PERSPECTIVES

Fixed Values and a Flexible Partial Hospital

Program Model

Edmund C. Neuhaus, PhD, ABPP

Since the 1990s, societal and economic factors have constrained mental health care service delivery
in the United States. Partial hospital (PH) programs have been presented with the challenge of using
limited resources to treat complex patients in very short time frames; yet predominant psychosocial
models and evidence-based treatment approaches have not adjusted sufficiently to the combined
demands of patient care and the new health care environment. An updated PH model can advance
existing psychosocial theory and practice. The basic assumption of the model is that both clinical
and organizational aspects of a PH program must be inherently adaptable to maintain consistent
effectiveness. The set of fixed values described here are instrumental in establishing priorities, guiding
decision making, and creating a proactive, flexible organization. These values are drawn from the
history of psychosocial and milieu treatments from the 1930s to the present and from assumptions
and practices of cognitive-behavioral therapy, and are augmented by insights from psychodynamic
psychiatry, business management, and leadership. The PH treatment approach aims to translate
evidence-based cognitive-behavioral treatments into pragmatic interventions with emphases on psy-
choeducation and skills training. The context is brief treatment (i.e., one to two weeks) for mood,
anxiety, and personality disordered patients in a private sector, managed care environment. Elements
of this model may be generalized to inpatient, residential, and intensive outpatient programs, as well

as to those that are starting up or being reorganized. (HARV REV PSYCHIATRY 2006;14:1-14.)
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The clinical approach and organizational structure of a
partial hospital (PH) program must be adaptable to meet
the demands of both patient care and the mental health
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system. Over the past three decades, psychosocial models
have been refined for inpatient,! ! partial hospital,'*~27
and outpatient treatments,?®~3! especially with the emer-
gence of evidence-based treatments for specific diagnostic
groups.??738 Yet these models are not inherently designed
to adapt to the vicissitudes of our current health care envi-
ronment. The updated PH model elaborated here both illus-
trates the challenges of delivering psychosocial treatment
in this context and offers specific ways that these challenges
can be met to attain effective real-world practice of hospital
psychiatry.

It is essential to begin by clarifying the concept of par-
tial hospital because it has had various connotations. From
the 1970s to the 1990s, PH programs emerged as an al-
ternative to inpatient treatment to deliver comprehensive
psychosocial treatment with greater time flexibility and
less cost.?12:14.16.18.20-22 By definition, “partial hospital” im-
plies psychosocial milieu treatment, with group therapy as
the primary treatment modality. Two main subtypes are
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cited in the literature: “day hospital” is short term, with
acute stabilization as the primary treatment objective; “day
treatment” includes stabilization, although the ultimate ob-
jective is substantial functional recovery, with the conse-
quence that treatment continues longer than in the case
of day hospital.'®25 These subtypes do not go far enough,
however, to clarify the current state of PH research. In
order to delineate future directions, greater specificity is
needed.

Seven elements determine the context of PH: types of
patients (e.g., psychotic, mood and anxiety disorders, per-
sonality disorders), theoretical orientation (e.g., psycho-
dynamic, cognitive-behavioral), treatment objectives (e.g.,
stabilization, functional improvement, personality change),
treatment duration (i.e., length of stay), treatment in-
tensity (i.e., hours per day and days per week), set-
ting (e.g., private or public sector), and the payer of ser-
vices (e.g., managed care, government-supported national
health care, such as national health insurance systems in
Canada and Europe, and Medicare in the United States).
Thus, when PH issues are addressed, it is necessary to expli-
cate the ways in which these elements are combined?% (e.g.,
a PH program for borderline personality disorder with a
long-term, low-intensity, psychoanalytic approach designed
to improve functioning and effect personality changes in a
government-funded, public sector setting).?*

The context for this article is private sector PH pro-
grams in the United States that are heavily subject to the
influence of managed care. In this type of PH program, a
large percentage of the patients form a complex, hetero-
geneous population having severe mood and anxiety disor-
ders and a notable frequency of comorbid personality dis-
orders. Such programs face enormous pressures to stabilize
and discharge patients in compressed time frames, with cost
containment at a premium. Many PH programs have even
closed because they are not financially viable in the current
market place. While much has been written about changes in
mental health care®1%2940-43 that have cost-effectiveness as
the primary concern,®>*-** a wide gap still exists between the
literature and the specific demands of current PH practice
(i.e., brief treatment and rapid turnover) with this patient
population.

Thus, the aims of this article are to describe (1) a wide
range of studies not typically brought to bear upon PH treat-
ment, (2) a set of fixed values that establish the foundation
for a flexible PH program model, (3) the application of these
values for clinically effective treatment of these complex pa-
tients in short time frames (i.e., one to two weeks), and (4) the
use of these values to frame the ways in which the program’s
organization can adapt, develop, and maintain continuity in
response to changing circumstances.
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HISTORICAL AND CONCEPTUAL FOUNDATION

Principles of Psychosocial Treatment

Through different eras in psychiatry, psychosocial treatment
has been implemented from a wide range of theoretical per-
spectives and approaches with varying descriptors. The con-
cept of psychosocial treatment represents both an approach
and a value system that address psychological, interper-
sonal, and behavioral areas of functioning. Such treatment
was provided originally only on inpatient units where pa-
tients remained for extended periods, and later in other in-
stitutional milieus and community settings, including ther-
apeutic communities, residential programs, partial hospital,
intensive outpatient programs, and outpatient clinics.

It is important to view psychosocial treatment histori-
cally in the context of milieu therapy, which posits that
the environment in which treatment occurs is a central
therapeutic vehicle.**~47 The origins of a therapeutic mi-
lieu date back to the eighteenth century with the advent
of moral psychiatry and the belief that treatment should
move beyond containment.4?4548 In the 1930s Sullivan used
both psychoanalytic and sociological principles to guide the
treatment of seriously mentally ill patients in a hospital
milieu.4547:4%.50 He also introduced a research perspective
to document the importance of the social environment in
understanding and treating schizophrenics.5° Shortly there-
after, Menninger®' described the necessity of organizing
the treatment environment into a predictable structure. Al-
though improvements in treatment outcome were not empir-
ically validated by either Sullivan or Menninger, core princi-
ples for psychosocial treatment began to solidify in hospital
psychiatry.

By the 1950s Stanton and Schwartz® formalized a com-
prehensive, psychosocial approach for an inpatient milieu.
Their model integrated principles of sociology, social psy-
chology, psychoanalysis, and psychobiology. Stability of an
inpatient milieu relies on predictability of person, place, and
time (e.g., roles of staff, scheduling, location of certain activ-
ities). The milieu itself can be inherently therapeutic for pa-
tients as long as it is actively maintained—which requires an
awareness of what is therapeutic (e.g., open communication,
respect) and what is not (e.g., covert disagreements among
staff members, poor conflict resolution). A process must also
exist to address issues interfering with the milieu.

Gunderson’*® elucidated five factors (containment, struc-
ture, support, involvement, validation) for effective, milieu-
based, inpatient treatment. Nothing therapeutic can occur
without containment and safety. Structure and support
foster one’s cognitive organization. A patient’s involve-
ment in the social environment promotes ego strength and
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interpersonal functioning. Validation often helps patients
endure emotional pain experienced in treatment. Jones’s
concept of a “therapeutic community”®??® used these basic
factors, with added emphases on collaboration and patients’
involvement in, and responsibility for, their own treatment
as well as for that of their fellow patients.

