receive the care
and support they need, and

frequently end up stressed and
frustrated, which in turn creates
a stressful emotional
environment for the family
member who is unwell”

(Fadden, 2007). Parents worry
about the future of the person

with schizophrenia after their death
(MacCarthy, 1988). Difficulties may

also arise because being a carer may limit
career opportunities and thus affect income.

Stigma
“There is growing awareness that stigma affects not only

people with mental illness, but their families as well”. This
is referred to as ‘associative stigma’. “Personal accounts,

many which have been printed in ‘Schizophrenia Bulletin’

suggest that associative stigma is viewed as a serious

problem by many family members.”

(Phelan/Bromet, 1998)

Working with relatives
Psychotherapy allows the relative to speak about the
impact of mental illness on their life from their
perspective. It allows him/her to explore issues such as
loss or stigma, or indeed to bring with them to the
therapy any issues or concerns they have. Some of the
work involves emphasising the strengths rather than
the difficulties of the situation, improving the quality of
family life and reducing expressed emotion (such as
emotional over-involvement). One essential element of
working with relatives is to engender hope in what
many relatives feel is a hopeless situation. However, this
is an attitude that can and does change over time (see
one mother’s story below).

How can the relative be encouraged to
engage with the process?
The person can be encouraged by informing him/her

Psychotherapy for relatives and carers of
people with schizophrenia 
by Claire Hawkes, Schizophrenia Ireland
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that the service is confidential – this reassures him/her
that the counselling service is a secure place to explore
whatever issues s/he brings to the session.The
therapist helps dispel myths that surround seeking help
and offers a place of safety; a place to go to discuss
their worries, concerns and difficulties.This
environment of safety enables the individual to be
themselves and speak openly.The attitude of the
therapist is one of listening, supporting, showing
empathy and understanding and taking the client’s
concerns seriously.

What are the benefits of this approach?
The benefit of this approach is that it allows the
relative to look at their difficulties in a different way. It
gives him/her the opportunity to reframe those
difficulties and begin to resolve them. If we can provide
an environment where support is easy to access and
relatives know their concerns will be taken seriously,
then they are more likely to access psychotherapy
earlier rather than later, when the problems have
become more complex. Dealing with problems and
resolving them frees the relative to fully participate in
their own life, while living with and/or supporting a
family member with a mental illness.

One mother’s experience of psychotherapy
“Our son X was diagnosed with schizophrenia five years

ago. His psychiatrist recommended that the family seek

help from Schizophrenia Ireland, thus I attended the

counselling service. As a family we were in an awful state,

angry, sad and heartbroken that our son was so sick and

facing a lifetime of mental illness.Who was to blame?

How could this have happened? When I met with the

counsellor for the first time I could see no light at the end

of the tunnel. She helped me work through personal and

family issues.The counsellor helped me to try and step

back and let my son attempt to live his own life. She

helped me to try to get over the grief of losing my hopes

for X and my sadness at this loss of his being able to

have a normal life. (After some months of therapy) My

son now lives an independent life outside the family home.

In all the whole family has changed; it was almost

unbelievable that we all could have moved on and that X

has improved so much.”

(Correspondence to Schizophrenia Ireland, 2008)

To conclude:
As highlighted in Schizophrenia Ireland’s Counselling
Service Review report (2008), each family member’s
experience is recognised as being an individual one,
representing a unique combination of their personal
characteristics (including vulnerabilities and resiliencies)
and the particular difficulties being experienced in
supporting their relative.The service (in Schizophrenia
Ireland) is based on a profound respect for the client
and his or her knowledge about themselves and their
own experiences.
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A sizeable proportion of my work is with
people who have experienced
psychosis. For example, in 2007 I had
174 sessions with 21 people
diagnosed with schizophrenia and
154 sessions with 17 people
diagnosed with bipolar disorder;
an average of seven sessions per
week. Contact with me is initiated
principally by family members; less
commonly by the person themselves.

Person-centred, recovery-
orientated responses
Previously, the focus has primarily been on the
elimination of symptoms of psychosis. Service users,
and carers on their behalf, have been increasingly
making it clear that symptom elimination is one of a
spectrum of need.There is a growing consensus that
interventions for mental health problems serve the
user best by being person-centred, life and needs-
based, with a recovery orientation. Such an approach
addresses the totality of need.

Talking therapies have an important role as a useful
intervention for psychosis, one piece of a holistic jigsaw,
in tandem with other interventions, in accordance
with the person’s needs, at a pace which suits the
person.

The client: understanding psychosis 
Traditionally, psychosis has been interpreted as
evidence of total loss of contact with reality,
utterly irrational, beyond comprehension. Service
users, user groups and carers are increasingly calling
for a more expansive understanding of psychosis.They
insist that the experience of psychosis can have
profound relevance, meaning, importance and purpose
for the person, the significance symbolised in
descriptions of psychosis as a psycho-spiritual crisis.

Some aspects of the experience of psychosis are
recognised more than others. Hallucinations, delusions,
paranoia, flat affect, thought disorder and withdrawal
are widely accepted as features of psychosis. Less
prioritised but very present are: great overwhelm;
terror; hopelessness; major loss of key aspects of self
such as self-belief, self-confidence, self-expression, self-
esteem, self-reliance; virtually absent will power and
motivation; passivity; depression; intense anxiety; great

social awkwardness; great fear of risk
including within relationships and social

contact; fear of living; crisis of
identity; no sense of belonging; little
sense of being able to deal with
the world effectively; profound
helplessness and powerlessness;
total lack of inner belief that one
can change things or make life

better for one’s self; constantly
feeling very unsafe, not being able to

make one’s self feel safe or protect one’s
self; greatly increased proneness to stress;

totally stripped of one’s defences.

The results of a 2001 Irish Journal of Psychological

Medicine study (Morris and MacPherson, 2001) concur
with my own repeated observation that these less
recognised aspects of psychosis precede the more
florid psychotic experiences, sometimes by many years
(1).These emotional, psychological and social aspects of
psychosis point to the relevance and potential of
psychotherapy in psychosis.

This expanded understanding of psychosis
calls for a parallel expansion of

interventions, which
acknowledges and addresses
all elements of the
experienced psychosis.
Psychosis is understandable
and makes sense in the
context of the person’s life

experiences, the gradual (and
sometimes sudden)

accumulation of massive self-doubt
and consequent overwhelm. Added to

this is the growing conviction that one cannot get one’s
needs met out there in the world, causing increasing
retreat, increasingly frantic experiences and expressions
of the excruciating distress, and the increasing creation
of fantasy worlds to compensate for the perceived
inability to deal effectively with the world. Losing
contact with reality occurs when contact with reality
becomes utterly overwhelming.The tendency to
consider suicide at times is understandable given the
intense hopelessness, distress associated with
symptoms, and the difficulty believing that things can
ever improve.

Psychotherapy and Psychosis  
by Dr Terry Lynch, Psychotherapist and G.P.  
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Talking therapies: rationale and role
Traditionally, talking therapies have been considered to
have little role as an intervention for psychosis.The
prevailing view has been that psychosis is purely a
medical issue. Service users and their carers often ask
for counselling, frequently wanting to talk about their
distress, their problems, their psychotic experiences.
They are often informed that counselling would not be
good for them, indeed it would be likely to cause a
deterioration in their condition.They are often told
that therapy may be considered well down the line, but
in practice this rarely occurs. In my opinion, this is a
misguided view, one which needs to be revisited.The
obvious benefits of medication, particularly in the acute
stages, does not negate the role of talking therapies.

Talking therapies can play an important role in enabling
the person to live well, understanding themselves and
their symptoms, to work towards living the life they
want to live, a safe place and space to begin rebuilding
their sense of self and interacting more effectively with
the world.

What type of therapy
Social skills training and cognitive rehabilitation
generally will not work unless core aspects of the
person’s experience as described above are
recognised, respected and worked with. Otherwise,
these enormous silent elephants in the room will
sabotage the therapy, as the work undertaken is
beyond the person’s level of inner safety. If these issues
are noticed and gently worked with, considerable
possibilities of recovery open up, slowly, gradually.

