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Evaluating treatments and therapies
Biological Approach: Drug treatments
	Effectiveness

 e.g. reduction of symptoms, relapse rate, rehabilitation of clients to every-day functioning
Drugs for schizophrenia:

1. Barlow & Durand (1995) chlorpromazine effective in reducing schizophrenic symptoms in 60% of cases; most impact on positive symptoms; treated patients may still suffer from severe negative symptoms.
2. Meltzer et al (2004) 481 patients with schizophrenia randomly assigned one of 6 groups; placebo, 4 investigational drugs or haloperidol  for 6 weeks; assessed positive and negative symptoms, severity of illness and a score from a psychiatric rating scale; haloperidol gave significant improvements in all aspects of functioning compared with placebo group; 2 of the new drugs also showed improvements in several of the measures when compared with the placebo but the other 2 did not 
3. Schooler et al (2005) randomly allocated 555 patients in first episode of schizophrenia, to either treatment with haloperidol or risperidone; both groups 75% showed reduction in symptoms.
4. Pickar et al (1992) compared clozapine with other neuroleptics and a placebo; clozapine most effective in reducing symptoms, even in patients who had previously been treatment resistant.
5. Emsley (2008) patients injected with risperidone early in course of disorder had low relapse rates and high remission rates; 84% of patients showed at least a 50% reduction in both +ve and –ve symptoms and 64% went into remission.
Treating people with depression
1. Kuyken et (2008) Prozac no better than Mindfulness Based Cognitive Therapy (MBCT), even in the long term. Patients less likely to suffer relapse when using MBCT as well as drugs, 47% compared with 60%
2. Mulrow et al (2000) compared tricyclics and placebos in 28 studies; success rate was 35% for placebos but 60% for tricyclics; others say they are as effectives as SSRIs and cheaper
3. Martin et al (2001) found that psychotherapy was as effective in raising levels of serotonin and noradrenalin and Schulberg et al (1996) tricyclics no more effective than psychotherapy 
4. Jarrett et al (1999) MAOIs much more effective for severe depression than tricyclics

	Evidence base

e.g. is the theory on which the therapy is based, supported by high quality research?
· Strong raft of empirical evidence to support the use of dopamine related drug treatments for schizophrenia and in particular SSRIs in depression
· studies have been well controlled and are objective; placebo groups have been used for comparison in double blind studies with humans

· animals experiments have removed problems associated with confounding variables relating to the course of the disorder pre-diagnosis for example (learn some examples from other handouts)
· Many of the older studies using control group who have taken placebos have been criticised; newer studies have shown that antidepressants are only superior to active placebos in 14% of cases.

· Martin et al (2000) psychotherapy was equally effective in raising levels of noradrenaline and serotonin as medications

	Practical considerations

e.g. how easy is it to deliver, is it cost-effective, staff training needs etc
· In schizophrenia, meds need to be started quickly in order to be most effective; if people don’t start until later in the illness then les likely to improve with medication

· Patients needs to be able to remember to take the tablets regularly (can get patches/injections, CPNs can help)
· Wide ranging and sometimes serious side effects, which may need to be controlled with further medications (learn some side effects from other handouts)
· Side effects can be off-putting meaning people stop taking their medications which can lead to serious and unpredictable resurgence of symptoms

· Relapse rates are often high

· Removes symptoms but not necessarily underlying cause of problems

· People can become dependent on drugs; the brain adapts and compensates for the changed neurotransmitter levels meaning people cannot stop taking the meds with severe withdrawal symptoms
· With help from CPN, meds can allow people to live in community rather than in an institution

· Requires little effort on part of patient except remembering to take it and also returning to doctor for checkups, blood tests etc to monitor side effects

· Less than 50% of those who take antidepressants become symptoms free, many have relapses even if they continue taking their medication.

	Social/moral/ethical considerations
e.g. to what extent is client an active participant, empowered, a collaborative partner in the treatment process or are they being controlled by an ‘all powerful ‘therapist

· the decision about when a person needs medication has ethical implications; whose right is it to decide that someone needs to chemically change the way they think, feel and act? If the person is a risk to him/herself , their family their community, then drugs may be used as a form of control; but whose place is it to evaluate such risk

· supporters of the anti-psychiatry movement would argue that it is wrong that some people should assume a position in society whereby they are able to control others with the use of medications which change their behaviour; 

· drugs are seen as ‘chemical straitjackets’; patients are disempowered - responsibility for controlling the disorder is placed with the prescribing doctor and not the patient

· lack of control can in itself be a source of stress and may exacerbate symptoms; 

