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Measuring success
As joint director of The National Collaborating Centre for Mental Health, Steve Pilling is responsible for identifying effective psychological interventions and making recommendations to NICE for their use

Interview by Bill Andrews

What is your role within NICE?

I’m the joint director with Tim Kendall of The National Collaborating Centre for Mental Health, one of seven collaborating centres funded by NICE to produce clinical guidelines. We are an independent group. I work at UCL and Tim’s over at the Royal College of Psychiatrists Research Unit. We have a group of about 20 people working with us and we produce guidelines through the standard National Institute for Health and Clinical Excellence (NICE) methods. The rest of the time I’m a UCL and Camden and Islington Foundation Trust employee. So I work as a clinical psychologist in the local Trust and at UCL I’m a health service researcher. I’ve an interest in schizophrenia and depression – complex interventions essentially.

What is the role of NICE with respect to psychological therapies?

It is no different than its role is in relation to any other healthcare intervention. It’s about identifying effective healthcare interventions and making recommendations for their use. I think NICE has done a good job by psychological therapies. If you look, for example, at the 16 or so guidelines we produced, in all bar three, psychological therapies feature as key recommendations for implementation and even in those three where they’re not in the absolute forefront, they’re certainly in the main body of the guideline. The best evidence we have for that is the Improving Access to Psychological Therapies (IAPT) programme, which is underpinned by NICE. So I think we’ve put psychological therapies on the map and we’ve done that not only for depression and anxiety but also, for example, for schizophrenia. So CBT and family therapies in schizophrenia have got a real push from NICE.

What is the relationship between NICE and the Department of Health?

NICE is an independent group within the NHS but its remit comes from the Department of Health.

The Department of Health Organising and Delivering Psychological Therapies report (2004) suggests that empirically supported treatments should take precedence over others. But when you look at the research there’s a paucity of evidence about differential effectiveness. Could you explain why NICE has taken up a very definite position with respect to particular types of evidence and particular therapies – most notably CBT? 

NICE’s commitment is to make use of the best available evidence. Randomised controlled trials (RCTs) are not the be all and end all – we need to look at other methods of assessing effectiveness. What we need is a broader evidence base. If you look at our guidance in detail, you’ll see that we’re not just looking at meta-analyses of RCTs, we’re drawing on cohort studies, on data mining studies and we use qualitative information to influence what we say in our guidelines. We’re sometimes caricatured as an RCT sausage factory and I think that’s unfair. I’d say we draw on a broader base of evidence. 

What do we do about the differential effects of different treatments? First of all I’d say that although absence of evidence does not mean absence of effect, the fact is that it’s very difficult to make recommendations about effectiveness when we haven’t got good enough evidence to make recommendations about other treatments. And, to be honest with you, single trials that say ‘X is as good as Y ‘are not particularly convincing.

But the difficulty for lots of therapists is that they’re not in a position to do these types of trials. And there is still the commonly held perception of a hierarchy of evidence and that unless you start off with the best quality evidence, you won’t get a look in. 

Without good quality evidence it’s pretty difficult to get a look in. The good quality evidence at the moment largely comes from RCTs. There is a world of practice-based evidence (PBE) out there, but a lot of it is poor quality. 

One might also argue that there are poor quality RCTs as well.

Well, if there are poor quality RCTs, we’ll exclude them. We take good care to ensure deficient studies don’t make a significant contribution to our evidence base.

Many services around the country have been doing pre- and post-outcome measures and I can understand the idea of it being considered poor quality when you don’t have enough inclusion in the data set – if there are a lot of drop outs or if lots of people aren’t put in in the first instance. But there are services that for some time now have been working with every session methodology, which is the same as in the IAPT programme. What would the quality of PBE need to be like in order to be acceptable to NICE?

It’s about descriptions of the population, issues of inclusion and exclusion, and the kind of measures that people have done. That’s the way we would judge it. Now there may be further fine details to be added to that but I think that’s a pretty good place to start.

I meet people all the time who ask, ‘What do we have to do to demonstrate the effectiveness of what we are doing?’ And while you could say, ‘You need to try to get outcome measurement beyond the first session for as many people as possible’, obviously, if somebody drops out after one session, you can’t show a time two data there.

But that’s interesting information in and of itself.

But if you’ve got every session methodology then you’re going to capture a much richer data set. Now, if people go to that effort and document it very carefully, would they be in a position to present that to NICE?