With regard to the benefits of individual psychotherapy,
Carr (2006) mentions helping clients to adhere to their
antipsychotic medication, developing strategies for
reducing the negative impact of delusions and
hallucinations, not controlled by medication, on their
quality of life. I would go further. Individual
psychotherapy can play a significant role in enabling the
person to recover their sense of self and dealing more

effectively with the world over time,
key needs of people who

experience psychosis.

The client-therapist
relationship
The quality of the
relationship between
client and therapist –
the therapeutic alliance

– is a cornerstone of
effective

psychotherapeutic work.

For therapy to become a constructive agent of change
for the person, it is crucial that the therapist invests
considerable time, energy and attention into
maximising the quality of the client-therapist
relationship, reviewing this and all aspects of the work
with the client at regular intervals. Important qualities
to create within this relationship include: time; realistic
hope; flexibility; realistic empowerment; openness;
safety; trust; respect; dignity; high quality listening; real
understanding; sensitivity; boundary-creating and other
aspects of life which the client may not have yet
mastered in their lives; honesty and realness; accurate
understanding and empathy; real engagement; and
relating to the person, not to their condition.

People who attend me regularly comment on how
much it means to them to feel respected.This is
particularly true of people who have experienced
psychosis, who are used to having the validity of their
experience dismissed and disregarded, often feeling
dismissed and disregarded themselves in the process.

Within the therapeutic relationship, the therapist
embodies qualities which the person themselves might
not yet be able to hold for themselves. For example, if
a person who has no respect for themselves
experiences that the person they are working with
respects them deeply, then gradually, over time, their
own self-respect will likely begin to grow, tentatively,
slowly but surely. Similarly with acceptance, belief, and
other vital aspects of mental wellness.

The client-therapist relationship is a resource for
people as they seek to recover their sense of self, and
make their interactions with their world more effective
in terms of getting their needs met and bringing
increased fulfilment, meaning, purpose, enriching
relationships and good contact into their lives.

On several occasions I have found that a trusting
client-therapist relationship can be helpful in a
psychotic crisis.The trust created can be a critical
factor in encouraging the person in psychotic crisis to
comply with medical advice, such as taking medication
and when necessary, agreeing to a hospital admission.

The therapy
Particularly in the early stages, the establishment of a
good client-therapist relationship is a central aim.The
client needs to have major input into the content,
direction and pace of therapy.The person’s needs are
paramount. At this stage, core aspects of therapy
include accurate empathy, positive regard, high quality
listening and safety creation.This work alone can be of
considerable benefit. As the client increasingly comes to

For
therapy to become

a constructive agent of
change for the person, it is

crucial that the therapist invests
considerable time, energy and
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trust in the therapeutic alliance, they will be more
willing to bring up more sensitive and difficult issues.
The therapist’s active input may increase over time as a
part of the natural evolvement of the relationship,
though never to the point where the primacy of the
client and their needs are in any way diminished.

Many clients initially lack motivation.This is an
understandable product of the major level of
overwhelm, loss of self, powerlessness and
hopelessness associated with psychosis. Motivation
tends to return over time, as the client’s level
of inner safety increases; a process that
takes time and cannot be rushed.
Bearing the core aspects of psychosis
discussed above in mind, therapy
needs to be tailored to the client,
at a very gentle pace dictated
principally by the client.

Realism within therapy is
important; realism regarding the
client’s level of loss of self, and the
degree of overwhelm they have
experienced, and their consequent
reluctance and terror to initiate
productive change in their life; realism that
setbacks are a normal part of the process
that need not dishearten either the client or the
therapist; realism regarding how the client may
interpret therapy work – for example, many clients are
extremely sensitive to being pressurised to take actions
which are way beyond what they see as their current
capabilities. Enthusiasm, encouragement and support
are sometimes interpreted by the client as pressure,
particularly in the early stages, before the therapeutic
alliance has been solidly established, when clients
experience therapy as a source of pressure, they may
discontinue attending.

Gently, gradually, over time, one step at a time, the
therapy work can support and affirm the person’s
journey towards recovery.This may need to begin with
very small goals (which to the client will be very big
challenges), achievable steps, accompanying the person
on this journey.Thus, therapy gently fosters: autonomy;
empowerment; resilience; increasing comfort with both
failing and succeeding, both of which can be extremely
challenging; initiating and re-initiating; self-management;
self-belief; self-confidence; inner power; self-
determination; control; self-ownership and (positive)
self-responsibility within their lives.

The potential of therapy is enhanced when the role of
fear, terror, trauma, powerlessness, hopelessness, and
the major need to self-protect are recognised,

respected and understood;
when the person’s life, world-
view, systems and contexts
are fully taken into account.

The therapy needs to be both
consistent – to foster safety and
trust – and flexible – given that
individual needs will change and

fluctuate.Therapy works best when: the client
experiences it as being a non-

judgemental support; a safe
confidential space; their

unique individuality and
how they experience

life deeply respected
and honoured; and
tailored to the
individual.

In therapy, the
issues and

challenges people
are dealing with

currently and the
problems of everyday

living they encounter, can
be explored. Given that

people who have experienced
psychosis frequently have major difficulty

trusting it is essential that, as far as possible, they work
with the same therapist on an ongoing basis.

Users of our present mental health services often say
they do not feel listened to or heard by these services.
The experience of not being listened to is heightened
for people with psychosis. Seen as fundamentally unreal
and therefore unworthy of exploration, many
traditional mental health service providers see little
point in listening to the person’s account of their
psychotic experiences. If experiences which are a core
part of the person’s experience are considered
unworthy to be brought to the table, then some
degree of break-down in communication and in the
relationship can reasonably be expected as a
consequence.

Psychotic experiences are an important part of the
person’s experience of life.Therefore to me it makes
perfect sense to give the person time and a safe space
to discuss and explore these experiences if they wish
to do so. In the process, I have repeatedly found that
the psychotic experience is far from meaningless,
purposeless and nonsensical. Frequently, vital clues and
statements towards understanding the person, their
distress, their overwhelm are contained within the
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gradually, over

time, one step at a
time, the therapy work
can support and affirm

the person’s
journey towards

recovery
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psychotic experience, and
become increasingly revealed as
the psychotic experience is
explored.Therapy is a safe
space for the person to
express what is going on for
them, including intense
experiences which need
venting.

This approach was affirmed in a
2002 study (Mc Cabe et al, 2002)
which analysed 32 consultations between
psychiatrists and people diagnosed with
schizophrenia or schizo-affective disorder in London.
The researchers found that the patients actively
attempted to talk about the content of their psychotic
symptoms such as hallucinations and delusions, and the
distress they experienced with these symptoms.
However, doctors tended to hesitate and avoid
answering the patients’ questions, indicating a
reluctance to engage with these concerns.The
researchers concluded that doctors have trouble
talking to patients about psychotic symptoms.They
stated that proactively addressing patients’ distress
about their psychotic symptoms may lead to a more
satisfactory outcome of the consultation itself and
improve engagement of such patients with healthcare
services. Certainly, this has been my experience.

In therapy, I do not attempt to dismiss or eliminate the
symptom.The client may need the experience at that
time in their lives.They may resist it being taken away,
and be somewhat lost without it. I have repeatedly
found that, by working on the core issues with people,
the symptoms and the accompanying distress often
subside. Medication can play a valuable role in reducing
major distress, including the significant distress, which
sometimes accompanies psychotic symptoms.

An approach to therapy, which embodies belief in the
person, but without a pressure to recover, facilitates
effective work. Each person’s journey is unique to
them, though there are recurring themes, as discussed
above.

The term “talk therapy” understates what goes on in
effective therapy work.There is much more to it than
just talking.There is work involved, increasingly so, as
the therapeutic alliance strengthens over time. Difficult,
painful and challenging issues and emotions are
explored, processed and resolved, as much as possible.
Therapy is a space where people can think, feel, talk
and work things through towards completion.Together
we explore whatever aspects of the person and their
life that are uppermost for them.

