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Simon and Perlis
( )(Am J Psychiatry 2010; 167:1445–1455)

“We have several good treatment options to choose from“We have several good treatment options to choose from.  
On average, they have about the same chance of success.  
But you are not an average; you are an individual.  
At this time, there is no scientific way to predict which 
treatment will work best for you.  
Together we will look at your options and decide whatTogether, we will look at your options and decide what 
treatment to start with.  
But it is important to remember that there are other options.  p p
If the first treatment we pick does not work out for you, 
some other treatment might work well.  
R l f ll th t l k ill t llRegular follow-up over the next several weeks will tell us 
whether to stay with our first choice or try something else”



2009 APA Presidential Summit 2009 APA Presidential Summit 
R d tiR d tiRecommendationsRecommendations

•• Development of treatment guidelines andDevelopment of treatment guidelines andDevelopment of treatment guidelines and Development of treatment guidelines and 
accountability measuresaccountability measures

P h l i l d l f i t t d/ i h lthP h l i l d l f i t t d/ i h lth•• Psychological models for integrated/primary health carePsychological models for integrated/primary health care

•• Mobility and licensure barriers to practiceMobility and licensure barriers to practice

•• Increased use of technology Increased use of technology -- EElectronic health records, lectronic health records, 
and delivery of servicesand delivery of services

•• Changing the face of psychology for the public by       Changing the face of psychology for the public by       
rebranding and marketing our uniquenessrebranding and marketing our uniqueness



APA’s Strategic Planning Goals:APA’s Strategic Planning Goals:g gg g
Relevance of GuidelinesRelevance of Guidelines

Goal 2 - Expand Psychology’s Role in Advancing Health
• Key stakeholders realize the unique benefits psychology 

provides to health and wellness and the discipline becomesprovides to health and wellness, and the discipline becomes 
more fully incorporated into health research and delivery 
systems.

Goal 3 - Increase Recognition of Psychology as a Science
Th APA’ t l l i iti i h l th• The APA’s central role in positioning psychology as the 
science of behavior leads to increased public awareness of 
the benefits psychology brings to daily living.



APA Strategic Initiatives to be “scoped out” 
for costs & staffing needs

APA Strategic Plan

 “Continue to develop and promulgate treatment 
guidelines to promote translation of g
psychological science”



Where do guidelines fit in to the 
evidence-based practice process?evidence based practice process?

Evidence-Based Practice in Psychology (APA, 2006)
“The synthesis of best  available research with clinical expertise in the 
context of patient characteristics, culture and preferences”context of  patient characteristics, culture and preferences

Clinical Treatment Clinical Treatment 
Guideline









Making recommendations (1)Making recommendations (1)
• To make recommendations, a number of factors should be 

considered:

• Quality of evidence 
The higher the quality of evidence the more likely is a strongThe higher the quality of evidence, the more likely is a strong 
recommendation. 

• Balance of benefits versus harms and burdens 
The larger the difference between the desirable and 
undesirable consequences the more likely a strongundesirable consequences, the more likely a strong 
recommendation warranted. 



Making recommendations (2)Making recommendations (2)
• To make recommendations, a number of issues should be 

considered:

• Values and preferences
The greater the variability in values and preferences towardsThe greater the variability in values and preferences towards 
different outcomes, or uncertainty in values and preferences, 
the more likely a weak recommendation is warranted.

• Are the net benefits worth the costs 
The higher the costs of an intervention that is the moreThe higher the costs of an intervention – that is, the more 
resources consumed – the less likely a strong recommendation 
is warranted.



Clinical Treatment GuidelinesClinical Treatment Guidelines 
are NOT

• Performance measures or standards
• Legal precedents or standards of careLegal precedents or standards of care
• Treatment manuals, protocols, or cookbooks

A b tit t f d li i l j d t• A substitute for good clinical judgment
• Sole determinants of treatment plans
• Reimbursement policies



Clinical Treatment Guidelines ARE

• Evidence-based and clinically informed resources

• Helpful educative tools for practitioners & patients

• Clear concise & actionable recommendationsClear, concise & actionable recommendations

• Guidance to facilitate clinical decision making and 
to improve patient careto improve patient care