In the 1970s and 1980s, the usefulness of milieu therapy
was debated mainly with respect to schizophrenics,345:48.54.55
with some discussion of the potential benefits for nonpsy-
chotic patients.**553 Gutheil*! described how long-term,
psychoanalytic milieu therapy on inpatient units became
less viable due to deinstitutionalization, closings of pub-
lic hospitals, the “pharmacotherapeutic revolution, and the
community psychiatry movement.” Since that time, psy-
chodynamically oriented programs have shifted away from
treating psychotic disorders. Recent successes are docu-
mented for nonpsychotic patients!® and for long-term day
treatment of personality disorders.!82425

In the 1980s and 1990s, a new literature on cognitive-
behavioral therapy (CBT) models emerged in hospital psy-
chiatry. The CBT milieu treatment was originally designed
for inpatient care,*%-® and later for PH.?2326 Leven-
dusky’s “therapeutic contracting program”* > and Wright’s
“cognitive milieu”” were the most prominent models. They
were largely empirically derived, shorter term, designed
to be goal directed (with measurable outcomes), and in-
tended to be more cost-effective than conventional psychoso-
cial models.>%8 Interventions were pragmatic and collabo-
rative, and concentrated directly on improving a patient’s
functional level. Wright and colleagues’ also described vari-
ous organizational frameworks, including a fully integrated
cognitive milieu and an “add-on” model that pragmatically
and strategically incorporated cognitive therapy elements
into an otherwise noncognitive therapy milieu. Previous
behavior modification token-economy models (i.e., before
1980) had been seriously criticized*®%® because they re-
quired rigid control structures with inadequate generaliz-
ability outside the hospital environment.* These new CBT
models represented a dramatic advancement. Cardinal prin-
ciples from psychodynamic psychiatry were also incorpo-
rated, including transference, countertransference, and the
utility of a program structure serving many therapeutic
purposes.”

The proliferation of a rehabilitation model, exemplified
by Liberman’s work with the chronically mentally ill,?® has
greatly advanced psychosocial, practical life-skills training
in both institutional and community-treatment settings.
Life-skills training has also been adapted by programs from
both CBT and psychodynamic perspectives.5 518

Despite questions raised about treatment effectiveness
and appropriateness regarding patient type, objectives, and
length of stay,*®57 psychosocial treatment represents a broad
and established value system in hospital psychiatry.
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Partial Hospitalization

PH programs established themselves in the 1970s in or-
der to offer psychosocial treatment in a milieu without
a residential requirement. A PH program may serve the
continuum-of-care model for treatment following discharge
from an inpatient unit, or may be used as an alter-
native to inpatient care altogether. Early and more re-
cent research demonstrated its clinical utility compared
to inpatient treatment.!?~1416.5% Current standards for PH
in the United States concentrate on short-term -crisis
stabilization,?? with intensive psychosocial treatments—
including group and individual therapies, case manage-
ment, and pharmacotherapy. The literature on PH has fo-
cused mainly on the two subtypes described earlier—day
hospital and day treatment.*1843 Day hospital is viewed as
an alternative to inpatient care and, by definition, is short
term. Stabilization, resumption of functional level, and tran-
sition back to the community are primary objectives.!314 Day
treatment connotes longer-term treatment, incorporating
day hospital objectives, with additional rehabilitative and
psychosocial components to improve patient functioning.

The current designations of subtypes have inconsisten-
cies that create some confusion when comparing one pro-
gram to another. For example, day treatment programs may
range from 3 to 18 months, be high or low intensity, with
different treatment objectives depending on the patient pop-
ulations. Explication of the seven PH elements (types of
patients, theoretical orientation, treatment objectives, treat-
ment duration, treatment intensity, setting, and the payer
of services) allows for a more finely tuned analysis of the
current state of PH.

Treatment duration is arguably the driving force that is
shaping the context for changes in PH programs, with ever
shortening lengths of stay in the U.S. private sector. Short-
term PH hospital treatment appeared in the literature in the
1990s—reflecting the changes during this new era of health
care. In 1992 Hoge'® asserted that in order to remain viable,
PH programs must treat acutely ill patients in a short-term,
goal-directed manner.

Two issues are worth noting with respect to treatment
duration. First, “short-term” has proven to be a mutable
concept. Beginning in the early 1990s, “short-term” pro-
grams were typically designed for six weeks to four months.
This trend included programs with various theoretical ori-
entations, most prominently cognitive-behavioral®>?¢ and
psychodynamic.'”1821.25 Though such lengths of stay were a
breakthrough at that time for PH, those stays would be con-
sidered long term by current standards in the United States.

Second, after the initial push for short-term PH treat-
ment, little has been written to advance treatment for the
very brief stays so common today. Two exceptions are short-
term PH programs based on dialectical behavior therapy
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(DBT) for borderline personality disorder.23%° Simpson and
colleagues?® describe a program with a one-week length of
stay, after which patients made a transition to an affiliated
DBT outpatient program, where many of them had been be-
fore entering the PH program. Most recently, McQuillan and
colleagues® report on a three-week DBT program. Most no-
tably, depressive symptoms were reduced, and impulsivity
diminished.

Longer lengths of stay, according to current standards,
are common in psychodynamic and psychoanalytic PH pro-
grams for personality disorders. Treatment duration ranges
from several months'®2>27 to 18 months,?* with substan-
tial improvements in symptoms and life functioning. One
example is Piper and colleagues™® construct of psychologi-
cal mindedness defined as “the ability to understand people
in psychological terms.” This construct is correlated with
positive outcomes in areas such as social adjustment, use
of treatment, and work.'®% For the treatment to promote
and realize the benefits of psychological mindedness, sev-
eral months of PH treatment are required.

A new psychoanalytic approach developed by Bateman
and Fonagy?*%1-62 is mentalization-based treatment (MBT),
which is empirically supported for long-term partial hospi-
talization (i.e., 18 months) for borderline personality disor-
der. The aim of MBT is core personality change evidenced
by increased cognitive capacities to understand the inten-
tions, emotional states, and behaviors of oneself and others,
all of which should facilitate improvements in functioning
and diminish maladaptive behavior patterns.

These long-term programs report robust findings on com-
prehensive outcome criteria aimed at enduring stability of
functional improvements and lower utilization of inpatient
services.® One point of note: these programs are maintained
in countries supported by national health care systems with-
out the constraints of managed care so pervasive in the
United States.®

It is apparent from the above review that in recent
years the most prevalent type of PH program cited in the
literature involves the treatment of personality disorders.
Valuable implications for treatment and programming can
be learned from these writings. Ogrodniczuk and Piper?
summarized this research area with a list of “practical
implications” that included: select patients to optimize
patient-treatment matching; encourage personal respon-
sibility and active participation in treatment; promote
an ethic for patients to participate in each other’s treat-
ment; define a treatment philosophy and enact it with
stable leadership; and coordinate with referral sources and
systems outside the local program.

