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Current approaches to the treatment of non-affective psychosis include elements 
of mentalization-based treatment and the potential in enhancing mentalizing 
capacity in this patient group has been widely emphasized. This article presents 
the “psychotic identity dilemma”, a concept by Stavros Mentzos, and a therapeutic 
approach considering this concept as a valuable complementary addition to these 
treatments. The idea of a dilemma between closeness and distance, which in 
itself cannot be represented mentally at first, helps to respond to specific needs of 
patients with psychotic disorders by placing the treatment focus on fundamental 
interpersonal processes. Following this train of thought, this article attempts 
to shed light on the importance of the “real relationship” between therapist 
and patient as well as the exploration of the “here and now”, especially at the 
beginning of psychotherapeutic treatment. Two treatment modes are suggested, 
one characterized by the experience of interpersonality within the therapeutic 
relationship and a second one characterized by the reflection of interpersonal 
phenomena. These modes are framed by Stavros Mentzos’ concept of an identity 
dilemma. We  describe how mentalizing first needs to be  addressed implicitly 
in a tolerable, exemplary relationship in which closeness and distance are 
regulated based on the therapist’s countertransference, then explicitly. A series 
of interventions are described, which allow for moments of shared attention, 
promote intentionality and contingency and, later in the course of therapy, help 
to integrate experiences into narratives.
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Introduction

Because of their clinical relevance and empirical evidence (1), mentalization-based 
treatments have received a lot of attention in recent decades. While mentalization-based therapy 
(MBT) was initially designed for the psychodynamic treatment of personality disorders (2), 
nowadays mentalization-based approaches have found their way into the treatment of other 
disorders including psychosis (3, 4). Mentalizing is not easily differentiated from neighboring 
concepts. In fact, it empirically overlaps with concepts such as synthetic metacognition (5–7), 
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which describes the ability to reflect on oneself and others (in terms 
of cognition, emotions and intentions) and to integrate this mental 
knowledge into increasingly complex narratives (of self and others) (8, 
9). In contrast to mentalizing, the concept of synthetic metacognition 
does not offer an explanation as to how the respective abilities form in 
childhood. It is therefore considered as a rather descriptive approach, 
which can be  complemented by mentalization theory (10). 
Metacognitive deficits have been found to explain many characteristic 
features of patients with schizophrenia, such as misattributions of 
others’ mental states (11), lack of self-reflection (12), or difficulties in 
establishing a trusting therapeutic relationship (13), to name a few. 
They have also been found to be positively associated with functioning 
and psychopathology in this patient group (14).

As a result, various psychotherapeutic approaches aim to promote 
mentalizing or metacognition; both direct adaptations of MBT (3, 4, 
15, 16) and further approaches (17–20). We aim to critically reflect on 
how specific they are with regard to psychosis. What distinguishes 
people with schizophrenia from other patients experiencing psychotic 
symptoms, e.g., in the context of post-traumatic stress or severe 
impairments of personality function? How can the therapeutic 
approach be refined and even better adapted to the needs of patients 
with “primary” psychoses? Especially in the initial phase of treatment; 
how can the difficulty to engage patients and their often critical 
ambivalence toward treatment be conceptualized and managed?

In the search for the specific, subjective experience of people 
suffering from “primary” psychotic disorders, the phenomenological 
view has contributed significantly to the understanding of psychosis 
as a disorder of the self (21, 22). An elementary (implicit) perception 
of the self is a prerequisite for all experience, called “ipseity” (23) or 
“minimal self ” (24). In psychosis, this self-evidence of perceiving, 
being, and interacting in an environment as well as temporal 
orientation can get lost (22, 25, 26). The weakening of the pre-reflective 
sense of self can lead to profound experiences of alienation in relation 
to one’s own physical or mental processes, but also in relation to 
interactions with the environment. This includes, in particular, a loss 
of interpersonal resonance, i.e., the ability to intuitively attune to an 
interaction partner. Bodily and emotional attunement processes based 
on pre-reflexive knowledge, also described as intercorporeality (27), 
are altered during psychosis; schizophrenia has therefore also been 
described as a disembodiment disorder (28, 29).