• A critical link between research & practice



www.guidelines.gov



www nice org uk/Guidance/CG/www.nice.org.uk/Guidance/CG/





IOM Standards for Developing 
T h CPGTrustworthy CPGs

1) Establishing Transparenc1) Establishing Transparency
2) Management of Conflict of Interest (COI)
3) G id li D l t G C iti3) Guideline Development Group Composition
4) Clinical Practice Guideline–Systematic Review 

I t tiIntersection
5) Establishing Evidence Foundations for and Rating 

Strength of RecommendationsStrength of Recommendations
6) Articulation of Recommendations
7) E t l R i7) External Review
8) Updating



IOM Standards for Developing 
T h CPGTrustworthy CPGs

5 1 For each recommendation the follo ing sho ld be5.1 For each recommendation, the following should be 
provided:
 An explanation of the reasoning underlying the  An explanation of the reasoning underlying the 

recommendation, including:
• A clear description of potential benefits and harms.
• A summary of relevant available evidence (and gaps), 

description of the quality (e.g., applicability), quantity 
(e g completeness) and consistency of the aggregate(e.g., completeness), and consistency of the aggregate 
available evidence.

• An explanation of the part played by values, opinion, 
theory, and clinical experience in deriving the 
recommendation.



IOM Standards for Developing 
T h CPGTrustworthy CPGs

5 1 For each recommendation the follo ing sho ld be5.1 For each recommendation, the following should be 
provided:
 A rating of the level of confidence in (certainty regarding) the  A rating of the level of confidence in (certainty regarding) the 

evidence underpinning the recommendation.

  A rating of the strength of the recommendation in light of the 
preceding bullets.

  A description and explanation of any differences of opinion 
regarding the recommendation.ega d g t e eco e dat o



IOM Standards for Developing 
T h CPGTrustworthy CPGs

6) Artic lation of Recommendations6) Articulation of Recommendations

6 1 Recommendations should be articulated in a6.1 Recommendations should be articulated in a 
standardized form detailing precisely what the 
recommended action is, and under what circumstances it 
h ld b f dshould be performed.

6 2 Strong recommendations should be worded so that6.2 Strong recommendations should be worded so that 
compliance with the recommendation(s) can be evaluated.



Then Now
• 1980’s – 1990’s

• Uncertain role of GLs in health care

• Practitioner focused

• Now (2008 – ???)

• New era - GLs here to stay

• Patient centered• Practitioner focused

• Practitioners need information for 
clinical decision-making

• Patient centered

• Information overload

• Need more definitive data

• APA Policy: Evaluating external GLs

• GLs may ↓ patient access to psych

• Robust scientific evidence base

• APA Policy: Developing APA GLs

• GLs needed to ↑ patient access to GLs may ↓ patient access to psych 
care

• GL Development – Concerns:

↑ p
care

• GL Development – Concerns:

N IOM & I t ti l– No standards for methodology

– Research validity - Bias in 
evidence

– New IOM & International 
standards

– Bias from Conflicts of interest

– How GLs will be used by MCOs

• We missed the boat 

– How GLs are used by MCOs

• Now’s the time! 



Clinical Treatment Guidelines 
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Ste en D Hollon PhD (Chair)• Steven D. Hollon, PhD (Chair)
• Patricia A. Areán, PhD
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• Daniel R. Kivlahan, PhD
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DRAFT MissionDRAFT Mission

Impro e mental beha ioral and ph sical health bImprove mental, behavioral, and physical health by 
promoting clinical practices based on the best 
available evidence Identify interventions that areavailable evidence.  Identify interventions that are 
effective and can be implemented in the community.  
Develop treatment guidelines that are scientifically p g y
sound, clinically useful, and informative for 
psychologists, other health professionals, training 

li k d th bliprograms, policy makers, and the public.  



DRAFT VisionDRAFT Vision

• Improve mental  behavioral and physical health  • Improve mental, behavioral and physical health. 
• Improve patient experiences of care.
• Improve the effectiveness  quality  and value of healthcare services  Improve the effectiveness, quality, and value of healthcare services. 
• Inform shared decision-making between patients and health professionals.
• Improve practice by health professionals.
• Enhance training of psychologists and other health professionals.
• Enhance competency of psychologists and other health professionals.
• Educate health professionals, consumers, and policy makers about effective 

interventions.
• Identify gaps in the evidence base to be addressed by future research• Identify gaps in the evidence base to be addressed by future research.



