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Scope for psychosocial treatments 
in psychosis: an overview of 
collaborative therapy

 

Monica Gilbert, Kathryn Miller, Lesley Berk, Velma Ho 
and David Castle

 

Objectives: 

 

The psychosocial needs of people with psychotic disorders are
not being addressed adequately. The present paper outlines a proposed
framework that will help to meet some of this deficit and deliver psychosocial
treatments for these individuals, as part of routine clinical practice.

 

Conclusions: 

 

The recent Australian study on low prevalence (psychotic)
disorders found that, although most Australians (91%) with a psychotic
illness were taking medication, few were receiving adequate psychosocial
support from mental health services; fully 47% of these saw the need for a
particular type of service that was not able to be accessed by them, either
because of it simply not being available or not being affordable. The pro-
gramme described herein will develop, evaluate and disseminate comprehen-
sive modular treatment packages addressing the psychosocial needs of people
with psychotic disorders. It is novel in terms of the comprehensiveness of
the approach, the rigour of the evaluation (using a controlled experimental
design), and the extent of intersectoral and multidisciplinary involvement in
mapping needs, developing the interventions, and dissemination. The poten-
tial impact for mental health consumers with psychosis is enormous because
currently there is no coherent and consistent approach to addressing their
psychosocial needs. The impact for the scientific community will be great
because there is currently very little by way of controlled trial data in this
important area of activity.

 

Key words: 

 

 bipolar disorder, collaborative therapy, psychosis, psychosocial
treatment, schizophrenia.

 

chizophrenia and bipolar affective disorder (‘bipolar disorder’) are
complex diseases often characterized by episodes of relapse, with at
times only a partial return to full functioning. For people with

schizophrenia it is widely accepted that antipsychotic medication is a
mainstay in ameliorating positive symptoms and reducing vulnerability
to relapse;

 

1

 

 but 30–40% of patients still relapse, regardless of compli-
ance.
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 For people diagnosed with bipolar disorder, the illness often
follows a recurrent course, even in people compliant with medication.
For example, Gitlin 

 

et al

 

. found that approximately 40% of bipolar
patients relapse within the first year, 60% within 2 years and 73% within
5 years of an index episode.
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 Winokur 

 

et al

 

. found that at 2- and 5-year
follow up, people with bipolar disorder had significantly more subse-
quent episodes and hospitalizations after recovery from an index episode
than those with depression.
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A further parameter in the illness trajectory of both schizophrenia and
bipolar disorder is the impact on psychosocial aspects of the individual’s
functioning. Many studies have documented the financial and occupa-
tional impairment experienced by patients even when in remission. This
is supported by the Australian national survey of mental health and well-
being study on ‘low prevalence’ (psychotic) disorders.
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 Of the 998 people
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surveyed (50% with schizophrenia and 36% bipolar),
84% were single, separated, divorced or widowed,
85% were reliant on welfare benefits, 72% did not
have a regular occupation, and 45% were living in
some form of hostel or supported accommodation, or
were homeless. These poor psychosocial outcomes
were despite the fact that 91% of the sample were
currently receiving psychotropic medication.

Studies specifically of patients with bipolar disorder
confirm that for this group, historically having been
seen to have a ‘better outcome’ than those with
schizophrenia, psychosocial outcomes are also often
poor. For example, the National Institute of Mental
Health (NIMH) collaborative study found that >50%
of bipolar patients continued to manifest social and
occupational functional deficits 5 years after recovery
from an affective episode, despite the absence of
mood symptoms.
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 Goldberg 

 

et al

 

. reported, at 2- and
5-year follow up after affective relapse, that less than
one-quarter of bipolar patients showed steady work
performance.
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 Affective relapse led to more impaired
work functioning in bipolar compared to unipolar
patients.

Clearly, psychosocial disability is prevalent among
people with psychotic disorders. Yet, in the Austral-
ian context at least, there is a significant gap in terms
of service delivery addressing these parameters. Thus,
in the low prevalence study only 19% of patients
had received any form of rehabilitation services over
the previous year.

 

1

 

 It was not as though they did not
want to access such services. Indeed, 47% of the
sample perceived the need for a particular type of
service, which was not able to be accessed by them,
either because of it simply not being available or not
being affordable (65% and 49%, respectively, of
respondents identified these as barriers).

