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Purpose: The Open Dialogue (OD) approach has been implemented in different
countries worldwide. OD not only depends on therapeutic principles but also
requires a distinct set of structural changes that may impede its fullimplementation.
In Germany, OD is currently practiced in different mental health care settings
across the country. Yet, full implementation of OD principles is limited due to the
extreme structural and financial fragmentation of the German mental health care
system. With this as a background, the aim of this study was to investigate the
efforts, challenges and obstacles of OD implementation in Germany.

Methods: This article presents the German results from the international
HOPENDIALOGUE survey, supplemented with expert interview data. Thirty
eight teams currently providing OD took part in the survey. Sixteen expert
interviews were carried out with stakeholders from various care settings. Survey
data were analyzed descriptively and the qualitative data were evaluated using

Tulsner, Pocobello, Ignatyev, Aderhold and a thematic analySIS approaCh'

von Peter. This is an open-access article
distributed under the terms of the Creative
Commons Attribution License (CC BY). The
use, distribution or reproduction in other
forums is permitted, provided the original
author(s) and the copyright owner(s) are
credited and that the original publication in
this journal is cited, in accordance with
accepted academic practice. No use,
distribution or reproduction is permitted
which does not comply with these terms.

Results: While having to adapt to the fragmented German health care system,
OD has been mainly implemented from outpatient service providers and stand-
alone services. About half of the teams implemented OD under the conditions
of cross-sectoral model contracts and, thus, are considerably limited when
it comes to OD implementation. Altogether, OD is not implemented to its
full extent in each of the institutions surveyed. Similarly, the expert interviews
revealed various challenges that mainly relate to the realization of OD’s structural
principles, whereas the implementation of its therapeutic benefits remains less
affected. However, these challenges have managed to lead to great commitment
by single teams and a certain level of implementation of OD-related concepts.

Conclusion: OD in Germany can currently only be fully implemented under
the cross-sectoral care model contract system that is often temporary, thus
significantly hindering its continuous development. Any evaluation of OD’s
effectiveness in Germany thus needs to take into account the fragmented
nature of the country’s health care system and control for the multiple
barriers that impede implementation. Reforms of the German health care
system are also urgently needed to create more favorable conditions for the
implementation of OD.
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Introduction

Open Dialogue (OD) is an integrated approach of continuous
community-based and multiprofessional psychiatric support in
severe crises, originally developed in Western Lapland, which
involves the social network of service users from the very
beginning. The central (therapeutic) element are network
meetings with the users and their environment with the aim of
promoting dialogue in the network, enabling mutual
understanding of the respective perspectives on the current
situation, and empowering clients and their networks to make
joint decisions for further actions and desired changes. All other
therapy services, e.g., individual psychotherapy, social work, etc.,
are provided and integrated as needed. In the original model, this
explicitly also refers to the handling of medication, which is often
only used selectively and after joint consultation due to the
safeguarding framework of joint network meetings (Seikkula
et al, 2006). Accordingly, OD is seen as an important and
promising approach to a more person- and recovery-oriented and
rights-based mental health care (Von Peter et al., 2019, 2021;
WHO, 2021).

The OD model essentially consists of a community-based
treatment structure as well as a specific dialogic conversation
approach and is often described in terms of seven basic principles
(Aaltonen et al., 2011; Seikkula et al,, 2011): 1. Immediate help in
crises, ideally within 24 h; 2. Involvement of the social network
through network meetings from the beginning of the treatment;
3. Flexibility and mobility with regards to the needs of the network
in terms of frequency, location and participants in network
the

implementation of the entire treatment process by the treatment

meetings; 4. Responsibility for organization and
team; 5. Psychological continuity or ensuring the continuity of
relationships and common understandings over the entire course
of treatment; 6. Tolerating uncertainty during network meetings
and the entire treatment process and 7. Promoting dialogue and
polyphony between network members as well as the staff members.

Since its development, different cohort studies have shown
promising results in clinical, economic and social outcomes
(Seikkula et al., 2006; Aaltonen et al., 2011; Seikkula et al., 2011;
Bergstrom et al., 2017; Bergstrom et al., 2018). This has led to the
recognition and dissemination of OD worldwide (Buus et al.,
2021). Currently, OD has been adapted and at least partially
implemented in 25 countries (Pocobello et al., 2022), although it
should be noted that the original practice of progressively
withholding neuroleptic treatment for people experiencing first-
episode psychoses has been implemented so far only in Western-
Lapland and nowhere else in this world. Concerning the
implementation, various obstacles have been described, related
both to OD structural and therapeutic principles (Buus et al.,
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2021). A recent interview study mentioned, for example, that OD
is not a “manualized” treatment method, explaining why this may
generate tensions in organizational implementation that “favor
specific and standardized practices” (Lennon et al., 2022). In
another ethnographic study, the core values of OD are described
as being in conflict with the “expectations of professional practices
and performance” (Dawson et al., 2019). Moreover, it has been
reported that adopting OD, like any other organizational change,
may generate “organizational, professional, and personal
resistance” (Sondergaard, 2009).

Thus, and in spite of this, OD may be adapted to different
contexts (Seikkula and Arnkil, 2006) and should be adjusted to
local conditions, while knowing that its implementation will
encounter various obstacles and challenges. This stems from the
fact that the OD approach is not only a particular intervention or
a specific form of therapeutic conversation, but also requires
certain changes on the structural and organizational levels to
be implemented (Seikkula and Arnkil, 2006; Haarakangas et al.,
2007). Thus, the success of its implementation depends on the
specific conditions of the contextualizing health care systems,
strongly affecting the realization of its structural and therapeutic
principles (Seiklkula et al., 2001), which are often adapted to suit
local conditions (Buus et al, 2021). For these reasons, the
following section presents some facts and structural details of the
German mental health system that are needed to understand the
subsequent results of our study. The main research question,
which obstacles and challenges hinder the implementation of OD
to its full extent makes it necessary to address some of the financial
and structural specifics of the German mental health care situation.