Yes. People do present that. But one of the issues that’s missing from that discussion is the issue of comparability, because the other factor that we’ve not mentioned, but that is an increasingly important part of what NICE does in terms of guidelines, is the issue of cost and cost effectiveness. So, if you’re working out what a QUALY (quality-adjusted life year) is, it doesn’t exist in isolation – it exists for a particular treatment in comparison to something else. Just being presented with a large data set, where you haven’t got that comparability element built in, does make it more difficult for us to make good use of it.

But how do you build in that comparability?

Well that’s a bit of a challenge. This is where a cohort design has its limitations for us. What you need to do is get much larger samples than it’s probably reasonable to expect to get in the short term, to be able to inform us with that sort of data set. So I still think that for psychological therapies early on, comparability data matters, and RCTs are in some ways the least biased way for us to get hold of that comparability data, because a lot of effort goes into collecting it. 

So, for example, would a wait list control be something you’d consider?

Well we have got wait list controls. For me, the sequence of building up the evidence for a particular intervention goes something like this: you collect simple pre/post-data on a relatively small sample. That needs then to be tested in control trials, preferably RCTs, and the wise way to start with this is to start with a treatment as usual comparison. Does it compare to a placebo, to treatment as usual? Now these things are not easy to do and even relatively simple trials like that can be quite complex and expensive to deliver. And then when you’ve got that, you’ve got two further choices. One is to consider how the evidence stacks up against the gold standard. So, in the case of panic disorder for example, it’s pretty reasonable to say that CBT treatments are gold standard – how does it stand up against that? And then beyond that you consider how the treatment stands up in the real world, and then the PBE goes on to it to inform that. That would be my preferred sequence.

I guess it would probably be the preferred sequence for everybody, but we live in the real world and what you’ve described there is something that belongs in a world of research where it can be funded properly, but we’re still left with the situation where we’ve got thousands of people around the country who are feeling disenfranchised and don’t know what to do.

Who are these people who feel disenfranchised?

Well those people, for example, who are being told that they need to retrain in CBT.

Say a counsellor who has worked in a Rogerian or psychodynamic counselling mode? 

Yes, people with many years of experience and they’re asking what they can do to demonstrate the effectiveness of what they do. The recommendation is to gather routine PBE, but yet that’s not going to be enough. And so although on the one hand you’re saying, ‘We will consider everything and we’ll look at CORE studies, and we’ll look at single cases and all the rest of it’, really when push comes to shove it isn’t like that.

When push comes to shove the other difficulty we’ve got comes down to cost and comparability. I’d feel very unhappy about making recommendations for interventions where we felt the evidence was weaker. What you need is very good PBE. I’m not sure I’ve seen that yet. There are one or two studies around which have drawn on the CORE database. I think there are some problems still with that data. I’m of the view that there are real differences between treatments.

My favourite example is to look within the CBT data set itself. So, for example, if you look at standard non-trauma focused CBT compared to standard CBT for PTSD, there is a clear advantage for trauma focused CBT over non-trauma focused CBT. So there are differences between modalities that matter. The second one though that I think is as important – and these are not in opposition these comparisons – I think treatment distinctions do matter, but I think therapist competence is also extraordinarily important and the best data sets for that are those that Mike Lambert and colleagues have produced in the States where you’re seeing 100 per cent differences in outcomes between therapists essentially providing the same treatment to the same populations. 

So should we not be thinking about empirically supported therapists rather than therapies?

I’d like to see the best treatments provided by very competent therapists. In some of our areas we can feel pretty confident that if you do the right things reasonably well, you get reasonable outcomes. And so back to my example of CBT for panic disorder, I’m pretty confident that’s an effective treatment. You look at the treatments for depression and CBT happens to be the leader in the game but I think no one providing psychological treatment for depression would be saying we’ve solved the problem. We’re not very good at treating recurrent depression with any method, pharmacological or psychological. So there are some real developmental issues and that might be one where therapist competence, particularly with more tricky people, matters even more than it does in some other disorders.

We know that the main concerns across the country are anxiety and depression, and that the co-morbidity of anxiety and depression is enormous in any data set. The NICE guideline recommends problem solving therapy that’s focused on the depression, not just CBT, but yet the prevailing sense around the country is that the IAPT programme is driven by CBT.