Evidenced-Based Treatments and Partial Hospital

In the PH literature there are two signature programs.
Bateman and Fonagy’s MBT?* is the only fully integrated
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PH model for borderline personality disorder. The approach
utilizes quasi-protocol MBT interventions with empirical
support for low-intensity treatment over an 18-month time
frame. Piper, Azim, and colleagues!”-1843-60 have strong em-
pirical support for their several-month, high-intensity, psy-
chodynamic PH program for personality disorders.

There is no evidenced-based, short-term (i.e., 1 to 2
weeks) PH model in the literature for nonpsychotic, hetero-
geneous Axis I patients, with some comorbid Axis II, as seen
in many PH programs today. The closest model is Leven-
dusky and colleagues™ therapeutic contracting program for
PH that adapts empirically supported CBT treatments into
group and individual interventions for a three-month pro-
gram. Thus it is the best available template for a current
short-term PH program model.

That said, evidence-based treatment protocols do not lend
themselves well to the patient population typically encoun-
tered by PH programs. In this context, three characteris-
tics of evidence-based treatments need to be considered:
(1) evidence-based treatments are designed for homoge-
neous diagnostic groups (e.g., depression, anxiety disorders,
and borderline personality disorder); (2) the approaches are
largely cognitive-behavioral, with interventions determined
by detailed protocols to match the diagnostic group; and
(3) protocols have been tested in outpatient settings with
either individual or group therapy, or both.31-36.38.64.65 Tt jg
important to emphasize that protocols tend to be rigid since
they have been tested under controlled conditions on ho-
mogeneous populations. Thus, in providing effective care to
patients outside the laboratory, the challenge for practition-
ers is to systematically adapt evidence-based approaches to
real-world conditions.®~% And since protocols are typically
complex, it is essential that they be simplified to make the
treatment accessible to the PH population in a short time
frame.

For the purposes of the PH program model being consid-
ered in this article, the target patients are diagnostically
heterogeneous: mood disorders or anxiety disorders with
comorbidity of personality disorders and substance abuse
disorders. Many patients are admitted to PH after being
evaluated at emergency rooms or treated on inpatient units;
others, in acute distress, have come directly to the PH pro-
gram. These conditions are substantially different from the
careful selection of patients typically employed for research,
in general, and for the evaluation of evidence-based treat-
ments, in particular.®®

Two guidelines provide effective strategies for matching
evidence-based treatment to the patients in PH programs.
The first is to identify interventions that are shared by dif-
ferent protocols (e.g., for depression, for generalized anxiety,
for panic disorder). The second is to identify priorities to
be treated (e.g., symptoms, problematic behaviors, negative
thought patterns, and skill deficits, rather than an exclu-
sive focus on diagnosis) and to find interventions to address
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these particular areas. In short, the combination of these
two methods distills the most relevant aspects of protocols
with the goals of facilitating basic skill acquisition and sta-
bilization of patients.

Organizational Principles

Consistent delivery of effective psychosocial treatment re-
quires a resilient organization with effective leadership and
management. Organizational principles of successful busi-
ness and management practices are directly relevant here.
Peters’s empirical study’® of successful companies concluded
that these companies ascribe to a value-driven approach
with a clear vision and purpose. Consistent success in busi-
ness and management requires that members of the com-
pany adhere to an agreed mission and to the means by
which that mission is pursued.” Stanton and Schwartz*® de-
scribed the now classic concept of “covert disagreement and
manic excitement,” in which conflicts of interest not openly
addressed among staff members lead to maladaptive behav-
ior by the patients and diminish the therapeutic effect of a
milieu.*46 In an analogous way, Collins and Poras™ con-
cluded that employees, however talented, who do not share
the program’s vision will most likely deter group cohesion
and progress toward the mission, and cause decreased effi-
ciency and productivity. Thus, a leader and staff who embody
the values of the program and who work collaboratively to
espouse those values at all levels of the program are essen-
tial. Collins and Poras’s findings are especially noteworthy
in that they performed an empirical inquiry about elements
of successful companies going back over 100 years, ascer-
taining what may be, in some cases, “timeless management
principles.”

FIXED VALUES FOR PARTIAL HOSPITAL
TREATMENT

The rapid pace of treatment, combined with an unpre-
dictable world, necessitates a rethinking of clinical and orga-
nizational priorities. A values-based approach is employed
as an alternative. Two types of values are distinguished:
those pertaining to (1) end states and (2) instrumental steps,
or means.”” An end-state value is an ultimate goal that is
sought after but will never be permanently achieved. Here,
the desirable end state is a PH program model that is in-
herently flexible—so that the clinical approach and the or-
ganization effectively adapt to the changing world. Values
of the second type are ones referring to “beliefs or concep-
tions about desirable modes of behavior that are instrumen-
tal to the attainment of desirable end-states.””? Thus, in the
present context, a set of ten fixed values (i.e., instrumental
values) are derived from the aforementioned historical and
conceptual foundations.
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The main points of reference for these ten fixed val-
ues are Stanton and Schwartz’s conceptualization of hospi-
tal systems,*® Levendusky’s cognitive-behavioral approach,®
Gunderson’s formulation of psychiatric milieus,! and the
practical implications described by Ogrodniczuk and Piper?
in their review of PH programs for personality disorders.
These fixed values are constants to guide priorities, inform
decision making, resolve conflicts, and maintain continuity
while changes occur in the environment. The ten fixed val-
ues are as follows:

1. A pragmatic skills-training approach optimizes the
ways in which short-term PH treatment matches the
various needs of patients to improve their functioning.

2. Collaboration between patients and staff is necessary,
which is optimized by a treatment contract guiding
priorities and evaluating progress.

3. Interventions are adapted from evidence-based
cognitive-behavioral approaches.

4. Treatment is a learning process, and a patient’s skill
acquisition is enhanced by a stage model.

5. Patients are duly informed of their diagnoses and sup-
ported with psychoeducation and information about
the treatments available.

6. Aftercare planning evolves from psychoeducation and
skills training to facilitate continued use of skills and
coordination with outpatient treaters.

. Program structure is predictable yet flexible.

8. Program leadership is oriented to solution-focused and

proactive management decisions.

9. Accountability according to one’s role is apparent at
all levels of the organization; staff are trained in the
skills-based approach and adhere to the program’s
mission.

N

10. An effective psychosocial treatment milieu promotes
mutually respectful interpersonal connections among
and between staff and patients alike.

In short, while none of these fixed values is new to PH,
as a “set” they maximize the conditions for attaining an in-
herently flexible and effective PH program.

A FLEXIBLE PARTIAL HOSPITAL
PROGRAM MODEL

The fixed values are operationalized in flexible ways with
respect to treatment approach, program structure, organi-
zational vision, and continuous quality improvement. Text
box 1 provides a schematic view of how fixed values are op-
erationalized in the flexible treatment approach. Text box 2
outlines how fixed values are operationalized in an adapt-
able program organization.
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1. Fixed Values Operationalized into a Flexible Treatment Approach

Fixed Values

_

Flexible Treatment Approach

e Pragmatic skills training to match treatment
interventions to patients

e Treatment contract to facilitate collaboration

o Interventions derived from evidence-based, CBT
skills training

e Treatment as learning process, with skill acquisition
maximized by a stage model

e Patients informed about diagnosis; psychoeducation
provided

e Aftercare enhanced by psychoeducation and
skills training

e Program structure predictable yet flexible

The objective is to set concrete goals to acquire skills
according to a patient’s functional needs and available
resources. Focus is on what can be accomplished in a specific
time frame.

