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

Well I think NICE’s role in relation to psychological therapies is no different really than its role is to any other healthcare intervention. So it’s about identifying what are the effective healthcare interventions and, having done that, trying to make recommendations for their use. So, in a sense, psychological therapies are no different than any other disorder. The second thing though to say about it is that I think NICE has done a good job by psychological therapies. So If you look, for example, at the 16 or so guidelines that we produced, I think 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. So I think the best evidence if you like that we have for that is the Improving Access to Psychological Therapies programme, which is underpinned by NICE. So I think we’ve put psychological therapies on the map in a way that perhaps they hadn’t been before and we’ve done that not just say for depression and anxiety but also, for example, for schizophrenia. So the CBT and family therapies in schizophrenia I think have got a real push from NICE. So I think that would be my response to that question.

And your actual role within NICE?

I’m the joint director with Tim Kendall – another Sheffield Care Trust person. So Tim and I run the National Collaborating Centre for Mental Health, which is one of seven collaborating centres funded by NICE to produce clinical guidelines. We are an independent group. I work here at UCL, Tim’s over at the Royal College of Psychiatrists Research Unit and we have a group of about 20 people work with us and we basically go about producing guidelines through the standard NICE methods, which if you want I’ll say a bit about.

Well, we probably come to that in the course of the questions.

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 here at UCL I’m essentially a health service researcher, so I’m involved in clinical trials, with colleagues in psychiatry of schizophrenia, I’ve done a number of trials over the years. I’m also involved again with colleagues here and colleagues up and down the country in clinical trials of depression, so I’ve an interest in schizophrenia and depression, complex interventions essentially.

If I could move on to think about the recommendations made in the Department of Helath Report into Psychological Therapies 2004 and some sort of a disparity and discrepancy between that on the one hand and the NICE guidelines on the other. Throughout the report of 2004 there’s a suggestion of even though there’s lots of suggestions that empirically supported treatments take precedence over others, that in fact when you look at the research there’s a paucity of evidence to talk about differential effectiveness. And in fact the DH recommended best practice is for routine gathering of practice based evidence. But then it’s almost like on the other side of that then there’s NICE, which has taken up a very definite position with respect to particular types of evidence and particular therapies – obviously most notably CBT. Could you say a little bit about that, if you like, what is the relationship between NICE and the DH?

Well, there are two separate questions you’re asking there. One is what’s the relationship between NICE and the DH? Well, NICE is part of the NHS. It’s an independent group within the NHS but its remit for what it looks at comes in fact from the department, from the Secretary of State, and that determines its programme of work. That’s one thing. The other thing that I think is important to say about NICE, and we may come onto method as well, but I think it’s probably worth trying to deal with you question about – what I might call the Bruce Wampole question about equivalence – in a number of ways. First of all, I think NICE’s commitment is to make use of the best available evidence and I don’t know if you heard Mike Rawlins on the radio this morning after his Harvarian lecture yesterday, well it will no doubt filter through the press but what Mike was saying there was, you know RCTs are not the be all and end all, we need to look at other methods of assessing effectiveness. Now, he’s particularly concerned, I haven’t read the lecture, so I may not quite get it right, but what he said was that he’s particularly concerned with how you go about assessing effectiveness. RCTs are part of that but what we need is a broader evidence base, often post-RCTs, partly because RCT are not good at some things, I think he’s thinking particularly here of drug interventions as much as psychological interventions. One thing they’re not good at, for example, is picking up harm data. You want data on harm, RCTs are not that useful. And you want ideas about potential diminution of effects from RCTs in the real world, well of course you need to look at other data sets. Now what I say in NICE is, and certainly in the collaborating centre, is that’s what we’ve done. And if you look at our guidance in detail, look at the full guidelines, 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. So I think we’re sometimes caricatured I think as a sort of RCT sausage factory and I think that’s unfair. So I’d say we draw on a broader base of evidence. What do we do about the ideas about differential effects of different treatments? Well I’d say a couple of things about that. First of all I’d say that although absence of evidence does not mean absence of effect, that’s a kind of unassailable statement in a way really, the fact is that it’s very difficult for us to be making recommendations about effectiveness when we haven’t got any evidence of what we would say, good enough evidence to making recommendations about other treatments. And, to be honest with you, single trials which say X is as good as Y are not particularly convincing, and I could go into the tedious technical detail of equivalence trials, but I think I’ll leave it at that for the moment. 

I don’t think anyone would argue with at all. And I don’t think that any self-respecting counsellor or therapist would argue with that either. But there are a couple of things you said that I’d like to pick up on. It’s this business of yes, you look at all sorts of different evidence to produce the guidelines. Be it true or not, there is a generally held perception out there that unless the evidence in the first instance, and you did say actually there that you might start off, you know the initial evidence might come from an RCT but then you need follow up, which will come, as is happening in the IAPT programme with PBE if you like. But the difficulty is for lots of therapists out there practising up and down the country, I hear this all the time, is that they’re not in a position to do these type of trials in the first instance. It’s how do they get in the door at the beginning now, from where they are at the moment? And there is still this commonly held perception of a sort of a hierarchy of evidence and that unless you can start off with that best quality of evidence, you won’t get a look in the first place.

