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The Frontline Reports column
features short descriptions of nov-
el approaches to mental health
problems or creative applications
of established concepts in differ-
ent settings. Material submitted
for the column should be 350 to
750 words long, with a maximum
of three authors (one is pre-
ferred) and no references, tables,
or figures. Send material to
Francine Cournos, M.D., at the
New York State Psychiatric Insti-
tute (fc15@columbia.edu) or to
Stephen M. Goldfinger, M.D., at
SUNY Downstate Medical Center
(steve007ny@aol.com).

FFrroomm  PPssyycchhiiaattrriicc  
AAddvvaannccee  DDiirreeccttiivveess  
ttoo  tthhee  JJooiinntt  CCrriissiiss  PPllaann
Psychiatric advance directives aim to
help people retain control over their
treatment when incapacitated. Al-
though strategies exist to help con-
sumers develop directives without
provider involvement, many con-
sumers engage a provider in creation of
directives to facilitate decisions about
treatment, confirm details of previous
treatment, ensure timely access to the
document, or provide clarification.

Joint crisis plans, which promote
these goals through meetings between
consumers and providers facilitated by
an independent mental health profes-
sional, have been associated with re-
duced involuntary hospitalizations in
the United Kingdom. In 2005–2006,
we pilot tested this intervention in the
United States to determine the feasi-
bility of its completion and use.

The study was conducted at two
publicly operated clinics and one af-
filiated nearby hospital in New York
City serving a predominantly low-in-
come Latino population. The inpa-
tient unit and crisis response team di-
rectors agreed to store copies of plans
if participants wished, but this was
not possible at the psychiatric emer-
gency room.

We included consumers admitted
to a psychiatric inpatient service at
least once in the past two years with

a diagnosis of psychotic or bipolar ill-
ness. Inpatients and those in man-
dated community treatment were
excluded.

After recruitment, an investigator
not affiliated with clinic services met
with the participant and case manag-
er (or psychiatrist, if no case manager
was involved) to discuss and record
the participant’s preferences for the
plan’s content. To finalize it, the in-
vestigator held a meeting with the
participant, case manager, psychia-
trist, and other relevant professionals.
The investigator encouraged the par-
ticipant to bring a caregiver, friend, or
advocate. The aim was to discuss
stakeholders’ views on crisis manage-
ment and to negotiate mutually ac-
ceptable solutions. The selection of
information and the exact wording
were the participant’s choice alone.
Legal documentation was not used
because New York State advance di-
rective legislation does not cover ad-
vance instructions.

Besides a description of routine
care and regular medication, content
included relapse indicators, what had
or had not helped in previous relaps-
es, steps to avert hospitalization, and
procedures if hospitalization occurs.
For example, a participant said that
he disliked the nickname used by
some clinic attendants and that it
made him more irritable during re-
lapse. Many participants identified
medications that had caused side ef-
fects or asked that their usual medica-
tion simply be restarted; similarly, all
stated whom they wanted with them
in the emergency room and who
could and could not visit them if hos-
pitalized. One participant asked
whether he could be placed in a sin-
gle room with encouragement to
share after a couple of days.

After confirming the draft with the
participant and, if the participant re-
quested significant changes, with the
providers, the investigator distributed
the final copy to the participant and
others whom the participant designat-
ed. Another interviewer administered
a questionnaire to participants for
their views of the intervention shortly
thereafter and again 12 months later.

The intervention was completed
for all 20 participants. Of 17 partici-
pants interviewed, all but one felt it
probably or definitely reflected their
wishes. At 12 months, all 16 partici-
pants interviewed agreed that they
would recommend the plan to others,
and most agreed that they had be-
come more involved with their care
(N=9) and had a better understand-
ing of their illness (N=10).

Case managers, who also received
questionnaires, thought participants
learned about their illness and felt
less anxious about what might happen
in a crisis. One stated that the process
allowed participants to talk about
problems that providers had felt were
too sensitive; another thought it had
helped a participant avoid hospitaliza-
tion. Two cited its usefulness for fam-
ily members. None raised liability
concerns.

Of eight participants hospitalized,
one consulted the plan during this
crisis and during another crisis that
did not lead to hospitalization. One
participant’s relative brought the plan
to the emergency room for physi-
cians’ review while the participant
was there. The director of the inpa-
tient unit, where copies were kept for
all hospitalized participants, stated
that only one participant’s care was
incongruent with the plan’s content,
when the patient had made a serious
suicide attempt; the seriousness of
the attempt, rather than the written
preferences, determined care. Two
other participants reported difficul-
ties in implementing the plan: one
whose preferences were not carried
out in the emergency room and an-
other who struggled to remember
the content during a crisis. In sum-
mary, the intervention was welcomed
by consumers and providers, and the
results provide evidence that it pro-
moted shared decision making. Fur-
ther work is needed if such plans are
to be used by emergency service
providers.
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TThheerraappeeuuttiicc  HHoommeewwoorrkk  
ttoo  SSuuppppoorrtt  RReeccoovveerryy  
FFrroomm  SSeevveerree  MMeennttaall  IIllllnneessss