Talking therapies can assist in
psychosis in many ways: the
creation of a therapeutic
alliance, within which anything
important to the person can
be discussed and explored;
reaching a deeper
understanding of the person’s

experience; gradual
empowering and enabling of the

person through the positive
qualities of the relationship as

discussed below; exploration of how the
person handles emotions, people, situations,

challenge and change; support, validation,
encouragement, delivered with realness, genuineness
and skill; in summary, the safe space within the
therapeutic alliance offers great potential to work
together towards regaining self and dealing with the
world.

For many clients, the concept of recovery is too
daunting to contemplate.The therapist can hold a
recovery orientation and work to recovery principles
without the word “recovery” ever being mentioned.
The process of recovery is not rushed. It emerges
through time. I think of recovery as “recovery of ”
rather than “recovery from”. It is the gradual process of
regaining and recovery of selfhood, the ability and
confidence to deal effectively with one’s world and
becoming increasingly involved in one’s own care and
recovery process.Therapy can help the person to
mobilise their own resources. As the process of
“recovery of ” develops over time, there can sometimes
be a parallel process of gradual “recovery from” illness.

The therapist
Therapists need to be comfortable with themselves, be
capable of tolerating intense emotions and
experiences, and able to handle often considerable
dependency and frequent great mistrust in the early
stages, and sometimes unclear and veiled
communication.

The therapeutic relationship is best developed when
the therapist’s demeanour is open, relaxed, gentle,
approachable, making good eye yet non-threatening
eye-contact.The therapist embodies and mirrors what
the client may need to integrate into their life over
time – balance, limits and boundaries for example.The
effective therapist embodies realness, credibility and
patience, practicing accurate high quality empathy,
having a deep understanding of the process and
principles of recovery. Research suggests that clients
like therapists be human, ordinary, with human quirks
just like anyone else.

I
think of recovery as

‘recovery of’ rather than
‘recovery from’. It is the

gradual process of regaining and
recovery of selfhood, the ability and
confidence to deal effectively with

one’s world and becoming
increasingly involved in one’s own
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In my opinion, effective therapy requires the therapist
to be involved in the interaction, not just listening,
engaging fully, at the level the person wants and can
tolerate. Clients appreciate genuineness in their
therapist, and the giving of relevant and appropriate
feedback and self-disclosure.The therapist negotiates
the delicate balance between normalising,
understanding and validating without minimising the
distress experienced by the client.Therapists need to
be able to tolerate and manage blocks, impasses,
transference, customising the therapeutic relationship
to take account of the client’s worldview, needs and
self-concept.They need to be aware of their own
expectations regarding psychosis, and the possibility
that the client may sense and be influenced by the
therapist’s expectations.

Therapists working with people who have experienced
psychosis need to be able to make very good contact,
being flexible enough to accept contact from the
person at whatever level of contact they are safe with
and able for at that point in time.The therapist must
embody great humanness, and have a deep
understanding of the phenomenon of being human.
They need to have expertise in human patterns and
habits, not least, the range of responses we humans
experience and exhibit when overwhelmed.The
therapist should understand how we humans come to
be so overwhelmed, the profound effect of loss of
selfhood and how this impacts on the person.

Therapist training and experience
Most talk therapists have little working contact with
people who have experienced psychosis. Many training
courses in psychology and psychotherapy do not tend
to train therapists to work with people experiencing
psychosis, because it is considered to fall purely within
the realm of medicine.This is unfortunate, and needs
to change. A high degree of professional training, life
experience and personal flexibility is required for this
work, coupled with highly developed intuition,
attunement and communication skills.This can be
intense work.Therapists need to take good care of
themselves, their needs, and partake in
regular ongoing training and supervision.
They need to be comfortable with
knowing that the client may take
quite some time to be able and
prepared to fully relate and
engage with the process, due to
their enormous loss of selfhood
and their subsequent sometimes
opaque, symbolic, metaphorical
and dysfunctional habits and
patterns of expressing themselves
and being in the world.

Being well trained and experienced is important for
the therapist, giving the therapist a framework from
which to work. However, the training and modality
without the core elements of good communication
and contact is not enough.

Talk therapies need to be regulated to protect people
from practitioners who are inadequately trained or
personally unsuitable. In the meantime, it is important
that therapists be well trained, accredited with a
recognised professional body, have regular supervision
and partake in regular ongoing training.

The risks of talk therapy in psychosis
According to Carr (2006), up to ten percent of people
experience a deterioration in their condition as a result
of attending talk therapy. Enhancing the potential
effectiveness of therapy and reducing the risks are
central over-riding themes of this paper. Every aspect
of this presentation is informed by the twin priorities
of maximising the effectiveness of talk therapy and
minimising the risks.

Conclusion
The 2006 Government policy document A Vision for
Change, called for greater availability of talk therapy, to
people attending the mental health services.Talk
therapy is one of the range of responses and
interventions which can be of benefit to people who
have experienced psychosis.The potential of talk
therapy in psychosis is yet to be realised as it has been
under-utilised to date.
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I had been mulling over the idea of going to counselling
for years. After talking to others like myself and having
been gradually reducing the dosage of my drugs under
medical supervision and thus being better able to
notice what were my own problems, I instinctively
guessed that not being really able to open up and
discuss inner ideas and fixations in a safe environment
was a problem, and I thought that counselling was the
solution.

I didn’t have the slightest idea what to expect, but after
bottling up many, many experiences for years, the
floodgates were ready to open. I talked about many
experiences from my childhood years over the
following eleven months and gradually grew to really
trust the counsellor and listen to her advice and
explanations of what was really going on with my
emotions around these experiences. I treasured these
insights, which, I think, because I was so caught up in
the way they affected me emotionally, I would never
have gained on my own, even over an entire lifetime. I
began to see the big picture, in other words, cause and
effect of my patterns of behaviour. I began to realise
that in many facets of my attitudes, I was trapped in
the mindset of the time when the trauma occurred
and that determined that attitude for the rest of my
life. Discussing these traumas and gaining insight to
what was going on all around me, as well as in my own
mind, helped me, literally, to grow up. One major
experience occurred from the ages of fifteen to
seventeen and my mindset to that part of my life
literally was that of a seventeen year old, even at age
thirty seven.

I discussed many things that deeply affected me, even
to the extent, that when I was stressed, I would go
over these grievances again and again in my mind,
angry and frustrated at the way they had happened or,
alternatively, wishing for different, picture-postcard
endings in my fantasies. I divulged a lot, but I didn’t
discuss a multitude more. There simply wasn’t time
enough and to be honest, it’s very difficult to
remember and fully open up about everything that’s
bothered you and I always used the excuse of having
to leave to meet my friend. An hour a fortnight
maximum for eleven months is less than twenty hours
and I had to fit in thirty seven years, although, I wasn’t 

worried about events after age eighteen, because even
after experiencing acute schizophrenia, I was aware
enough of cause and effect in adulthood. It was the
experiences in my formative years that I wanted to
unravel. And, indeed, I didn’t get around to discussing
anything after my eighteenth birthday in all that time.
There were many, many things I wanted to discuss and
many, many crucial things, which I’m sure, I’d either, due
to the ravages of time or intentionally for the sake of
my sanity, had forgotten. In fact, once I trusted the
counsellor, I began to wish to recall everything from my
distant past and even got in contact with a
hypnotherapist (registered) in an effort to recall events
that I couldn’t remember, but, following his and my
counsellor’s advice, I let sleeping dogs lie and, reasoned
that if I’d forgotten them, then they really weren’t an
issue.

I realise now, that experiences from formative years
can be so entrenched that it’s really, really difficult to
fully overcome them.