I think it’s pretty difficult without good quality evidence to get a look in. I think that’s absolutely right. Now that good quality evidence that we have at the moment is largely RCTs and I think that actually there is a world out there of if  you like PBE, I just have to say I don’t think it’s often very good quality PBE and I think that’s often what happens, there’s such a kind of in some people a sort of aversion to the RCT that almost any kind of PBE is as good, and actually there’s a lot of poor quality of PBE it does nobody any favours not using that kind of data.

Of course, 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 that studies that are deficient don’t make a significant contribution to our evidence base. 

Sure, and so it would be appropriate then when looking at PBE that the same sort of scrutiny would be applied to it and you’d look for certain criteria that you would say, well, when it’s off this type of quality, then we would see it as being better. Well I’m aware there’s many services around the country for a long time 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, in other words if there’s lots 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. Would you be able to say something about this idea of what the quality of PBE would need to be in order to be acceptable to NICE?

Well I think you summarised it quite well there really. I think it’s about descriptions of the population. I think it’s about issues of inclusion and exclusion. And I think it’s about the kind of measures that people have done. And I think that’s the way that 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 to start really.

Okay. Well you see the frustrating thing is for people, and I meet people all the time, who say, well what is it that we actually have to do to demonstrate the effectiveness of what we are doing? And while somebody like myself could recommend to them, well look what you need to do is to make sure you assess absolutely everybody and you 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.

In and of itself, how many people drop out, exactly. But if you’ve got every session and every session methodology then you’re going to capture a much richer data set. Now, is it a fair thing to say that if people go to that effort and they document it very carefully, and they can demonstrate what they’re doing, that they would be in a position to present that to NICE in some way?

Yes, I mean that’s certainly, and I think people do present that. But I think one of the issues I think though that’s missing from that discussion is the issue as I would see it about comparability, because the other factor that we’ve not mentioned, but I think is an essential part, an increasingly important part of what NICE does in terms of guidelines, is the issue of cost and cost effectiveness which is you know the central thing that often gets debated around NICE is also built on comparability. So, if you’re working out what a QUALI is. A QUALI doesn’t exist in isolation; it exists for a particular treatment in comparison to something else. And the sort of evidence that you’re talking about there I think is most useful to us in terms of saying, well, here are a bunch of data based on RCTs, with some confidence relative to other treatments there’s a potential effect here, for this intervention. When you run that data in the real world, what are the outcomes like? I think 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.

Sure, but how do you build in that comparability?

Well I think that’s a bit of a challenge really for the people, this is where a kind of cohort design, where you just follow a bunch of people, has its limitations for us and I think what you need to do is probably get, a technical issue again, you need 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, then you’ve got to start getting, from my perspective, 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 that data. I’d like to see a bit more experimental manipulation of things; I think it’s potentially more informative.

So for example something like delaying the onset of treatment for a certain period of time…

Yes, you could do a wait list control…

… a wait list control that would be something you’d consider?

Well we have got, I mean interestingly we have got wait list controls. For me, I think for me the sequence of building up the evidence for a particular intervention goes something like this: you collect the kind of data you describe, just simple pre- post-data on a relatively small sample. You’ve got some evidence then to suggest here looks like something that’s worked. I think that needs then to be tested in control trials, preferably RCTs, and I think actually the wise way to start with this is you start with a treatment as usual comparison. Does it compare to say placebo, to treatment as usual, does it produce an advantage over that? Now these things are not easy to do and even relatively simple trials like that can be quite complex to deliver, to get people on board, quite expensive, relatively expensive to deliver and then when you’ve got that, you’ve got two further choices it seems to me. And one is you then say, well really how does this stack up against the gold standard? So compared to say if it were panic disorder for example, I think it’s pretty reasonable to say that CBT treatments for panic disorders, in terms of psychological treatments, are gold standard, how does it stand up against that? And then beyond that you say, well, how does this treatment stand up in the real world and then the PBE goes on to it to inform that. That would be my preferred sequence for doing that.

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

But who would they be though, these people who feel disenfranchised?

Well those people, for example, who are now being told that – stories again that I’m hearing around the country – that they need to retrain in CBT for example. 

So you might think a counsellor who’s worked in say a Rogerian or psychodynamic counselling mode? 

Yes, and who’s actually being blocked from making progress, that there’s no possibility to move from grade seven to grade eight, for example, unless they retrain in CBT. And yet these are people with many years of experience and they’re feeling really disenfranchised, cut out. And so they’re looking to their organisations to say, well what can we do to demonstrate the effectiveness of what we do. The recommendation is to gather routine PBE, every client, every session, but yet that’s not going to be enough. And so really although on the hand you’re saying, yes, 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 actually. I mean there are one or two studies around, you know stuff from Bill Stiles, Michael Barkham and others which have drawn on the CORE database. I think there are some problems still with that data. The data I think’s more interesting, the more interesting practice based evidence data, which leads to a separate that we might come onto now or later, is that I’m certainly of the view that there are real differences between treatments, and they’re not for denying. My favourite example at this point is to look actually 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, I think there are differences between modalities that matter, that I don’t doubt. The second one though that I think is as important and in a way they’re not mutually, 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 I think for that are data sets that Mike Lambert and colleagues have produced in the States where as you know you’re seeing 100 per differences in outcomes between therapists essentially providing the same treatment to the same populations. 