Patients and clinicians mutually set priorities and reassess
according to progress.

Heterogeneous patients enter at various functional levels.
Treatment contract establishes priorities for interventions.
Relevant interventions of evidenced-based protocols are
distilled into the principles of psychoeducation,
self-assessment, behavioral coping, self-care, and
interpersonal connections.

Patients are taught core skills pertaining to the principles.
Individual and group therapy interventions are organized
by stages, starting with basic skills training in stage 1,
followed by practice in stage 2 to facilitate mastery.
Patients will continue progressing on skill mastery in the
stage after discharge.

Patients receive validation and support.

Information about diagnosis can promote a greater sense
of control over one’s life; patients are more likely to make
informed decisions about treatment and significant life
issues.

Objective measures of patients’ progress highlight strengths
and weaknesses. Difficulties and recommendations are
communicated to outpatient therapists.

Patients can continue to utilize printed worksheets that
they used while in PH.

Patients are more informed about treatment options and
how to pursue them after PH (e.g., skills-based group
therapy if available, books, Web sites).

In short-term PH, the staff must carry much of the load of
communicating to patients about the culture and structure.
A priority of stage 1 is to orient patients to program
structure (e.g., group schedule, expectations/requirements
for patients) to facilitate smooth transition into treatment.
Structure facilitates stability and support. Changes are
done systematically to minimize confusion for patients and
staff (e.g., weekly group schedule is updated monthly to keep
up with expected changes in group leaders and groups;
program changes are announced to patients proactively).




Harv Rev Psychiatry
Volume 14, Number 1

Neuhaus 7

2. Fixed Values Operationalized into an Adaptable Program Organization

Fixed Values

_

Attributes of Adaptable Organization

e Stable and resilient structure

e Accountability of staff roles at all levels of
organization

e Psychosocial milieu that promotes healthy
interpersonal connections

e Leadership that is solution-focused and
proactive

e Accountability according to roles and
mission at all levels of the organization

e Treatment that is pragmatic and sensitive
to context

e Respectful working relationships

e Solution-focused, proactive management
decisions

e Treatment that is pragmatic, with goals in
line with contextual demands

e Accountability at all levels

e Respectful working relationships

Program Structure

Organizational Vision

Continuous Quality Improvement

e Monitoring of clinical effectiveness and patient satisfaction
o Clinical training of staff (e.g., monthly meeting for in-service

Program structure adapts according to staffing changes,
patient volume, institutional demands, financial changes

Preparation allows for effective improvisation

Despite changes, structure remains predictable (e.g., meetings
occur as scheduled, weekly group schedule is regularly updated for
accuracy, coverage system for groups is in place proactively, groups
start and end on time)

Role definition of staff keeps organization in balance, and cross
training for different responsibilities maximizes flexibility

Staff are trained in skills approach and “buy in” to this model, which
promotes, in turn, effective therapeutic relationships with patients

Create and sustain culture of program

Focus on flexible program structure that adapts to changing
circumstances

Encourage “ownership” of the program among all staff in line with
one’s role

Buy in to theoretical approach and mission

Encourage innovation

Encourage disagreement, with healthy conflict resolution
Maintain decisive and accountable leadership

Engage in ongoing contingency planning (e.g., program
development to address changing needs of patients) as essential
to anticipate and prepare for environmental changes

Strategic planning for 6—-12 month cycle

Program development sensitive to patient population and to
strengths and weaknesses of staff (e.g., offer new groups as
applicable)

training, clinical supervision, peer supervision) provided and
encouraged

Innovation encouraged, though without unsettling program
structure

Respect in therapeutic relationships enhanced via sensitivity to
patients as consumers of services intended to improve their health
and well-being

Good customer relations maintained with referral sources and with
managed care organizations; changing needs identified and clarified
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Treatment Approach

PH treatment is designed to help patients address the life
circumstances and specific behaviors that brought them into
treatment. A pragmatic focus identifies concrete ways (i.e.,
skills) to stabilize and improve functional capacities, which,
in turn, will enhance one’s quality of life. Based on my experi-
ence with a PH program treating nonpsychotic patients in a
managed care environment, patients typically present with
several of the following characteristics: problems of unipo-
lar and bipolar mood disturbance; suicidality; anxiety and
panic; anger; impulsive behavior; social isolation; interper-
sonal difficulties; and inadequate stress management. Diag-
nostically, one or more Axis I diagnoses are common, as is
comorbidity with Axis II.

The time frame for treatment is very short, measured in
days or weeks; treatment must therefore be time-efficient,
with realistic goals. A stage model maximizes learning by
prioritizing what patients can reasonably accomplish in the
program within the time frame allotted; long-term issues are
secondary. Thus, each stage has its own interventions and
outcomes. A treatment contract,* now used in a wide range of
therapeutic and empirical protocols,>-33:34.36-38.56.64.73 g the
vehicle by which patients and treaters collaborate on goal
setting for each stage. For example, the purpose of stage 1 is
to concentrate on basics and to simplify complex problems
into manageable pieces so that even small changes can be
observed and appreciated. Stage 2 is for extended treatment
of two weeks or more. The treatment program is flexible
enough to provide patients with opportunities to implement
and practice skills, while providing support through a trial-
and-error process.

Five principles guide patients to set priorities and match
their problems with the treatment offered: psychoeducation,
self-assessment, behavioral coping, self-care, and interper-
sonal connections. These principles are constructs formed by
distilling complex treatment concepts and empirical proto-
cols into simple and straightforward terms that are accessi-
ble to patients.

Psychoeducation serves multiple purposes. It provides
factual information about diagnosis, course of illness, risk
factors, treatment interventions, and recommended lifestyle
changes. Patients educated in a respectful and supportive
manner improve their sense of control, leading to better
treatment outcomes.?® 77 Psychoeducation also validates
a patient’s experience and, in turn, strengthens the connec-
tion with treaters. Patients are educated about the treat-
ment approach and about how the program can match their
individual needs in relation to the diagnostic formulation
and prognosis; as informed consumers, patients will have
an improved capacity to make good life decisions concerning
their illness and treatment.
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Self-assessment refers to a set of skills that promote
a structured self-awareness to help one anticipate prob-
lems and learn healthy alternatives. These skills facili-
tate an awareness of self and environment, and a capac-
ity to identify patterns and risk factors associated with
life crises. In effect, self-assessment bridges the gap be-
tween psychoeducation and one’s unique life experience.
This construct is comparable to the cognitive element of CBT
skillg32-34-38.64.65.76-79 an( is akin to the psychodynamic con-
struct of ego awareness. One core self-assessment skill is
chain analysis,3” which breaks down events (e.g., situations,
thoughts, feelings, behaviors) in a sequential order. A useful
way to begin teaching self-assessment is to conduct a chain
analysis of the history of present illness (i.e., events lead-
ing to admission; see text box 3) with the patient, and to
highlight factors critical to decompensation.