Through the counselling and reduction in drugs, I was
feeling better than I had in years. I always feel totally
uncomfortable and self conscious giving full vent to my
feelings and never fully just “got into the moment”.
Typically, at the back of my mind, I would be thinking, I
really want to rant and rave, but somebody outside
could hear me and may think there’s a wild animal in
that room. I think that to truly be healed, you have to
let out that wild animal emotion, without hurting
yourself or anyone else. My personal
theory and, this is probably
totally unsubstantiated, is
that some memories
are too toxic to
keep in your own
head and your
mind pushes
them away
into some
other part of
the body.

My experiences
of nearly getting
sick last March

Personal Story: My experiences of counselling
by Brendan Kenny

I
talked about many

experiences from my
childhood years over the

following eleven months and
gradually grew to really trust the

counsellor and listen to her advice and
explanations of what was really going on

with my emotions around these
experiences.  I treasured these insights,
which, I think, because I was so caught

up in the way they affected me
emotionally, I would never have

gained on my own, even
over an entire

lifetime.  

“

’’



Occasional Paper 5

21

made me realise that counselling was a lifeline and a
means to not getting into trouble, so, as I work for the
Health Service Executive, I contacted the staff
counsellor. It’s difficult building up a relationship from
scratch and having to go over the same material all
over again, but the world’s not an ideal place. She has
actually recommended that I go to the mental health
services counsellor, as mental health difficulties aren’t
her field, even though, in the short time I’ve been
attending her, she’s given me some valuable insights.
However, the problem is that I can only attend her
once a fortnight and this isn’t enough. It’s very difficult,
to get a referral from my psychiatrist to the mental
health counsellor. I hope that I can see the mental
health counsellor weekly, which I need, and that I can
go to her for years and eventually open up fully
enough to bear my soul and all the “mad” attitudes I
have, and learn how to develop healthy attitudes and
habits for going forward in life successfully.

Actually, and it’s totally true, I attended psychiatrists for
the past twelve years and I talked less to them in all
that time than I did to the Schizophrenia Ireland
counsellor in the first couple of months. Talk therapy
does work and there’s one thing all people with self-
experience of mental health difficulties share and that is
the willingness to change into better, healthier people
given the tools, support and a little insight. I believe
everybody is highly intelligent and can learn to do
anything, given a positive attitude and the correct
information; and they always want to improve
themselves. I won’t go into my beliefs as to the

usefulness of drugs, and even I believe they have some
use, but I would far prefer to learn about myself and
what makes me tick, especially, what makes me tick the
wrong way and how to fix it. Who knows you best,
but yourself, what you need to know is how to deal
with other people assertively, but illness and hospital
makes you lose confidence and belief in yourself and
your own abilities. I don’t believe any baby is born
with mental health difficulties. I believe babies are a
blank canvas and that they learn their behaviours,
attitudes and beliefs from those in their homes and
schools and they are not always shown the right things
or respected, and this is sometimes why they develop
mental health difficulties. But one thing I’ve learned
from the world of work is that there is no error or
mistake that can’t be corrected the next day, week or
month, or at the very least, got around, and that the
only thing that is irreversible is death.

So, hopefully with support and gaining understanding in
a safe place, I will go on to correct my “errors” and live
a long, happy and healthy life.
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Introduction
The devastating effect of psychosis on a person’s life
first hit me 30 years ago. In 1978 when I was working
in Jervis Street Hospital, I met a young man who was
tortured by frightening, commanding voices, which he
could hear, but no one else could, and by the
conviction that there was an elaborate conspiracy to
kill him. His psychosis began after a summer during
which he frequently dropped acid, which was the slang
for taking LSD back in those days. Before his psychotic
breakdown, this very popular and gifted young man
had a bright future ahead of him. But all that changed
when he became psychotic. He was treated with
chlorpromazine and supportive counselling, but he still
heard voices some of the time, was suspicious of other
people, dropped out of college and lost many of his
friends. He reminded me of Syd Barrett, the founder
member of the famous rock band, Pink Floyd. Syd was
a gifted musician, but developed schizophrenia, and
never shared in the phenomenal success of Pink Floyd
who are recognized as one of the most creative rock
bands in the world. Since the 1970s I’ve worked in
mental health services in Canada, the UK and Ireland. I
have met many men and women, who have struggled
for recovery from psychosis, and I continue to be
humbled by their courage, and saddened by the way
psychosis can devastate lives. During the last 30 years
there have been important advances in the way
schizophrenia is understood and treated. In this paper,
some of these are summarised.

Schizophrenia is currently conceptualised as a recurrent
episodic psychotic disorder characterised by positive
and negative symptoms and disorganisation (American
Psychiatric Association, 2000;World Health
Organization, 1992). Delusions and hallucinations are
the main positive symptoms of schizophrenia. Negative
symptoms include poverty of speech, flat affect and
passivity.While genetic and neurodevelopmental factors
associated with pre- and perinatal adversity play a
central role in the aetiology of schizophrenia, its course
is affected by exposure to intra- and extrafamilial
support and stress, individual and family coping
strategies and medication adherence (Kuipers et al.,
2006;Walker, 2004).

The primary treatment for schizophrenia is
pharmacological. It involves the initial treatment of
acute psychotic episodes, and the subsequent
prevention of further episodes with antipsychotic
medication which targets the dopamine system - a
system which is thought to be dysregulated in people
with schizophrenia (Sharif et al., 2007). A distinction is
made between older typical antipsychotic medications,
such as chlorpromazine, which mainly alleviate positive
symptoms, and newer atypical antipsychotic drugs, such
as clozapine, which are now the treatments of choice
because they have fewer side effects than typical
antipsychotics and alleviate negative, as well as positive
symptoms.The primary aim of adjunctive
psychotherapy and psychological interventions in
schizophrenia is to reduce relapse and rehospitalisation
rates and improve psychological functioning and quality
of life.

In a large meta-analysis of 106 studies of interventions
for schizophrenia, Mojtabai et al. (1998) found that
compared with medication alone, multimodal
programmes which included both psychological and
pharmacological interventions yielded an effect size of
.39, which is approximately equivalent to a comparative
success rate of 60%.They also found that, after an
average of 17 months, the relapse rate for service
users with schizophrenia who received psychotherapy
plus medication was 20% lower than that of those who
received medication only.The relapse rate for
medication only was 52% and that for medication
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combined with psychotherapy was 32%.
Pfammatter et al. (2006) conducted an extensive
review of 21 meta-analyses of psychological therapies
for schizophrenia involving thousands of clients, and
conducted further meta-analyses of the most
methodologically robust randomised controlled trials
for four distinct types of psychological interventions:
psychoeducational family therapy; cognitive behaviour
therapy; social skills training and cognitive rehabilitation.
They found that each of the four classes of
interventions had a positive impact on specific aspects
of adjustment.What follows is a summary of key
findings from Pfammatter et al.’s (2006) review.

Psychoeducational family therapy
About half of medicated clients with schizophrenia
relapse, and relapse rates are higher in unsupportive or
stressful family environments, characterised by high
levels of criticism, hostility or over-involvement
(Kuipers, 2006).The aim of psychoeducational family
therapy is to reduce family stress and enhance family
support, so as to delay or prevent relapse and
rehospitalisation. In their review of three meta-analyses
of psychoeducational family therapy (Pharoah et al.,
2005; Pilling et al., 2002a; Pitschel-Walz et al., 2001) and
a new meta-analysis of 31 randomised controlled trials
involving over 3,500 clients, Pfammatter et al. (2006)
found that compared with medication alone, a
multimodal programme including psychoeducational
family therapy and medication led to lower relapse and
rehospitalisation rates, and improved medication
adherence. One to two years after treatment, the
average effect sizes across these four meta-analyses for
relapse and rehospitalisation rates were .32 and .48,
which are equivalent to approximate success rates of
57 and 61%.The effect size for medication adherence
was .30, which is equivalent to an approximate success
rate of 57%. In a review of 18 studies containing over
1,400 cases, the authors of the UK NICE guidelines for
schizophrenia concluded that, to be effective,
psychoeducational family therapy must span at least 6
months and include at least 10 sessions (NICE, 2003).
In a meta-analysis of 18 studies, Lincon et al. (2007)
concluded that psychoeducation directed at service
users without family involvement has no significant
impact on relapse rate or adherence.

