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1. Learning Objectives 

This section is organised around the concept of intersectionality, addressing various 

sociocultural aspects within which psychological interventions take place, as well as the 

influence that Information and Communication Technologies (ICTs) have had on 

psychological treatment. The objectives are: 

1. To understand the main axes of transformation in mental health care systems. 

2. To recognise the importance of social justice and a gender perspective in 

contextualising psychological treatments. 

3. To analyse how stigma leads to discrimination against people with experiences of 

psychological distress. 

4. To understand how different social movements have proposed alternative models of 

care. 

5. To analyse how various transcultural factors influence the way psychological care is 

delivered and received. 

6. To become familiar with the main applications of Information and Communication 

Technologies (ICTs) in psychological treatment. 

 

2. Intersectional aspects 

2.1. Towards a critical and transformative psychological treatment 

One of the greatest challenges in the field of contemporary mental health care lies 

in the difficulties that services and professionals face in promoting the autonomy and 

empowerment of the people who use them. The development of mental health 

professions, including psychotherapy and clinical and health psychology, has led to the 

creation of a technical language that is sometimes removed from the narratives of those 

who experience psychological distress. In some cases, this has resulted in the 

dissemination of messages that, even if unintentionally, contribute to stigma and social 

discrimination. In this regard, the use of terms such as “psychopathology” or “abnormal 

psychology” reflects an understanding of mental health primarily focused on deficits and 

the drawing of boundaries between what is considered normal and abnormal, an 

approach that, while still prevalent today, some professionals believe should be 

transformed. 
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Furthermore, the way we refer to people receiving psychological treatment has also 

been a subject of debate. The term “patient” implies being the passive recipient of 

another’s actions and has been criticised by various organisations. As a result, alternative 

terms such as “client”1, “service user”, “consumer”2, and even “survivor” or “victim” 

have been proposed. In contexts where there is no reference to engagement with the 

care system, expressions such as “people with lived experience of psychological distress” 

or “affected individuals”3 are often used. 

In this text, we have chosen to refer simply to “people” and will specify whether we 

are referring to those who have received a mental disorder diagnosis or, more generally, 

to those with lived experience of psychological distress. When referring to individuals in 

the context of interaction with the healthcare system, we will use the term “service 

users”. Although this expression is perhaps more established within the social care sector 

(McLaughlin, 2009), it is the term most consistently promoted by user-led movements 

in collaboration with professionals (Barker & Peck, 1996; Storm & Edwards, 2013; Tait, 

2005). It does not necessarily imply system failure, as might be suggested by “consumer”, 

nor does it carry the connotations of adverse experiences associated with “survivor” or 

“victim”. Our intention is not to deny the existence of shortcomings or negative 

experiences but rather to use a term that conveys optimism, one that recognises that 

when we provide psychological treatment, we are engaging with autonomous 

individuals who hold the same rights as anyone else and who seek support in managing 

particular difficulties. This does not imply that they should be passive recipients of our 

intervention or that our expertise grants us any form of authority. We believe it is 

essential that the person seeking help takes an active role in their recovery, in 

accordance with their abilities and willingness. 

An increasing number of activist groups are advocating for rights-based approaches 

to mental health care. These groups include people with lived experience of 

psychological distress, as well as their families and health professionals. In addition, 

there are various local and international campaigns seeking to combat stigma in mental 

 

1 The term client is more commonly used in the Anglo-Saxon context than patient, partly due to 
differences in access to psychological services within healthcare systems. 

2 The consumer movement emerged in the United States during the 1970s to demand improvements 
in mental health services. 

3 In German-speaking countries, the terms Erfahrene and Betroffene are commonly used. 
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health. All of these groups highlight the intersectional nature of discrimination against 

people labelled with mental health diagnoses, whose experiences are also shaped by 

other factors such as skin colour, ethnicity, gender, or social class (Mora-Ríos & Bautista, 

2014). For this reason, we consider it important to consider the context of social 

exclusion in which many forms of psychological distress develop, as well as the spread 

of stereotypes that reinforce discrimination. It is also important to recognise that 

psychological distress is interpreted within a particular cultural framework, and 

therefore the extent to which a person’s actions are judged as dysfunctional will depend 

on the normative and power relations of that context. We tend to judge the external 

expression of distress as dysfunctional according to its cultural meaning and the extent 

to which such actions are perceived as unusual. 

For all these reasons, the following sections aim to provide tools for the training of 

therapists who are firmly committed to working in mental health from a perspective of 

respect, collaboration, and empowerment. The goal is to promote an understanding that 

goes beyond the focus on psychological distress, particularly in contexts where its 

presence and intensity may influence access to services4. This is expressed in several 

ways. Firstly, as a sign of respect, we propose avoiding the use of diagnosis as a 

synecdoche: people who use mental health services should be understood as whole 

individuals, and their diagnosis should not be used as an explanatory theory for part or 

all of their behaviour. When we refer to someone as “psychotic” or “depressive”, we are 

naming the part for the whole and reinforcing stereotypes that assume, wrongly, that 

people with a given diagnosis share identical characteristics and behaviours. Secondly, 

following models that place emphasis on examining imbalances of power and resources 

in mental health care (Chapman, 2010; Johnstone & Boyle, 2018), we consider it 

increasingly important to apply psychological intervention techniques from a 

collaborative perspective. In this regard, we propose recognising that service users are 

the experts in their own experience, and that professionals do not possess automatic or 

magical solutions but rather are trained to facilitate processes in which service users 

should play the leading role. 

 

4 One hypothesis explored in various lines of research is that the mental health care system allocates 
more resources to individuals who express their distress more intensely, while neglecting those who do 
so in less disruptive ways, even though this does not mean they have fewer needs. 
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Thirdly and finally, in line with the principle of collaboration, throughout this text we 

will advocate the need to combine interventions that help to alleviate distress with 

approaches that foster empowerment. To achieve this, it is essential to promote 

autonomy and community cohesion, to strengthen collaboration between different 

services, and to understand, as the World Health Organization’s motto states, that 

empowerment is not a destination but a journey (World Health Organization Regional 

Office for Europe, 2010). For this reason, various human rights initiatives in the field of 

mental health propose coercion-free spaces where co-designed interventions can be 

developed together with service users, grounded in personal experience and community 

support (Porsdam Mann et al., 2016). 

To address these challenges, alternative models to that of “abnormal psychology” 

provide tools for critical analysis of the psychological treatment literature and for 

collaborative practice. In this regard, the evidence increasingly supports the view that 

psychological distress is a dimensional variable (Biondi et al., 2018; Haslam et al., 2020). 

This means that it cannot be reduced to one or several binary categories but rather exists 

along a continuum. Within this context, we must understand that categories and cut-off 

points, although useful for planning interventions or services, are simply conventions 

established in meetings of experts often influenced by corporate interests such as the 

pharmaceutical and medical insurance industries. 

The dimensional understanding of psychological suffering challenges the categorical 

framework represented by the Diagnostic and Statistical Manual of Mental Disorders 

(DSM)5 and the International Statistical Classification of Diseases and Related Health 

Problems (ICD) of the World Health Organization, which inevitably divide the population 

into those who are ill and those who are healthy. Furthermore, some public campaigns6 

remind us that it is common to experience moments of sadness or anxiety, to see or hear 

things that others do not perceive in the same way, or to feel estranged from one’s own 

body. It is estimated that one in four people will experience such distress at a level of 

intensity and duration that interferes with everyday life, although the boundaries of 

 

5 Diagnostic and Statistical Manual of Mental Disorders. 
6 “One in Four” is a campaign named after the idea that one in every four people will experience a 

mental health problem at some point in their lives. http://www.1decada4.es  

http://www.1decada4.es/
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what is considered “clinically significant” remain the subject of ongoing debate. Indeed, 

there are differing views on the use of diagnostic manuals in professional practice. The 

greatest consensus lies in recognising their usefulness as learning tools, providing an 

entry point to explore the complex world of mental health, which is why they are 

included here. However, we also agree that every case is unique and that, as health 

professionals, we must consider the personal characteristics of service users and the 

sociocultural context in which their difficulties have developed. 