1.1. OD in the German mental health
system

In Germany, OD has met with a great response and many
providers of (community) psychiatric care have had their staff
trained further and have also oriented their range of services to
include OD (Steinert et al., 2020; Von Peter et al., 2020). Since
2007, 77 Open Dialogue trainings have been conducted with
about 30 participants each, mostly made possible through the
commitment of one of the authors (VA). In close cooperation
with the training groups, a curriculum has been developed
(Aderhold and Borst, 2016), resulting in a training program over
16 days (8 workshops) that is compatible in terms of time and
economy for providers of psychosocial care. Besides theoretical
inputs, it is largely focused on staged exercises and self-experience
for each key element and full-length coached role plays of
network meetings through identification with own clients. With
the aim of networking among different service providers, the
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workshops were either conducted with participants from several
providers in a region or as in-house training, often with
participants from other regional cooperation partners, mostly
several courses in a row. In addition, course graduates were
increasingly included as co-trainers after they had gained
sufficient practical experience in conducting network meetings.
In this way, more regional co-trainers were soon available, and
regional trainer networks have since been formed for
further training.

this full
implementation, especially of OD’s structural principles remains

However, despite great commitment, a
limited due to the structural and financial fragmentation of the
German health care system. Currently, routine psychiatric care
financed by health insurance schemes is mainly provided by
psychiatric inpatient or outpatient clinics and office-based
psychiatrists or psychologists. These are supplemented by a broad
spectrum of nonmedical, residential, occupational, rehabilitative
and other psychosocial services (Salize et al., 2007), financed by
other cost units like pension funds or taxes. In the absence of a
this
fragmentation of service providers and payers leads to large

comprehensive national policy on mental health,

regional disparities in the variety of offer, content and quality of
services (Bramesfeld et al., 2012) and, even within one region,
services are often poorly integrated. In particular, the transition
between inpatient and outpatient care is often not well coordinated
and the risk of discontinuity of care during this transition process
is quite high (Puschner et al, 2012). Accordingly, intensive
outreach community mental health care programs (e. g. ACT,
CRT) have rarely been implemented in the German psychiatric
care system despite the national and international evidence of
their effectiveness (Githne et al., 2018; Von Peter et al., 2019),
except from some innovative financing frameworks that have
emerged within the past few years. Since 2013, so-called “model
projects” (§64b, SGB V) have made it possible to further develop
hospital-based yet cross-sectoral mental health care approaches,
leading to more needs-based care and support and a diversity of
approaches with home treatment (Bauer et al., 2016). Moreover,
since 2007 the so-called “integrated care” according to §140a (SGB
V) offers the opportunity to integrate different service sectors and
interprofessional treatment groups, thus improving the continuity
and quality of care mainly in the outpatient sector (Schwarz et al.,
2020). Both projects use model contracts apart from the regular
funding system for testing new forms of service structures and
thus are limited either in scope to certain users or health insurance
companies, as well as in terms of treatment and contract duration.

Given this context, there is currently no regular funding that
better enable a person-centered, needs-based, and cross-sectoral
mental health care approach and thus allowing for more
comprehensive implementation of OD (Von Peter et al., 2020).
Thus, an OD-related support could only be provided under the
limiting conditions of standard care or in the context of limited
model contracts. Accordingly, the first trainings were conducted
only in services without regular funding (e.g., integrated care). As
this practice became better known, trainings in regularly funded
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structures were added, in the hope of slowly ‘eroding’ the overall
system and knowing that only a partial implementation would
be possible. And in terms of concrete treatment pathways, this
means that patients can only receive OD-oriented treatment at
selected facilities. Within regular care, largely in clinics without
the capacity for early outpatient care and limited to a short
treatment period. And within model projects, often for longer
periods, but limited to individual health insurers and not for
clients in acute crises.

1.2. Aim of the study

Against this background, it is of great interest to uncover to
what extent the OD approach can currently be implemented in
Germany. The aim of the present study was to evaluate the status
of implementation practices and fidelity to the OD principles. In
addition, the specific challenges and obstacles that make OD
implementation and realization difficult under the current
conditions of the German mental health care system were
investigated in more detail.

2. Materials and methods

This article presents part of the results of the
HOPEnDIALOGUE online survey [the procedures and main
results will be presented in a dedicated article (Pocobello et al.,
2022)], an international collaborative multicenter study
investigating the implementation and effectiveness of Open
Dialogue in different countries/contexts (www.hopendialogue.
net). The survey was completed by expert interviews on the
specific efforts, challenges and obstacles of implementing and
practicing OD within the German mental health care system. This
allowed us to use a two-fold research approach, with the survey
giving an overview of implementation status in Germany and
expert interviews providing for an in-depth understanding of the
related problems and challenges. The online survey was conducted
from February to September 2020, followed by expert interviews
from September to November 2020.

2.1. Materials

As part of the first phase of the HOPEnDIALOGUE project,
the online survey was conducted to emphasize the number of
the of
implementation. For this purpose, a questionnaire consisting of 65

OD-providing services worldwide and extent
items was developed by the HOPEnDialogue research group,
covering different topics (e.g., general information on the facility,
information on the OD service provided and level of fidelity of
OD) (Pocobello et al., 2022). Most of the questions included
single-, multiple-choice and free-text responses. Fidelity to the

principles of OD was measured with 18 items on a 5-point Likert
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scale (“never” — “almost always”), each of which was phrased as a
statement about compliance with an OD-principle to provide a
service (e.g., “The first meeting takes place within 24h after the
request for help”). We translated the original version for the
German survey and added 12 further questions that specifically
related to the German context (e.g., the financial framework
conditions and the reasons for implementation). The survey was
freely accessible and self-administrated using UniPark EFS Survey
(Tivian XI GmbH, Cologne, Germany).

The expert interviews were conducted to gain a deeper
the
implementation and practice of OD within the German health

understanding of what helps and what impedes
care system. The interview guide was developed in four stages
according to Helfferich (Helfferich, 2011). First, some of the
authors (MB, HT, SvP) developed the questions on the object of
the study, incorporating existing knowledge of OD and based on
other models of health services research (Proctor et al., 2009;
Brooks et al., 2011). These questions were then checked for fit and
duplication and discussed with the rest of the research team (KH,
MK, VA). The questions were then sorted and clustered into
thematic interview sections, and a guiding question was
formulated for each of these sections. In this way, the finalized
guide emerged covering three thematic sections: 1. implementation
process and implementation practice in the respective institutions,
2. comparison between the model and the actual implementation
and 3. interests and hopes for maintaining and further developing
the OD services offered. Using the format of an open interview, a
theory-practice comparison was also discussed using a list of OD
principles. The full interview questionnaire can be found in
electronic annex to this publication (Supplementary Table 1).