According to one strand of psychodynamic thinking, the 
difficulties of people with psychosis in regulating interpersonal 
relationships are due to an inability to integrate the unconscious 
motivational themes of autonomy and dependence, which are 
considered foreclosed, but not repressed. Foreclosure in this sense is 
a form of defense that makes any representation impossible, in 
contrast to repression, where preconscious representations exist and 
contradictory motives are in principle accessible (30). This 
incompatibility of autonomy and dependence as the core of 
vulnerability for psychosis has been associated with a weakening of 
“ego-boundaries” in both classical writings and contemporary 
research (31–35). It has also been associated with changes in the 
constitution of the self [for a summary see Lempa et  al. (17)]. 
We would therefore like to introduce the “psychotic identity dilemma”, 
a concept by Mentzos (36), as the key concept of this article. When 
considering this concept, it is necessary to focus primarily on implicit 
techniques at the beginning of treatment. We postulate that this focus, 
which is implemented rather intuitively by many therapists, is an 

“active agent” in the successful treatment of psychosis. The specificity 
of implicit (versus explicit) mentalizing has already been emphasized 
in recent work (37). In the case of psychosis, we argue that patients 
can only improve on first implicit and then explicit mentalizing when 
the patient’s dilemmatic formation of relationship is addressed 
in therapy.

Psychotic identity dilemma

The psychotic identity dilemma (36, 38) builds on the ideas of 
earlier psychoanalysts that a field of tension exists between need and 
fear (39), autonomy and dependence (33) or between symbiotic and 
separate states of self (34). This dilemma is defined by an existential 
intrapsychic polarity between self-related and other-related 
tendencies, between closeness and distance, autism and fusion. 
Mentzos postulates that both biological and biographical factors may 
contribute to an individual’s difficulty to reconcile or integrate these 
tendencies (40). This results in a permanent unconscious tension, 
which is assumed to form a predisposition for psychosis. An affected 
individual is – unconsciously – tossed back and forth between trying 
to enter into relationships (with the risk of dissolving ego-boundaries) 
and trying to gain an identity as a person (with the risk of losing 
contact with a necessary “Thou”) – both options pose an existential 
threat. Since the dilemma is thought to form in a developmental phase 
dominated by pre-symbolic processes, it cannot be  represented 
mentally, and thus cannot become the subject of explicit reflection or 
interpretation. The challenge of a “dilemmatic” psychic structure in 
interpersonal situations that require an integration of these polarities 
can cause existential fears in the patient, which in turn can elicit strong 
emotions in any person interacting with the patient.

Mentzos’ concept has been incorporated as a central theory in a 
recent modification of psychodynamic psychotherapy for people with 
schizophrenia (MPP-S; 17). Here, a distinction was made between the 
role of the dilemma as a predisposition for psychosis and its 
actualization in acute phases of the disorder. The dilemma may remain 
a latent vulnerability as long as compensation of tension is possible, 
e.g., through autistic withdrawal or through self-sacrifice by over-
adaptation in a “symbiotic relationship.” However, if the structural 
possibilities of regulation are overstrained, as for example in “threshold 
situations” (e.g., moving out of the parental home), a further 
breakdown of the integrative capacities of the ego occurs. A solution 
to the dilemmatic situation comes at a cost of a psychotic loss of 
shared reality (38).

Mentzos emphasizes the compensatory character of psychotic 
symptoms and speaks of defense mechanisms that relate to the 
underlying dilemma. In this understanding, symptom formation 
is conceived as a functional attempt to maintain an – albeit 
distorted – connection to the social world and to protect the 
boundaries between self and others. It cannot be  equated with 
defense mechanisms of a mature mental apparatus, since the 
dilemma itself cannot be  represented and both poles of  
the dilemma are existentially threatening. However, such a 
conceptualization helps to understand and acknowledge an 
interpersonal “function” of symptoms. In persecutory delusion, for 
example, the proximity to the persecutor can be secured, but the 
persecutor never becomes too threatening because close contact is 
avoided due to fear and suspiciousness (41). From Mentzos’ 
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viewpoint (40), specific therapeutic interventions can be derived 
that address the underlying problem in order to reduce symptoms 
(by promoting “constructive” closeness versus distance) and that 
– at least initially – do not rely on verbal-explicit reflection 
and interpretation.