I take your point that what the guidelines say is that there are a range of interventions which includes counselling, brief CBT, problem solving, CCBT and exercise. We’re just doing the revision now of the guideline and it may be that might change and become a bit more refined. Certainly it’s the case that there are a range of treatments that are potentially effective. 

The issue of CBT and IAPT is a slightly different one. Broadly, one of the powerful arguments for CBT in the IAPT programme is, if you look across the range of common mental health problems – depression, generalised anxiety disorder, panic disorder, OCD, PTSD, and so on – the one intervention that does quite well across all of those is CBT. The argument for the promotion of CBT within IAPT is essentially a pragmatic one. If you get people who are competent in CBT, that increases their capacity to treat a range of disorders. So in depression, for example, IPT (interpersonal therapy) looks broadly equivalent to CBT. In depression you’ve got couple focused treatment, you’ve got counselling for mild depression. In PTSD you’ve got EMDR. 

Now the problem there is, EMDR being a good example, as far as I’m aware the only evidence of EMDR of significance is in PTSD. So one of the reasons that drives the IAPT preoccupation with CBT is a pragmatic one and that has to be weighed against the training needed. Although people are moving to sharper and more focused trainings in CBT, the fact is to train to competence in CBT is somewhat different in terms of duration and extent than to train to competence in IPT. So you might say IPT’s shorter, it’s a better option, it’s a more cost effective option potentially, but the problem with that is it’s much narrower in range. So the argument for CBT, which I think Richard Layard and David Clark and others have made, is its broad applicability and I think at the moment that’s quite a good argument.

David Clark et al’s article from the IAPT pilot sites talks about 5,500 people being referred for treatment, 3,500 being assessed, but 1,600 of that 3,500 not then going beyond the first session. And obviously then there will be data coming in related to the people who stay in treatment and their types of recovery rate etc. Would it not be a reasonable argument to say to practitioners around the country, if you are gathering data in a similar manner to what the IAPT programme is doing, and you’re able to demonstrate the level of severity at intake of the clients that you’re seeing, that that’s a reasonable comparison to be made?

Well it’s an interesting and reasonable argument. I’m not sure it then follows that if you can do the same you’d end up being in the NICE guideline as a recommended treatment. But I think it would be interesting to see that. One of my views is that it would be a scandal if we don’t use IAPT to inform the research database. The services have got to bed in over the next two or three years, but once they’ve done that then we should be doing studies, including RCTs within the IAPT frame. I think what will happen, based on the NICE guidelines, is that other treatments will feature within the IAPT programme. I expect this year we’ll see an expansion of the IAPT programme beyond CBT. When and how I’m not absolutely sure, but I’ll be disappointed if that doesn’t happen. IAPT should be a test bed, because if you’re talking about the difficulties of how you set up trials, it’s extremely hard work. We should be expecting IAPT services to be open to those ideas and we shouldn’t be doing clinical trials if we’re convinced that there’s already equivalence between these treatments. 

You work as a therapist and must have your own opinion about the importance of the therapeutic alliance and the differential effectiveness of different practitioners. There will be more that separates people out than competency don’t you think?

It depends how you define competence. I’d see issues about the alliance as being part of competence. The alliance is an important element of any effective psychological intervention. Curiously, when you look at the data, the alliance is not very good at predicting outcome. It’s clearly probably also the case that some therapists are better at building and maintaining alliances, and it’s probably that latter factor that’s crucial in taking treatments forward and coping with difficulties that occur, but I would see that as essentially a competence. I don’t think there’s essentially anything mythical or mystical about it. 

As they move along their career paths practitioners tend to become more eclectic. They train in a certain model, but when they’re out in real life settings, they tend to become a bit more flexible and might incorporate other things into their treatments. What do you think about this?

I think that’s a dangerous path. There are some core things you need to do when you’re struggling to help an individual. Sometimes it’s hard to stick with, it’s tempting to go off and explore different options, but I’m not sure that that’s actually right. To give a personal anecdote here, when Tony Roth and I finished the CBT competence framework last year, I was going through one particular CBT framework, and I looked at something and I thought, I’ve stopped doing that, that’s not very good. And I shifted my practice back again. When you are sitting with someone who is a bit of a struggle and the duration and the range of treatment is not going in the way you might expect, sticking to what you know is an effective treatment – not bringing in bits from here and there. We have evidence that when people stick within those frameworks they get better outcomes. 