 

A diagnosis can be a useful tool to facilitate communication between professionals and 

to guide the choice of treatment, but it should not become an immutable label applied 

to people who, in all cases, no matter how severe they may appear, have the potential 

for recovery. 

 

In this text, we aim to provide tools to support a critical analysis of literature on 

psychological intervention and treatment. By “critical analysis” we mean reflecting 

without accepting dogma, understanding the context in which theories have been 

developed, identifying the research methods used to validate them, and maintaining a 

questioning stance towards their content and conclusions. This allows us to apply them 

in practice with an awareness of their strengths, as well as their limitations and potential 

harmful effects. Although it may be difficult to imagine that a well-trained and well-

intentioned health professional could cause harm to a service user, certain psychological 

intervention techniques may be contraindicated in particular situations (Lilienfeld, 

2007). In general, psychological intervention should be applied with careful 

consideration of the factors that make the use of language itself a potential source of 

recovery for other human beings. 

 

2.2. Social justice and psychological treatment 

When considering the influence of factors related to social justice in psychological 

treatment, we can reflect on the possible effects of inequality and social exclusion at two 

overlapping but distinct levels: firstly, their potential aetiological role in the development 

of the problem that leads an individual to seek professional help, and secondly, the 
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specific barriers to access and adherence faced by people who are excluded from 

healthcare systems for socioeconomic reasons. 

Regarding the aetiological aspect, research has examined the role of social 

inequalities, both chronic and those arising from sudden political upheaval or economic 

crises that drastically alter people’s lives. This area has a long research tradition dating 

back to the French and American revolutions, represented by the work of Philippe Pinel 

and Benjamin Rush, respectively (Rosen, 1968), and extending to the more recent 

financial crisis, which had a particularly severe impact on Mediterranean countries 

(Economou et al., 2013; Gili et al., 2013).  

At a psychological level, the specific mechanisms through which economic adversity 

and social inequality increase psychological distress appear to be related to the 

subjective evaluation of one’s own resources, perceptions of the social climate, and pre-

existing beliefs about self-efficacy (Eiroa-Orosa, 2013). In the face of such factors, and 

when confronted with difficult situations such as job loss, people develop an action plan 

with varying degrees of awareness. If the plan fails, one may experience learned 

helplessness (Seligman, 1972) or, from a subjective perspective, the perception of having 

no predictive control over the events that surround us (Botella & Feixas, 1998). This can 

lead to anxiety, stress, and depression. According to this conceptualisation of coping with 

difficulties of socioeconomic origin, individuals who have benefited from adequate 

developmental opportunities tend to show higher levels of self-efficacy, an internal locus 

of control, and more flexible coping strategies. In contrast, those who have not enjoyed 

such opportunities are more likely to disengage socially, since engagement in these 

circumstances often leads to frustration and discouragement. In this regard, Tomasik and 

colleagues (2010) found that young people who were less socially involved in 

economically deprived areas with high unemployment rates reported greater life 

satisfaction than those who were more involved, while the opposite was true in regions 

with stronger economies. In other words, social engagement and initiative in the form 

of active pursuit of education and employment increase life satisfaction when 

opportunities for growth are real but reduce it when such opportunities are absent.  

Moreover, the objective availability of resources is not as decisive for psychological 

wellbeing and health as the subjective perception of fairness and of receiving one’s due. 

The subjective perception of injustice has been associated with poorer mental health 
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(Kivimäki et al., 2003), psychosomatic health (Schmitt & Dörfel, 1999), physical health 

(De Vogli et al., 2007), and increased sickness absence (Elovainio et al., 2004). However, 

the behavioural sciences have paid less attention to conditions of social justice than 

fields related to public health. Prilleltensky (2012) proposed a model for contextualising 

distress and the capacity for psychological wellbeing according to each person’s objective 

and subjective experience of justice, which is highly useful for incorporating these factors 

into treatment. Under optimal conditions of justice, we can help people to reach their 

fullest potential, whereas under suboptimal conditions, interventions should focus on 

coping. In situations of vulnerability, Prilleltensky refers to this as confrontation, and in 

contexts of persistent injustice, as suffering. This suggests that the mental health care 

system should adapt to the needs of service users who face the greatest barriers to 

accessing services (such as lacking health insurance or having work schedules 

incompatible with clinic hours) and the greatest challenges in meeting the expectations 

of psychological treatment (for example, due to lower levels of education or inability to 

afford private care). 

Finally, it is important to note that psychological intervention practice does not 

develop in isolation from fluctuations in the wider social context (Cushman, 1990). For 

instance, the COVID-19 pandemic, beyond the immediate consequences of lockdowns, 

has had a clear impact on the mental health of the population (Kumar & Nayar, 2021; 

Torales et al., 2020; Xiong et al., 2020). The medium-term impact of the pandemic, 

combined with a global cost of living crisis (Broadbent et al., 2023; Keith Neal, 2022), 

carries significant implications for public health, placing social care and mental health 

services, their staff, and service users under pressures that substantially alter the 

contexts in which interventions take place (Cogan et al., 2022). 

 

2.3. Gender perspective 

Although most Western societies have incorporated full equality of rights and 

responsibilities for men and women into their legislation, true equality is still far from 

being achieved. Persistent inequality is evident in areas such as access to employment, 

income levels, the distribution of caring responsibilities, and representation in positions 

of power, to name a few examples. Patriarchy, the concept that explains the persistence 

of these differences, refers to a social system in which men have privileged access to 
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positions of power in political, economic, cultural, religious, and military spheres. This 

structure involves a sexual division of labour that assigns different roles according to 

gender, with men occupying the public sphere and women the private one. Although 

this inequality is present in many societies, its intensity and form vary (Compañ Felipe, 

2023). 

In Western societies, there has been a shift from a system of coercive patriarchy to 

one of consensual patriarchy. In this new paradigm, women appear to adopt the roles 

imposed upon them as if by choice (Puleo García, 2005). Thus, although society at large 

explicitly claims to move towards gender equality, implicit mechanisms continue to 

operate, particularly within parenting and education, where gender norms are 

transmitted. Gender norms are cultural constructions that establish expectations, often 

binary, about the behaviour and social roles of men and women. These norms reflect 

and perpetuate male dominance by valuing and privileging characteristics associated 

with masculinity over those associated with femininity (Risberg et al., 2009). 

It is clear that all these factors play a decisive role both in the expression of distress 

and in its treatment. For this reason, various proposals have been developed to 

incorporate a gender perspective into psychological treatments. Sebastián Herranz 

(2001) proposes three fundamental questions: 

• How do psychological difficulties differ between women and men? 

• In what ways is gender present in the therapeutic process? 

• Is it therapeutically relevant to include a gender perspective in understanding and 

treating a particular psychological issue? 

 

While some perspectives of therapeutic feminism, traditionally focused on issues 

that have more markedly affected women in recent decades such as sexual abuse or 

eating disorders, have addressed these elements, psychological treatment knowledge in 

general continues to be produced without a gender perspective. Consequently, the 

biases imposed by the patriarchal lens of society are reproduced within this field. 

Therapeutic perspectives that integrate gender in their approach consider the 

differences between female and male socialisation as key to understanding experiences 

of distress and their treatment. Traditional female socialisation emphasises being for 

others, promoting the importance of pleasing and being agreeable to the male gaze. This 
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is reflected in prioritising the needs of others and striving to be “good” and “pleasant”. 

Although contemporary society promotes emancipatory messages encouraging women 

to be autonomous and self-determined, this duality generates contradictions and 

complexity in women’s self-image and self-esteem. This tension can lead to emotional 

and evaluative instability, with mixed feelings of devaluation and self-worth. In therapy, 

it is crucial to address these issues to foster autonomy and emotional stability. In 

heterosexual relationships, female socialisation may lead to expressions of anger when 

a woman feels neglected or disregarded, in an attempt to bring about change directed 

towards the other (Compañ Felipe, 2023; Lagarde, 2001). 