2.2. Recruitment

The recruitment for both the qualitative and standardized
assessments was done in collaboration with the Open
Dialogue Network in Germany, a self-organized association
of professionals and interested parties who practice Open
Dialogue, offer training and/or are committed to the practice’s
dissemination in Germany (Von Peter et al., 2020). Through
this network, we had a fairly reliable overview of all
institutions in Germany offering OD in their services. This
allowed us to aim for a full survey of 43 inpatient and
outpatient facilities that, to our knowledge, were offering
OD-inspired services at the time of the study. Teams with
individually trained staff members but where OD practices
were not a relevant part of services offered were not included.

To recruit for the online survey, the study was advertised in
advance during the bi-annual meetings of the network and a list
of all potential facilities was compiled. When the study began, an
invitation to participate was sent, asking for completion of the
survey by a team member with leadership responsibility on behalf
of the entire facility or OD-Team. Reminders to participate were
sent again at 3- and 6-week intervals.
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Participants for the expert interviews were also recruited as a
subsample of the survey participants with the greatest possible
heterogeneity in terms of age, gender, profession, professional
experience, and the settings/conditions in which they practice
OD. Staff from institutions where the survey results had showed
extensive implementation practices were included, as well as staff
working in institutions with rather low levels of OD implementation.
The interviews lasted an average of 90 min (range: 55-148 min.).

2.3. Analysis

Survey data were mostly evaluated descriptively. The
characteristics of the facilities partaking were summarized in
absolute and relative frequencies. The degree of implementation
based on the fidelity items was illustrated in relative frequencies
depending on the different response options. An exploratory
analysis of potential differences in the various fidelity items
between facilities with different service focus and funding was
conducted non-parametrically using Mann-Whitney-U-Tests.
The significance level was set at 5% (two-sided).

The qualitative data from the expert interviews were evaluated
using a thematic analysis approach and using MAXQDA Software
(VERBI Software, Berlin, Germany). Categories were formed both
inductively based on the interviewees response material, and
deductively in light of OD principles (Seikkula et al., 2001). Each
transcript was coded twice (by HT and MB) to increase reliability.
Codes were discussed and agreed upon in a subgroup of the
research team (HT, MB, SvP). For the purpose of this publication,
the code tree was revised and adapted (by KH) to select suitable
material that reflects the survey data. As a result, not all categories
are reported in this article. The complete category system is
available from the authors upon request.

3. Results

The survey results are presented first, followed by data from
the expert interviews that provide detailed insight into the specific
challenges and obstacles to implementing OD in Germany.

3.1. Survey data

Out of a total of 43 facilities and teams practicing OD which
were contacted, 41 from almost all of the federal states participated
in the survey (response rate: 76.7%). If more than one team from
one and the same institution were practicing OD under different
framework conditions, they took part as separate teams in the
survey, which occurred in 6 cases. Due to incompletely filled out
questionnaires the data of three OD-teams had to be excluded. In
the end, this resulted in 38 data sets of teams that were included in
the evaluative analysis. Although the overall survey data was
extensive, only the data on the implementation of and fidelity to the
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OD principles that fit the research questions are presented below.
First, the characteristics of the OD institutions are described in
more detail, followed by a description and analysis of the fidelity to
OD principles by these institutions.

3.1.1. Implementation of OD in Germany

Table 1 provides an overview of the structural characteristics
of all the participating institutions: in all cases, the majority of OD
teams were outpatient service providers under public/non-profit
ownership. Half of the teams offer OD under cross-sectoral model
contract funding conditions. Among them, the hospital-based
services, which are mostly responsible for acute treatment in
Germany, offer OD exclusively under these model conditions.
Moreover, in 47% of participating facilities, funding innovations,
such as cross-sectoral model contracts described in the
introduction, were the triggering factor to start the OD
implementation process, which again highlights the importance
of structural preconditions for this to occur.

By the time of the survey, the OD services in the participating
facilities had existed for an average of 6.1years (SD=5.1),

TABLE 1 Characteristics of OD providing facilities/teams in Germany (N=38).

10.3389/fpsyg.2022.1072719

demonstrating rather recent implementation. The time between
the first preparatory work and the first network meeting was 1
year on the average (SD=1.2), showing a rather short
implementation duration. In most cases, the first impulse for
implementation came from the mid-level (30.9%) or senior
management level (54.8%). In a good 45% of the facilities, almost
the entire staff had been trained, but in another 45%, less than half
of the staff received OD-training. The majority of the
OD-practicing employees were social workers and nursing staff
and in 66% of the facilities, peer support workers were members
of the OD team.

3.1.2. Fidelity to OD principles

Figure 1 shows the self-assessed extent of implementation of the
OD principles across all participating teams, as assessed using the
operationalization of the HOPEnDIALOGUE survey (except for one
additional item). 71.1% of the facilities reported that they are rarely
or never able to offer a network meeting within the first 24h, and
44.7% declared that such an offer was not possible within the first
week of treatment. 42.1% of the teams do not regularly offer network

\|
Sector Public/nonprofit 29 76
Private 9 24
Service focus Outpatient 22 58
Inpatient 0 0
Both 16 42
Service integration Stand-alone (versus integrated service) 24 63
Treatment responsibility for catchment area 24 63
Open 24h 14 37
Legal framework (funding) for OD! Cross-sectoral model contracts (§64b, § 140a)* 20 53
Standard care contract 19 50

Trained staff (Almost) all 17 45
Majority 9 24
<50% 17 45

Reasons for implementation' Dissatisfaction with current service 19 50
Strengthening of caregiver support 18 47
Change of funding model 17 45
Practical experience in OD 11 29
Strengthening the psychotherapeutic orientation 11 29
Improving cooperation among colleagues 9 24

Clients’ age’ <18 8 21
18-65 38 100
>65 27 71

'multiple answers possible.