Therapeutic homework refers to ac-
tivities that clients complete between
their visits with mental health work-
ers. The aim of such homework is to
facilitate progress toward treatment
goals. There is an increasing body of
research indicating that homework
completion is associated with im-
proved outcomes of psychotherapy
across a wide range of clinical disor-
ders (such as depression and anxiety).
However, there is limited research
into the role of homework in mental
health case management for people
with severe mental illnesses such as
schizophrenia. Many mental health
service providers are actively involved
in delivering specific client interven-
tions such as skill development, activ-
ities to improve physical health, and
the promotion of medication adher-
ence. All of these, at least in theory,
require practice in natural communi-
ty environments for successful inte-
gration into the person’s everyday life.
Systematic homework implementa-
tion has a critical role in supporting
people with serious mental illness to
achieve their recovery goals.

The collaborative recovery model
(CRM) is a case management ap-
proach to operationalize contempo-
rary recovery principles—hope, mean-
ing in life, and personal responsibili-

ty—in clinical practice. Our research
team has been conducting a formal
evaluation of the CRM, as part of the
Australian Integrated Mental Health
Initiative (AIMhi).

This evaluation has involved training
hundreds of mental health workers
from government and nongovernment
mental health services across four Aus-
tralian states. Systematic homework
implementation is one of six core
training components of the CRM.
Within this model, collaboratively de-
veloped homework assignments are
used to promote progress toward the
person’s recovery goals and encourage
client self-management, responsibility,
and skill development.

An early topic of the homework
training is the suitability of the term
“homework.” For many clients (and
case managers) the term feels nega-
tive because it is associated with un-
happy school experiences or might
seem overly paternalistic. We use the
term because it is used in treatment
manuals and the research domain.
However, in practice we encourage
clients and clinicians to use terms that
they both find acceptable, such as
“home exercises” or “home practice.”

Homework training also empha-
sizes a systematic approach to home-
work administration that involves col-
laborating with the client to identify
how often, in what length of time,
where, and when the homework
should be completed. In addition, a
written record of the homework pro-
viding these details is required. Our
research has shown that although
over 90% of mental health workers
say they use homework, in practice
only 15% write down the details for
clients as noted above. Written details
can help address cognitive problems
some people with psychosis experi-
ence, such as difficulties with memo-
ry or planning. A homework assign-
ment pad is provided that includes
prompts (where, when, how often,
and so on) to structure an assignment,
guide the worker and client, ensure
the assignment is sufficiently behav-
iorally specific, and provide a written
record. The pad is carbonized, en-
abling the client and case manager to
retain a copy of the assigned home-

work for subsequent review. Re-
search suggests that such written de-
tails are associated with better home-
work completion and more positive
treatment outcomes than assign-
ments without written reinforcement.

The training does not prescribe the
types of homework assignment to be
implemented. However, we direct
workers toward examples of treatment
manuals that include recommended
assignments because these are evi-
dence-based resources. Given the idio-
syncratic needs and goals of individuals
with serious mental illness, we empha-
size principles of implementation and
encourage workers and clients to col-
laboratively develop homework that
can be linked to the person’s own re-
covery goals. For example, a 24-year-
old woman diagnosed as having schizo-
phrenia was living in supported accom-
modation. To address her recovery goal
of being more independent, one of the
homework assignments she developed
with her case manager involved visiting
a real estate agent and viewing a po-
tential apartment.

As part of the AIMhi trial, case man-
agers were encouraged to implement
homework on at least a fortnightly ba-
sis. In practice only around 50% of
trained workers implemented any
homework using written forms. Of
those who used the homework forms,
the frequency of assignment was much
lower than suggested. Despite this re-
sult, our preliminary findings indicate
a significant association between the
number of written assignments and
treatment outcomes, such that more
frequent homework was associated
with more positive outcomes on meas-
ures of symptom distress and psycho-
logical functioning. The major chal-
lenge is getting mental health workers
to more consistently use systematic
homework procedures to support their
clients in progressing toward their re-
covery goals. 

Peter J. Kelly, Ph.D.
Frank P. Deane, Ph.D.

The authors are affiliated with Illawarra
Institute for Mental Health and the De-
partment of Psychology, University of
Wollongong, Wollongong, New South
Wales 2522, Australia (e-mail: pkelly@
uow.edu.au).

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' October 2009   Vol. 60   No. 10 11339911

FRONTLINE  REPORTS



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (DSC Distiller 7 Basic - Non Ad Managment)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