As for men, it is essential to recognise that traditional conceptions of masculinity are 

being challenged in contemporary societies. However, this shift has not eliminated 

gender inequality, which compels us to consider how masculinity is adapting to new 

circumstances. As therapists, we must pay attention not only to what men verbalise in 

therapy but also to their actions and relational patterns with women. Male socialisation 

is characterised by an ethic of self, which allows prioritisation of one’s own goals and 

personal space. This manifests in behaviours such as a lack of communication about 

one’s own actions, acting without considering consequences, and pursuing multiple 

opportunities without accountability. This ethic of self can produce internal conflict in 

situations involving help-seeking or relational difficulties. It is also important to 

understand the impact of gender socialisation on male identity, which is reflected in 

existential beliefs, such as the aforementioned ethic of self, and in frameworks such as 

prestigious self-sufficiency, combative heroism, respect for hierarchy, and superiority 

and opposition towards women7. These beliefs influence interpersonal relationships and 

may generate resistance in therapy, making it necessary to address them to promote 

more egalitarian relationships and greater male involvement in domestic and caring 

responsibilities (Bonino, 2002; Compañ Felipe, 2023). 

 

 

7 Prestigious self-sufficiency refers to the belief that men must be independent and stand out within 
society. Warlike heroism involves the legitimisation of violence and the promotion of a life centred on 
challenge and competition. Respect for hierarchy reflects a vertical understanding of relationships, in 
which men strive to attain a higher position and to obey figures of authority. Superiority and opposition 
to women involve the belief that men should hold authority over women, differentiate themselves from 
them, and avoid participation in activities associated with femininity. 
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3. Stigma and Discrimination 

Stigma is linked to the human tendency to seek simple explanations for behaviours 

that are considered unacceptable, abnormal, or deviant from socially accepted norms. 

For instance: “he attacked the police officer because he had a fit of madness.” Such 

explanations, rather than considering the complex and multifactorial causes of 

behaviour, stigmatise people experiencing psychological distress and perpetuate the 

false idea that they are inherently violent. These stereotypes can lead to prejudice and 

discrimination against individuals who use mental health services or even deter them 

from seeking help due to fear of rejection. 

Goffman (1963) defined stigma as an “attribute that is deeply discrediting.” Although 

he was not the first to address the concept, he is regarded as a pioneer in its systematic 

study (Link & Stuart, 2017). From a sociocognitive perspective, stigma comprises three 

components: stereotypes, prejudice, and discrimination (Sheehan et al., 2017). 

Stereotypes are generalised and simplified beliefs that attribute negative characteristics 

to a specific group—for example, the belief that “people diagnosed with mental 

disorders are dangerous.” Prejudice involves emotional reactions that arise from 

accepting such stereotypes, such as feeling discomfort when sharing space with 

someone identified as mentally ill. Discrimination refers to behaviours that result from 

stereotypes and prejudice, such as avoiding contact with people diagnosed with mental 

disorders (Krupchanka & Thornicroft, 2017). In summary, stigma functions by generating 

negative stereotypes about marginalised groups, which in turn create social narratives 

that justify their discrimination (Livingston & Boyd, 2010). 

López et al. (2008) describe the stigmatisation process as a sequence of 

interconnected stages: labelling, associating negative attributes with group members, 

creating a distinction between “us” and “them,” and emotional reactions in both the 

stigmatising and stigmatised groups. This process results in a loss of status and social 

power for those who are stigmatised (Link & Phelan, 2001). It is important to understand 

that from the perspective of the person who stigmatises, prejudice may be expressed 

through emotional reactions such as fear, which leads to rejection, or through 

compassion, which results in paternalistic attitudes. 
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As mentioned earlier, an example of an unpleasant characteristic frequently 

attributed to people with a mental health diagnosis is dangerousness; that is, the belief 

that they are more likely to be violent or to commit criminal acts than people without a 

diagnosis. Dangerousness is one of the most problematic stereotypes in terms of 

discrimination, as it influences people’s willingness to have contact with those diagnosed 

with mental health conditions (Angermeyer & Matschinger, 2005). Unfortunately, cases 

such as the Germanwings pilot8 or the student from the Joan Fuster Institute in 

Barcelona9 have contributed to an uncritical association between mental health 

diagnosis and violence, although real data do not support this relationship. While it is 

true that, in absolute terms, the commission of violent acts by people with a mental 

health diagnosis is slightly higher than in the general population, major meta-analyses 

have demonstrated that mental health problems in general (Lam, 2014), psychosis (Witt 

et al., 2013), and even the specific diagnosis of schizophrenia (Fazel et al., 2009), which 

is often linked to dangerousness due to the loss of contact with reality, do not have a 

direct relationship with the commission of violent acts. The difference in the number of 

violent acts committed by people diagnosed with psychosis compared with the rest of 

the population can be explained by exposure to risk situations, such as substance use, 

which is associated with the social exclusion these individuals face. In contrast, 

experiencing psychological distress is directly associated with a higher likelihood of being 

a victim of violence (Trevillion et al., 2012) or of self-harm (Swanson et al., 2015). 

Apart from dangerousness, the most common stereotypes regarding people 

diagnosed with mental health conditions are unpredictability, responsibility or blame, 

incompetence, and permanence (Hayward & Bright, 1997; Sheehan et al., 2017). 

Unpredictability, a stereotype closely related to dangerousness, is based on the idea that 

people with diagnoses are more likely to behave impulsively or to have volatile reactions. 

This stereotype tends to be applied to the entire group without considering personal or 

situational characteristics. The stereotype of responsibility or blame refers to the belief 

 

8 A plane crashed in the French Alps in 2015. The main hypothesis regarding the cause of the crash 
was that the co-pilot, Andreas Lubitz, who had recently been diagnosed with depression, deliberately 
caused the aircraft to crash. 

9 That same year, a student armed with a crossbow opened fire in a classroom, resulting in the death 
of a teacher and injuries to four students. The Catalan Minister for Education was quick to claim that the 
pupil had suffered a “psychotic episode.” 
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that people experiencing psychological distress lack the willpower to overcome it. This 

stereotype is often applied to people with substance use problems or those experiencing 

intense sadness or anxiety. Incompetence refers to the belief that people with mental 

health conditions are incapable of working or living independently (Sheehan et al., 

2017). This is reflected in the workplace, where disparaging comments are often made 

about the abilities of people who use mental health services (Jenkins & Carpenter-Song, 

2009). Finally, permanence refers to the view that mental health conditions are 

irreversible (Hayward & Bright, 1997). Consequently, this perception may influence the 

type of support provided to people considered to have a “chronic” problem, reducing 

their potential to develop an autonomous life project. There is scientific evidence 

demonstrating that all these attributions are false or, at the very least, unrepresentative 

of people with lived experience of psychological distress. 

Finally, three interactive levels of mental health stigma are distinguished: 

institutional or structural, interpersonal or social, and individual or personal (Livingston 

& Boyd, 2010). Structural or institutional stigma refers to the rules, policies, and 

procedures of public and private entities in positions of power that restrict the rights and 

opportunities of people diagnosed with mental health conditions. Social stigma, also 

known as public stigma, describes the phenomenon of creating stereotypes that act 

against a stigmatised group (Corrigan et al., 2005). In this way, public stigma becomes 

the main barrier to the social participation of people diagnosed with a mental health 

condition. Finally, individual or personal stigma refers to the person’s own perspective 

(Gerlinger et al., 2013). Personal stigma includes experienced, perceived, and 

internalised stigma. Experienced stigma is defined as the experience of discrimination 

and real restrictions faced by the affected person (Corrigan et al., 2005; Livingston & 

Boyd, 2010). Perceived stigma refers to the subjective perception of being despised and 

marginalised (Link et al., 2001). Finally, internalised stigma, also known as self-stigma, is 

the acceptance of social stigma (Corrigan & Watson, 2002). This is a subjective process 

in which people absorb the stereotypes created by society, anticipate rejection, consider 

these stereotypes relevant, and see themselves as devalued members (Corrigan et al., 

2005; Livingston & Boyd, 2010). 
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Anti-stigma awareness campaigns usually include educational components and 

initiatives that promote contact with people who have lived experience of psychological 

distress. Educational elements, including first-person accounts, help to demystify 

misconceptions, while direct contact with people with diagnoses helps to break down 

stereotypes surrounding different forms of psychological distress. Although there is 

evidence supporting the effectiveness of both individual use and combination of these 

approaches, the long-term sustainability of the impact of anti-stigma interventions has 

not yet been demonstrated (McCullock & Scrivano, 2023). Therefore, to improve long-

term effectiveness, it has been suggested that interventions should be local, targeted at 

a specific audience, gain credibility through the participation of people with lived 

experience, and maintain ongoing contact (Corrigan, 2011). 