DRAFT Operational PrinciplesDRAFT Operational Principles

Foc s on treatment efficac  and clinical tilit  for specific • Focus on treatment efficacy and clinical utility for specific 
problems or disorders. 

• Utilize transparent rationale and procedures for guidelines • Utilize transparent rationale and procedures for guidelines 
development. 

• Solicit input from health professionals  consumers  educators  • Solicit input from health professionals, consumers, educators, 
payers, and policy makers.  

• Focus on prevention  treatment  or management  Focus on prevention, treatment, or management. 
• Address common factors and therapeutic relationships 

associated with effective interventions.associated with effective interventions.
• Consider the full range of research evidence.



DRAFT Operational PrinciplesDRAFT Operational Principles

• Evaluate the quality of the evidence and identify areas where it is Evaluate the quality of the evidence and identify areas where it is 
lacking. 

• Identify potential harms and benefits.y p
• Consider outcomes across multiple domains. 
• Consider setting  sociodemographics  multicultural issues  and Consider setting, sociodemographics, multicultural issues, and 

patient preferences.  
• Acknowledge the clinician’s responsibility for individualized clinical c o edge t e c c a s espo s b ty o d dua ed c ca

care decisions. 
• Provide recommendations that are advisory (vs. compulsory). y ( p y)
• Update guidelines periodically to reflect developments in research 

and practice. 



American Psychological Association
2010 State Leadership Conference



http://www.healthquality.va.govhttp://www.healthquality.va.gov



Key Recommendations from
VA/DOD SUD G idelineVA/DOD SUD Guideline 

 Pharmacotherapy and psychosocial interventions are py p y
important treatment options for Veterans with SUD.

 Regardless of the particular intervention chosen, use 
ti ti l i t i i t l d i th timotivational interviewing style during therapeutic 

encounters with patients and emphasize the common 
elements of effective interventions 
 promoting a therapeutic relationship, 
 enhancing patient motivation to stop or reduce substance use, 
 improving self-efficacy for change improving self-efficacy for change, 
 strengthening coping skills, 
 arrange added benefits of recovery, and 
 h i i l t f enhancing social support for recovery



VHA Handbook on 
Uniform MH Services (p 24)

(k) Patients with substance use illness need to be 
offered long-term management …. The patient's g g p
condition needs to be monitored in an ongoing 
manner, and care needs to be modified, as 
appropriate in response to changes in their clinicalappropriate, in response to changes in their clinical 
status.



Measurement-Based CareMeasurement Based Care

“Enhanced precision and consistency 
in disease assessment, tracking, and , g,
treatment to achieve optimal outcomes”

J Clin Psychiatry. 2011 Jan 11. [Epub ahead of print]



Measurement-Based Care: 
Key Elements



Measurement-Based Care: 
Limitations



Preliminary Recommendations 
PTSD S M i ion PTSD Symptom Monitoring

• Evidence-based psychotherapy protocols for PTSD nowEvidence based psychotherapy protocols for PTSD now 
incorporate weekly symptom monitoring with PCL

• Aspirational goal is routine measurement-based care at 
each scheduled visit for all PTSD treatment

• Incremental proposal pending informatics tools:
17 item PCL S at intake for all new episodes of PTSD treatment– 17-item PCL-S at intake for all new episodes of PTSD treatment

– Reassessment at least once 30-90 days from intake for those who 
remain active in treatment
D t i ti l d t b f li i l i d t l– Data in national data base for clinical review and aggregate analyses 



Proposal in development for 
i l isystematic outcome evaluation

 Centralized follow up assessment regardless of Centralized follow-up assessment regardless of 
treatment retention 

 Re-assessment not by treating clinician

 Achievable more efficiently by appropriate 
samplingsampling 



Simon and Perlis (Am J 
P hi t 2010 167 1445 1455)Psychiatry 2010; 167:1445–1455)

“We have several good treatment options to choose from“We have several good treatment options to choose from.  
On average, they have about the same chance of success.  
But you are not an average; you are an individual.  
At this time, there is no scientific way to predict which 
treatment will work best for you.  
Together we will look at your options and decide whatTogether, we will look at your options and decide what 
treatment to start with.  
But it is important to remember that there are other options.  p p
If the first treatment we pick does not work out for you, 
some other treatment might work well.  
R l f ll th t l k ill t llRegular follow-up over the next several weeks will tell us 
whether to stay with our first choice or try something else”