*model contracts” via “model projects” according to §64b, SGB V and “integrated care contracts” according to §140a, SGB V.
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Extent of implementation of the OD principles across all participating teams, self-assessed with the HOPENDIALOGUE survey. *additional item for

the German examination.
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m frequently/always

meetings for all their clients and 26.3% do not provide an entire
treatment process together with the clients and their networks.
Finally, about 50% rarely or never offer their clients more than two
network meetings in total, drawing on an item that had been added
to the survey only at the German research sites.

On the other hand, when network meetings do take place, the
majority of the teams design the meetings according to the needs of
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the participants, both in terms of content (100%) and location
(84.2%). The same applies to the amount (78.9%) and type (92.1%) of
interventions regarding the entire treatment beyond network
meetings. In addition, most of the teams appoint one dedicated staff
member to coordinate the whole treatment process for clients (100%)
and form a consistent team for the entire treatment process (86.8%).
Regarding decision-making processes, 68.4% of the teams try to
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prevent early decisions on the treatment plans and 47.4% tend to
discuss them openly during network meetings.

With regard to a potential interrelation with the financial and
structural framework conditions, there were almost no
statistically significant differences in the estimated fidelity to the
various items on OD principles between facilities with different
funding conditions or between inpatient and outpatient services.
The only difference was that facilities with cross-sectoral model
funding under §64b or §140a SGB V, were able to offer their
clients 3 or more network meetings, i.e., significantly more often
than those without (U=148.5, Z=—-2.298, p<0.02). The same
applies to teams without the treatment responsibility for a
particular catchment area compared to teams with such
responsibility (U=142.5, Z=-2.201, p<0.028).

3.2. Expert interview data

To understand the obstacles and challenges of OD implementation
in more depth, expert interviews were conducted with 16 clinicians
working in OD services in different contexts. The mean age was
49.56years (SD=10.85), and participants had an average work
experience of 21.06 years (SD =10.89). Moreover, they differed in their
occupational groups and working contexts (see Table 2).

To facilitate a comparison between the results of the survey
and the interviews, the obstacles to OD fidelity are presented first
followed by a more comprehensive description of implementation
challenges that are summarized under three levels of complex
systems (macro-, meso- and micro-level) for the sake of clarity.

3.2.1. Obstacles to implementation Fidelity
Different levels of fidelity to OD principles were also evident
in expert interviews. Many participants reported that their teams
offer flexible, continuous and mobile treatment, but this applies
rarely to network meetings or “emergency-related” support:

"There are people who we see for half an hour a week, and
there are people that we visit for two to three hours, three
times a week. But I honestly wouldn't say that is because of
Open Dialogue, but because of the way we work in our
outpatient setting." (participant 9, social worker)

"[...] we ask [the patients] where they want the network meetings
to take place, and most of the time it's at home. Sometimes they
prefer to come to the hospital. And we've also held network

meetings in a café or something." (participant 4, psychiatrist)

Providing immediate help was seen in most cases as
impossible, as the majority of the facilities offer no crisis services
whatsoever. Instead, immediate or initial contact is made possible
within the first 24 h via telephone or emergency hotlines that had
been set up for this purpose. In a few teams, where meeting
personally within 24h was considered possible, this mainly
concerned individuals, as network meetings would hardly
be possible to organize within such a short time frame:
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TABLE 2 Characteristics of respondents interviewed (n=16).

n %] SD
Total 16
Female 11
Age (years) 49.56 10.85
Work experience (years) 21.06 10.89
Profession Nurse 2
Social work/education 6
Psychology 4
Medicine 3
Type of Service! | Outpatient crisis service 7
Residential Care 6
(day) Hospital 5
Legal Cross-sectoral model 9
framework' contract (§64b, § 140a)*
(funding) Standard care contract 9

'multiple answers possible.
*model contracts via “model projects” according to §64b, SGB V and “integrated care
contracts” according to §140a, SGB V.

“We don't provide immediate help, that's not what we offer. I have
already considered offering network talks in crisis situations. But
we haven't managed it yet” (participant 3, social worker)

"Immediate help in case of a crisis, that's already quite a
juggling act [...] especially when our whole day is already filled

with appointments.” (participant 5, psychologist)

Even beyond situations where immediate help would
be needed, many interviewees regarded regular network meetings
as “impossible,” despite the fact that network orientation was seen
by all interviewees as a significant part of their care work:

"We strive for network meetings, but realization is not always
possible or desired.” (participant 14, psychologist)

3.2.2. Challenges at the level of the mental
health care system and policy (macro-level)

At the level of the health care system, a number of “structural
problems” were described that make implementation of OD
difficult. In particular, the fragmented nature of the German
mental health care system results in a situation of numerous and
often blurred treatment responsibilities:

“[...] you have to be careful, if the patient has an outpatient
neurologist, an outpatient psychotherapist, then it is again
difficult [to ensure] that there is no overlap in care”
(participant 11, psychiatrist)

“[If] someone calls [...] I'm not allowed to do anything.
I always have to send them to the local health authority, so
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that they come to us after this control round, so to speak, and
only then I am allowed to [start treatment]. So, this whole
crisis thing only works from the moment the client is already
part of our system.” (participant 12, nurse)

As aresult, reacting quickly in the case of first contact is often
very difficult or impossible, a situation that is also related to
unclear or non-existent funding:

“[...] having a team [...] come within 24 hours [...] is not
possible due to the health care systems and the contracts
we have” (participant 2, social worker)

“A quick response is not possible as we must first clarify the
health insurance’s coverage of the treatment.” (participant 2,

social worker)

Moreover, some financial frameworks only allow for a quite
restricted range of options, instead of providing for needs-
oriented, continuous, and flexible support:

“These two staff members will stay only as long as the
insurance contract lasts. That is only possible for three years”
(participant 2, social worker)

“The contracts we have with the health insurance companies
basically determine how much money we get per client per
year. They change the amounts again and again, which has
lowered payments, and made eligibility criteria higher for
clients. As a result. we were supposed to provide the same
care with less and less money, which made it difficult to say:
“We'll [....] still work in pairs, we'll still go to people's homes,
we'll still have network meetings” That has definitely made it
more difficult for us” (participant 2, social worker)

More concretely, these inadequate financial conditions
result in a lack of resources in time and staff to provide OD
sufficiently with its different aspects. As the German health
care system provides resources only for the treatment of
individuals, involving his or her social network is not covered
by insurance. This also applies to the additional time needed to
organize network meetings and other administrative tasks
related to implementation of the OD approach:

“We do not meet regularly in the patient’s home environment.
We don't have the time for that. We meet too many people
during the day for that” (participant 5, psychologist)

“[...] we only have limited time resources, which [...] makes
it not so easy to design a long-term treatment process.”