You mentioned the skills for competencies framework. Why do you think this framework is so important? 

We did that initially for CBT but we’ve now completed work for psychodynamic psychotherapy, for supervision across all modalities, and we’re currently working on humanistic person-centred and experiential counselling (HPCE) and systemic therapies. There are other things that we would like to go on to do, some of the more theoretically integrated approaches like IPT, for example.

Why do I think it’s important? First of all, spelling out in terms that are accessible to people what the range of competencies to deliver effective psychological interventions are is quite important. There is a lot that is very implicit in what’s done. I think that’s probably less true of CBT and the psychodynamic world. It’s certainly true of the counselling and systemic stuff where getting those basic competencies out has been a major task. It highlights similarities and differences between treatments and so at the front end we have some generic competencies that we think run across the board. 

It then does a number of things that are helpful. It helps clarify what are the key underpinnings of any good training programme. So hitherto, training programmes have considered you’re competent as long as you pass the exam. Well actually that’s a rather optimistic assumption about the impact of training. If that training is more competence based, then the likelihood is that you’re more likely to get good outcomes and that’s because firstly it will inform the content of training and secondly it should inform the process of supervision and evaluation. So I think that’s the immediate use of it and the demonstration of that potential value of it you see in the IAPT programme, where the CBT syllabus for IAPT is underpinned by the work we’ve done on competence. 

With exit interviews after treatment, you rarely hear a client refer to one thing the therapist did that helped. They tend to say, ‘This person listened to me.’ Is it that we are somehow slipping in these ingredients that are bringing about change, and clients are coming away feeling ‘I just related really well to this person’?

I think that’s absolutely right. My limited knowledge and experience of those kinds of reviews very much confirms that view, that people will often say, ‘It’s the talking to someone that mattered.’ There are several things to say about it. For example, we recently did a trial looking at brief interventions for depression and we did some qualitative interviews both with the people in receipt of the intervention and those people providing it, and both groups said very clearly, ‘It’s the talking that mattered.’ We had an emphasis on behavioural activation in that trial. And then I looked in detail at the sessions and, looking at different settings, the setting where I had expected the better outcomes to come, a nice middle class area, actually did not score so well, and actually much of the effect in that trial was carried by people in a much more socially adverse setting. And then I looked at what the therapists had done and interestingly the therapist working in the socially adverse setting, compared to the therapist working in the other setting, had stuck to the behavioural activation programme and she’d done a better job; she’d done all that you are supposed to do in terms of the manual, despite having been in supervision and monitoring it fairly closely as you do in the trial, but actually if you talk to her she wouldn’t say, ‘Oh, it was the relationship.’ And so it’s a bit about how we remember and what matters to us, what actually changes things might be quite different.

I’m still left with this frustration – which I think will probably be shared by counsellors and psychotherapists up and down the country after reading this interview – that we don’t stand a chance, because we’re not in the game, and we can’t get in the game, because we haven’t got the money to do it.

I think that’s just not true really, and if you look at the example of Milrod, Fonagy and Bateman, if there was one theoretical approach that you could argue is on its way out, you could say it’s the psychodynamic, psychoanalytic approaches. Now what Milrod, Fonagy and Bateman and others have done is say, ‘We can evaluate these treatments, we can show the same benefits as you get in other studies’, and I think for personality disorders certainly they have started to do that. I hope and assume Barbara Milrod will do the same, because I do honestly believe we need choices of treatments that are effective and I do think that there probably need to be a range of options for people. 

I think what we do is tangible and measurable and I think what your average practitioner needs to be doing is when say Robert Elliott or Peter Fonagy or David Clark approach them and say, ‘Do you want to be in a trial?’ They should say, ‘Yes.’ They should actively engage. And IAPT and beyond is part of that. It’s a major scientific endeavour. You need the recruits to do it but there are people like Mick Cooper and Robert Elliott around in the counselling world; Michael Barkham and Dennis Parry, who have collected PBE; Fonagy, Bateman and others have done it for psychoanalysis; David Clark and others for CBT – here are people out there willing to engage in this research. There’s a lot of health service research money around, I think we should stop whingeing about what NICE does and doesn’t do and actually engage with that process and say, ‘Come on, let’s demonstrate what we do. I think we can do it better. I think we can do it as well. I think it would make a real difference with people.’ I think there’s an ethical imperative on us all to do it.

[Ends]
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