 

4. Recovery, Rights-Based Care, and Citizenship Models 

As previously discussed, the various social movements led by people with lived 

experience of psychological distress have gained increasing prominence, particularly 

since the 1970s. In addition to contributing to the struggle for the acquisition and 

restoration of social rights and against the stigmatisation of people experiencing 

psychological distress, it is important to note that many of these organisations have 

driven profound changes in the mental health care system. 

As a result of the synergies created between the demands of service users, their 

families, and professionals, the Recovery movement emerged in the early 1990s 

(Anthony, 1993). This movement advocates for a shift from a treatment approach 

primarily focused on symptom remission towards an understanding of recovery as a 

personal and idiosyncratic process grounded in hope (Substance Abuse and Mental 

Health Services Administration, 2012). The movement differs from other tendencies 

within psychosocial or community rehabilitation by proposing a comprehensive reform 

of the mental health care system across all types of services (Singh et al., 2016). Its main 

objective is to promote the participation of service users and their families in decision-

making processes. 

Some strategies employed by mental health professionals working within the 

Recovery model include separating the person from the diagnosis, exploring individual 

needs, respecting personal styles of autonomy, negotiating personalised recovery plans, 
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examining power dynamics between professionals and service users, reducing coercion, 

and promoting teamwork that recognises the person in recovery as part of the team 

(Davidson, 2016). To facilitate this paradigm shift, continuous professional training and 

awareness-raising initiatives have been developed (Eiroa-Orosa & García-Mieres, 2019). 

In addition, the integration of peer support workers has been encouraged—people who 

use their own lived experience to support others within the system (Eiroa-Orosa & 

Sánchez-Moscona, 2023). These new professionals engage in accompaniment, organise 

mutual aid groups, and provide guidance to other professionals. 

The Recovery model represented an important step forward in improving mental 

health care provision. Its approach offers a strong theoretical and practical justification 

for moving away from a system based solely on diagnosis and symptom remission. 

However, critiques from many service user movements have emphasised the need to 

develop ideas less vulnerable to “colonisation” (Thomas, 2016). That is, the concept of 

Recovery has been adopted by many service providers seeking to renew their image by 

adopting politically correct language. Yet, in some cases, this adoption has been 

superficial, limited to the use of terminology without meaningful changes in everyday 

practice. Many professionals have replaced the word “patient” with “non-recovered” (in 

the same way that, in the field of disability, terms such as idiocy or imbecility were 

replaced by subnormality without any real substantive change), but this has not led to a 

significant reduction in paternalism or coercion. In fact, the term Recovery was used in 

campaigns promoting compulsory community treatment, a measure clearly inconsistent 

with rights-respecting care. For this reason, more recent alternatives have proposed a 

shift from viewing service users as objects of care and welfare policy to recognising them 

as subjects of rights. 

The enactment of legislation such as the Americans with Disabilities Act (National 

Council on Disability, 1990) and the Convention on the Rights of Persons with Disabilities 

(United Nations, 2006) has led to a proliferation of initiatives aimed at implementing 

rights-based mental health projects (Porsdam Mann et al., 2016). Coercive practices, 

such as mechanical restraints or involuntary admissions, which were once considered 

standard, are now being questioned, and numerous studies are underway to evaluate 

the effectiveness of methods designed to reduce or eliminate such practices (Goulet & 

Larue, 2016; Scanlan, 2010; Stewart et al., 2010). The impact of these developments on 
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specific international frameworks is evident. Building on this momentum, the World 

Health Organization (2012, 2021) has published a series of guidelines and technical 

documents on mental health services to promote rights-based approaches. 

An example of a rights-based model emerged in response to the failure of social 

integration approaches that relied on quantifiable outcomes. While such models often 

achieved material success (for example, securing housing or employment), they did not 

always lead to a genuine sense of belonging within the communities where people were 

“integrated”. In some cases, individuals even returned to situations of severe social 

exclusion. Through a process of reflection, earlier approaches were redefined, and a new 

concept, Citizenship, was formulated (Rowe et al., 2001). The Citizenship model 

proposes working across five main dimensions, known in English as the five Rs: rights, 

responsibilities, roles, resources, and relationships. This model has been applied in 

empowerment processes as a framework for creating opportunities for the social 

participation of members of stigmatised groups (Rowe et al., 2009), through 

interventions that have demonstrated effectiveness in a range of contexts (Rowe, 2015). 

Rather than being viewed as an alternative to the Recovery movement, the Citizenship 

model has been conceived as an approach that seeks to strengthen it and address its 

limitations (Rowe & Davidson, 2016). In Citizenship-based intervention programmes, 

instead of viewing people diagnosed with mental health conditions as problems to be 

managed by others, they are recognised as experts on their own difficulties and, 

consequently, as the main agents in identifying solutions. Therefore, the central task of 

professionals working within this model is to engage people experiencing psychological 

distress and at risk of social exclusion in redefining their challenges from their own 

perspectives. 

 

5. Transcultural Aspects 

The increase in migratory movements and the exodus of refugees from regions in 

continuous conflict have led to the development of an extensive field of study 

concerning cultural differences in the aetiology and expression of psychological distress, 

as well as the differing therapeutic needs of people from non-Western backgrounds. This 

approach is embodied in disciplines such as transcultural psychology and psychiatry. 

From an aetiological perspective, it is important to consider the varying significance 
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attributed to symptoms depending on cultural background. For example, in Western 

societies we tend to be far more tolerant of someone displaying obsessive traits than of 

someone exhibiting psychotic symptoms. This may be because order is perceived as 

something positive, whereas a “moment of madness” or “psychotic episode” is regarded 

as dangerous. However, this is not universal, as there are places where psychosis is 

tolerated or even integrated into religious practices. 

Additionally, there are what have been termed “cultural syndromes” or “culture-

bound syndromes”. A classic example is Koro syndrome, or genital retraction syndrome, 

which is defined as the belief that one’s genitals are shrinking and will eventually 

disappear, despite the absence of any actual or lasting physical changes. This syndrome 

occurs almost exclusively among people from India, China, Japan, and certain regions of 

Africa. 

Qureshi and Eiroa-Orosa (2012) note that the ability to be sensitive to the diverse 

needs of people from different backgrounds, particularly in terms of the relationship 

between the professional and the service user (known as cultural or intercultural 

competence) appears to be one of the key factors in healthcare inequalities affecting 

ethnic minority groups. The theoretical foundations of cultural competence lie in two 

highly debated concepts: “culture” and “race”. The term culture refers to a shared social 

construct that is dynamic, constantly evolving, and subject to multiple interpretations. 

Culture therefore arises from human interaction and is neither fixed nor stable. 

Furthermore, not everyone conforms to cultural stereotypes to the same degree. Not all 

people from Andalusia dance sevillanas (although they are perhaps more likely to use 

olive oil rather than sunflower oil for frying), nor do all people of Arab origin wear a veil 

or practise Islam (although it is indeed uncommon for them to eat pork out of habit). 