(participant 7, nurse)
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“You end up faced with limitations in terms of personnel, of
course. You can't even manage to have a [...] reflective team of
several people there. [...]” (participant 5, psychologist)

[The] “organization is an obstacle [...] we have relatively little
time for the clients [...] there is simply a lot of administrative
stuff to do around it (participant 12, nurse)

Lastly, difficulties with implementing OD were mentioned
that are the result of the health care system’s focus on outcomes
and solutions, instead of processes:

“This goal-orientation, which is prevalent everywhere, means
that we have to formulate goals and then work furiously to
achieve them; this sometimes makes it difficult to remain in
the here and now”” (participant 7, nurse)

3.2.3. Institutional obstacles (meso-level)

Structural deficiencies were also reported at the level of the
individual facilities. Many interviewees expressed their wish for a
more substantial structural integration of OD work across their
various facilities. In their opinion, this would only be possible if
other treatment offers are discontinued and a change of
attitude happens:

“We had to give up some of the old ward structures. Simply to
be able to react more flexibly. Network meetings are quite time
consuming and in order to guarantee we have enough time,
we have reduced the number of treatment groups.” (participant
4, psychiatrist)

“What makes it more difficult are the traditionally designed
structures. [...] there is still little idea that psychiatry can also

be done differently” (participant 16, psychologist)

Accordingly, some interviewees wished for more understanding
of the OD method within the entire institution. They especially
stressed the importance of a sufficient number of trained employees
to ensure that implementation did not fall on too few shoulders:

“It needs a critical mass, which is what I said earlier. It is
always difficult when staff members are alone in the facilities
[...]. At the same time, it is important to bring along the
others who have not done the training, but who need to
know what is going on, so that they do not have the feeling
that this whole story is passing them by.” (participant 1,
psychologist)

In this aspect in mind, the high turnover of employees was
deemed problematic, especially in hospital environments, where
staff continuity is a problem anyway:
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“What continues to be a fundamental problem, of course,
is staffing. In general, [...] there is simply a lot of change
at all levels. A lot of inconstancy. Especially in the nursing
sector, due to shift work, part-time staff, absenteeism.
That is certainly the biggest challenge to create a
minimum amount of continuity” (participant 2,

social worker)

The lack of integration within an institution was also perceived
to be related to a lack of support from the management level. A
greater commitment and understanding coming from this level
was desired in order to facilitate the OD implementation process.
Participants objected to a primarily economic interest on the part
of management, which was reflected in job cuts, among
other things:

“uh, they have always been struggling and, in my opinion, this
was due to the [...] inadequate support by management level.”
(participant 7, nurse)

“It only works when the leaders are on board. They don't have
to undergo the training themselves, [but] they must have
knowledge of Open Dialogue [and] there has to be a
commitment. [..] Part of the implementation must
be top-down.” (participant 1, psychologist)

“There is always the threat of job reduction. I also have the
impression that the hospital management [...] does not look
at what patients need, but only at what they can make
money with. [...] And of course, Open Dialogue suffers
from this, because it is a bit more personal and time-
consuming than just prescribing medication.” (participant
11, psychiatrist)

In the view of many interview participants, cooperation with
providers of other mental health and social services is also
impaired by the lack of financial capacities to include treatment
facilitators from outside of the institution:

“When we organize a network meeting, we ask the client's
psychiatrist to leave her practice and come to our facility and
sit down for two/three hours. On a financial basis, that is
simply impossible” (participant 1, psychologist)

Moreover, too little dissemination of OD in other services
and a lack of communication among practitioners within the
region often lead to low visibility and understanding of
this approach:

“It has certainly made it more difficult that there is no

networking with other institutions that also do this”
(participant 3, social worker)
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“What we would need, is a utopia: broader implementation in
the regional care system, so that others know what we are
talking about when we invite people to a network meeting.”
(participant 1, psychologist)

3.2.4. Individuals’ resistances and reservations
(micro- level)

At the day-to-day work level, participants primarily pointed
to resistances or reservations about the OD approach as a further
obstacle. In some interviews, a degree of “innovation fatigue” due
to the constant introduction of new concepts in psychiatry was
mentioned to explain this:

“New things are always coming onto the market and then they
are hyped to the point of no return, and at some point, they
fall apart and then the next one comes along. That's rather
counterproductive and makes many people skeptical”
(participant 7, nurse)

“I had a conversation with a manager from another facility.
He told me: T have supported so many supposedly promising
projects over the last years and invested so much time in them,
and it has often come to nothing - I don't want to do it

£

anymore” (participant 7, nurse)

For OD novices, the introduction of this approach means
being diverted from previously accustomed practices, like a
one-to-one and solution-oriented approach. Working in treatment
tandems also initially means additional work, raising questions of
its benefits for some of them:

“If you already have this attitude: "I don't have the solution",
then it's not difficult to accept OD as a treatment form. Yet, for
new colleagues, or if you come from a completely different
conceptual background, then this may be difficult and a huge
challenge” (participant 2, social worker)

“Some staff members simply don’t have the mindset to work
according to these principles and find [...] working alone
better” (participant 13, social worker)

“[...] they often find it too complicated to work in a tandem.
[...] asking the question: first of all, it requires a lot of time
and what is the benefit?” (participant 1, psychologist)