So this brings me onto another questions which is should we not be thinking about empirically supported therapists rather than therapies, because there’s a lot of data to suggest differences regardless of the intervention, that there’s differences between therapists?

Well, I’m ambitious about what we do in terms of improving psychological therapies and I think I think about both. So, 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 again, back to my example of CBT for panic disorder, I’m pretty confident that’s an effective treatment, let’s get it provided well. You look at the treatments of depression, well CBT happens I think 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. I think we’re not very good at treating recurrent depression with any method, pharmacological or psychological. So I think there’s some real developmental issues there and that might be one where actually therapist competence, particularly with more tricky people, matters even more than it does in some other disorders.

OK, well if if I can come back to the PTSD point later, but just coming back to what you’ve been talking about there, looking at the NICE algorithm for mild to moderate depression, it actually states quite clearly that any sort of counselling that’s a problem solving therapy and, yes, CBT is included in there but it’s not the only thing included in there in the NICE guidelines. Now we know that the bread and butter complaints if you like across the country, the ones that Richard Layard has been trying to address, are primarily anxiety and depression, and in fact the co-morbidity of anxiety and depression is enormous in any data set, and so here we have in the NICE guidelines this recommendation that problem solving therapy that’s focused on the depression and activation and all those sorts of things, not just CBT, but yet the prevailing sense around the country is that the IAPT programme is driven by CBT.

Yes, but there’s several different things in there actually. I mean the first one is that you know problem solving would claim to be, if you look at the Mynors-Wallis stuff, which is the main evidence base that the guideline draws on, there is actually a CBT-based approach. But I take your point that what the guidelines says is that there are a range of interventions, actually at that mild level it includes counselling, brief CBT, problem solving, actually CCBT and exercise all are potentially effective. We’re just doing the revision now of the guideline and it may be, I don’t know yet because we haven’t finished it, but it maybe that might change and become a bit more refined. But I certainly think it’s the case that there’s a range of treatments there that are potentially effective. The issue of CBT and IAPT is I think a slightly different one which broadly, I think 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 scores, that does quite well across all of those in the NICE guidelines is actually CBT. So I think one of arguments for the promotion of CBT within IAPT is essentially what I see is a pragmatic argument. If you get people who are competent in CBT, that increases their capacity to treat a range of disorders. So, although for example in depression and in eating disorders – which are currently outside IAPT actually – but, in depression, for example, IPT looks equivalent, not quite as strong a data set actually, but 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 actually in PTSD So I think one of the reasons that drives the IAPT preoccupation with CBT is a pragmatic one about ??? and I think it’s a good argument. And that has to be weighed against, which we debated in the depression group about, for example, about the training needed. Now I think that although people are moving to sharper and more focused trainings in CBT, the fact is to train to competence in CBT at the moment is somewhat different in terms of its duration and extent than is say training to competence in IPT, so you might say, oh actually 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.

OK, well that being the case, with the IAPT programme, the type of PBE that is being gathered through the IAPT programme, there’s something has been published on it and obviously there’s going to be a lot more further down the line, but, for example, David Clark et al’s article from the 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. Is that a reasonable argument?

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 no I think it would be interesting to see that. I think one of my views of IAPT is that it would be a scandal if we don’t use IAPT to inform the research database and I think you know the services have got to struggle to bed in over the next two or three year, but once they’ve done that then actually I think what we need is a situation where actually we should be doing studies, including RCTs within the IAPT frame and I think what will happen increasingly in IAPT, based on the NICE guidelines, is that other treatments will feature within the IAPT programme. So I’d expect this year we’ll see an expansion of the IAPT programme beyond CBT. So I think that will start to happen. When and how I’m not absolutely sure, but I’d be a bit disappointed if that didn’t happen and actually what IAPT should be, it should be a test bed, because if you’re talking about the difficulties of how do you set up trials, how you co-ordinate them, I’ve done this myself, it’s extremely hard work. I think we should be expecting IAPT services to be open to those ideas and we shouldn’t, as you know this is a general rules of trials, you shouldn’t be doing clinical trials if you’re convinced that there’s already equivalence between these treatments, you’d only do so when you’re uncertain about effects, and you know we should be thinking, well actually we really don’t know whether treatment at X is better than treatment at Y, treatment X might be CBT, let’s introduce treatment Y into the situation and see if, compared to treatment X or some other control, it’s as effective.

You said you work as a therapist yourself, you’re a clinical psychologist, surely you’ll have your own sense of how all this makes sense to you in terms of the importance of the alliance with the client you’re working with, the importance of your belief in what you’re doing and the differential effectiveness of different people. I mean there will be more that separates people out than just based on competency don’t you think? Intuitively don’t you think so?