Psychoeducational family therapy may take a number
of formats including therapy sessions with single
families; therapy sessions with multiple families; group
therapy sessions for relatives; or parallel group therapy
sessions for relative and patient groups.Therapy
involves psychoeducation based on the stress-

vulnerability or bio-psycho-social models of
schizophrenia with a view to helping families
understand and manage the condition, the medication,
related stresses and early warning signs of relapse.
Psychoeducational family therapy also helps families
develop communication and problem-solving skills.
Useful treatment manuals for this approach include
Family Work for Schizophrenia (Kuipers et al., 2002),
Managing Stress in Families (Falloon, 1993) and
Multifamily Groups in the Treatment of Severe Psychiatric

Disorders (McFarlane, 2004).

Cognitive behavioural therapy
Positive symptoms, notably delusions and hallucinations,
persist for about a quarter, to a half of medicated
service users with schizophrenia (Fowler et al., 1995).
The aim of cognitive behaviour therapy is to help
people manage their residual positive symptoms. In
their review of four meta-analyses of cognitive
behaviour therapy (Gould, 2001; Rector & Beck, 2001;
Tarrier, 2005;Tarrier & Wykes, 2004; Zimmermann et
al., 2005) and a new meta-analysis of 17 randomised
controlled trials involving over 480 clients, Pfammatter
et al. (2006) found that compared with medication
alone, a multimodal programme including cognitive
behavioural therapy and medication led to a significant
reduction in positive symptoms in clients with
schizophrenia. For positive symptoms, the average
effect sizes across these five meta-analyses was .54
after treatment and .64 at follow-up.These effect sizes
are equivalent to approximate success rates of 62 and
65%.

Cognitive behaviour therapy may be offered on an
individual or group basis. It involves a collaborative
therapeutic alliance within which service users develop
self-monitoring and stress management skills.They are
also helped to develop strategies for managing positive
symptoms, particularly re-evaluating problematic
perceptions and beliefs associated with delusions and
hallucinations. Useful treatment manuals for this
approach include Cognitive Therapy for Delusions, Voices

and Paranoia (Chadwick et al., 1996) and Cognitive

Therapy of Schizophrenia (Kingdom & Turkington, 2005).

Social skills training 
People with schizophrenia typically show deficits in
social competence, which in turn render them
vulnerable to engaging in stressful social interactions,
and to social isolation (Walker et al., 2004).The aim of
social skills training is to enhance social competence,
and so prevent social isolation or interpersonal stress.
In their review of two meta-analyses of social skills
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training (Benton & Schroeder, 1990; Corrigan, 1991)
and a new meta-analysis of 19 randomised controlled
trials involving over 680 clients, Pfammatter et al.
(2006) found that compared with medication alone, a
multimodal programme including social skills training
and medication led to significant improvements in
social skills in service users with schizophrenia. For
social skills, the average effect sizes across these four
meta-analyses was .99 after treatment and 1.02 at
follow-up.These effect sizes are equivalent to an
approximate success rate of 72%. In contrast to these
positive effects on the acquisition of social skills, Pilling
et al. (2002b) in a meta-analysis of 9 randomised
controlled trials found that social skills training had no
significant impact on relapse rates, global adjustment or
quality of life.

Social skills training is usually offered within a group
therapy context, and involves the development of
communication, conversation, assertiveness, medication
management and social problem-solving skills.
Modelling, rehearsal, shaping and reinforcement are
used during the training process. Useful treatment
manuals for this approach include Social Skill Training for

Schizophrenia: A Step-by-Step Guide (Bellack et al., 2004)
and Social Skills Training for Psychiatric Patients (Liberman
et al., 1989).

Cognitive remediation 
Cognitive impairment is common in schizophrenia and
may involve deficits in executive functioning, social
cognition, attention and memory (Kurtz & Nichols,
2007).These deficits compromise the capacity of clients
to benefit from other psychological interventions and
rehabilitation programmes.The aim of cognitive
remediation is to improve cognitive functioning and
help people develop strategies to compensate for their
cognitive deficits. In their review of four meta-analyses
of social skills training (Krabbendam & Aleman, 2003;
Kurtz et al., 2001; Pilling et al., 2002b;Twamley et al.,
2003) and a new meta-analysis of 19 randomised
controlled trials involving over 700 clients, Pfammatter
et al. (2006) found that compared with medication
alone, a multimodal programme including cognitive
remediation training and medication led to significant
improvements in cognitive functioning for service users
with schizophrenia. Across a range of measures of
cognitive functioning including general cognitive
functioning, social cognition, executive functioning,
attention, general memory, visual memory and verbal
memory, the average effect sizes from these five meta-
analyses was .37. This is equivalent to an approximate
success rate of 59%. However, not all meta-analyses

found significant effects (e.g., Pilling et al., 2002b).
Cognitive remediation is a highly structured set of
interventions which involves people engaging in
repetitive paper and pencil or computerised exercises
which help them improve their attention, memory,
executive functioning or social cognition. A useful
treatment manual is Cognitive Remediation Therapy for

Schizophrenia:Theory and Practice (Wykes & Reeder,
2005).

Brenner et al’s (1994) Integrated Psychological Therapy

for Schizophrenic Patients describes a programme that
combines preliminary cognitive remediation with later
social skills training in a staged group-training model. In
a meta-analysis of 21 studies involving over 900 service
users with schizophrenia, Roder et al. (2006) found that
typical treatment involved an average of 44 sessions
over 17 weeks, at a rate of about 3 sessions per week.
In comparing integrated psychological therapy with
control conditions on overall functioning, Roder et al.
(2006) found weighted effect sizes of .36 after
treatment and .45 at 8 months follow-up.These effect
sizes are approximately equivalent to success rates of
58 and 61%. In specific domains, the post-treatment
effect sizes were .41 for cognitive functioning and .31
for social functioning, which shows the cognitive
remediation and social skills components of the
programme had desired effects in the domains they
targeted.

Promoting medication adherence 
Relapse in schizophrenia is often associated with non-
adherence to medication regimes. A variety of
interventions have been developed to address this
problem. In a systematic review of 39 studies, Zygmunt
et al. (2002) found that only 13 of the interventions
evaluated significantly improved adherence. Effective
interventions specifically targeted adherence; offered
motivational interviewing to address service user’s
ambivalence about taking medication; provided service
users with behavioural problem-solving skills training to
address difficulties in taking medication; and involved
family members in promoting adherence. Broad based
programmes, programmes that involved service user
psychoeducation, but which did not include service
users’ families were ineffective.

Vocational rehabilitation 
Unemployment is a highly prevalent problem in
schizophrenia, which vocational interventions aim to
address (Cook & Razzano, 2005). In a systematic
review of 11 randomised controlled trials of vocational
rehabilitation for people with severe psychological
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disorders,Twamley et al. (2003) found that individual
placement and support and supported employment
were both effective in promoting engagement in work.
The weighted mean effect size for days at work was
.66, which is approximately equivalent to a success rate
of 65%. In the 5 studies that compared individual
placement and support or supported employment
with conventional vocational rehabilitation services,
51% of the service users in individual placement and
support or supported employment worked
competitively compared with 18% of those in
the comparison groups.The weighted
mean effect size was .79. In a review of
4 studies of the conversion of day
treatment to supported
employment, and 9 randomised
controlled trials comparing
supported employment to
alternative approaches, Bond (2004)
found that between 40% and 60% of
service users in supported employment
obtained competitive employment
compared with less than 20% of controls.
Employed service users showed improved self-esteem
and better symptom control. Effective vocational
rehabilitation involves assessment, rapid placement in
competitive employment (rather than a sheltered
workshop), and the provision of individualised
vocational support and training while service users are
in employment (rather than beforehand) (Cook &
Razzano, 2005).