What can be done to address the impairments in
psychosocial domains for people with psychosis? A
range of psychosocial treatment approaches exists, but
efficacy and effectiveness are variable over different
treatment settings, and the content, duration, and
optimal mode of delivery of the different treatment
elements are not well elucidated. Clinical research has
found support for psychosocial interventions employ-
ing individual, group and family therapies, and the
use of education, supportive, skills-based and cogni-
tive–behavioural techniques. However, little system-
atic research points to the superiority of one strategy
over others across all outcome measures.
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 Thus, the
‘active ingredients’ of psychosocial treatments and a
rational basis for matching particular approaches to
the individual remain to be identified.
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INTEGRATING PSYCHOSOCIAL 
TREATMENTS INTO CLINICAL PRACTICE

 

Pekkala and Merinder, in the Cochrane review of
psychoeducation for schizophrenia, list key outcomes

in this area as compliance, relapse, psychosocial
function, quality of life, and insight.

 

10

 

 Health eco-
nomic outcomes and efficacy of different formats of
interventions must also be investigated. Thus, inter-
ventions need to be multifaceted and comprehensive.
However, most extant studies employ only one or
perhaps two types of intervention (e.g. cognitive–
behavioural therapy), which might not be the most
acceptable and appropriate to the individual, nor
enable the therapist to address their myriad different
difficulties and deficits. Another problem is that the
interventions often do not show generalizability
across treatment settings because the service frame-
work cannot accommodate them, or because they are
prohibitively expensive. There is also a barrier in
terms of clinicians not having the specific skills
necessary for the particular interventions. Finally,
many interventions are not flexible enough to be
applied at particular stages of illness.
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No one would dispute the importance of providing
treatments that work. Yet to do this can be time
consuming, costly and often appears to be irrelevant
to the person most needing the treatment (the con-
sumer) and the person most likely to be dispensing it
(the mental health worker). How, then, do we vali-
date treatment packages for people with a mental
illness without making them so exclusive in the
research setting that we can no longer apply it in ‘real
world’ settings? Also, once we have shown something
to be effective, how do we ensure its ongoing imple-
mentation when the research study is over? In an
attempt to address these issues, we propose to imple-
ment a collaborative framework that melds research,
collaboration and cost-effective practice together.

 

COLLABORATIVE THERAPY FRAMEWORK

 

The collaborative therapy framework incorporates
three core components to facilitate research and
generalize them into treatment settings.

 

●

 

The framework utilizes a modular format, each
module designed to address the needs of a
particular patient group; namely bipolar disorder,
schizophrenia, and people with a dual problem of
psychosis and substance misuse. Each module
encompasses a manualized group-based inter-
vention run over 8–12 weeks, followed by a relapse
prevention component, over a further 9 months.
The modular framework and discrete skill develop-
ment components allow tailoring of the inter-
vention to the needs of particular groups at
particular stages of their illness. Similarity across
modules in terms of the core intervention, plus
overlap between the modules, enhances imple-
mentation through familiarity with the methods
and style. This also addresses efficiency and cost-
effectiveness with respect to training staff.
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●

 

It incorporates self-efficacy as a pivotal part of the
process. ‘Self-efficacy’ is taught in a systematic
approach to both clinicians and consumers, which
requires that each module, regardless of content,
deliver within the framework education, coping
strategies, skills development and adaptation
paradigms. This supports the philosophy that a
person’s mental illness should not be ‘dependent
on’ but ‘supported by’ the services they need to
utilize.

 

●

 

The intervention has been developed into a
research design in which therapeutic and
systemic collaboration with consumers and
clinicians is an integral part of the process. These
parties will inform both the content of the group
intervention and its integration into existing
service structures. The overall study design has
the following phases (Fig. 1).

 

Phase 1

 

●

 

Development of the content of the treatment packages
(modules)

 

A comprehensive literature review will be carried out
to identify psychosocial needs, gaps and barriers to
having needs met. This information will be comple-
mented by a series of focus groups with relevant
stakeholders (clinicians, consumers, carers, service
providers) to refine the content of each module and
to prioritize various components. The draft module
will then be piloted and participating consumers,
using a semistructured questionnaire, will evaluate
the format for refinement of delivery and application
in a treatment setting. In addition, a consumer
representative will participate in each pilot module,
and will provide feedback directly to the researchers.

 

Phase 2

 

●

 

Upskilling of mental health workers, general prac-
titioners, and other participating treatment agents

 

This will occur through the running of a series of
workshops addressing systematic, collaborative
approaches to engagement and treatment, including
motivating patients to enter the group and provision
of relapse prevention techniques as part of follow up
(see phase 3).

 

●

 

Enrolling of potential participants

 

Consumers who have agreed to participate in the
study will be randomly assigned to the intervention
(collaborative therapy, commencing with the group-
based component) or control (‘treatment as usual’)
paradigm.