Well it depends how you define competence actually. So, for example, issues about the alliance I’d see as being part of competence. I mean there’s some quite nice, in fact looking at some data from Bruce Wampold actually the other day, I mean I see it like this, the alliance is an important element of any effective psychological intervention. Curiously, when you look at the, despite the rhetoric if you like – I think it always is rhetoric that surrounds the debate about the alliance – if you actually look at the data, the alliance is not very good, at least as measured in current studies, at predicting outcome. What is it, sort of five per cent of variance, well that’s all outcome, but probably 10, 15 per cent of what we know, so there’s clearly other ingredients going on in there. 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 probably the crucial factor 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, I mean some of us may be inherently more competent, more skilled and attuned than others are, and they may be difficult to specify in research terms, but I don’t think they’re insoluble. So I think whether it’s issues about alliance or whether it’s other factors of therapist characteristics, I think we can specify them and I think the research, the great, I mean it’s the other thing that I think just gets totally lost actually in a lot of these debates is that, with the exception of the alliance and one or two smaller studies looking at what therapists do and don’t do in treatment, the what happens in treatment has been a bit of a blank box and the moderators and mediators of treatment effect I think are not well understood. Now I think the zeitgeist is changing a bit actually and certainly in work I’ve been involved in in recent times we are beginning to think much more carefully about if you’re setting up a big trial to look at a particular intervention, you need to know what are the factors, what is it that’s done or not done that’s more likely to be associated with good outcomes. And so I think that’s going to be potentially much more informative down the line and it might be that we find that some of what’s done might be common to a number of modalities, might actually be common to a number of disorders. So that in the CBT world again and beyond, this notion of what’s called transdiagnostic approaches might be saying well is it something about say ruminations that might be common to difficulties in say OCD or in depression? Or is it intrusive memories which might be common to depression or PTSD and might more focused treatments, identifying those triggers, be the way forward and that we revamp it in that way? And that’s, to be fair, is what CBT, relative to other interventions, has been good at. 

Sure, but isn’t it about flexibility? Isn’t it about working it with one client at a time? Yes, you’ll have your therapeutic constructs, your formulations, your approach, but really, I mean for example, there’s a meta-analysis looking at studies involved with manualised treatments, and the conclusion was from Shadish that actually manualisation didn’t actually contribute to the improvements of the successes of the treatment at all.

Well, you see I think it depends on a number of factors. I’m not sure that’s actually quite, I mean I think Shadish has done a number of meta-analyses and certainly the message that I took from a lot what Shadish and colleagues have done is that actually if you replicate what they would call, what the Americans would call empirically supported treatments outside the trials, and if you replicate it properly in reaching services, you still get good outcomes equivalent to those in the trials. I mean that’s the message I take from the work that Shadish and colleagues have done. But I actually disagree with what you’ve just said, and I think, there are a couple of issues that I think get in the way of actually effective treatments, and by and large there have been some experimental studies, a German study I can’t quite recall now, where people have actually looked at the extent to which people if you like vary from the prescriptions of the manual, and there are interactions here between the complexity and difficulty presented by an individual patient and the degree of flexibility that a therapist chose. And broadly where you’ve got a patient with a good alliance, who’s engaged with treatment, actually therapist flexibility doesn’t matter a great deal. It can vary a little bit, the patient can still do pretty well. Where you get patients who are struggling more to engage in treatment, then some flexibility is generally a good thing, too much flexibility is a very bad thing. And I think that manuals are generally a very good guide to what should be done. Now, the problem is with any treatment manual, it goes back to the black box problem, a manual will set out what should be done, you know with the exception say, I’m a rather broken record about this one, but with the exception say of focusing on trauma in CBT and some elements of exposure, behavioural experiments in say social phobia or OCD, we don’t know an awful lot about what are the specifics that are in there. But I think this kind of you know highly individidualised, varying according to therapists, I’m unconvinced that that is actually in the interests of the patient. I think, as a general rule, broadly sticking to what’s specified in the manual is the right way to go. One of the problems of course as you’ll know is that manuals very somewhat according to the degree of specificity that’s in them, and some are pretty general, some are very specific. The other issue I think often gets in the way here, and now I’m again not totally sold on, is this notion of patient complexity and no doubt you’ll hear this, I certainly do, and it’s a regular mantra as well, the problem with NICE is it takes a highly select bunch of people who’ve wormed their way into a clinical trial and they aint like the patients I see, and I think that’s unconvincing on two counts really: I’m personally not convinced, because I’ve done a lot of them, that the patients in RCTs are actually that much different from the patients I see in routine practice. And at that conference that we were both at at the end of last year I remember very clearly Jacques Barber, when somebody raised this question from the audience, Jacques Barber, who as you know works in a psychodynamically oriented research unit in the States said: ‘You should see the patients in our trials, they aint got insurance, they aint got a job, and they lack several other resources as well. They’re a pretty disadvantaged bunch.’ And so I don’t think that that’s necessarily the case and then actually if you look at the evidence from the clinical trials and studies that particularly people have looked at, I don’t think complexity and co-morbidity seems to me to be something that necessarily means that our studies don’t apply and again one of my favourite quotes on this one is a study that Edna Foa and colleagues did about five or six years ago where they looked at all the patients that had essentially been excluded from the full trials and what they did when they looked at the pre post effect on this is, these people who had all been ‘rejected’ from the clinical trials, is actually the effect size they got was rather larger than the effect size they got in their randomised trials. And David Clark’s stuff in Omah where they took a treatment that was essentially developed in a research clinic and trained up a group of mental health professionals, not necessarily particularly CBT-savvy initially, and they managed to produce in very difficult circumstances effect sizes equivalent to those that they got in their clinical trials and so I think the real world isn’t as different from the world of clinical trials as sometimes we would like to claim. What clinical trials do, is they do it properly, and I think the bigger degradation of trial effect often comes from people not doing things properly, as much as the patients failing to match up to standard. I think it’s a problem for us, not for patients.