Assertive community treatment 
People with chronic relapsing schizophrenia have
difficulty maintaining contact with community services,
and so may either become disconnected from such
services or become chronically hospitalised.With
assertive community treatment, service users receive
intensive, continuous individualised treatment,
rehabilitation, and support services from a community-
based multidisciplinary team in which team members
carry small case loads (Allness & Knoedler,1998; Burns
& Fim, 2002). In a meta-analysis of 6 randomised
controlled trials, Coldwell and Bender, (2007) found
that assertive community treatment led to a 37%
reduction in homelessness and a 26% improvement in
psychiatric symptom severity compared with standard
case management. In a systematic review of 25
randomised controlled trials, Bond et al. (2001)
concluded that assertive community treatment
substantially reduces psychiatric hospital use, increases
housing stability, and moderately improves symptoms
and subjective quality of life. It is highly successful in
engaging service users in treatment. Bond et al. (2001)

found that the more closely case management
programs followed assertive community treatment
principles, the better the outcomes.While assertive
community treatment services are costly, these costs
are offset by a reduction in hospital use by service
users with a history of extensive hospital use. In meta-
analysis of 44 studies involving over 6,000 service
users, Ziguras and Stuart (2000) found that assertive
community treatment was more effective than
treatment as usual in reducing care costs and family

burden, and in improving family satisfaction with
services.

Practice implications
People with schizophrenia should be
offered multimodal treatment
programmes, which integrate
effective pharmacological and

psychotherapeutic interventions. In
this paper evidence is reviewed which

shows, unequivocally, that
psychotherapeutic and psychological

interventions improve recovery from schizophrenia.
These interventions include: psychoeducational family
therapy to promote family support, medication
adherence to prevent relapse; cognitive behaviour
therapy to help clients manage residual positive
symptoms; social skills training to enhance social
competence and reduce social isolation; cognitive
rehabilitation to help clients overcome or compensate
for cognitive deficits; and individual placement and
support or supported employment to promote
vocational adjustment. Where service users have
difficulty retaining contact with routine outpatient
services, treatment should be offered by an assertive
community treatment team.These conclusions are
broadly consistent with the importance accorded to
psychological interventions for schizophrenia in
international best practice guidelines.
(American Psychiatric Association, 2004; Lehman et al.,
2004; McEvoy et al., 1999; NICE, 2003).
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Schizophrenia Ireland Counselling Service:
A service reflects on its practice 
Dr Anne Byrne-Lynch, Principal Clinical Psychologist, H.S.E 

The Schizophrenia Ireland Counselling Service, initiated
in 1990 by two dedicated members (Rosemary
Thompson and Doirin Mc Caffrey), is an integral part
of the services offered by Schizophrenia Ireland and
currently provides specialist counselling for people with
self-experience of schizophrenia and related illness and
for their families from bases in Dublin, Cork and
Tullamore.The service is still developing, currently
having three counsellors employed, all of whom have
qualifications in psychotherapy. In 2007 Schizophrenia
Ireland embarked on a wide-ranging review of its
counselling service and some aspects of this review
form the basis of this article.The Counselling Review
Team were Claire Hawkes – Counsellor S.I., Damien
Lillis – Counsellor S.I., Pat Seager – Assistant Director
and Development Manager S.I., Kahlil Thompson Coyle
– National Projects Manager S.I. with the author acting
as independent chair and administrative support
provided by Mary Lambe of S.I.

In addition to examining statistics for clients accessing
the service in 2005 and 2006 and the issues presented
by those clients, and conducting a small survey of users
of the counselling service, the review team also
conducted a critical analysis of the particular model of
counselling being used in the S.I. Counselling Service.
This model has, to a great extent, grown organically
within the service, informed both by practice and the
different training experiences of the counsellors,
influenced by the literature and by exposure to best
practise models elsewhere and by the service
orientated, person-centred model of its parent
organisation.The Counselling Review Team presented
its report, including a series of recommendations for
the future development of the service, to the Council
of SI in January 2008 and this report is available from
S.I. offices.The experience of this service, in working
towards developing an effective model of
counselling/psychotherapy for persons experiencing
schizophrenia and also for their families, is in itself
valuable to the wider mental health community
because of the scarcity of such models, particularly

within Ireland.This article presents firstly an overview
of the service as it is currently constituted, followed by
a more in-depth exploration of the model of practice
within the service as articulated by the group of
counsellors during the review process through both
written submission and detailed discussion.

A preliminary examination of the service reveals
several important features of the counselling service,
which set the context for its operation.

The counselling service is offered as part of a
spectrum of Schizophrenia Ireland services, which
people can access in the community, most usually
based within a Schizophrenia Ireland centre. As
such, the counselling service complements and
enhances the other Schizophrenia Ireland services,
which provide information and education,
employment and social support and advocacy.This
context is important and has helped to shape some
of the unique characteristics of the service.

Counselling is offered as part of an open access,
community based service rather than as part of a
treatment package being offered by a
multidisciplinary team within a mental health
service.While this position confers some important
advantages in terms of accessibility, community base
and client choice and self-direction and availability
to families, it gives rise to a need to develop
relationships with the mental health service in each
local area. As part of this interface with the mental
health services, issues of service relevance, potential
duplication of inputs, communications with the
treating mental health team and integration of
therapy with individual rehabilitation/recovery plans
have to be addressed for each service.

The service operates an open door policy. Any
person seeking assistance, whether a person with
self-experience of psychosis or a relative, will be
accepted for initial assessment within the limits of
available resources.The service prides itself on

“Much to do and a little done but a little can mean a lot to a person

that has not had much to start with in the first place.Thanks.”

Counselling Survey Respondent, S.I. Survey, 2007
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offering a service to all persons who seek
counselling whatever the stage of illness or the
complexity of the difficulties presented.There are
no pre- acceptance criteria or exclusion criteria.
This open access policy is fundamental to the basic
philosophy of the service and is almost unique.

Counselling begins with an initial assessment and
triage: the first session involves an initial assessment
carried out in collaboration with the client to
determine whether the person’s current needs as
expressed by them may be best met by the
counselling service or another Schizophrenia Ireland
service such as advocacy, information or peer
support, or by a service outside Schizophrenia
Ireland such as a mental health service or social
service.The initial assessment is semi-structured to
ensure consistency of process.

The counselling/psychotherapy service is offered
both to people with self-experience and to those
who are relatives of people with self-experience on
an equal footing.

The counselling service is free to all service users
and family members.

In 2005 the service saw a total of 180 clients for
counselling, comprising 105 people with self experience
and 75 relatives, while in 2006 the service saw 173
clients for counselling, 112 of whom were people with
self-experience and 61 of whom were relatives.The
main issues, (as identified by the counsellor) during
2005 and 2006 were (note, not presented in order of
prominence):
••• Anxiety
••• Paranoia
••• Voices
••• Suicidal ideation
••• Anger
••• Stress
••• Lack of support
••• Lack of information
••• Family conflict
••• Poor self-esteem
••• Isolation
••• Medication issues
••• Fear of relapse
••• Alcohol dependence/abuse
••• Depression
••• Relationship difficulties
••• Sexual issues
••• Employment issues

Referral pathways were consistent nationally, with
Schizophrenia Ireland services being the most
prominent source of referrals (Regional Development
Officers, the Information Helpline and self referral
through other Schizophrenia Ireland services). Mental
Health services and ‘word of mouth’ were the other
main sources of information leading to client contacts.
The available data did not allow an analysis of the
relative proportions of clients coming from different
referral sources.
In September 2007 the Counselling Review Team
attempted to gather further information from past and
present clients of the service by means of a
questionnaire sent with the quarterly edition of the
Schizophrenia Ireland newsletter.This method of
blanket mailing was used because of the anonymity,
which is integral to the service but it was anticipated
that response rates were likely to be low. Responses
were received from only 45 service users, therefore
only providing very limited feedback from a self-
selected sample of clients of the counselling service.
The completed questionnaires were analysed by the
Behaviour and Attitudes Marketing Research Company.
The survey respondents largely confirmed that the
service was offered to them in a timely fashion, with
one third of respondents being seen within one week
and a further 50% being seen between one week and
one month. Roughly half of those attending described
themselves as people with self-experience (this group
was predominantly single and mainly in the age range
of 36 to 50), the balance being relatives of people with
self-experience (predominantly married and in the age
range 50 to 64).The usual length of attendance at the
service was six months, however this appears to be
driven, at least partially, by resource constraints since
half of these attendees felt they had not received
enough sessions. Overall satisfaction with the service
was relatively high with 80% being very or fairly
satisfied and also 80% of respondents describing the
service as very or fairly helpful.