Omi and Winant (1993) challenge the old dichotomy of race as an objective versus 

ideological construct, proposing instead a critical understanding of the use of “race” 

based on its sociohistorical context. Race has historically been used as a form of social 

classification, although from a scientific standpoint there is no solid biological basis to 

support the idea of separate human races. However, racism cannot be ignored as a real 

social problem (Smedley & Smedley, 2005). Ultimately, regardless of whether races are 

a valid biological concept or not, therapists, like anyone else, tend to stereotype people 

from different social and ethnic groups. This means that a client’s experience of 
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psychological treatment may be influenced by our own prejudices if we fail to recognise 

and address them. 

There are objective differences in access to healthcare, and particularly to 

psychological treatment, among people from ethnic minorities, migrant populations, 

and refugees. These disparities are not only due to differing financial means to afford 

treatment, but also to a lack of understanding among some individuals of the purpose 

of psychological therapies, as well as to experiences of racism. This leads us to consider 

that the effectiveness of psychological treatments may vary depending on sociocultural 

factors. Many people may lack the resources needed to access therapy, psychosocial 

stress levels may interfere with the therapeutic process, or they may simply not believe 

that therapy can help with their problems and therefore do not actively engage in 

treatment. To overcome these barriers, there are two main approaches within cultural 

competence. The first, known as the “culturalist” approach, focuses on aligning the 

cultural codes of the professional and the service user, seeking to objectify the different 

ways of expressing and making sense of suffering. The second approach focuses on 

addressing and overcoming the practitioner’s racial biases through work on prejudice, 

stereotypes, and preconceptions. 

In general, models of cultural competence, like most competence-based 

frameworks, comprise three domains: knowledge or cognitive competence, skills or 

procedural competence, and attitudes or attitudinal competence (Sue et al., 2009). 

While knowledge is particularly relevant to the culturalist perspective, attention to 

prejudice and racial countertransference is central to the bias-focused perspective. 

 

5.1. Working with culturally diverse people: ethnic minorities, migrants and 

refugees 

As we have seen, there are two main approaches when intervening with people from 

cultures different from our own. The first involves facilitating intercultural 

communication, while the second focuses on becoming aware of one’s own biases to 

prevent racist attitudes. In any case, the process requires personal work on the part of 

the therapist, who must become conscious of their own ways of thinking about people 

from other cultures and of how they communicate with service users. This process 

promotes open and honest discussion with them to reach a shared working space. 
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Despite the considerable amount of literature on the various aspects to be 

considered when working with these groups, evidence regarding differences in access to 

and uptake of psychological treatment continues to reveal certain shortcomings in the 

quality of mental health care provision (McGuire & Miranda, 2008). To try to reduce 

barriers to psychological treatment in this context, two main approaches have been 

developed. The first involves adapting evidence-based treatments originally validated 

with Western populations. These adaptations are applied both to meet the needs of 

cultural minorities in Western countries and to make therapies developed in these 

countries applicable elsewhere in the world. In addition, elements are incorporated to 

promote understanding and the exchange of diverse conceptions of distress and 

psychological change. This is achieved through mutual exploration and understanding 

between therapists and service users, rather than relying solely on academic knowledge. 

Adaptations have shown a substantial increase in the effectiveness of interventions 

(Griner & Smith, 2006) and may include: 

• Explicit incorporation of cultural values into the intervention. 

• Racial and/or ethnic matching between service users and therapists. 

• Provision of services in the person’s native language. 

• Explicit cultural or multicultural paradigm underpinning the intervention. 

• Occasional consultation between therapists and individuals familiar with the 

person’s culture. 

• Outreach activities aimed at connecting people with difficulties accessing services. 

• Provision of additional services designed to improve adherence (for example, 

childcare during sessions). 

• Oral administration of materials for those who have difficulty with written content. 

• Cultural sensitivity training for both clinical and administrative staff. 

• Referral to external cultural consultancy services. 

 

It is interesting to note that the emergence of third-wave cognitive behavioural 

therapies, particularly Acceptance and Commitment Therapy and mindfulness-based 

approaches, has marked a shift in direction by acknowledging the influence of Eastern 

philosophies on Western psychotherapy (Hwang, 2011). 
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A second approach consists of culturally specific therapies (Moodley & West, 2005; 

Qureshi, 2013). Examples include Morita (1919) therapy, inspired by Zen Buddhism; 

Storytelling therapy from Latin America (Costantino et al., 1986); and the Afrocentric 

NTU therapy, derived from a Bantu term referring to a universal unifying life force, 

popular among African Americans (Phillips, 1990). 

In reality, whether or not one has specific multicultural training, many interventions 

carried out in developed countries involve multicultural interactions. Therefore, the 

following sections present examples of common challenges encountered in such 

situations. 

5.1.1. Biases and limitations in psychometrics 

The use of standardised instruments in clinical and psychosocial practice is common. 

However, the psychometric assessment of an individual can be significantly biased if 

their cultural background is not taken into account (van de Vijver & Tanzer, 2004). Some 

of these biases are illustrated below. 

 

5.1.1.1. Construct bias 

Concepts may differ or manifest differently across cultures, as in the case of 

bereavement. Similarly, certain behaviours may occur with differing intensity depending 

on the cultural context, such as crying, which is more commonly expressed in Latin 

cultures than in Eastern ones (Eisenbruch, 1984a, 1984b). 

In addition, the particular circumstances of migrants may lead to misinterpretations 

of certain items in widely used questionnaires. For example, some items from the 

Symptom Checklist-90-Revised (SCL-90-R; Derogatis, 1988) and the Millon Clinical 

Multiaxial Inventory-III (MCMI-III; Millon, 1997) can be problematic. 

 

SCL-90-R 

16. Hearing voices that other people do not hear 

18. The idea that one cannot trust others 

21. Shyness or discomfort with the opposite sex 

29. Feeling lonely 

68. Having ideas or beliefs that others do not share 
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77. Feeling lonely even when with other people 

83. The impression that people would take advantage of you if they could 

 

MCMI-III 

27. In the past year or two I have begun to feel lonely and empty 

53. Lately I have been feeling weak, even in the morning 

69. I believe some people use telepathy to influence my life 

78. I always try to understand others, even if I do not like them 

99. In the last two years I have become very discouraged and sad about life 

 

As can be seen, these items may indicate symptoms of anxiety, depression or 

psychosis in someone who has not recently relocated. However, for a person who has 

migrated, they might reflect normal adaptation processes. 

 

5.1.1.2. Biases in validation methods and data collection 

Although there has been growing interest in cross-cultural validation of instruments 

in recent decades (Bhui et al., 2003), most tools are still validated using ethnically 

homogeneous samples. Moreover, many instruments are biased by design, as members 

of some minority groups may be unfamiliar with paper-based questionnaires. In the field 

of intelligence testing, research has shown that people of African origin may perform 

better at identifying miniature models (Deregowski & Serpell, 1971) or constructing 

three-dimensional figures rather than producing drawings with pencil and paper 

(Serpell, 1993). It has also been observed that different populations show varying 

preferences for response anchors, tending more or less towards extremes depending on 

their origin (Hui & Triandis, 1989). 

 

5.1.1.3. Biases in administration 

Test instructions and explanations can be an initial barrier to accurate completion, 

particularly when the interviewer and interviewee speak different languages and cannot 

fully understand each other. In such cases, there is a high likelihood that the instrument 

will not be completed as intended. In addition, while the use of cameras and other 

recording devices may be relatively normal for Western participants, people from 
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countries where such practices are uncommon may respond differently (Tanzer et al., 

1995). It has also been shown that the mere presence of someone from another culture 

can influence behaviour during testing (Singer & Presser, 1989). 

 

5.1.1.4. Biases in item construction 

Anything from poor translation of terms to culturally specific connotations of words 

can affect responses. For instance, the phrase “butterflies in the stomach” is associated 

with anxiety in Anglo-Saxon culture but with romantic feelings in the Netherlands 

(Geisinger, 1994). Such discrepancies may lead to measurement differences between 

people who do not interpret the intended meaning, resulting in non-comparable scores. 