Taking Mentzos’ dilemma into account may help to prevent the 
actualization of an acute dilemma, and thus acute exacerbation of 
psychosis, patient’s withdrawal or other negative sequelae. Allowing 
for an exemplary, model experience of a tolerable, non-overwhelming, 
but real and committed “I-Thou” relationship (42) is the main goal of 
the initial stage of psychodynamic psychotherapy. Symptoms are 
regarded as an expression of the identity dilemma and are treated on 
the premise that they will no longer be necessary once the dilemma 
is defused.

“Dilemma-sensitive” regulation of the 
relationship

It is to Mentzos’ credit that he has emphasized the importance of 
a “real” relationship and thus the importance of implicit coordination 
processes between patient and therapist (38). Conceptually, the 
dilemma is assumed to emerge in early developmental phases in 
which the so-called implicit knowledge about relationships is shaped 
(43, 44). Fine-tuned interactions between mother and child are 
embodied and form the basis for later interpersonal interactions. This 
knowledge is pre-reflexive, i.e., without mental representation, but 
operates unconsciously into adulthood when people interact with 
others. The quality of shared experience is crucial for development, 
though it cannot be abstracted into words. The treatment of psychosis 
is based on this idea. Since there is no symbolization for an 
interpersonal dilemma and no possibility to reflect on it, fundamental 
processes need to mature and the dilemma needs to be defused in a 
reasonable period of time before representation becomes possible (44, 
p.  224). To defuse the dilemma, the therapist’s focus is on the 
therapeutic relationship and shared experiences in the here and now. 
The aim is to create moments of constructive closeness and 
constructive distance that reduce interpersonal anxiety, by using 
implicit techniques.

By “moving along” (44, 45), therapist and patient aim to (re)gain 
the ability of experiencing, perceiving reality with the ego intact. The 
therapist’s focus is always on the intersubjective field; an intrinsic need 
for contact is the basic premise of a therapeutic situation and makes 
the shared experience so meaningful. However, the explicit focus of 
the session can often lie on a physical “third,” and intersubjective 
topics might be  largely avoided. Talking about basic topics might 
be  necessary to reduce interpersonal fear and set the stage for a 
relationship. By welcoming any issue the patient brings in and by 
cautiously encouraging a joint, careful exploration of thoughts and 
feelings as well as details, context or implications, the shared reflective 
space can be  gradually largened. Through many small implicit 
regulative circles the intersubjective field is constantly shaped and at 
best enlarged. “Moving along” is by definition an implicit process, but 
one that opens up directions that can later be  explored explicitly. 
However, it is crucial that the therapist avoids actualizing the dilemma, 
by on the one hand, asking too demanding questions (being too 
intrusive) or, on the other hand, by not showing any curiosity (being 
too absent).

Stern (44, 46) described so-called “now-moments” that occur 
unexpectedly and mark an interruption in the moving along within a 
therapeutic process [“nonlinear jumps” (46, p. 304)]. An interpersonal 
encounter happens with a strong affective quality–dealing with it 
“authentically” and constructively, i.e., in our understanding 
mitigating the high tension of the contact and still maintaining a 
connection, can lead to so-called “moments of meeting” that change 
the relationship in a lasting way. This change represents a new state of 
intersubjectivity. Two separate individuals meet, pause, and continue 
down a (changed) path. Repeated “moments of meetings” expand the 
interpersonal field and alter implicit relational knowing. In terms of 
Mentzos’ dilemma, these encounters can lead to the experience of a 
new kind of relationship, a “rewriting” of the past: this means that a 
separate identity and a relationship do not have to be  mutually 
exclusive. Such moments do not need to be interpreted or verbalized 
to be effective; rather, they run the risk of being truncated by this and 
not pertaining to real experience. They should be experienced in “real 
time” (44, p. 226).