Moreover, the shift to a dialogical way of dealing with different
opinions and decisions may challenge previous, long-existing
attitudes and behaviors. For example, the change of attitude from
“talking about” to “talking with” was reported to cause great
difficulties for many colleagues:
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“The temptation to return to old behavior patterns and follow
an idea in your own head and to pursue that, instead of asking
in a more open way, is sometimes difficult” (participant 13,
social worker)

“[...] due to reasons of time and probably also habit,
I exchange information with the physician in charge far too
often, without having the patient next to me”” (participant 6,

psychiatrist)

Going into more depth, handling of responsibility was
perceived to be a challenge. On the one hand, it is difficult for
many staff members to leave the responsibility for some decisions
up to the network. On the other hand, the OD approach requires
taking on more responsibility than was previously the case or
even desired:

“[...] when do we want to meet again next time? And when
the patient answered, "in about three months or so", this
seriously perturbed certain staff members who had great
difficulty to accept not having contact for so long, and they
first had to develop trust in the patient's resources”
(participant 7, nurse)

“And then there are people who feel more secure in their work
in an inpatient context, because there are still colleagues to
back them up, because they know they can hand over [the
responsibility] and there is someone there to take it on”

(participant 5, psychologist)

In extreme cases, these reservations played out as quite frankly
expressed utterances of professional competition among
colleagues from different professions or working for other
service providers:

“We had extreme problems at the beginning, there was really
a lot of competition. Maybe because many doctors are used to
being the practitioner and deciding about the treatment of the
person of concern. That was really difficult at the beginning.
There were doctors who said that if the patient let us
accompany him, then they would stop treating him or her as
a patient”” (participant 2, social worker)

“Resentment always, definitely. Most of all, by the way, with
the medical profession, when you suddenly start wanting to
have your say, so to speak”” (participant 12, nurse)

“Others have said, "We've always kind of done it this way.
We don't need to deal with that." Or some have said: "We can't
do that"”
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Given these reservations, it is interesting to note that some of
the interviewees found that rolling out OD in too short of a
timeframe or with an overly radical desire for change represented
additional obstacles promoting reservations from the outside:

“At the beginning, I thought: we'll change to network meetings
and not allow for any other forms of treatment anymore. That
is, of course, nonsense. That can lead to people saying at some
point: "We're not going to do anything anymore. Because the

goal is too big. [...] you can also only start with single aspects"’
(participant 3, social worker)

“If you didn't call it Open Dialogue all the time, if you didn't
sell it as the miracle concept from Finland, so to say, it would
not scare people off so much [..]” (participant 16,

psychologist)

Finally, it appeared in various interviews that a high level of
individual commitment is required for successful OD
implementation. This factor, in addition to the many obstacles
described above led to frustration among some participants:

“But this attitude is just not there yet. It's hard, you have to
repeat it again and again and bring it in. It gets tiring over time
if it always comes from me and there is little initiative from the
others to educate themselves and try something out”
(participant 11, psychiatrist)

4. Discussion

This article is the first to examine the spread and extent of OD
implementation in Germany, together with the challenges and
obstacles involved. Overall, the results of the survey demonstrated
that a large number of facilities within various care contexts have
implemented certain elements of OD. At the same time, the full
set of OD principles was not simple to implement, which
especially applies to the principles “immediate help in case of
crisis” and “network perspective;” which are currently only
implemented on a regular basis by a few teams in Germany.
Instead, mobile, flexible, and continuous support is implemented
more consistently over time, as shown by the survey results,
whereas the expert interviews demonstrated challenges in this
regard as well.

Overall, the grade of implementation of OD structural
principles was far lower than implementation of therapeutic
principles. Presumably, this was mainly due to contextual
contingencies, as expert interviews revealed that the teams
investigated did their best to implement the OD principles as fully
as possible under the conditions of their respective service
structure and the German health care system. These efforts
resulted in the achievement that, in international comparison,
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Germany has the highest number of teams practicing OD to
be found, as described in the global HOPEnDIALOGUE survey
(Pocobello et al., 2022). On the other hand, the mental health
structures in which the German OD-teams operate are
significantly more stand-alone services than the OD-teams of
other countries and report significantly less often to provide the
OD principles: “Immediate help,” “
Uncertainty” and “Dialogue” (ibid). Thus, the high number of
treated with

Social Network,” Tolerate

services must be caution, as

providing
discussed below.

4.1. Contextualization of findings in
relation to the German mental health
care system

Of all participating teams, 42.1% do not offer network
meetings on a regular basis for every client and only about 50%
offer not more than two network meetings in total for every
client. This situation is even more regrettable as network
meetings are the central instrument of the OD approach.
Likewise, immediate help with a network meeting within 24h
appears to be equally important to achieve desired OD outcomes.
Therefore, the overall lack of implementation of this OD
principle in Germany for 71.1% of the facilities surveyed may
be considered rather problematic.

At the same time, there was a very simple explanation for
these results, given the structural contexts of most of the
participating services: Only 37% were open 24h a day and 58%
were outpatient services - which in Germany are usually not
responsible for crisis care. In more detail, the contract terms of the
integrated care services according to §140a (see above) required
that clients were first contacted by their health insurances and had
to enroll themselves after a further clarification process. This
enrollment process was clearly too long for situations, in which
immediate help to people in crises was needed. Thus, the included
clients usually were not in a crisis state at the beginning of OD
support. To give another example, practicing OD in the context of
residential care usually meant that therapeutic relationships had
been existing for longer times, sometimes years, so that the search
for facilitators still unknown to the network often took some time,
which is usually not available in the case of an acute crisis. In these
cases, further, a social network first had to be activated, which
again took time, before a network meeting could take place.

On the other hand, it should not be underestimated that a
large part of the teams attempted to provide a needs-oriented and
flexible support. The majority stated that the content (100%) and
location (84.2%) of network meetings as well as the type (92.1%)
and extent (78.9%) of further interventions were aligned as closely
as possible to the needs of the clients. Conversely, in our view, this
finding also confirms the structural dependence of the
implementation possibilities of OD in Germany: Since these
elements can be more easily adapted to existing structures and
concepts of the German mental health care system, flexibility and
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mobility were usually indicated to be part of the routine care of
the participating centers.