 

5.1.1.5. Limits of the professional’s cultural knowledge 

Professionals who specialise in working with migrants often strive to understand 

their cultures. Travelling or taking part in academic or professional exchanges is a 

privilege that allows direct contact with distant cultures and provides valuable learning 

experiences, offering insight into the realities of migrants’ countries of origin. However, 

a few weeks or even months abroad does not make one an expert on a culture. Even 

those who specialise in a particular culture may make mistakes by applying 

generalisations to an individual case. 

Imagine a person from Galicia (Spain), agnostic, with no clear political affiliation, and 

a particular interest in literature and electronic music, visiting a health centre in Central 

Asia due to an illness. By chance, the doctor treating them had once spent a few months 

in Santiago de Compostela through a scholarship decades earlier. The doctor begins to 

share memories about Galician food, bagpipes and regional costumes, as well as political 

observations and the peculiarities of the language. Trying to establish a connection, the 

doctor asks whether the Galician patient plays the bagpipes or dances the “muñeira”. 

Such comments might make the person uncomfortable. Although that might not always 

be the case, it is clear that the doctor is assuming greater cultural homogeneity among 

Galicians than actually exists. Still, it is possible to find professionals who gain patients’ 

trust through travel anecdotes about their region of origin, which can be accepted as an 

invitation to openness. 
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Knowledge of different cultures is valuable and contributes to personal growth. 

However, each individual is a unique combination of cultural elements that go beyond 

their origin, as they are also shaped by globalisation and factors such as family, politics 

and ethnic or racial dynamics. As we have seen, elements often considered characteristic 

of a culture, internalised by travellers and systematised by experts, can lead to 

stereotyping. In short, there are no strict rules about using cultural references, but it is 

certainly risky to employ them without recognising individual diversity. 

In both formal and informal contexts, we may hear discriminatory remarks about 

people of certain ethnic origins. When this comes from someone who claims to be “non-

racist”, it can be surprising. However, as therapists, if we feel discomfort with certain 

behaviours, such as lateness or particular ways of speaking associated with a given 

background, we may have an issue, especially when we must interact regularly with such 

individuals. 

In psychotherapy, a body of work has emerged focusing on countertransference 

between people from racially conflicted groups (Suchet, 2004). For example, 

psychotherapies involving people of Jewish and Arab origin have been conducted 

(Gorkin, 1996). These approaches often debate whether to address the tensions 

stemming from the different sociopolitical positions of those involved in therapy. There 

is no universal solution, and each case requires thoughtful reflection. At times, not 

addressing these tensions may be experienced as a betrayal, whereas in others, the issue 

might go unnoticed or be deliberately avoided. Nonetheless, countertransferential 

elements must undoubtedly be considered as part of therapeutic analysis and 

supervision. 

 

5.2. The limits of the Western perspective 

It is not uncommon to hear debates on controversial aspects of multicultural 

coexistence, such as the use of religious symbols in educational settings or the fact that 

some people attend therapy accompanied by their partners. Among both the general 

public and a large part of the academic community, the idea of historical linearity in the 

West is widely accepted. This notion assumes a historical causality, meaning that events 

occur as a consequence of previous ones that justify them. However, it is important to 

point out that this view has not always been dominant in history. Although it is difficult 
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to conceptualise and beyond the scope of this text, it is useful to illustrate this 

perspective. 

Most ancient cultures, including the Greek, regarded history as a cyclical process in 

which periods of light and darkness alternated. The Enlightenment, however, introduced 

the notion of “progress”, arguing that humanity was advancing towards a more 

developed society. During the colonial period, this idea was used to justify the invasion 

of numerous territories under the pretext of bringing civilisation to places supposedly 

lacking it. From an academic standpoint, these ideas were reflected in social Darwinism, 

which applied evolutionary principles to societies. According to this theory, societies 

compete for survival and only the strongest prevail. However, the Western concept of 

“progress” has often clashed with reality and with the geopolitical uses made of it in 

different contexts. An illustrative example is the French colonial use of the hijab as a 

political symbol in Algeria. France, as the colonial power, claimed that the veil 

represented gender inequality, while the Algerian independence movement used it as a 

symbol of Muslim identity and resistance against the coloniser. In other words, Algerian 

women activists of the time wore it as a form of political resistance and an assertion of 

their independence. This example illustrates that what appears obvious is not always so, 

and that the social reality of so-called “less developed” countries can be far more 

complex. In other words, the supposed exportation of progress by Western nations has, 

at times, led to regression, at least from a Western perspective. 

Following the philosopher Gadamer (1960), when analysing the problems and 

inequalities faced by communities living alongside us, we tend to apply filters shaped by 

our own history and worldview. As a result, when expressing opinions about an entire 

group, we risk adopting a simplistic view of complex historical processes, since we often 

rely on specific contexts to make generalisations that in fact require deeper and more 

nuanced reflection. 

 

5.3. Mental health work and human rights 

Traumatic experiences related to disasters or political violence, as well as histories of 

human rights violations and even torture, are familiar issues for those working with 

ethnic minorities, particularly asylum seekers. It is common for professionals to assume 

that having experienced a traumatic event is a central feature in the lives of those who 
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have lived through such circumstances. However, as discussed in the section on stress, 

the impact of traumatic experiences does not necessarily correspond to their objective 

severity or the threat suffered by the individual; it is largely influenced by subjective 

appraisal. 

Imagine that some years ago a person from the Basque Country spoke with someone 

unfamiliar with the region. They might conclude that life there must have been 

unbearable, much as Spaniards might think about Colombia during times of conflict. Yet, 

when visiting these places, most people lead relatively routine lives despite hardship and 

atrocities. Even in severe conflicts such as those in Syria or Sudan, some people manage 

to maintain their daily routines despite the adversity of war. When working with people 

from countries affected by disasters or political violence, it is essential not to assume 

that their lives have been completely defined by those events or that trauma is the only 

reason they seek help. Moreover, a therapeutic stance based on “pity” or “sympathy” 

can be counterproductive. Listening is essential before understanding can take place. 

Lack of legal status generates mental health difficulties both in migrants (Barro Lugo 

et al., 2004; Salaberría et al., 2008) and, to a greater extent, in asylum seekers (Lears & 

Abbott, 2005; Mueller et al., 2011). Living without regularised status causes stress that 

affects various aspects of identity and limits possible activities. Nevertheless, it has been 

shown that people in irregular situations can benefit from therapy just as much as those 

with legal status. Although they may experience higher levels of psychosocial stress, 

treatment can still be effective for them (Brune et al., 2014). 

In summary, within psychological treatment, it is essential to consider each person’s 

individual problems and experiences without assuming these will obstruct the 

therapeutic process. It is important to discuss and address contextual aspects relevant 

to treatment, and to collaborate with other professionals where appropriate. 

 

6. Information and communication technologies (ICTs) 

6.1. The influence of ICTs on psychological treatment 

The development of information and communication technologies (ICTs) during the 

late twentieth and early twenty-first centuries has transformed human life and, albeit 

more slowly than in other areas, has also influenced psychological interventions and 

treatments. Not long ago, the first step in seeking help for psychological distress typically 
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involved turning to a trusted person, such as a family member, priest or general 

practitioner. Nowadays, this responsibility often falls to Internet search engines. The 

extent of this change is such that studies can now be conducted on variations in certain 

forms of distress using search data extracted from these engines (e.g., Ayers et al., 2013). 

Online searches for psychological services, the full or partial delivery of therapy through 

videoconferencing, and the use of virtual reality devices for exposure techniques are 

further examples of ICT use in psychological treatment. 

At the same time, professionals also use online searches and Large Language Models 

(LLMs) artificial intelligence models to find evidence and ideas for interventions. 

Although it is clear that this is happening, the practice has received little attention from 

academia. Despite the lack of formal discussion, professionals frequently turn to the 

Internet to compare approaches and explore innovations, probably in diverse ways. 