Implicit techniques to promote 
mentalizing

Although the promotion of mentalizing in psychotherapy has its 
roots in developmental psychology, it has traditionally been 
understood as aimed at developing explicit, conscious reflection on 
the mental states of the self and others. Recently, representationalist 
accounts of social cognition that focus on theory- or simulation-based 
third-person perspectives have been complemented by enactivist, 
interaction-based or embodied mentalization approaches. Since the 
psychotic dilemma is a non-representable state, thinking about 
mentalizing needs to be extended to its embodied forms (47–49).

Observing the melody of speech and the rhythm of turn-taking, 
as well as carefully encouraging kinaesthetic interactions and thus 
emotions, can help build “primordial empathy” (50). Eye contact, 
mimic expression, and body posture can be synchronized in a very 
cautious (and mostly intuitive) way, bearing in mind that resonance 
can indicate interpersonal closeness, but can also become threatening. 
Any intrusiveness as well as empathic “overexcitement” should 
be avoided, especially in the case of aversive emotions, as they can 
limit the ability to mentalize and increases (interpersonal) distress. 
The therapist can use interruptions in synchrony and bring about 
subtle changes in voice to mark distance and regulate potential 
dilemmatic escalations. In addition to promoting shared experiences 
and synchrony, working on “ego-boundaries” or demarcations is 
equally important. The therapist may casually mark “like me” or “other 
than me” situations. Intentional acts of the patient as such should 
be appreciated and not be discouraged.

The main goal in the initial phase of treatment is to create a 
tolerable “real relationship” (45) between therapist and patient that 
will serve as an example for later relationships. This basically means 
reacting to the underlying dynamics of an (assumed) dilemma. 
Therefore, the therapist should regulate the “appropriate dose” of 
interpersonal contact and the “emotional temperature” during 
sessions. This can be done by asking for feedback directly, but also by 
adjusting the speaking time and allowing for changes in session 
frequency and duration. It is important for the therapist to become 
visible as a dialogical “Thou” with their own perspective and mental 
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processes, not hiding behind expert knowledge or a 
particular technique.

Bion (51) introduced the term “negative capabilities” to describe 
the therapist’s ability to endure doubt, paradox, confusion, or 
misunderstanding, and to resist the urge to end this state of not 
knowing too quickly by placing it in interpretive terms or diagnostic 
categories. This leads to an open, authentic attitude, as it is also known 
from MBT. With regard to Mentzos’ dilemma, however, each 
therapeutic action is examined for its potential to mitigate or reactivate 
the dilemma – it may then be a matter of taking a step back accordingly 
(17). This may apply to various interpersonal constellations: some 
patients avoid contact and tend to withdraw or strongly control the 
conversation and negate the therapist’s existence, while others rather 
adapt and virtually disappear in the presence of another person.

In acute psychosis, patient and therapist may turn to something 
“third” (e.g., an everyday occurrence, a hobby, or an external stimulus) 
to alleviate the interpersonal tension. For this purpose, it can for 
example be helpful to actually go for a walk together and talk about 
what you see. Thus, joint attention, the turning to something third, 
takes place dialogically and physically. It can also be helpful to respond 
in a “dialogue of action” (52). This involves responding adequately 
through actions to the other person, who has limited access to verbal 
representations during psychosis. The therapist attempts to interpret 
the patient’s actions and forms hypotheses about their origins that are 
not yet communicable. By acting in a reflective, “responding” manner, 
escalations are avoided and communication remains possible.

In the developing relationship, mentalization is encouraged as one 
“moves along” (44, 45). Emotions are addressed and reflected when it 
seems possible on an interpersonal level. Therapists can also help by 
vicariously providing their own emotional perspective. Some 
emotions appear to have been discarded in the process of psychotic 
symptom formation; these are kept in mind by the therapist as a 
vanishing point while work is done on the structural capacities to 
experience and regulate emotions. Implicit work is thus constantly 
interwoven with explicit interventions. It should be noted that implicit 
interactions can only partly be regarded as conscious actions of the 
therapist. Reflection on countertransference or action dialogs can in 
many cases only take place retrospectively, but represents the 
therapist’s main instrument for creating favorable conditions for 
developments of the (body) ego organization.