But we’re still left with this sort of conundrum of if you like the magic bullet effect really, the idea that what we’re always trying to do is tease out the ingredients of therapy, the things that are going to make the difference. But really when you start looking at, you mentioned EMDR earlier on, well when studies were done to look at the necessity for having the actual eye movements as opposed to not having them, the effects were still there without the eye movements. And these sorts of things come up from time to time. You mentioned about PTSD and the differential effectiveness of the interventions, I just wonder what your comments are on the unmentionable Beamish (sp?) paper?

The Beamish paper is it. Well, I know it well.

I know it pretty well too. I just wonder what your opinion is about that?

Well I think it’s not desperately good science to be perfectly honest. I’ve read it quite carefully, specifically because it makes some rather critical comments about the meta-analysis that we did out of the PTSD group, the sort of ???? and et al meta-analysis, and I think the danger there that Beamish, Wampold and others get into, which I’ve commented on before, is they would criticise, and it’s about six months since I read it, so correct me if I’ve got this wrong, but my…

…It’s two hours since I read it.

You’re more on top of it than me then. But my understanding of what Beamish et al had to say is that we erroneously promoted one particular intervention, trauma focused CBT, above others, when there is evidence that if you look at direct comparisons, so again just from memory, for example, there isn’t a difference between trauma focused CBT and cognitive hypnotherapy, that’s one I particularly remember them highlighting. Well I’d say two things about that really. First of all I’d say that actually there are a significant number of trials done by a number of different investigators in different settings with different populations with PTSD which shows, in my view, a clear and clinically significant advantage for CBT. That’s point one. 

Is that with a head to head comparison with another intervention, or is it against treatment as usual?

Well, that’s against treatment as usual. 

But that’s a different thing.

No, no. It’s against a variety of things. It may be against treatment as usual, it may be against other active or if you like active placebo comparisons, so there’s a range of data there. Where you make the comparisons, to come onto the point you’ve just made, where you make comparisons, as I just gave one example, of individual treatments, say trauma focused CBT versus cognitive hypnotherapy, I’m pretty sure that’s one of the comparisons in there, it’s absolutely true that in that individual trial there was no difference, and Beamish et al quote not just one but I think two or three examples where exactly that emerges, and therefore they say you can’t argue then that CBT is in fact better than these other interventions because when you look at the individual trials the difference isn’t there. I’ve got two problems with that. First of all the fact that there isn’t a difference in individual trial is not proof of equivalence. In fact there’s a whole technology if you like, a science of equivalence versus effectiveness trials and those trials simply are not set up to prove equivalence. And I don’t think it could be argued that they could. So I think as I said there’s a minor technical difficulty there that I have with that. But the more substantial problem is that when you’re interested in developing recommendations for treatment you look at the best available evidence and part of what influences you there is the weight of that evidence and the weight of evidence in PTSD for me clearly favours trauma focused CBT. Now I accept that in a sense what’s in Beamish there, and indeed it’s not just Wampold, other people have written this, there’s evidence of a possible effect for other interventions – cognitive hypnotherapy the one I’m rather stuck on – but actually that evidence for me is not good enough and not robust enough, to make a recommendation. Now, what we’re saying in the NICE guideline is if you are delivering effective psychological treatments for PTSD, you go for either trauma focused CBT or EMDR, they’re the two biggest data sets. We’re not saying, do not do cognitive hypnotherapy, but equally we’re not saying do it. So, and I haven’t mentioned this so far, so if you know the person that you were seeing with PTSD was perhaps one of the 15 or 20 per cent of people who are outside the frame of a NICE guideline, and there are people like this, you may think about other treatments, but on average if you want an effective intervention for people with PTSD, from a psychological perspective, you should choose first from one of those two. And I think that’s a proper and fair choice because we’re more confident, though not absolutely confident, that you’re going to get a benefit from it.

Sure. I mean I think the important thing to say about this study is that it’s not talking about equivalence. In fact, it makes that point in the discussion at the end about the limitations, that they can only talk about the comparisons of the bona fide approaches that they’ve investigated, where there’s been a head to head comparison as opposed to comparison against placebo. Speaking of which, placebo in psychotherapy, I mean we’re used to the idea in medicine, like in drug trials of placebo, the sugar pill, the capsule that looks identical, the doctor doesn’t know what it is, the patient doesn’t know what it is, so we have that concept of placebo. But I read these studies about an apparent placebo in psychotherapy but it’s very difficult to imagine how that can be done because, for example, another study I was just looking at coming down on the train about treatment of rape victims with cognitive behavioural approaches and counselling. Now the support of counselling wing in this, this is one of Edna Foa’s studies, the support of counselling wing was delivered and I underlined it the way it describes it really, is ‘they were taught a general problem solving technique and patients were immediately redirected to focus on the current problems if there was any discussion of the assault arose’. It’s like artificial.

I don’t disagree.

So there’s a very big difference between therapists – all trained by Edna Foa in this study – on the other hand, delivering the treatment that they know she has very strong allegiance to on the one hand, and on the other hand the exact same therapist delivering a treatment that they wouldn’t even expect to be therapeutic in any way, that can hardly be treated as a placebo. 