Behavioral coping and self-care entail learning and using
specific behavioral skills,1028:32.38,64,65.76.80-82 Pyjgrities are
placed on self-care (e.g., sleep hygiene, physical exercise) and
behavioral scheduling (i.e., planning one’s time in advance),
which address the practicalities of daily living outside the
treatment environment. In the author’s experience, most pa-
tients will say that life structure has broken down prior to
admission, and the tendency is to say “I'll do that when I feel
better.” Unfortunately, this logic delays recovery. Behavioral
scheduling is perhaps the most direct way for a patient to
reinstitute activities into his or her life and to push through
depressive and anxious symptoms.?! Planning is done in ad-
vance, with the goal of completing the activity even if one
“does not feel like doing it”; in effect, this approach reduces
emotionally driven decisions that would likely result in no
action. Concrete behavioral strategies are also taught for
symptom management (e.g., monitoring mood in writing,
working through cognitive-restructuring exercises, impulse-
control plan), relapse prevention, and crisis planning.

Social isolation and disconnections in relationships are
often significant causal factors in seeking treatment. The
principle of interpersonal connections is most directly re-
alized in the supportive milieu and then augmented with
pragmatic strategies (e.g., assertiveness, learning how to
ask for help, conflict negotiation, anger management) that
offer patients concrete and healthy ways to connect with oth-
ers and cope with their experiences in problematic relation-
ships. From a psychoeducational angle, patients are taught
that interpersonal connections can promote improvements
in functioning and quality of life, which is illustrated for
them by the negative effects of social isolation. Two primary
goals are to stay connected with others even if one is dis-
tressed, angry, or in conflict, and to learn specific ways to
ask for help.

In sum, treatment outcomes are measured by the com-
bination of (1) skills that patients actually learn (i.e.,
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3. Chain Analysis and Skills Training (for Case Discussed in Text)

Sequence of events over one month, leading to admission for 50-year-old married white male:*
1 month prior

Increased job stress — sleep disturbance — less productive at work — more irritable — support from wife
perceived as criticism —
mood worsens — sleep worsens —
2 weeks prior

Social isolation — missed days at work — more avoidance/self-critical—
1 week prior

Shame escalates — more hopeless — alone with feelings — further isolated —
1 day prior

Suicide attempt by overdose, “to go to sleep and not feel the pain”

*As described below, these events become target areas for skills training.

Stage 1: “Learning Week”
Self-assessment

Identify triggers (e.g., job stress, decreased productivity) and warning signs (e.g., sleep disturbance, irritability,
social isolation, avoidance behaviors, shame). Focus on sequence of events with requirement to “catch things early”
and to notice spiraling, negative thought patterns, all of which promote relapse prevention.
Behavioral Coping
Focus on improving current functioning: behavioral scheduling to resume daily structure, written mood monitors to
track thoughts/feelings daily, maintain good sleep hygiene and self-care, design impulse-control plan/crisis plan if
suicidal. Maintain regular schedule for taking medications, using med cassette to facilitate adherence.
Interpersonal Connections

Participate in groups for support and validation, and offer others support. Learn concept of staying connected even
if distressed (e.g., learn specific ways to ask for help).

Stage 2: “Begin Mastery of Skills and to Feel Better”
Self-assessment

Use chain analysis as basis for relapseprevention plan, crisis plan (if necessary), and realistic transition plan for
returning to work.

Behavioral Coping
Establish part-time schedule to return to work, make realistic plan for self-care and exercise, keep track of negative
thought patterns (and consider alternative views).

Interpersonal Connections
Establish routine of checking in with wife about daily mundane events (from there, able to move on to more

emotional issues). Contact one friend and set time to meet for brief socializing. Contact one “safe” person at work.
Practice “asking for help” as a skill to improve.

Aftercare Plan (Final Stage of Program, to Build on Existing Skills, Maintain/Improve Interpersonal Connections)
Self-assessment
Strengthen skills to promote structured awareness and enhance relapse prevention. Need to understand ongoing
risk of becoming suicidal again. Identify high-risk situations that may trigger suicidality. Identify behaviors and
thought processes that may serve as warning signs (e.g., social isolation, avoidance behaviors). Develop relapse
prevention/impulse-control plan that emphasizes “catching things early.”

Behavioral Coping
Need to maintain daily structure, with a crisis plan written down and reviewed by patient and wife. Develop and

coordinate plan for outpatient therapy (including, e.g., the identification of situations when therapist should be
contacted).

Interpersonal Connections

Continue routine of checking in with wife (and others) and of practicing asking for help that was established in
stage 2 of PH program.
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skill acquisition), (2) symptom reduction, and (3) improve-
ments in functioning. This approach posits that in stage 1
(week 1) patients learn skills, with some reduction in symp-
toms and modest improvements in functioning; whereas
in stage 2 (week 2 and beyond) it is expected that pa-
tients feel significantly better and actively improve func-
tioning. Gains should continue after discharge if patients
use and build on the skills learned in the program that are
known to correlate with positive outcomes (e.g., behavioral
scheduling and reframing cognitive distortions to alleviate
depression).

A case example is provided below. It is important to note
that while the case may appear oversimplified, that simplic-
ity is the very crux of basic skills-oriented treatment in PH
that can be reasonably accomplished in a week or two. The
case represents a composite profile of a typical patient seen
in a PH program.

The patient, a male in his 50s with a history of
depression and anxiety who was admitted for in-
patient treatment after a suicide attempt by over-
dose, was stepped down to a PH program for two
weeks (see text box 3 for more detailed description of
treatment).

Week 1. The stage 1 treatment contract begins with three
goals: (1) to clarify the diagnosis and learn basic informa-
tion about risk factors and course; (2) to describe the chain
of events leading to admission, and (3) to learn basic coping
strategies for depression and anxiety. Psychoeducation ad-
dresses the first goal. The patient is informed of his diagnosis
and learns about his risk factors (e.g., positive family history,
previous episodes) by psychoeducation groups on depression
and anxiety. The second goal relies on self-assessment skills,
with a chain analysis describing the chronology of events
that led to this admission (see text box 3). The chain anal-
ysis helps organize priorities for stage 1 since it highlights
problem areas and targets for coping skills.

Week 2. Stage 2 builds on the foundation learned the pre-
ceding week. Trial and error of coping skills, increased mas-
tery, and symptom reduction are target outcomes for this
stage. There is a push for more interpersonal contact, but in
a gradual way. The discharge plan incorporates relapse pre-
vention with continued use of skills after discharge. Partic-
ular attention is placed on warning signs of suicidality, and
crisis planning is coordinated with the outpatient therapist.

Program Structure

Structure is central to milieu treatment!—3.5.7,18.45.46,61,74,83,84
since it is the framework within which treatment occurs,
and serves as the foundation for containment and coherence
of treatment. The structure is also resilient: mechanisms
are in place to anticipate and implement changes through a
predictable process.
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The structure of a therapeutic milieu does not just hap-
pen; it must be actively constructed, proactively maintained,
and routinely updated. The structure must be explicitly de-
fined with two considerations in view. First, “structure is all
aspects of a milieu which provide a predictable organization
of time, place, and person.”’ Second, and of equal impor-
tance, the program must inform patients as efficiently and
supportively as possible about the structure so that they can
utilize the program optimally.