 

Phase 3

 

●

 

Relapse prevention component

 

This will involve the use of a specifically designed
collaborative treatment journal (CTJ) for individuals
who participated in the group intervention. The CTJ
is a small pocket journal that has the capacity to
chart stressors, early warning signs, coping strate-
gies, supports and other factors that influence the
course and management of an individual’s mental
health. It is held by the consumer, and places the
consumer at the centre of their treatment by provid-
ing them with effective skills to maintain good
mental health and the ability to facilitate communi-
cation between themselves and the people involved
in the maintenance of their mental health. There is
also the potential for patients to bring their CTJ to
other forums, for example, Mental Health Review
Board hearings.

 

Figure 1: Schematic presentation of the project.

Phase one: 
Mapping of 
needs to 
enhance 
development 
of module 
and piloting 
of group

Phase two: 
Workshop for 
clinicians. 
Randomized 
control trial of 
efficacy

Intervention

Control

Phase three: 
12 month 
follow up of 
both groups

Baseline 3 months 6 months 12 months

Stages of
assessment
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Module evaluation

 

Evaluation of each module utilizes both quantitative
and qualitative measures, allowing for comprehen-
sive understanding of the outcomes. Quantitative
measures will be administered at regular intervals by
research workers who are ‘blind’ to whether the
individual is in the collaborative therapy or control
condition. Measures will assess the following
domains: demographics, symptoms, quality of life,
work/study, relationships, and service utilization
(Table 1). We will also assess self-efficacy through
the locus of control measure

 

12

 

 to test the hypothesis
that enhanced internal locus of control will mediate
enhanced self-management of illness.

Qualitative measures (Table 2) will be used in paral-
lel to the quantitative assessments, to supplement
that information and allow a more fine-tuned
understanding of individual experiences of the pro-
cess. For example, both consumers and mental
health workers will be involved in the evaluation
for overall usefulness and effectiveness of the CTJ.

People who ‘drop out’ of collaborative therapy will
be followed up with qualitative measures, to ascer-
tain reasons for discontinuation. This allows further
refinement of the modules. At completion of the
study, each module will be evaluated for its utility
and effectiveness, incorporating mental health
workers, consumers and services to problem-solve
any barriers to effective implementation. Thus,
encompassed within the structured framework of
the project is the capacity to evaluate all compo-
nents, both quantitatively and qualitatively, at each
phase of implementation.

The final outcome of the project will be the produc-
tion of the modular treatment packages in a form
(written and electronic) that will make them trans-
portable into other treatment settings. Staff in such
treatment settings will be upskilled, and encouraged
to further disseminate their knowledge and imple-
ment the modules with consumers at opportunities
that are most applicable for the consumer consider-
ing their stage of illness.

 

Table 2: Qualitative measures

 

Target group Measure Pre-intervention 3 months 12 months

 

Consumers, clinicians, carers Focus groups X
Consumers (pilot group) Evaluation questionnaire X
Consumer representative (pilot group) Audio-tape interview X
Clinicians consumer consultant (workshop) Evaluation questionnaire X X
Consumers clinicians (groups) Evaluation questionnaire X
Consumers clinicians (CTJ) Evaluation questionnaire X
Consumers (drop out) Follow-up interview X X
Consumers clinicians services (after study) Focus groups, evaluation

questionnaire
X

 

CTJ, collaborative treatment journal.

 

Table 1: Quantitative measures

 

Measure Baseline 3 months 6 months 12 months

 

MINI X
Symptoms: BPRS,MADRS, BDI X X X X
GAF X X X X
DIP service utilization: X X
MARS X X
Locus of control of behaviour scale X X
Q-LES-Q X X

 

MINI, Mini International Neuropsychiatric Interview; BPRS, Brief Psychiatric Rating Scale; MADRS, Montgomery and Asberg Depression Rating Scale; BDI, Beck
Depression Inventory; GAF, global assessment functioning; DIP, Diagnostic Interview for Psychosis; MARS, Medication Adherence Rating Scale; Q-LES-Q, Quality of
Life Enjoyment and Satisfaction Questionnaire.
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CONCLUSIONS

 

The collaborative therapy framework aims to demon-
strate how treatments for addressing psychosocial
needs can be developed utilizing collaboration
between consumer, mental health workers and serv-
ice providers to ensure relevance and efficiency of
integration within service systems that work with
people with a mental illness. The framework also
facilitates the use of rigorous research methodology,
namely a randomized control trial, for validation of
these modular treatment packages, in service settings
that are traditionally lacking in such trials due to
their complexity and ethical demands. Being nested
within existing systems, the framework has ready
application in a ‘real world’ setting, bringing together
research, clinical practice and the lived experience of
mental illness.
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