Well I wouldn’t quite say that. I mean I thought you know there’d be a reasonable argument that you’re making there is that actually by avoiding the trauma you’re avoiding talking about the thing that you might make most difference to. So no I wouldn’t seek to defend that particular protocol and that’s why I think you need to look, and that’s why what we try and do this is you try and look at interventions across a range of different investigators doing different things, and so, and it’s one of the enduring arguments about the initial Elkin trial, was the CBT done properly in that trial? And it is certainly the case that investigator allegiance has an impact on the outcome of trials. That’s a fact I think – not for denying. And I think the other thing which just reminds me of that point is you’ve got to credit guideline groups, development groups, with a bit of nonce really. One of the reasons we use guideline development groups and just don’t just produce the results of systematic reviews, is because we expect them to take into account these factors. Is it actually the case that allegiance, is it actually the case that the context in which it was done? And so, for example, this is not so much a psychological therapy one but it’s a very good example, we have made recommendations in our initial schizophrenia guideline and it very much predates the guideline in the national service framework, that assertive community outreach is the way to deal with people with serious mental illness who have real difficulty in engaging. You look at the data in the meta-analysis and it’s a very convincing argument. You look at that analysis more carefully and you separate US and non-US studies, the advantage that you identify in the overall meta-analysis begins to disappear. So context is important and I think it frankly means that standard care in the US for people with chronic schizophrenia is pretty ropey. We may have our criticisms and doubts sometimes about what CMHGs and others do here but I think they do a better job than in the States. So understanding your comparator, whether it’s a placebo, is important. One aspect of understanding that is not so much an investigator allegiance but you know what constitutes treatment as usual often covers a multitude of sins. And so I think we do in the groups try and take these things into account. But it’s not a perfect world, sometimes we get it wrong.

The next thing I would like to talk a little bit about is you know it seems to me as I talk to people who are involved in counselling and psychotherapy, that as they move on through their careers they tend to become more eclectic. That you know they train in a certain model, a certain concept, approach, technique and all the rest of it, but as they move further down along the line, when they’re out in the real messiness of everyday life, in real life settings, that they tend to become a bit more flexible, they might incorporate other things into their treatments. What do you think about this?

I think that’s a dangerous path. 

You think it’s a dangerous path?

I do actually. I do. I have to say…

…I mean it’s what actually happens though isn’t it? There’s a lot of research to say that this is what happens.

It is what actually happens but I think, it goes back to that point about manuals really. I just think there are some core things about what you need to do that when you’re struggling to help an individual sometimes it’s kind of hard to stick with, it’s tempting to go off and explore different options, and 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 that you know we did last year, I looked at that and I was going through, I can’t remember now, one particular CBT framework, and I looked at something and I thought, blimey I’ve stopped doing that, that’s not very good, and I shifted my practice back again and I that’s actually one of the potential uses of the competence framework, is a bit of important self-reflection really. But I actually think that, and I know this again from personal experience, that 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 and I think that sticking broadly to what you know is an effective treatment, not bringing in bits from here and bits from there, is actually a better path to go down, because we have evidence that when people stick within those frameworks they get better outcomes than when they’re not doing so. And I sometimes think that when people will say, well actually in the real world we haven’t got the same effect, you don’t get the same effect, well I do wonder at times whether some of that emerges from what you’ve just described. That this sort of bringing together in I would say a potentially theoretically incoherent way, a range of different interventions, I think is not necessarily very helpful. And I know there’s a strong, if you like, integrationist tradition, it’s not one I’m particularly sold on at the moment.

Well bearing that in mind then, I’d like to bring your attention to another study from Minomy (sp?) which is looking at benchmarking the effectiveness of psychotherapy in depression in a managed care environment. Are you familiar with this paper?

I’m not familiar with this one, no.

Okay. This copy’s especially for you.

Thank you very much.

Well what they were trying to do here was to look at, well actually what happens…

…actually I have seen this.

…if you look at drawing on people who have been diagnosed with major depressive disorder and you allow therapists to do what they do, and you look at their outcomes, and it seems to be a well-conducted study. It’s a very large sample size and generally speaking the results of the study are basically that the effect sizes of treatment when you allow a therapist to not be particularly manualised to any one type of delivery, that they’re just doing whatever they do, the effect sizes are as good as from the RCTs that examine the same thing. So I just wonder, would you have any comment on that?

Well you have the advantage on me in that I’ve not read it…

…It might be something you want to refer to later…

No, I just think that that’s not necessarily the case, we know, I mean to quote another study that I’m more familiar with, which touches on what you’re describing earlier, as you might know a study by Nick Grey, Paul Salkovskis and others from the Institute of Psychiatry looking at counsellors treating panic disorder pre and post training in a CBT approach and I think Nick and colleagues went and talked to the counsellors and said, ‘Look, how do you treat panic disorder?’ And they said, ‘Well, we treat it like this and actually people get better but then they relapse quite often and then people come back.’ And actually Nick and colleagues trained people in a sort of standard CBT approach and they looked at the outcomes that they got and they increased the recovery rate by over 100 per cent, but crucially that recovery was also sustained. So there’s an example of, and these are an experienced bunch of competent people, these weren’t you know novices or ‘no goodniks’, they were competent people who were retrained in a particular model and the outcomes were clearly better and that’s not just the testimony of the results but it’s testimony of what people did. Now, without knowing the Wampold study, my response to that is, well actually it goes back to my comment earlier which is actually about the effects that we’ve got are not very good in depression generally, and it may not be that difficult to replicate some of the not very good effects in routine practice. But without having read it carefully I don’t know.