An efficient orientation to the program structure is neces-
sary in the initial stage of treatment.!® Patients are in a life
transition when they begin treatment. Transitions tend to
exacerbate anxiety and to cause some disorganization and
uncertainty®® as patients experience changes with respect
to people, place, time, task, and overall life adjustment. In
previous eras patients had time (i.e., weeks to months) to get
settled in a program; now, no such luxury is permitted. Clear
and concise information (e.g., description of treatment ap-
proach, treatment team members, expectations of patients)
provided upon entry can allay a patient’s anxiety and fa-
cilitate immediate involvement in treatment. Brief descrip-
tions of groups further orient patients to treatment and pro-
mote memory of what they have done, and are doing, in the
program.

A resilient (i.e., stable and flexible) program structure
anticipates changes and withstands inevitable pressures.
Now more than ever, systems and organizational struc-
tures providing care are mutable, and patients face obstacles
other than their own as they strive to attain stability. Even
seemingly small things can undermine the structure. For
example, inaccurate information erodes patients’ sense of
stability in the program and breeds mistrust. Timely efforts
to provide written and verbal updates about changes should
be routine (e.g., with monthly updates of group schedules
and designations of group leaders).

Another example of a resilient structure relates to staff
roles and responsibilities. While roles must be clearly
defined,!*6 everyone should assume that job descriptions
will change as demands dictate. Plans must be in place for
cross-training, job sharing, and coverage, all of which con-
tribute to systematic and adaptive processes of change. Ef-
fective improvisation under pressure is possible only with
creative preparation.

Organizational Vision

An organization defines itself by its mission, which is imple-
mented on a daily basis. The mission states essential values
and purposes (i.e., the vision) to facilitate an attitude and
culture” " that establish the foundation for the therapeu-
tic milieu. Because of their short lengths of stay—and unlike
previous examples of therapeutic communities?!-5%53—PH
programs have no stable cohorts of patients, thereby placing
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an added burden on the staff to maintain the program’s
culture over time. Thus, the mission can be realized only
if the organization and its members are accountable to its
values.”®"1-8 Based on empirical management studies,’®
accountability is measured by the extent that staff adhere
to their roles and perform according to the program’s spe-
cific mission (i.e., staff are trained in a CBT model and are
invested in treating patients with this approach). By the
same token, a very skilled therapist who does not buy into
to the model would be a detriment to the program.

Those in leadership positions are responsible for artic-
ulating how the program’s values’®8” guide administrative
and clinical decision making; programs do not run them-
selves. Leaders facilitate open communication among staff
members and between staff and patients.*>%¢ Open debate
and disagreement are encouraged, with the aim of using
dialectical tension between disparate opinions to create a
new approach and move the program forward. This climate
encourages innovation, but discipline is important in order
to maintain the integrity of the program’s structure and
mission.®® An open process does not imply the endless pro-
cessing of issues, however; eventually, leaders must be de-
cisive and accountable. Accountability, in turn, breeds trust
in the organization.

A solution-focused bias for action is an inherent com-
ponent of a flexible organization.” It integrates decisive
leadership, group cohesion, and contingency planning. For
example, a program director anticipates fluctuations in pa-
tient volume with two plans. One addresses staff roles dur-
ing periods of high patient volume (e.g., redeployment of
one staff member to assist with admissions); the second re-
deploys staff when volume is down (e.g., more individual
contacts with patients).

Continuous Quality Improvement

The present mental health care environment presents PH
programs with a long list of challenges: staff changes, high
patient turnover, unpredictable lengths of stay, fluctuat-
ing daily census, demands for new programming, changes
of group leaders, changes in managed care contracts, con-
sumer demands for more time-efficient treatment, and in-
stitutional reorganizations. Thus, programs grow, develop,
downsize, or reorganize to maintain viability and sustain
success. Effective programs can become stale, yet resistance
to change is expected. All areas therefore need to be contin-
uously evaluated, nurtured, and developed in order for the
program to be continually adaptable over time.

Program development and staff training are essential,
even with limited resources. Small efforts can go a long way
if they become a predictable component of program orga-
nization and structure. Task forces are effective means by
which to incorporate staff members systematically into pro-
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gram development (e.g., through a pilot for a new group).
The critical point is to create an ethic in the program that
values the professional growth and involvement of each staff
member.

High-quality customer service is essential for patients
and their families, referral sources, and third-party payers.
Many clinicians may wince at the idea of customer service
since it is not a traditional way to characterize a therapeutic
relationship—and thus is likely to be seen as controversial.
The point here is to build on the foundation of the therapeu-
tic relationship, which should already be focused on collabo-
ration, support, and empathy. In short, the goal of customer
service is not to create a sterile relationship that approxi-
mates that of a retail store; instead, it is to enhance respect
for patients as consumers of mental health services that are
crucial to their well-being. For example, in milieu treatment,
questions or complaints about a program can easily be sub-
ject to clinical interpretation. While this response may be
relevant, patients are consumers, and the program and staff
should be accountable for answering questions according to
the mission and policies of the program.

Furthermore, direct contact is encouraged between
program leaders and patients in order to solicit their feed-
back about the program. While patient satisfaction question-
naires are valuable, they do not substitute for a live dialogue
with patients about their experience in the program. Lead-
ers must be good listeners.”®8” Structures need to be in place
(e.g., community meetings, an open-door policy for contact-
ing program managers) in order to give patients opportu-
nities to ask questions of, make suggestions to, and lodge
complaints directly with, someone in a leadership position.
These opportunities serve two functions: patients’ concerns
can be validated publicly, and patients can provide input for
future program development.

Effective customer service includes collaborative and pro-
ductive relationships with referral sources such as hospi-
tals, agencies, emergency rooms, outpatient clinicians,?® and
managed care organizations.®® Those relationships must
be nurtured and strengthened to withstand inevitable dis-
agreements and conflicts under high-pressure conditions. It
is also necessary to clarify their changing needs in order to
determine ways in which the program can adapt.

CONCLUSION

The model of fixed values and a flexible PH program draws
on the strengths of hospital psychiatry to create an institu-
tional ethic, or culture, to advance psychosocial milieu treat-
ment. In turn, treatment needs to be as accessible and use-
ful as possible, even if a patient has only four or five days
to address a major life crisis. The treatment approach is
to simplify problems and tasks, and to focus on what one
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can accomplish in a brief time, thereby maximizing a pa-
tient’s experience of progress. This method instills hope and
facilitates a greater sense of control over one’s life by mak-
ing available to the patient tangible ways to manage what
before seemed unmanageable. In this context even small
changes can significantly enhance a patient’s quality of
life.

Fixed values are starting points, not end points, and
therefore can be generalized to PH programs with a range
of economies of scale, as well as to inpatient and intensive
outpatient programs. For example, this treatment model’s
adaptation of evidence-based treatments is portable; the key
is to articulate a program’s mission, in its unique context,
with the available resources. A program needs to system-
atically evaluate what is effective, and to discard what is
not.

Uncertainty hangs over our heads daily in the current
mental health care environment—even when things are go-
ing well. Programs will change, grow, downsize, close, merge,
and reorganize. Nonetheless, it is still possible to create op-
portunity out of adversity. The model of a flexible partial
hospital program with fixed values offers a way to avoid com-
placency and embrace the changing world.
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Stephen Washburn, MD, for leading the way of psychosocial mi-
lieu treatment at McLean Hospital; the Behavioral Health Partial
Hospital Program staff and psychology trainees who have been ded-
icated to psychosocial treatment; and Elizabeth Torres, PsyD, and
Annmarie McCarthy, RN, and my parents for ongoing support.