· often multi-disciplinary teams make such decisions together in difficult cases so that no-one person is in all all-powerful position and there are sets of professional guidelines in place to help 

· drug treatments are used as a method of social control; a way of making people more compliant
· ignores social situation which may mean person is  labelled as abnormal in the first place; cultural context is crucial and medical model denies this completely; changing aspects of a person’s environment/relationships could help immeasurably and negate need for drug treatment

· is it ethical to use drug treatments to alter behaviour, thinking etc when there are known to be serious and debilitating side effects? And also when the effects are not fully understood/

· CPNs can be very important in helping the client /family to regain some sense of autonomy and control in the drug taking process, by educating and training them about how the drugs work

· Informed consent and right to withdraw from a treatment programme is most questionable when people have a mental health problems and may not fully understand their situation and this means they are more vulnerable

· mental health teams often make use of independent ‘advocates’ who speak on behalf of service users and their families to ensure that their ‘voice’ is heard in any decisions that are made about their care


Evaluating treatments and therapies
Social Approach: Care in the community
	Effectiveness

 e.g. reduction of symptoms, relapse rate, rehabilitation of clients to every-day functioning
· Bond et al. (2001) summarized outcomes from 25 randomized controlled trials: compared with standard community care, ACT is highly successful in engaging clients in treatment, substantially reduces psychiatric hospital use, increases housing stability, and moderately improves symptoms and subjective quality of life
· Marshall and Lockwood (1998): found very similar results including improved employment and patient satisfaction however there were no significant differences regarding to mental state or social functioning. 
· greater client satisfaction than standard services and satisfaction is similar across genders, age and background
· One of the most extensively researched models of community care for people with severe mental illness; evidence suggests ACT is consistent across numerous reviews studies and is effective in managing the care of severely mentally ill people in the community 

	Evidence base

e.g. is the theory on which the therapy is based, supported by high quality research?
· CIC not drawn from any specific theory so could be seen as unscientific in this respect; it is in fact a mode of delivery for many differing approaches such as drug treatment, CBT, social skills training, counselling etc all of which are drawn from their own specific approaches with differing scientific merit; see other handouts.

	Practical considerations

e.g. how easy is it to deliver, is it cost-effective, staff training needs etc

· If targeted on high users of in-patient care, ACT can substantially reduce the costs of hospital care whilst improving outcomes and patient satisfaction.
· increased continuity of care over time and reduce staff burnout as patients works with large multidisciplinary teams where responsibility for patients well being is shared
· hugely underfunded and so standard of community care outlined in the original ACT programme unlikely seems unobtainable.
· When care in the community is contracted out to private companies who cut corners in costing, staff turnover can be high and continuity for clients is low; this is not good in terms of effectiveness of service or ethically.

	Social/moral/ethical considerations
e.g. to what extent is client an active participant, empowered, a collaborative partner in the treatment process or are they being controlled by an ‘all powerful ‘therapist

· Ethically sound: aims to help people to live life within own community; stemmed from policy changes which improved rights of people with mental health problems; aims to decrease stigma and prejudice; avoids incarceration in asylums
· In ACT the assertive aspect is ethically questionable regarding the extent to which the treatment is paternalistic, authoritative,  coercive; that is forcing people to behave in ways they don’t want to and also breaching their right to privacy and to be left alone; (Gomory 2001) 
· large-scale survey examined strategies for therapeutic limit setting (interventions to pressure clients to change disturbing or destructive behaviour or to stay in treatment); techniques ranged from ignoring behaviour, verbal encouragement to involuntary hospital admission;  verbal persuasion was widely used but more coercive interventions used with less than 10% of clients; limit setting more common when clients had extensive hospitalization histories, more symptoms, more arrests, more recent substance use.
· only small minority of ACT clients – 11% in one study  believe ACT too intrusive or confining, or that it fosters dependency
· Some prefer to be hospitalised; feel safer, more secure particularly those people who had been living in hospitals for many years and then were moved back into the community

· The rights of the family and local community may be overlooked by those campaigning for the rights of the individual

· If care in the community is not funded and run properly then it is unethical; vulnerable people are at risk of turning to crime or drugs or being exploited somehow, becoming homeless, etc.