Perhaps we’ll have to agree to read each other’s studies then.

Yeah.

You mentioned just a little while ago about the skills for competencies framework. Why do you think that this framework is so important? You’re doing this work with Tony Roth?

Yes, and it should be worth saying that we did that initially for CBT but as you know we’ve now completed work for psychodynamic psychotherapy, for supervision across all modalities and we’re currently working on the HPCE (humanistic person-centred and experiential counselling) and systemic therapies. There are other things that we would like to go on to do, some of the more theoretically integrated approaches, say like IPT, and potentially looking into some areas like eating disorders and say psychosis that we’ve not looked at, but that’s what we’re about doing. Why do I think it’s important? Well I think it’s important in a number of ways really. First of all, I think actually beginning just to spell out in terms that are accessible to people what the range of competencies to deliver effective psychological interventions are is quite important, and a number of reasons for that, some of the treatment manuals and texts that support it are actually remarkably, there’s 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 in and of itself. So spelling out what’s required I think is important. I think it highlights similarities and differences between treatments and so as you’ll know at the front end we have some generic competencies that we think run across the board. I think it then does a number of things that are helpful. I think it helps clarify what are the key underpinnings of any good training programme. So I think hitherto, training programmes, and I think this is not anything in particular we’ve done, I think this is a general shift, have been very much on you’ve done a course and therefore you’re competent as long as you pass the exam. Well actually that’s a rather optimistic assumption actually really about the impact of training. I think if you have that training 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 the process of evaluation. So I think it follows nicely through like that. So I think that’s if you like the immediate use of it and so I think 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. So I think that’s important. Secondly, I think it actually points to some interesting research, which goes back to our question about what are the vital ingredients, what’s the magic bullet in these interventions? And I think if you get better able to specify competencies, then once you’ve got t it specified you’re some way down the line to be able to effectively measure it, and if you can measure it, you can begin to see differences in outcome related to whether or not that particular skill or that particular competence was deployed in the treatment of an individual and I think that’s important because I think in time we’re going to move, and I think this has generally been the move I think in treatments generally, is to more focused, targeted ways of operating, and so if you look at, for example, adaptations of psychodynamic approaches – two I can think of immediately, stuff Peter Fonagy and Anthony Bateman have done on mentalisation, is actually getting much more focused on particular aspects of the way in which people with borderline personality disorder think and relate to people, targeting that seems at least in the trials they’ve done so far, to be associated with good outcomes. Look at Barbara Milrod’s trial of panic disorder, which you’ll remember talking about at that conference again, the central focus in fact as far as I can recall from what she said is essentially on separation anxiety and so focusing, if you like, on the psychodynamics of that is what they do. And I think that’s where CBT again I think has been relatively successful and in a sense that seems to me to be compatible with a competence based approach. You begin to specify what are the particular areas, how do you begin to identify what are the areas of particularly difficulty that a person has and be more focused, it lends itself to that. That’s I think its potential advantage. 

Just getting to wrap this up, I’ve given you one hell of a grilling over this last hour.

No, that’s fine.

You’re doing really well. You know, with exit interviews of clients coming out from treatment, you rarely have the client saying, ‘Whatever they did with me in there was the thing.’ What you tend to find is they say, ‘Well, you know this person listened to me, I felt that I could you know get across whatever I needed to do, I felt that more relaxed’ all these sorts of more general type features. Is it that we as competent therapists are somehow slipping in these ingredients that are brining about change for the client sort of oblivious to them, and they’re coming away with this feeling oh just this general ‘Actually, I just related really well to this person’?

I think that’s absolutely right. I mean my limited knowledge and experience of those kind of reviews very much confirms that view, that people will often report on it’s the talking to people that mattered. I think there are several things to say about it. I mean, for example, we recently did a trial here 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 actually the talking that mattered. We had an emphasis on behavioural activation in that trial. And then I looked at, we had some quite detailed records on reports of sessions and differential outcomes across practices and I actually looked in detail at the sessions and, without going into too much tedious detail, suffice to say that looking at different settings, the settings 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 actually 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 actually stuck to the behavioural activation programme and actually 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 I think it’s a bit about, it’s an interesting question and I don’t know much about it, but it’s a bit about how we remember and what matters to us, what actually changes things might be quite different. Now, you know, your former career as a dentist, they might say, ‘Oh, well Bill, he’s really nice, he’s such a good dentist, I really liked him and you know he really helped me.’ And you might think, well actually what I did was I put a particularly different kind of amalgam in that tooth, I’m not going to bore them with the technical detail but they just remember you’re a good dentist. And I think a bit the same happens in therapy. I think there’s a difference between what people recall and what actually brought about the change. I know not a great deal about it, but certainly the relationship matters to people.