While researchers tend to search almost exclusively in databases of peer-reviewed 

academic journals, prioritising impact factor and prestige, practitioners providing care 

often use a wider variety of materials: clinical guidelines, specific manuals, audio-visual 

resources for presentations, case studies shared by other professionals, and training 

course materials, among others. 

Furthermore, both national and international institutions dedicated to public mental 

health have begun to provide open and free access through their websites to reports on 

the efficacy and effectiveness of different types of psychological interventions. Examples 

include the Cochrane Collaboration10, the National Institute for Health and Care 

Excellence (NICE)11 in the United Kingdom, the American Psychological Association 

(APA)12, the Evidence-Based Practices Resource Center of the Substance Abuse and 

Mental Health Services Administration (SAMHSA)13, and in Spain, the Clinical Practice 

Guidelines (GPC) Library of the National Health System (SNS)14. Additionally, academic 

 

10 International non-profit organisation dedicated to reviewing evidence on health interventions, 
http://www.cochrane.org 

11 The National Institute for Clinical Excellence (NICE) merged with the Health Development Agency 
in 2005 to become the National Institute for Health and Care Excellence, although it retained the acronym, 
http://www.nice.org.uk  

12 https://www.apa.org  
13 https://www.samhsa.gov  
14 https://portal.guiasalud.es 

http://www.cochrane.org/
http://www.nice.org.uk/
https://www.apa.org/
https://www.samhsa.gov/
https://portal.guiasalud.es/


 Psychological treatment in contemporary societies 

28 of 47 

evaluation systems that prioritise publications in high-impact journals have led to a 

decline in the production of general manuals on psychological treatment. 

 

6.2. Working with Information and Communication Technologies 

The possibilities of ICT in psychological intervention are broad and encompass 

various approaches. One of the most relevant aspects concerns the advantages they 

offer compared with face-to-face treatments. Interventions delivered through ICT enable 

greater access to intervention services, reducing costs and geographical barriers. This 

provides the opportunity to receive interventions from highly qualified professionals in 

remote areas, or for people with mobility or access difficulties. It is important to note 

that ICT-based interventions are generally well received. Current evidence indicates that 

the therapeutic alliance developed through remote contact is similar to that of face-to-

face therapy (Jenkins-Guarnieri et al., 2015). 

There are several modalities of psychological intervention and treatment using ICT. 

Some examples include remote psychological consultations, online treatment 

programmes, mobile applications, the use of virtual reality, and interventions based on 

artificial intelligence. These modalities may combine different approaches and are 

related to concepts such as telemental health or teletherapy, which encompass 

prevention, assessment, diagnosis, treatment and follow-up in mental health through 

the use of ICT systems to provide remote assistance (Aboujaoude et al., 2015). Below 

are some examples. 

 

6.2.1. Remote Psychological Consultation 

Remote psychological consultation through ICT involves conducting the 

psychotherapeutic process in a virtual environment. This can be achieved using various 

technologies, such as telephone consultations or videoconferencing systems. 

Videoconferencing is particularly useful, as it allows much of the non-verbal 

communication to be maintained, which is important in the intervention process. The 

specialist literature has demonstrated that similar outcomes can be achieved to those of 

traditional face-to-face therapy across a wide range of problems (Backhaus et al., 2012). 
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Email is an additional way of providing remote psychological consultation through 

ICT. It allows written communication between the therapist and the person, offering a 

means of interaction and support. Although it has been debated whether warmth, care 

and compassion can be communicated through this medium, given the lack of non-

verbal information in a textual format, the use of email has several advantages (Murphy 

& Mitchell, 1998). Firstly, written communication helps people organise their thoughts 

and express their difficulties clearly. Secondly, it allows the process to be asynchronous, 

meaning that the person can write in their own time and the therapist can respond in 

the same way within an agreed timeframe. This offers convenience and enables the 

person to express their feelings and thoughts at the moment they occur, which can 

provide more accurate information for the therapist. Furthermore, the asynchronous 

nature of this method allows the therapist to consult different sources to provide a more 

informed response. Thirdly, the use of email facilitates the recording of what has been 

worked on throughout the process, which can be useful in several ways, such as helping 

people remember what has been discussed, assessing changes over time, and revisiting 

supportive messages from the therapist. It is also possible to combine different uses of 

ICT to enhance the accessibility of psychological interventions, which is common 

nowadays, particularly since the COVID-19 pandemic, which prompted an accelerated 

use of technologies to facilitate remote access to health services (Abraham et al., 2021). 

The security of the media used in ICT-based work in general, and in remote 

psychological consultation in particular, is a matter of great importance. Although ICT 

continues to advance rapidly, it is not without limitations in terms of security. Therefore, 

if these technologies are to be used, it is essential to ensure that the chosen platform 

meets the legal requirements concerning data confidentiality. Particular attention should 

be paid to any material that may remain stored on the medium used. 

 

6.2.2. Multicomponent Online Treatment Programmes 

Regarding the use of ICT aimed at offering online treatment programmes for specific 

problems, commonly referred to in the specialist literature as internet-based or web-

based interventions (Barak et al., 2009), there is a wide range of programmes with 

diverse objectives. This group includes everything from primary prevention 

programmes, where psychology can provide integrated elements within a 



 Psychological treatment in contemporary societies 

30 of 47 

multidisciplinary framework, to tertiary intervention programmes adapted to a virtual 

environment with the aim of replicating what would take place in a face-to-face context. 

These programmes usually combine a psychoeducational component with a variety 

of elements that may vary depending on the specific problem being addressed. For 

instance, they may include training in relaxation techniques, communication skills, or 

problem-solving, among others. In terms of specific tools, they may use videos, forums 

to facilitate communication among participants, interactive image maps, and other 

resources. In general, these interventions are delivered through a website composed of 

different chapters or sections, simulating various sessions. Each chapter or section 

focuses on a particular aspect of the programme through written material and different 

multimedia resources. 

It is important to highlight that these interventions may be self-directed or involve 

the participation of a professional who communicates with the service user to discuss 

the work sessions or the tasks to be completed. A determining factor in the inclusion of 

specific components within these programmes is the available budget for their 

development. In general, the more resources and professional support included, the 

more comprehensive the programme will be, which facilitates adherence and is likely to 

result in better outcomes. However, it is also important to bear in mind that such 

programmes will be more expensive to develop and maintain. 

Evidence regarding these types of programmes has increased significantly in recent 

years, and available reviews clearly demonstrate their usefulness, with many achieving 

results comparable to face-to-face interventions. In the field of mental health, mood and 

anxiety disorders have been the most frequently addressed, and their effectiveness has 

been demonstrated across various interventions (Cunningham et al., 2014; Lal & Adair, 

2014). 

 

6.2.3. Psychological Intervention Using Smartphones 

The proliferation of smartphones in society provides an excellent opportunity to 

deliver accessible psychological interventions. These devices allow instant access to the 

internet and applications in almost any location, and are easy to use for most people. 

Applications can send information and reminders in a straightforward manner, alerting 

users to specific tasks that need to be completed. In addition, these applications can 
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provide support and reinforcement for individuals undergoing treatment. Given these 

advantages, it is unsurprising that a multitude of applications related to general health, 

and mental health in particular, have been developed. 

However, this phenomenon also carries certain potential risks. In many cases, these 

applications are created without following a standardized procedure to ensure minimum 

levels of quality, and the majority have not undergone scientific studies to evaluate their 

effects (Neary & Schueller, 2018). For this reason, recent work has presented 

recommendations for the development of mental health applications (Bakker et al., 

2016) and guidelines for evaluating the quality of available applications (Chan et al., 

2015). 

Regarding their use for specific difficulties, the scientific literature to date has 

focused on the use of smartphone applications for managing stress, anxiety, depression, 

borderline personality disorder, and substance misuse (Donker et al., 2013). However, it 

is important to note that many more applications are available in the main repositories. 

Furthermore, it is crucial to recognise the potential these applications have for 

conducting real-time assessments in the context in which certain events occur. For 

example, using a smartphone to record negative thoughts at the exact moment they 

arise may be easier than doing so in a traditional diary. 