REFERENCES

1. Gunderson J. Defining the therapeutic processes in psychiatric
milieus. Psychiatry 1978;41:327-35.

2. Ellsworth R, Maroney R, Klett W, Gordon H, Gunn R. Milieu
characteristics of successful psychiatric treatment programs.
Am J Orthopsychiatry 1971;41:427-41.

3. Ellsworth RB. Characteristics of effective treatment milieus. In:
Gunderson J, Will OA, Mosher LR, eds. Principles and practice
of milieu therapy. New York: Jason Aronson, 1983:87-123.

4. Levendusky PG, Berglas S, Dooley CP, Landau RdJ. Therapeutic
contract program: a preliminary report on a behavioral alter-
native to the token economy. Behav Res Ther 1983;21:137—42.

5. Levendusky PG, Willis BS, Ghinassi FA. The therapeutic con-
tracting program: a comprehensive continuum of care model.
Psychiatr Q 1994;65:189-207.

6. Wright JH, Thase ME, Beck AT, Ludgate JW. Cognitive therapy
with inpatients. New York: Guilford, 1993.

7. Wright JH, Thase ME, Ludgate JW, Beck AT. The cognitive
milieu: structure and process. In: Wright JH, Thase ME, Beck
AT, Ludgate JW, eds. Cognitive therapy with inpatients. New
York: Guilford, 1993:61-87.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Harv Rev Psychiatry
January/February 2006

. Wright JH. Inpatient cognitive therapy. In: Salkovskis PM, ed.

Frontiers of cognitive therapy. New York: Guilford, 1996:208—
25.

. Salkovskis PM. Frontiers of cognitive therapy. New York: Guil-

ford, 1996.

Weingardt KR, Zeiss RA. Skills training groups on a psychiatric
intensive care unit: a guide for group leaders. Cogn Behav Pract
2000;7:385-94.

Springer T, Silk KR. A review of inpatient group therapy for bor-
derline personality disorder. Harv Rev Psychiatry 1996;3:268—
78.

Washburn S, Vannicelli M, Longabaugh R, Scheff B. A controlled
comparison of psychiatric day treatment and inpatient hospi-
talization. J Consult Clin Psychol 976;44:665-75.

Klar H, Frances A, Clarkin J. Selection criteria for partial hos-
pitalization. Hosp Community Psychiatry 1982;33:929-33.
Rosie JS. Partial hospitalization: a review of the recent litera-
ture. Hosp Community Psychiatry 1987;38:1291-9.

Hoge MA, McLoughlin KA. A group psychotherapy model
for acute treatment settings. Int J Partial Hospitalization
1991;7:55-67.

Hoge MA, Davidson L, Hill WL, Turner VE, Ameli R. The
promise of partial hospitalization: a reassessment. Hosp Com-
munity Psychiatry 1992;43:345-54.

Piper WE, Rosie JS, Azim HF, et al. A randomized trial of psychi-
atric day treatment for patients with affective and personality
disorders. Hosp Community Psychiatry 1993;44:757—63.

Piper WE, Azim HF, Rosie JS, Joyce AS. Time-limited day treat-
ment for personality disorders: integration of research and prac-
tice in a group program. Washington, DC: American Psycholog-
ical Association, 1996.

Melson SJ. Brief day treatment for nonpsychotic patients. In:
MacKenzie KR, ed. Effective use of group therapy in managed
care. Washington, DC: American Psychiatric Press, 1995:113—
28.

Sledge W, Tebes J, Rakfeldt J, Davidson L, Lyons L, Druss B.
Day hospital/crisis respite care versus inpatient care, part I:
clinical outcomes. Am J Psychiatry 1996;153:1065-73.

Howes JL, Haworth H, Reynolds P, Kavanaugh M. Outcome
evaluation of a short-term mental health day treatment pro-
gram. Can J Psychiatry 1997;42:502-8.

Block BM, Lefkovitz PM. American Association for Partial Hos-
pitalization standards and guidelines for partial hospitaliza-
tion: adult programs. Continuum 1995;2:95-103.

Simpson E, Pistorello J, Begin A, et al. Use of dialectical behav-
ior therapy in a partial hospital program for women with bor-
derline personality disorder. Psychiatr Serv 1998;49:669-73.
Bateman A, Fonagy P. Effectiveness of partial hospitalization in
the treatment of borderline personality disorder: a randomized
controlled trial. Am J Psychiatry 1999;156:1563-9.
Ogrodniczuk JS, Piper WE. Day treatment for personality dis-
orders: a review of research findings. Harvard Rev Psychiatry
2001;9:105-17.

Reisch T, Thommen M, Tschacher W, Hirsbrunner H. Outcomes
of a cognitive-behavioral day treatment program for a hetero-
geneous patient group. Psychiatr Serv 2001;52:970-2.
Karterud S, Pedersen G, Bjordal E, et al. Day treatment of pa-
tients with personality disorders: experience from a Norwegian



Harv Rev Psychiatry
Volume 14, Number 1

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

treatment research network. J Personal Disord 2003;17:243—
62.

Liberman RP, Vaccaro JV, Corrigan PW. Psychiatric rehabilita-
tion. In: Kaplan HI, Sadock BJ, eds. Comprehensive textbook of
psychiatry. Baltimore: William & Wilkins, 1995:2696-717.
MacKenzie KR. Effective use of group therapy in managed care.
Washington, DC: American Psychiatric Press, 1995.
MacKenzie KR. Time-managed group psychotherapy: effective
clinical applications. Washington, DC: American Psychiatric
Press, 1997.

Rice AH. Structured groups for the treatment of depression. In:
MacKenzie KR, ed. Effective use of group therapy in managed
care. Washington, DC: American Psychiatric Press, 1995:61-96.
Barlow DH. Anxiety and its disorders. New York: Guilford,
1988.

Barlow DH. Clinical handbook of psychological disorders. New
York: Guilford, 2001.

Beck AT, Rush JA, Shaw BF, Emery G. Cognitive therapy of
depression. New York: Guilford, 1979.

Beck JS. Cognitive therapy: basics and beyond. New York: Guil-
ford, 1995.

Emery G. Overcoming depression: a cognitive-behavior protocol
for the treatment of depression. Oakland, CA: New Harbinger,
2000.

Linehan M. Cognitive behavioral treatment for borderline per-
sonality disorder. New York: Guilford, 1993.

Zuercher-White E. Overcoming panic disorder and agorapho-
bia: a cognitive restructuring and exposure-based protocol for
the treatment of panic and agoraphobia. Oakland, CA: New
Harbinger, 1999.

Gunderson J, Gratz K, Neuhaus E, Smith G. Levels of care in
treatment in the treatment of personality disorders. In: Oldham
JM, Skodol AE, Bender DS, eds. Textbook of personality disor-
ders. Washington, DC: American Psychiatric Publishing, 2005.
Wright JH, Davis MH. Hospital psychiatry in transition. In:
Wright JH, Thase ME, Beck AT, Ludgate JW, eds. Cogni-
tive therapy with inpatients. New York: Guilford, 1993:35—
60.

Gutheil TG. The therapeutic milieu: changing themes and the-
ories. Hosp Community Psychiatry 1985;36:1279-85.
Goodman M, Brown J, Deitz P. Managing managed care: a men-
tal health practitioner’s survival guide. Washington, DC: Amer-
ican Psychiatric Press, 1992.