The model of counselling/psychotherapy
The model of counselling and psychotherapy being
used by Schizophrenia Ireland counsellors was studied
through detailed discussion with and written
submission by the counsellors employed in 2007.There
emerged a picture of a distinctive model of counselling,
with strong theoretical and philosophical underpinnings,
which has developed organically within the service as
counsellors adapted to meet the needs of those who
presented to the service.This model has a number of
similarities to the “flexible psychotherapy” model
developed by Fenton and McGlashan (1995) and
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further described in a comprehensive review of the
research by Fenton (2000). The model has a number
of central features.

1. The policy of inclusion and acceptance of each
person as a unique individual is integral to the
service: All clients who request help are accepted for
assessment subject to the limits of counselling
resources. The counsellor may work with those who
are distressed by a recent diagnosis, with those who
are struggling over a long period with their treatment
and recovery, with those who present with a high level
of current disturbance as well as with those who are
making good progress in their recovery, and with any
family member contacting the service.The service aims
to offer the person non-judgemental support and a
safe confidential space.The initial contact is used to
establish counselling as an ordinary endeavour, which
the person can use in whatever way is most helpful to
them.

“All clients need a space

where they can be allowed to be themselves.”

(Schizophrenia Ireland Counsellor, 2007)

Counselling may focus on deeply personal issues, or on:

“The here and now in their lives, the difficulties

and problems of living which they encounter as they

try to meet the huge demands of living life

with a mental illness.”

(Schizophrenia Ireland Counsellor, 2007) 

“In this therapy it is the patient who does almost

all the talking. Being able to talk in a privileged

and subjective way about concerns, enriches and enlivens

the person who feels oppressed

or bound by the diagnosis of schizophrenia.”

(Schizophrenia Ireland Counsellor, 2007)

Each person attending for counselling is seen as a
unique individual with his/her own unique subjective
experience of the world.While individuals may present
with a common diagnosis of schizophrenia, the
counselling service recognise that each individual
experiences psychotic phenomena in the context of
their own subjective life experience. Each family
member’s experience is also recognised as being an
individual one, representing a unique combination of
their personal characteristics (including vulnerabilities
and resiliencies) and the particular difficulties being
experienced in supporting their relative.

“My family member was verbally angry. Constantly told us

we were rotten parents. I am sorry I did not tell her off

about this, years ago.When I finally did tell her she could

not see me unless she behaved herself, the verbal abuse

stopped, of course I did realise the risk I was taking.The

verbal abuse was soul destroying and had a dreadful

effect on my husband and myself.”

(Counselling Survey Respondent, S.I. Survey, 2007)

2. The therapeutic relationship is central:
Counsellors devote considerable time to establishing a
therapeutic relationship or therapeutic alliance with
each client. They are clear in discussion that no
effective counselling can take place without a real
human engagement between the counsellor and the
person presenting for counselling

3. Counsellors espouse a multifaceted model of
treatment: The counselling service recognises that the
treatment of schizophrenia is multifaceted and strongly
supports clients and their relatives in maintaining their
involvement with their mental health service and also
in making use of social and community supports.
Currently, it is probably fair to say that the relationship
with local mental health services in different areas
varies from a close working alliance in some areas to
an arms length relationship with some resistance to
working with the service on the part of other mental
health service providers.

“I think there is a great need for family and individual

counselling and link ups with the hospital/psychiatrist who

is treating the patient.The services for schizophrenia issues

seem very separate and in the end it’s the patient who

suffers, having said all this, the three months counselling I

got kept ME sane!!”

(Counselling Survey Respondent, S.I. Survey, 2007)

4. The duration of counselling is client-led within
broad parameters: The philosophy of the service is
that the service should be able to offer a reliable and
consistent framework for counselling over the medium
or long-term where the person wishes to continue to
engage.There is a recognition that persons who are
experiencing psychotic symptoms are often
understandably distressed and disturbed by their
experiences and it can take time to build a therapeutic
alliance and provide the person with a safe reliable
context within which progress can be made. Similarly it
is recognised that relatives who present for counselling
have often been living in a highly stressful situation for a
very long period and can require a substantial period
of attendance to allow them to process their
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experience and to find a way to move forward.
Resource limitations have, however, very often made it
difficult to offer counselling over the desired duration.

5. Counsellors use a vulnerability-stress model of
schizophrenia: Counsellors recognise that vulnerability
is not static but changes over time and that positive
environmental changes, enhanced coping strategies and
social supports may reduce vulnerability. Counsellors
also recognise that the illness is often phasic in course
and that counselling interventions need to be flexible
to meet the person’s needs during different phases of
the illness.

6. Counsellors are using a recovery approach: All
the counsellors are familiar with the recovery literature
and with the research evidence, which underpins a
more positive view of progress and outcomes in the
treatment of schizophrenia than that accepted in the
past.The recovery approach emphasises the individual
nature of each person’s journey towards recovery and
the need for each person to be able to define what
constitutes recovery for them, in the context of their
own lives.

7. The counsellor needs to be skilled in a range of
therapeutic interventions for different stages of the
work: In discussion the S.I. counsellors emphasise the
importance of the pacing of therapy, of having a sense
of the person’s timing in terms of his or her readiness
for different aspects of counselling/psychotherapeutic
work. A high degree of training and personal flexibility
is required of the counsellor to be able to draw from
his/her knowledge base the most appropriate strategies
to support this particular client in moving forward at
this particular time. Counsellors are also conscious of
their responsibility to use evidence based techniques
and interventions. At different points within their
counselling experience the person may choose to
concentrate on building up personal or social
resources, may be focused on exploring and integrating
some aspect of his/her experiences or may choose to
work within a cognitive behavioural framework on
some particular issues. As the person progresses in
terms of stabilisation and recovery, sometimes he or
she may feel a need for greater understanding of their
own psychotic experience in the context of their lives.
Counsellors report that they are acutely conscious of
the need to proceed cautiously and at the client’s pace
with regard to insight-oriented work during counselling,
“[t]here is evidence that early, active, and ambitious
psychologically oriented treatment may be
disorganising or toxic for certain patients” (Fenton,

2000, p.66). Life events including physical and sexual
abuse, emotional abuse and neglect and social isolation
occurring during childhood and also similar experiences
during adult life may be raised by the client during the
counselling process and will be explored carefully and
at a level, which is comfortable for the person.This has
implications for the training required by S.I. counsellors
in terms of both initial and ongoing training and also
for clinical supervision needs.

In conclusion
Counselling and psychotherapy services for people
with self-experience of schizophrenia and their relatives
are in a very early stage of development in Ireland,
partly due to the earlier accepted view that people
with psychotic symptoms could not be helped by
counselling or psychotherapy. Research evidence
showing the potential value of psychotherapeutic
approaches as part of a multimodal treatment
approach has been presented earlier by Professor Carr.
This present article describes one fledgling service in
Ireland developed by Schizophrenia Ireland, which is
providing a counselling/psychotherapy service to a
significant number of people each year, and in the
process is developing and refining a model of working
with people with self-experience of schizophrenia and
their family members. Following the service review,
which began in 2007 (Schizophrenia Ireland, 2008), the
review team made a number of recommendations to
the Council of Schizophrenia Ireland, including
recommendations around service structures and
training, and supervision requirements aimed at further
expansion of the service, while preserving and
developing its current distinctive model of practice.
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Choose a qualified practitioner who has undergone full training and is accredited to a professional body. It is
advisable to ask the therapist about their training at the initial meeting.