Altogether, the fragmented und institutionalized conditions
of the German health care system indeed seem to hinder a
comprehensive implementation of the OD principles.
Accordingly, as mentioned before, the extent of implementation
of OD in different countries and contexts is highly dependent,
among other things, on the health care system (Buus et al., 2021).
In its original development, the full implementation of the OD
approach requires a distinct set of structural changes over several
years (Haarakangas et al., 2007). In contrast, in our study, the
average time between the first preparatory measure and the
provision of the first network meeting was 1 year. And often, the
implementation was not supported by the entire institution or
even the leadership, as was clearly evident in the interviews. Thus,
without a sufficient structural basis, a high number of OD teams
in Germany must be presumed to depend largely on individual
commitment, which was also addressed in some of the interviews.
Such a bottom-up implementation of OD may lead to gradual
adaptation of clinical practice but cannot provide a sufficient
basis for a full change of existing structures and practices, as
discussed earlier (Buus et al., 2021). Thus, it is understandable
that the need for top-down implementation was emphasized in
some interviews.

4.1.1 Legal and financial constraints

Regarding the legal conditions, half of the German OD teams
were providing services under cross-sectoral model contracts
according to §64b or §140a treatment conditions at the time of the
survey. The results also revealed that the majority of OD
implementation processes were preceded by introduction of one
of these funding conditions in almost half of the survey cases,
either triggering it or making it possible in the first place.
Moreover, a detailed analysis demonstrated that the item “more
than three network meetings per client” was shown to
be significantly associated only to those institutions using cross-
sectoral model funding, indicating a greater scope for a need-
adapted support within these contracts. Thus, as expected, cross-
sectoral model conditions do seem to have opened possibilities for
implementing OD and a more flexible form of care. At the same
time, as described before, those contracts include restrictions in
terms of accessibility and duration available for the treatments
offered and thus are not suited to secure stable and continuous
treatment, as recurrently emphasized in the expert interviews of
our study.

As a particularly dramatic example, an impressive network
of OD services had been built up in Berlin and elsewhere
(Mueller-Stierlin et al., 2017), in which multi-disciplinary
teams offered crisis and assertive forms of home treatment to
prevent hospitalizations on the basis of an integrated care
contract (according to §140a SGB V). Yet the contract was
signed only by one large and some singular regional insurance
companies, denying access to patients of the roughly 140 other
insurance companies. Furthermore, in 2021, most of the
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contracts were canceled, after years of gradual cutbacks with
the result that the providers participating were forced to stop
their OD services, after having acquired valuable (and
expensive) expertise for years and mostly without being able to
offer adequate alternatives to their clients. Thus, OD projects
under cross-sectoral model conditions (§64b and §140a, SGB
V) usually have a limited funding duration even if their results
would often justify a transfer to standard care.

In our view, the wider context for this situation is the
increasing economization of the (German) (mental) health care
system, leading to a significant cutback of jobs, as well as the use
of selective contracts covering expenses only for brief treatment
periods or short-term interventions, as mentioned frequently in
most of the interviews. Fittingly, inadequate funding structures
and lack of resources are a common obstacle to the adequate
implementation of OD approaches (Buus et al., 2021), which were
also mentioned several times in our expert interviews. This trend
seems to be spreading ever further in Germany, pointing to the
lack of the political will to change it - or as one of our interview
partners framed it: “OD must be politically desired. But this kind
of work has no lobbies behind it. They [cannot] make any profit
out of it. [...] Because our capitalist system has no interest in it”
(participant 1, psychologist). Inversely, health economic analyzes
indicate that most of Germany’s financial resources are spent for
inpatient treatment and outpatient drug prescriptions while only
a small part of the mental health care budget is spent on outpatient
services (Heider et al., 2009; Salize et al., 2009). Thus, it could
be expected that the German mental healthcare system could
be significantly improved by shifting resources from inpatient to
outpatient care. Yet, legal regulations applicable to health care
financing, as well as organizational issues, represent major barriers
against this shift from inpatient to outpatient as well as from
medical to psychosocial services (Bauer et al., 2016).

4.2. Is it structure — Or is it attitude?

At the same time, both the survey and interview data made
clear that certain OD elements were implemented despite the
limiting structural conditions under different funding contracts,
demonstrating that an extensive restructuring of mental health
care conditions may not be a sine qua non for the implementation
of all principles. Conversely, even if a team was funded according
to the more flexible cross-sectoral model contracts, this did not
necessarily guarantee that a great extent of implementation of (all)
OD principles had been achieved, indicating that there must
be other reasons than the health care context to explain for
this shortcoming.

The reasons for this finding relate to obstacles on different
levels. For example, expert interviews revealed various
obstacles both on a meso- and micro-level, such as a lack of
support from the senior or executive management. Thus, as
shown in results from other studies, it may be argued that the
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implementation of OD inevitably leads to challenges and can
only succeed through an adaptive and committed leadership
(Lennon et al., 2022) and organizational change management
processes (Buus et al., 2021).

On the other hand, in terms of implementation, not only the
structural principles’ implementation seemed to depend on an
upstream change of the health care context, but also certain
therapeutic principles may depend on structural conditions for
their (full) implementation. For instance, “asking open questions”
or “tolerance of uncertainty” (instead of seeking quick solutions)
may require more time, which in the end means resources. This
may explain why only about two-thirds of the institutions
participating in the survey try to prevent early decisions or tend
to discuss them openly during network meetings.

Other therapeutic principles seem to be less structurally
dependent, but they primarily require a change of attitude to
be implemented: for example, discussions about the clients and
networks in their presence were reported by only 47.4% of the
participants to be applied at their institution regularly. Supported
by the interview data and other studies (Dawson et al., 2019; Tribe
etal, 2019), this leads to the hypothesis that in addition to the lack
of adequate structural conditions, barriers for implementation can
also be found in the attitudes of individual staff members or an
institutional culture as a whole, caused by personal doubts or
resistances, when an OD principle challenges previous treatment
routines or approaches.

