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Collaborative therapy: framework
for mental health

We agree with the sentiments expressed by
Lester & Gath (2006) in their recent editor-
ial on promoting a collaborative model of
recovery, and believe that the collaborative
therapy model which we have developed
goes some way towards meeting the need
for ‘a collaborative approach...to the
development of high-quality
oriented mental healthcare’.
One of the key aspects of collaborative
therapy is recognising that ‘recovery’ and
chronic models of healthcare are not

recovery-

dichotomous. Recovery is an individual
process that can be assisted through the
application of a model of care embracing
the reality of mental illness and encompass-
ing both the management of acute episodes
and long-term health needs.

Collaborative therapy is a comprehen-
sive therapeutic framework for consumers,
clinicians, services and others to work
systematically towards the achievement of
optimal mental health outcomes. The aim
is to deliver, within mainstream services,
comprehensive  psychosocial treatments
that are evidence-based and individually
tailored. The ability to individually tailor
treatments thus allows for the incorporation
of personal definitions of recovery.

The collaborative therapy framework
has three components that can be applied
across the spectrum of mental disorders.
Engagement encompasses a comprehensive
screen for issues that may be barriers to
treatment (including psychiatric comorbid-
ity), as well as a mapping of ‘collaborative
partners’, who agree to be involved in the
individual’s care. These may include the
general
psychiatrist, vocational worker and family
members. All collaborative partners are

practitioner, case  manager,

explicitly involved in the planning of
healthcare for the individual.

The therapy itself can be conducted in a
group or one to one with a case manager. It

is run over 8-12 weeks, followed by
booster sessions over a further 9 months,
is based on an adaptation of the stress vul-
nerability model (stress vulnerability—self
efficacy) and utilises self-efficacy and self-
reliance as part of the process. It provides
core components of the therapeutic inter-
ventions that have established efficacy
across a wide range of diagnosis, including
psychoeducation, coping and relapse
prevention strategies. An allied tool is
the collaborative treatment journal, a small
pocket journal that can chart stressors,
early warning signs, coping strategies,
supports and other factors that influence
the course and management of an indivi-
dual’s health. It is held by the consumer
and places them at the centre of their
treatment.

The unique appeal of the collaborative
therapy framework is that it is sensitive to
the structure, resources and staff-mix of
particular services, and meets all con-
sumers’ needs. This helps to ensure that
there is maximum likelihood that the com-
ponents developed within the collaborative
therapy framework are taken up within
routine service delivery structures. It has
been adopted by a number of Australian
mental health services, and is well accepted
by consumers, their families, and health
professionals.
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Physical contact with child
and adolescent patients

Although I recognise and share some of the
concerns about the appropriateness of
certain types of physical contact with
patients, surprised by
aspects of the survey by Blower et al
(2006) of the views of child and adolescent
psychiatrists.

First, I was puzzled by the fact that 1%
of respondents selected the ‘do nothing’
option in response to the clinical vignette
of a distressed child running towards a busy
road and that the implications of such a

I was several

response were not commented on by the
authors.

Second, although Blower et al referred
to physical examination in their discussion,
the participants do not seem to have been
asked about their views on this in either
the questionnaire or the telephone
interviews. The authors then seemed to
downplay the role of physical examination
and treatment in child psychiatry, both
of which are becoming increasingly
important.

Physical examination is essential in the
assessment and management of many
psychiatric conditions, including attention-
deficit hyperactivity disorder, eating dis-
orders and severe depression. Specific
syndromes associated with behavioural dis-
orders, particularly those accompanied by
learning disability, may be missed without
appropriate examination (Devlin, 2003).
In addition, physical examination is neces-
sary before initiating drug treatments and
in monitoring for adverse effects, particu-
larly when using stimulant drugs or atypical
antipsychotics.

Knowledge, understanding and practi-
cal experience of the use of physical treat-
ments is required as part of specialist
registrar training in child and adolescent
psychiatry, alongside the use of other treat-
ments, including the psycho-
therapies (Royal College of Psychiatrists,

various

1999). If trainees or consultants lack confi-
dence or skills in physical examination and
treatment, or feel uneasy with the physical
contact this requires, it would be appropri-
ate for them to seek further training as part
of continuing professional development.
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