There’s a very interesting paper I was looking at recently by Butler reviewing Mowrer’s original ideas in 1938 about the bell and pad treatment of enuresis, and when they looked in 2004 at this treatment that was regarded as the gold standard, which claimed 100 per cent success rates back in its day and continued to be the established treatment of the disorder, by the time they got to 2004 and looked at it, actually they found that the effects of the treatment were nothing as great as what were originally claimed. Not only that but they also found that the methodology, the original description of how it was supposed to work, was not actually true. And this seems to happen throughout the history with psychotherapy as well that a lot of things, EMDR being an example, there was the original claim that it was the eye movements and then it’s found to not be the eye movements etc. And that seems to be something that we see again and again and again and I just, you know we’ve spent an hour going over lots and lots of different material, lots of different areas, and I’m very grateful to you, but I’m still left with this sort of frustration that I think is probably somewhat representative of the regular practising psychologist, psychotherapist, counsellor, up and down the country, who will probably be left after reading this interview with a sense of frustration that we don’t stand a chance, because we’re not in the game, 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 again to go back to he example of Milrod, Fonagy and Bateman, I mean if there was a treatment that you could argue, or a theoretical approach that’s on it’s way out, you could say it’s psychodynamic, psychoanalytic approaches. Now I think that what Milrod, Fonagy and Bateman and others have done is said, ‘Actually, no, we can evaluate these treatments, we can show the same benefits as you get in other studies’ and I think for personality disorders certainly that Peter and Anthony 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 don’t, I do think that there probably need to be a range of options for people. What we are spectacularly bad about, again another unspoken problem, is we’re very bad at deciding in terms of Peter and Tony Roth’s view in terms of what works for whom, we’re very bad at making that distinction, we don’t know very much about what particular characteristics of an individual with a particular disorder would make them more or less suitable to benefit from treatment X or treatment Y. And that’s because we’re just not very good at doing assessments generally with much predictive validity, despite the enormous effort that often goes into it. So that’s one point to make. The second point is, I do think in some areas treatments have got better. So, for example, I’ll come back to my rather broken record, look at trauma focused, look at psychological treatments for CBT, now what’s interesting is if you look at the effect size over time what you’ll find is that that effect has got larger. And it’s, I think it’s a tribute to people like David Clark who’ve taken quite an interrogative experimental approach and said, ‘Actually, well we’re getting these effects, can we make this treatment better? And I think CBT for trauma is one where you can see the effect size getting bigger over time. I think there are other treatments where you see the reverse and the one I’m more familiar with is family treatments for schizophrenia, the effects are coming in towards the middle there. Now there’s an interesting question to be asked there: is that because therapists have got over ambitious, therapists have got less good, or is it actually because some of what family intervention of psychosis do is actually engage with families, talk with them, provide them information? And actually as our CMHGs have got better they’ve started to do that. Now, I think it’s a combination of factors, but that last one I mentioned is probably one factor that actually has influenced it. But I think there’s a science to understanding how interventions get better and I think you know the counselling world is again a good example of that. So if you look at where the person-centred experienced counselling is at currently with Robert Elliott and others is now, I think that’s a genuine attempt by Robert and Mick Cooper and others to say, ‘Well actually, where we are with that Rogerian model, what can we add, how can we develop other treatments?’ and they’ve started trials, they’ve started looking at well how can we change and adapt based on our own knowledge, based on scientific enquiry, based on patient experience, how can we change it? And they’ve done it, Fonagy’s done it in psychoanalysis; I see no reason why other can’t do it as well. And that’s the challenge for us all. 

Really the drive should be then for people with their accrediting organisations to be writing to them to say, ‘Look, you know, we’ve read now about what’s required, we need impetus, we need organisation, we need to establish guidelines about how we’re supposed to go about this.’ Would that be your advice?

Well I might have to take a slightly different tack on it. I’d say, I mean this is another problem that’s around, I think a lot of psychotherapists think the outcome, or counsellors do, is rather unquantifiable, intangible, and I think that’s not true.

I totally agree with that.

I think it is tangible. I think it is 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 actually actively engage and IAPT and stuff beyond that is part of that. It’s a major scientific endeavour. You need the recruits to do it but there are people like Cooper and Elliott around in the counselling world, Michael Barkham, Dennis Parry, who have collected PBE, Fonagy, Bateman and others have done it for psychoanalysis, David Clark and others for CBT, there are people out there willing to engage in this research, there’s a lot of health service research money around at the time, I think we should, it’s quite a strong statement here, but 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. … space is not great, let’s make it better. 

My very last point is that there’s a considerable movement across the western world certainly that getting feedback on an ongoing basis from clients, as is happening in the IAPT programme for example, but utilising that feedback in treatment with the client, so reflecting on the fact that change is taking place, or not taking place, and also reflecting on the alliance, about any difficulties in the alliance, seems to make a significant impact on outcome. Would that make intuitive sense to you anyway?

I think a) it makes intuitive sense, but again if you know the data, you know the studies from Mike Lambert in terms of feedback on improvement, not improvement, in fact RCT evidence that Lambert and others have collected which shows that that works, and I think actually, to finish, I think that’s probably going to be the greatest contribution of PBE and routine outcome measuring, it’s going to make individual therapists start to think about what they do and engage in discussion with clients about what they’re doing, and that will have a transforming experience. That will be a good thing to do. 

That’s music to my ears. Thank you very much.

Many thanks.

[Ends]
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