Ideally, there is a second phase of therapy that focuses on 
clarifying, interpretive, and confrontational elements of therapy 
through so-called explicit techniques. An increasingly reflexive 
approach serves the goal of gradually integrating the experience into 
one’s own life narrative. This includes reflecting on the causes and 
conditions of psychosis, exploring its subjective meanings, focusing 
on the feelings that arise in the therapeutic relationship, and noticing 
and grieving negative experiences. Building narratives and integrating 
essential experiences into one’s biography and self-concept is an 
essential aspect of every psychotherapy. However, this process requires 
abilities such as decentration and introspection, which are not always 
accessible for people with psychosis. They may be  impaired in 
situations of high arousal or during acute psychosis or may be limited 
to certain areas of functioning.

The ability to mentalize should be continuously assessed by the 
therapist, as should the patient’s tolerance of interpersonal 
relationships. We argue that an underlying identity dilemma threatens 
these premises and must first be addressed and mitigated. Only then 
it becomes possible to intervene explicitly and reflexively. However, 

focusing a dynamic regulation of closeness versus distance is always 
relevant and comes to the fore when the dilemma is very present and 
causes strong anxiety in the patient. Reactivations of dilemmatic 
experiences are also possible at later stages of treatment or are 
confined to particular spheres of life. A sequence of two strictly 
separated phases is therefore ideal-typical. In reality, therapists should 
always be  sensitive and resort to work with the implicit when 
necessary. A high degree of flexibility is required to alternate between 
both modes at the patient’s pace, guided by their countertransference.

Countertransference

Countertransference or co-transference (53, 54) can have an 
existential quality in the case of psychosis. For example, the patient’s 
psychotic anxiety may evoke a strong response in the therapist, which, 
if not adequately reflected upon, may produce unbalanced or even 
harmful reactions. Reflecting on strong and diffuse feelings in response 
to a person facing the existential threat of losing their identity, can help 
to understand the patients’ tendencies to avoid or to control the 
interaction or to defend themselves. When dilemmatic fears are not 
explicitly perceived, acknowledged and reflected upon, therapists might 
unconsciously react inappropriately. They might take all responsibility, 
give inappropriate personal information, or – on the other hand – 
become “too technical” and leave the patient to their own devices [for 
an overview see (17, p. 92ff)]. Another manifestation of the dilemma 
(in countertransference) can be extreme subtlety or cautiousness or 
even a desire for fusion and symbiosis in the therapist (55). Sometimes 
therapists may experience unusual somatic reactions during sessions. 
Lombardi (56) introduced the term “somatic countertransference” as 
an indication of mind–body dissociation in the patient, the presence of 
“asymbolic and pre-symbolic areas of the mind that are deeply 
embedded in the body” (57, p. 1426). These must first be contained 
within the therapist’s body before any kind of mentalizing can take place 
along with the establishment of a “body–mind-contact network” (58).

By constantly “scanning” one’s own emotional reactions and 
impulses, the therapist may discern indications of repetition of 
pre-symbolic patterns of interaction, reflect on them, and respond 
accordingly. Thus, permanent re-actualization of the dilemma and 
retaliatory attacks by the patient can be avoided (59) and the need for 
maternal-like care or temporary aversive feelings can become 
tolerable. In the best case, a calm and helpful climate can be maintained 
during the session. The ability to perceive and classify 
countertransference reactions has a relieving and triangulating effect 
on the interpersonal space. Classification also helps the therapist not 
to avoid these existential affects, but to reflexively gain space and 
capacity to respond empathically and without too much anxiety to the 
patient’s relational offer (17). Consequently, observing, reflecting on 
and dealing with countertransference is an essential technique in 
psychodynamic therapy for psychosis.