Psychotherapy and other psychological therapies are provided free within public health services though there is
usually a waiting list. A number of voluntary agencies also provide psychotherapy.

Finding a therapist working in private practice can be done through contacting the professional bodies (see list
below) or getting a referral from a GP, a health professional or similar.

Costs vary considerably and it is advisable to establish the cost from the start of the therapeutic process.

Questions you may want to ask yourself before choosing a psychotherapist or psychologist:

••• Do I want to work with a male or female therapist?
••• Do I want to work with someone specialised in my area of difficulties or a particular type of therapy?
••• How many will I meet before choosing who to work with (particularly in private practice)?
••• How comfortable am I with this therapist to speak openly and honestly?
••• How serious am I about making changes in my life?

Professional organisations in Ireland for psychotherapy and psychology

Choosing a Psychotherapist or Psychologist
By Claire Hawkes and Damien Lilles,
Schizophrenia Ireland

As discussed earlier, different types of psychotherapy
and other psychological therapies are available.
Different approaches can be effective for different
people as part of their recovery programme and the
choice may depend on an individual’s needs and
preferences. Long lasting positive change depends on

the therapeutic relationship that has been forged
between client and therapist and on the client’s
motivation to remain in therapy and work through
issues that arise. Below is some information to consider
when choosing a psychotherapist or psychologist to
work with.

The Association for Psychoanalysis and Psychotherapy
in Ireland (APPI),
c/o KSI House, 10 Aungier Street, Dublin 2.
wwwwww..aappppii..iiee

The Irish Association of Counselling and Psychotherapy
(IACP),
8 Cumberland Street, Dun Laoghaire, Co. Dublin.
PPhh::  0011  22330000006611

Irish Council for Psychotherapy,
73 Quinn’s Road, Shankill, Co. Dublin.
PPhh::  0011  22772222110055
wwwwww..ppssyycchhootthheerraappyy--iirreellaanndd..ccoomm
ICP is an umbrella organisation representing a broad
range of psychotherapists in Ireland.

Psychological Society of Ireland (PSI),
CX House, 2a Corn Exchange Place, Poolbeg Street,
Dublin 2.
PPhh::  0011  66771177112222
wwwwww..ppssiihhqq..oorrgg
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For clients and families - psychotherapy

Bateman, A., Brown, D., Pedder, J. (2003).
Introduction to Psychotherapy.
London: Routledge

Bracken, P.,Thomas, P. (2005).
Postpsychiatry: Mental Health in a Postmodern World.
London: Oxford 

Froggatt, D., Fadden, G., Johnson, DL., Leggatt, M., Shankar, R. (2007).
Families as Partners in Mental Care.
World Fellowship for Schizophrenia and Allied Disorders

Milton, J., Polmear, C., Fabricius, J. (2004).
A Short Introduction to Psychoanalysis.
London: Sage

For professionals

Bracken, P.,Thomas, P. (2005).
Postpsychiatry: Mental Health in a Postmodern World.
London: Oxford 

For clients and families - self-help for schizophrenia

Bernheim, K., Lewine, R., & Beale, C. (1982).
The Caring Family: Living with Mental Illness.
New York: Random House.

Freeman, D. (2006).
Overcoming Paranoid and Suspicious Thoughts.
London: Robinson.

Healy, C. (2007).
Understanding Your Schizophrenia Illness: A Workbook.
Chichester :Wiley

Keefe, R., & Harvey, P. (1994).
Understanding Schizophrenia: A Guide to the New Research on Causes and Treatment.
New York: Free Press.

Kuipers, E. & Bebbington, P.E. (2005).
Living with Mental Illness. 3rd Edition.
London: Souvenir Press.

Marsh, D., & Dickens, R. (1998).
How to Cope with Mental Illness in Your Family: A Self-Care Guide for Siblings, Offspring and Parents.
New York:Tarcher/Putnam.

Mueser, K., & Gingerich, S. (2006).
The Complete Family Guide to Schizophrenia.
New York: Guilford.

Further reading
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Sheehan, S. (1982).
Is There no Place on Earth for Me.
Boston, MA: Houghton Mifflin.

Torrey, E.F. (1995).
Surviving Schizophrenia: A Manual for Families, Consumers and providers.
New York: Harper Perrenial.

Vine, P. (1982).
Families in Pain.
New York: Pantheon.

Wasow, M. (1982).
Coping with Schizophrenia.
Palo Alto, CA: Science and Behaviour Books.

For professionals – psychoeducational family therapy manuals for schizophrenia

Bloch Thorsen., G., Gronnestad,T., & Oxnevad, A. (2006).
Family and Multi-family work with Psychosis.
London: Routledge.

Falloon, I., Laporta, M., Fadden, G., &  Graham-Hole,V. (1993).
Managing Stress in Families.
London: Routledge.

Kuipers, E., Leff, J. & Lam, D. (2002).
Family Work for Schizophrenia (Second Edition).
London: Gaskell.

McFarlane,W. (2004).
Multifamily Groups in the Treatment of Severe Psychiatric Disorders.
New York: Guilford.

Smith, G., Gregory, K. & Higgs. (A. (2007).
An Integrated Approach to Family Work for Psychosis: A Manual for Family Workers.
London: Jessica Kingsley.

Tarrier, N., & Barrowclough, C. (1997).
Families of Schizophrenic Patients: Cognitive Behavioural Intervention.
London: Nelson Thornes.

For professionals - cognitive behaviour therapy manuals for schizophrenia

Birchwood, M., & Tarrier, N. (1994).
Psychological Management of Schizophrenia
Chichester :Wiley.

Chadwick, P., Birchwood, M., & Trower, P. (1996).
Cognitive Therapy for Delusions,Voices and Paranoia.
Chichester :Wiley.

Fowler, D., Garety, P., & Kuipers, L. (1995).
Cognitive Behavioural Therapy for Psychosis:Theory and Practice.
Chichester :Wiley.

Gumley, A., & Schwannauer, M. (2006).
Staying Well After Psychosis: A Cognitive Interpersonal Approach to Recovery and Relapse Prevention.
Chichester :Wiley.
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Haddock, G., & Slade, P. (1996).
Cognitive-behavioural Interventions with Psychotic Disorders.
London: Routledge.

Hogarty, G. (2002).
Personal Therapy for Schizophrenia and Related Disorders.
New York: Guilford.

Kingdom, D., & Turkington, D. (2005).
Cognitive Therapy of Schizophrenia.
New York: Guilford.

Morrison, A. (2003).
Cognitive Therapy for Psychosis: A Formulation-Based Approach.
London: Brunner-Routledge.

For professionals - social skills training manuals for schizophrenia

Bellack, A., Mueser, K., Gingerich, S., & Agresta, J. (2004).
Social Skill Training for Schizophrenia: A Step-by-Step Guide (Second Edition).
New York: Guilford.

Liberman, R., DeRisi,W., & Mueser, K. (1989).
Social Skills Training for Psychiatric Patients.
New York: Pergamon.

For professionals - cognitive remediation guides for schizophrenia

Brenner, H., Roder,V., Hodel, B., Kienzle, N., Reed, D., & Liberman, R. (1994).
Integrated Psychological therapy for Schizophrenic Patients.Toronto:
Hogrefe & Huber.

Wykes,T., & Reeder, C. (2005).
Cognitive Remediation Therapy for Schizophrenia:Theory and Practice.
London: Routledge.

For professionals - assertive community treatment manuals

Allness, D., & Knoedler,W. (1998).
The PACT model of community-based treatment for persons with severe and persistent mental illness: A manual
for PACT start-up.
Arlington,VA: National Alliance for the Mentally III.

Burns,T. & Fim., M. (2002 ).
Assertive Outreach in Mental Health: A Manual for Practitioners.
Oxford: Oxford University Press.
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