 

6.2.4. Virtual and Augmented Reality 

We also want to briefly address the use of virtual reality (VR) in psychological 

treatments. Virtual reality refers to a set of technologies that allow the simulation of 

reality by creating environments in which people experience a sense of presence, as if 

they were actually there. This sense of being present in the virtual environment leads 

individuals to experience sensations and emotions similar to those they would have in 

real life. Furthermore, immersion in this virtual world results in isolation from other 

stimuli and greater focus of attention. The sense of presence in virtual reality is primarily 

due to two characteristics of these environments. Firstly, virtual environments are three-

dimensional, providing a sense of depth and volume. Secondly, there is interaction 

between the individual and the environment, with the latter responding to the person’s 

movements and actions. 
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VR has been widely used in the field of psychological intervention, particularly in the 

treatment of phobias. Virtual reality exposure therapy (VRET) offers several advantages 

compared with in vivo exposure or traditional imaginal exposure (Baus & Bouchard, 

2014). Firstly, VRET facilitates exposure to phobias that would otherwise be difficult or 

impossible to address. For example, in the case of a fear of flying, in vivo exposure is 

costly in terms of time and money, and it is challenging to arrange feared situations for 

treatment. VRET allows the creation of specific situations in a graduated manner, such 

as flying in adverse weather conditions, which rarely occur in reality. This ability to grade 

and create situations is a key advantage of VRET. Secondly, VRET may be better accepted 

by individuals compared with in vivo exposure. In vivo exposure can be perceived as 

more threatening, generating fear and potentially preventing engagement with the 

therapeutic process. For example, in the case of a fear of spiders, simply thinking about 

facing a real spider can provoke considerable anxiety and make it difficult to start 

treatment. VRET can reduce this perception of threat and facilitate participation in 

exposure. Thirdly, VRET overcomes difficulties some individuals may have in imagining 

feared situations. VRET does not rely on imagination, allowing these difficulties to be 

bypassed and ensuring a more realistic and effective experience. In addition, VRET 

provides safety advantages for both the therapist and the individual, as it avoids 

exposure to real situations that could involve risk, such as traffic accidents in the case of 

a fear of driving. VRET has been successfully applied to a range of specific phobias, 

including arachnophobia, fear of flying, driving phobia, and social phobia, and it has even 

been shown to achieve results superior to in vivo exposure (Powers & Emmelkamp, 

2008). 

Technological advances have also led to the development of augmented reality (AR). 

AR combines virtual images with the real environment, incorporating virtual elements 

created by humans into the specific physical environment in which the person is located 

(Baus & Bouchard, 2014). Unlike virtual reality, where the individual is immersed in an 

artificial world, in AR it is the artificial elements that are integrated into the real 

environment. This allows the person to be exposed to feared virtual elements in their 

own environment through augmented reality exposure therapy (ARET). A significant 

advantage of ARET compared with VRET is that it requires less development. There is no 

need to create a complete virtual environment, only specific elements, which reduces 
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costs. Furthermore, ARET allows experiences to occur within the person’s physical 

environment, without relying on their sense of presence in a virtual setting. It is also 

worth noting that interaction with virtual objects in the real environment can provide a 

more ecologically valid experience. 

In summary, it is important to emphasise that the use of virtual reality in health is 

not limited to phobias. VR has been shown to be an effective tool for a range of 

objectives and difficulties. For instance, it has been used to reduce pain perception by 

diverting attention, leading to a decrease in pain intensity (Mahrer & Gold, 2009). It has 

also been employed in the treatment of individuals with panic disorder and post-

traumatic stress disorder by exposing them to anxiety-provoking situations 

(Meyerbröker & Emmelkamp, 2010). Additionally, VR has demonstrated utility in 

managing eating disorders by helping adjust body image perceptions and providing 

exposure that contributes to reducing cravings for certain foods (Gutiérrez-Maldonado 

et al., 2016), among many other applications. 

 

6.2.5. Artificial Intelligence 

To conclude, we would like to provide a brief introduction to artificial intelligence 

(AI), which aims to perform tasks that normally require human intelligence. AI uses 

elements and processes such as decision algorithms and neural networks to equip 

software with properties similar to human intelligence, including reasoning, planning, 

learning, and understanding language. Although AI has been discussed for a long time 

and applied in various domains, we are arguably now witnessing an exponential growth 

in its presence in daily life, particularly in health care in general and mental health in 

particular. This growth is partly due to significant improvements in the processing 

capacity of computer systems. In addition, there is greater availability of data 

(sometimes provided voluntarily and other times unknowingly) for AI to process. For 

example, social media platforms use AI algorithms to display advertising based on 

information they collect about users. 

There are numerous applications of AI, ranging from data processing for automated 

decision-making to the simulation of human behaviour for therapeutic purposes. A 

notable example in the field of diagnosis is the development of applications that, 

through machine learning, create conversational patterns to conduct interviews and 
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provide diagnoses (Graham et al., 2019). Another prominent example is the creation of 

a human-like figure in augmented virtual reality environments, designed to help adults 

with autism spectrum disorders practise job interviews. Although research in this field is 

still at an early stage, the results obtained so far are promising (Hartholt et al., 2019). 

The application of artificial intelligence to psychological treatment is a rapidly 

growing field and is expected to continue evolving in the coming years. Despite 

technological advances and the applications mentioned above, many professionals 

remain cautious, as they consider human contact to be a fundamental ingredient. 

The arrival of large language models (LLMs) has opened new frontiers in 

psychological treatment and mental health care, bringing both opportunity and caution. 

Recent work suggests that LLMs can serve as adjunctive tools in therapy, offering 

immediate conversational support, guided exercises (e.g. cognitive restructuring 

prompts), mood tracking, and psychoeducation. Hua et al. (2025) conducted a scoping 

review of LLMs in mental health and concluded that while initial results are promising, 

existing work is largely exploratory, using ad hoc metrics, and insufficient to support full 

autonomy in clinical settings. The first randomized controlled trial of a generative-AI 

therapy chatbot (Therabot) found significant symptom reductions in depression and 

anxiety, and users reported trust and therapeutic alliance comparable to human care 

(Heinz et al., 2025). However, other recent studies caution that human therapists still 

outperform AI in key domains: for example, human clinicians were rated superior to 

ChatGPT in delivering cognitive-behavioural therapy in a head-to-head comparison 

(Acevedo et al., 2025). In delivery of couple therapy vignettes, ChatGPT responses were 

sometimes indistinguishable from therapists’ replies and even rated higher on certain 

therapeutic principles (Hatch et al., 2025), but these controlled settings may not 

generalize to real-world complexity. 

At the same time, significant challenges remain. LLMs may hallucinate, offer 

inconsistent or biased responses, or fail to detect crisis states reliably. The “black box” 

nature of many proprietary models complicates transparency and accountability (Guo et 

al., 2024). Ethical concerns, particularly around data privacy, algorithmic bias, 

overreliance by users, and the potential weakening of therapeutic alliance, are widely 

discussed (Lawrence et al., 2024; Rousmaniere et al., 2025). Furthermore, AI therapy 

chatbots may introduce biases, dangerous outputs, or harmful reinforcement of stigma 
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(Moore et al., 2025). Regulatory bodies are increasingly scrutinizing AI mental health 

tools; for instance, the American Psychological Association has voiced concerns about 

generic AI chatbots posing as therapists. Despite the rapid advances, LLMs are best 

viewed not as replacements for human clinicians but as supplements; capable of 

extending care access, facilitating homework, and offering interim support between 

sessions. The path forward requires rigorous, longitudinal studies; standardized 

evaluation frameworks; integration of clinical oversight; ethical guardrails; and clear 

demarcation of scope (i.e., what AI can safely do vs. what requires human judgment). 

Only through cautious, evidence-based, multidisciplinary development can AI-

augmented psychological treatment fulfil its promise without compromising safety, 

efficacy, or the central human bond at the heart of psychotherapy. 
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