Main additions to current 
modifications of MBT

Mentalization-based therapeutic strategies draw on the one 
hand from cognitive neuropsychology, which examines the 
central role of meta-representation, including the theory of mind 
(ToM), in the manifestation of psychosis (60) and on the other 
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hand from findings in developmental psychology, which 
emphasize early infant-caregiver interactions and the attachment 
relationship (61). Current approaches of MBT for psychosis go 
further and acknowledge the role of embodied mentalizing as a 
link between sensory-affective signals and cognitive mentalizing 
(4, 15, 62). Here, the idea is implied that emotional experiences 
are disconnected from representational states due to anxieties 
about painful emotions threatening the state of the self. However, 
the underlying dynamics of interpersonal anxieties between 
closeness and distance, as described in the dilemma concept, have 
not been conceptualized before and could be a valuable addition.

Mentzos’ dilemma concept extends the explanatory models for 
the development of psychosis as a functional, though imperfect 
attempt to regulate relationship and emphasizes the role of the 
pre-reflective, motivational themes of identity and dependence. With 
this in mind, some additions to MBT should be  considered. It is 
crucial to mention that these additions do not touch core principles of 
MBT, such as a “not knowing” therapeutic stance, treating the patient 
as an intentional agent, the joint search for subjective meaning, a focus 
on currently felt affects and a careful adjustment to the patient’s 
current level of mentalizing (2). Rather, in our understanding, a 
“dilemma-sensitive” establishment and regulation of the therapeutic 
relationship – far beyond the cognitive interventions based on it – 
must always accompany these processes. It is a specific task and 
mainstay of treatment for patients diagnosed with primary 
non-affective psychosis, which requires primary attention and 
sufficient time. With regard to the later phases of therapy, in which 
reflection and narrative formation gradually come to the fore, the 
corrective interpersonal experience helps to strengthen the structural 
basis for the experience of inner and outer reality. In the process of 
establishing relationship, the therapist can become a supportive and 
authentic “Thou” who helps to re-constitute reality. This often includes 
non-social, but concrete aspects of reality, before mentalizing work 
can become more central.

Fostering epistemic trust as a principle of MBT (63) is 
important, but still secondary to the therapist’s ability to create a 
moment-to-moment experiential, “just tolerable” human encounter. 
Tolerability in the sense of a non-dilemmatic exemplary relationship 
would not begin with attention to the patient’s mistrust or 
attachment representation (and the therapist’s respective attitude 
and interventions), but earlier in the pre-reflective, embodied forms 
of meeting, comparable to parental embodied mentalizing (37, 64). 
Regulation at this stage can only take place on the basis of therapist’s 
countertransference, which allows to perceive the optimal 
interpersonal “dose”. Spatial distance, bodily and verbal presence, 
session duration and frequency are adjusted on this basis. 
Structured therapy elements such as a therapeutic contract or 
psychoeducation, which have been highlighted as prerequisites for 
MBT in psychosis (4, 65), could activate the dilemma in one case 
by the powerful presence of another intentional agent (the 
therapist), or help triangulate an overwhelming dyadic situation in 
other cases. We believe that all of these components of therapy can 
be applied, but should be reflected upon for their impact on the 
patient’s assumed dilemmatic disposition. Trust in the truthfulness, 
generalizability and relevance of the therapist’s statements can grow, 
become conscious, and can increasingly help to reduce epistemic 
hypervigilance (63). As a result, cognition-based approaches like 
re-establishing theory of mind and perspective-taking will become 
more significant.

In summary, we would like to propose to further elaborate the 
implicit characteristics and techniques of MBT and other therapies for 
the treatment of patients with non-affective psychosis. We  have 
postulated that in these patients a dilemma of conflicting motives 
(attachment versus autonomy), which initially cannot be represented 
mentally, is a characteristic, basal pathomechanism, the consideration 
of which can provide a valuable background for any other intervention. 
Implicit techniques should be  considered specific here. Our 
contribution is intended to encourage the exploration of this 
hypothesis, including potentially elusive processes such as dealing with 
countertransference or embodied interaction. Our perspective is also 
intended to contribute to creating an awareness for those patient 
groups for whom relational functioning is one of the fundamental 
aspects of their illness and who therefore need sufficient time and space 
to work on these difficulties in “real time” (44, p. 226).
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