4.3. Why do we need fidelity?

The significant impact of attitude and the required change of
culture mentioned leads to the question of what actually
constitutes the OD approach and at what point an implementation
can no longer qualify as “Open Dialogue”” It has been argued that
clear, transparent, and accepted criteria of fidelity are important
to ensure and monitor sufficient implementation (Waters et al.,
2021). If and how the OD approach is implemented or not, should
not depend on personal decisions or tastes but requires clarity,
consistency, and careful implementation of principles to ensure
good quality care for clients and their networks, as well as to
facilitate further research on the outcomes of OD.

To pursue this goal, a set of clear and communicable criteria
is needed to analyze the extent to which this approach has been
delivered and the quality level (Waters et al., 2021). Such a set is
also needed for various reasons: first, to allow for communication
on this topic among members of the OD community and
externally, second to facilitate the transferability and translation
of this approach in various contexts, and third to reduce harmful
processes with definitional power regarding the “real nature of
OD” (Von Peter et al., 2022).

At the same time, finding adequate fidelity criteria for the
OD approach looks like quite a complex task. The inbuilt
principles of openness, need-adaption and flexibility make
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distinct definitions challenging (Waters et al., 2021) without
devaluing these core elements. Thus, there could be a risk of
ruining the very foundations of the approach if fidelity
criteria are too strict or normative, thereby potentially
obstructing helpful variances of the OD approach for users
and caregivers. It is useful to present one example of these
variances. As a creative response to the structural constraints
limiting full implementation of the OD approach in Germany,
a variety of modified versions have been developed. For
example, the so-called treatment conference has been
developed on an acute care unit to replace the traditional,
rather top-down senior physician’s rounds in such a way that
allowed for a connection and transition to the newly
introduced dialogical network meetings (Aderhold et al.,
2010). These conferences are applied in some hospital
departments today allowing for more dialogue and reflections
among the team in the presence of the patient to provide for
feedback to the patients of concern and request their response
with or without additional practice of network meetings
which is justified with lack of time.

These and other, certainly worldwide existing variants of the
OD approach would not qualify as OD or would likely not have
been developed in the first place, if too narrow of a focus on a
definite set of fidelity criteria takes precedence over the nature or
quality of the OD implementation process. Thus, fidelity criteria
should make it possible to talk more clearly about the framework
conditions, processes, and extent of implementation, but should
not restrict the range of possible OD practices.

Even more importantly, the (non-)implementation of any of
the OD practices or respect of fidelity criteria cannot measure
users and carers’ experiences of an OD service. Given the current
lack of adequate studies that confirm the causalities between OD
fidelity and outcomes, we must be cautious about drawing overly
narrow conclusions on this issue. Hopefully, the ODDESSI trial
will shed some light on this question (Pilling et al., 2022), but even
if it does, this will not make it possible to define these associations
authoritatively in a particular clinical situation. In this respect, a
plurality of “evidence” could be useful in our opinion, challenging
the evidence-based medicine hierarchy of knowledge and bringing
to the fore the highly important narrative evidence that has been
produced since the beginning of OD development, largely
contributing to its current shape and effectiveness.

It remains to be seen if better terminology to differentiate and
communicate the differences in implementation and variances of
the OD approach is needed for these purposes. While collaborating
on this publication, we experimented with various terms, such as
“OD-oriented” or “-inspired” services, or “dialogical networking,”
also inspired by similar discussions in relation to Soteria services
that use a corresponding fidelity scale to clearly differentiate
grades of implementation. However, we decided not to use these
terms in the end here, as each of them would require a more
extensive discussion, with other authors in addition to our
research team, to determine what counts as “full” or “minor”
OD implementation.
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4.4, Limitations

The limitations of the survey relate to the questions used, as
they were not based on a validated questionnaire, thus limiting
the accuracy of the results. It should also be noted that the survey
data collected were exclusively self-reported, which also affects
the validity of the results. Moreover, the responses for each team
were always gathered by one person and it was not possible to
check whether the responses were coordinated with all of their
team members. In this respect, the survey results should
be understood as an approximation and not as a precise picture
of the OD care landscape in Germany. On the other hand, a
distortion of the data in the sense of social desirability would, in
our view, be expected above all in the levels of implementation of
the fidelity criteria. It was precisely here that the results were
particularly sobering.

The limitations of our qualitative study first came from the
limited number of expert interviews. As a result, this aspect of the
study suffered from the shortcoming that it did not involve one
representative of each participating institution of the survey study.
Due to the restriction of resources, it was not possible to include
a larger number of interview partners. However, during data
analysis, we recognized a sufficient saturation of the material, with
similar themes repeating again and again over the course of all
interviews, making the approximations based on comprehensive
results. This article focuses on the topic of implementation
challenges and obstacles, rather than a discussion of possible
solutions for them, including those mentioned in interviews. The
goal of this sub-study, however, was to understand these challenges
in depth, which might not have been possible if also discussing the
possible ways out.

5. Conclusion

Despite various structural and other barriers, a large number
of teams, working in the field of psychosocial and psychiatric care
in Germany, apply OD related elements in their treatment
approach. As shown, OD is not implemented to its full extent in
each of the institutions surveyed. This has led to the suggestion to
start a broad discussion among OD researchers, practitioners and
clients to develop a more refined terminology to define and
communicate variants of OD implementation, involving terms
such as “OD-oriented” or “OD-inspired” services. This article has
made it clear that more extensive implementation of the OD
approach in Germany, as maybe elsewhere, is prevented mainly by
the conditions of the health care system. This is even more
worrisome, as community-based, flexible, and needs-oriented
forms of psychosocial care are strongly recommended by many
guidelines today, regardless of the OD approach (Giihne et al,
2018; WHO, 2021).

During the production of this article, the authors, as OD
trainers and practitioners who are attached to this approach,
frequently oscillated between appreciation for what the German
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teams had made possible despite the prevailing adverse health care
conditions and disillusionment seeing how in certain cases, OD
principles were implemented in a rudimentary way. Yet, these
feelings of ambivalence may also apply to other health care sectors
too, the implementation of the OD approach usually being
dependent on significant adaptations of the health care context
(Buus et al., 2021). Finally, this article was not designed to provide
information on the outcomes of the services involved on the
experiences of the users and caregivers benefiting from OD. These
additional aspects must be covered via a subsequent study to
record and analyze the effectiveness of OD services in Germany.
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