Azim HF. Partial hospitalization programs. In: Livesley J, ed.
Handbook of personality disorders. New York: Guilford, 2001.
Gabbard GO, Lazar SG. Efficacy and cost offset of psychother-
apy for borderline personality disorder. In: Spiegel D, ed. Effi-
cacy and cost-effectiveness of psychotherapy. Washington, DC:
American Psychiatric Press, 1999:111-23.

Gunderson JG. An overview of modern milieu therapy. In: Gun-
derson J, Will OA, Mosher LR, eds. Principles and practice of
milieu therapy. New York: Jason Aronson, 1983:1-13.

Stanton A, Schwartz M. The mental hospital. New York: Basic,
1954.

Will OA. Foreword. In: Gunderson J, Will OA, Mosher LR,
eds. Principles and practice of milieu therapy. New York: Jason
Aronson, 1983.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

13

Neuhaus

Paul G, Lentz R. Psychosocial treatment of chronic mental pa-
tients: milieu vs. social learning programs. Cambridge: Harvard
University Press, 1977.

Sullivan HS. The modified psychoanalytic treatment of
schizophrenia. Am J Psychiatry 1931;88:519—40.

Sullivan HS. Socio-psychiatric research: its implications for the
schizophrenia problem and for mental hygiene. Am J Psychiatry
1931;87:977-91.

Menninger WC. Psychiatric hospital therapy designed to meet
unconscious needs. Am J Psychiatry 1936;93:347-60.

Jones M. The concept of a therapeutic community. Am J Psy-
chiatry 1956;112:647-50.

Tucker GJ. Therapeutic communities. In: Gunderson J, Will OA,
Mosher LR, eds. Principles and practice of milieu therapy. New
York: Jason Aronson, 1983.

Gunderson J. If and when milieu therapy is therapeutic for
schizophrenics. In: Gunderson J, Will OA, Mosher LR, eds. Prin-
ciples and practice of milieu therapy. New York: Jason Aronson,
1983.

Almond R. Concepts and new developments in milieu treat-
ment. In: Gunderson J, Will OA, Mosher LR, eds. Principles
and practice of milieu therapy. New York: Jason Aronson,
1983.

Heinssen RK, Levendusky PG, Hunter R. Client as colleague:
therapeutic contracting with the seriously mentally ill. Am Psy-
chol 1995;50:522-32.

Islam A, Turner DL. The therapeutic community: a critical
reappraisal. Hosp Community Psychiatry 1982;33:651-3.
Mazza M, Barbarino E, Capitani S, Sarchiapone M, DeRiso
S. Day hospital treatment for mood disorders. Psychiatr Serv
2004;55:436-8.

McQuillan A, Nicastro R, Guenot F, Girard M, Lissner C,
Ferrero F. Intensive dialectical behavior therapy for outpatients
with borderline personality disorder who are in crisis. Psychiatr
Serv 2005;56:193-7.

Piper WE, Joyce AS, Azim HF, Rosie JS. Patient characteris-
tics and success in day treatment. J Nerv Ment Dis 1994;182:
381-6.

Bateman A, Fonagy P. Psychotherapy for borderline personality
disorder: mentalization-based treatment. Oxford: Oxford Uni-
versity Press, 2004.

Bateman A, Fonagy P. Treatment of borderline personality dis-
order with psychoanalytically oriented partial hospitalization:
an 18-month follow-up. Am J Psychiatry 2001;158:36—42.
Bateman A, Fonagy P. Health service utilization costs for bor-
derline personality disorder patients treated with psychoana-
lytically oriented partial hospitalization versus general psychi-
atric care. Am J Psychiatry 2003;160:169-71.

Burns DD. The feeling good handbook. New York: Penguin,
1989.

Linehan MM. Skills training manual for treating borderline
personality disorder. New York: Guilford, 1993.

Seligman MEP. Science as an ally of practice. Am Psychol
1996;51:1072-9.

Goldfried MR, Wolfe BE. Toward a more clinically valid
approach to therapy research. J Consult Clin Psychol
1998;66:143-50.



14

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

Neuhaus

Nezu AM, Nezu CM, Lombardo E. Cognitive behavioral case
formulation and treatment design: a problem solving approach.
New York: Springer, 2004.

Hufford MR. Empirically supporterd treatments and comor-
bid psychopathology: spelunking Plato’s cave. Prof Psychol Res
Pract 2000;31:96-9.

Peters Td, Waterman RH Jr. In search of excellence: lessons
from America’s best-run companies. New York: Warner, 1982.
Collins JC, Porras JI. Built to last: successful habits of visionary
companies. New York: Harper Business, 1994.

Rokeach M. From individual to institutional values: with spe-
cial reference to the values of science. In: Rokeach M, ed. Un-
derstanding human values: individual and societal. New York:
Free Press, 1979.

Kernberg O, F., Selzer MA, Koenigsbeg HW, Carr AC, Ap-
pelbaum AH. Psychodynamic psychotherapy of borderline pa-
tients. New York: Basic, 1989.

Gunderson J. Borderline personality disorder: a clinical guide.
Washington, DC: American Psychiatric Publishing, 2001.
Mueser KT, Corrigan PW, Hilton DW, et al. Illness manage-
ment and recovery: a review of the research. Psychiatr Serv
2002;53:1272-84.

Becker RE, Heimberg RG, Bellack AS. Social skills training
treatment for depression. New York: Pergamon, 1987.
Newman C, Leahy R, Beck AT, Reilly-Harrington NA, Gyulai
L. Bipolar disorder: a cognitive therapy approach. Washington,
DC: American Psychological Association, 2002.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.
89.

90.

Harv Rev Psychiatry
January/February 2006

Young JE, Weinberger AD, Beck AT. Cognitive therapy for de-
pression. In: Barlow DH, ed. Clinical handbook of psychological
disorders. New York: Guilford, 2001:264—-308.

Beck AT, Freeman A, Associates. Cognitive therapy of person-
ality disorders. New York: Guilford, 1990.

Benson H. The relaxation response. New York: Avon, 1985.
Jacobson N, Dobson K, Truax P, et al. A component analysis of
cognitive behavioral treatment for depression. J Consult Clin
Psychol 1996;64:295-304.

Barlow DH. Anxiety and its disorders: the nature and treatment
of anxiety. 2nd ed. New York: Guilford, 2002.

Dimsdale JE. Goals of therapy on psychiatric inpatient units.
Soc Psychiatry 1975;10:1-7.

Gunderson J. Borderline personality disorder. Washington, DC:
American Psychiatric Press, 1984.

Wapner S. Transactions of persons-in-environments: some crit-
ical transitions. J Environ Psychol 1981;1:223-39.

Labich K. Why companies fail. Fortune 1994:November 14;52—
68.

DePree M. Leadership is an art. New York: Dell, 1990.

Collins JC. Good to great. New York: Harper Business, 2001.
Jacobs DH, Rogoff J, Donnelly K, Birnbaum B, Russian R.
The neglected alliance: the inpatient unit as a consultant
to referring therapists. Hosp Community Psychiatry 1982;33:
377-81.

Mohl P. Confessions of a concurrent reviewer. Psychiatr Serv
1996;47:35-40.