Evaluating treatments and therapies
Learning Approach: Token economy programmes
	Effectiveness

 e.g. reduction of symptoms, relapse rate, rehabilitation of clients to every-day functioning
· Mumford et al (1975) 14 female, Long term institutionalised schizophrenic patients rewarded fro increasingly independent behaviour; successful in bringing abut both qualitative and quantitative positive changes in behaviour
· The Swedish programme (2008) Results from a programme conducted in Sweden on schizophrenic people indicate that desirable improvements in behaviour did occur while the programme was on and deteriorated when it stopped, e.g., decrease in lip-biting and aggressive behaviour and increase in eye contact. There is a little evidence that it transferred to outside because 5 of the 12 were discharged during the programme and had not been readmitted 12 months later.
· McGonagle and Sultana (2008) Reviewed a number of programmes for patients with schizophrenia making comparisons with standard care; indication that TEP was useful; may be more helpful with negative symptoms but could not conclude that the findings would be generalisable.
· There is little evidence that improved behaviour transfers to the real world.

	Evidence base

e.g. is the theory on which the therapy is based, supported by high quality research?
· Underpinned by reliable, objective, internally valid empirical research, mainly with animals, such as Skinner’s work with rats and pigeons


	Practical considerations

e.g. how easy is it to deliver, is it cost-effective, staff training needs etc
1. Good at changing specific behaviours and can be used with a variety of different types of mental health problem
2.  Fast and effective in the short term
3. doesn’t require much training compared to talking therapies but does require highly committed staff who administer tokens in a highly consistent manner; this can be difficult to achieve
4. Easily evaluated when researched, as focuses on changes in behaviour which are observable rather than having to rely on self reports to gauge effectiveness at reducing more abstract symptoms
5. May be tricky to implement especially if peer approval for the behaviour that is being modified becomes a more powerful source of reward than the tokens

6. Only focuses on changing maladaptive behaviours and does not attempt to alter negative thinking or emotional states for example.

7. New behaviours often do not generalise outside the confines of the programme (institution)

8. Costs of individualised rewards may be expensive

	Social/moral/ethical considerations
e.g. to what extent is client an active participant, empowered, a collaborative partner in the treatment process or are they being controlled by an ‘all powerful ‘therapist
· unethical; Q. Who decides which behaviour is abnormal or unacceptable, desirable or undesirable? A. the majority; the powerful;

· when ‘rewards’ are in fact basic human rights, such as food, clean bedding, personal belongings etc then there is a serious ethical problem; in some eating disorders clinics, patients are stripped of personal belongings and required to wear plain hospital gowns and are only allowed their things back when they start to make progress of a weight gain programme; if the rewards are treats like sweets, cigarettes, etc then this may be more acceptable.
· completely disempowers people, they are at the mercy of those who hold the tokens who can diced to withhold tokens if they so wish (needs careful supervision and selection of workers to ensure that they do not abuse their power as in Abu Ghraib)
· the use of punishment is highly questionable as it does nothing to help the person to understand how they ought to behave and in fact models undesirable behaviour which may be observed and imitated with others.



Evaluating treatments and therapies
Cognitive Approach: Cognitive-Behavioural Therapy
	Effectiveness

 e.g. reduction of symptoms, relapse rate, rehabilitation of clients to every-day functioning

· Relapse likely to be reduced; solutions more likely to be long lasting if they have been constructed by the client than by a therapist; CBT addresses the root of the problems rather just treating the symptoms and this may be why relapse is less likely
· Fave et al (1988) 40 patients with recurrent depression assigned to drug treatment or drugs plus CBT; drugs and CBT group showed greater reduction in symptoms. Two years later 75% were still symptom-free compared with only  25% in the drug only group
· Kuyken et al (2008): mindfulness based cognitive therapy was at least as successful as Prozac, even in the long term; patients less likely to relapse, improved quality of life, more cost-effective; 123 Pps with repeated bouts of depression randomly allocated to medication or 8 weekly group sessions of MBCT (plus drugs as they preferred); 15 months on relapse rate was 47% for the MBCT group and  60% for the drugs only group.
· Stiles et al (2006) CBT is no more effective than other psychological therapies such as person-centred therapy which derives from the humanist approach in psychology and psychodynamic therapies; study was conducted over the course of three years in 58 NHS settings with 1309 participants
· Holmes (2002): points out that in largest study of treatments for depression, CBT was less effective than anti-depressants and other psychological therapies such as psychoanalysis
· Insufficient evidence on long term effectiveness
· Studies of effectiveness that do have positive findings are often based on self reports which may not be valid (investigator bias- people feel they should say that they are feeling better, social desirability); also people selected for trials often have simple problems without additional complications.

	Evidence base

e.g. is the theory on which the therapy is based, supported by high quality research?
· Based on idea that negative thinking patterns underpin various mental health symptoms; research is contradictory though about whether the negative thinking precedes the onset of the disorder and is a causal factor of whether it is in fact an effect of having the disorder
· If the evidence based from which the therapy is derived is flawed this somewhat destabilises the validity of the therapy itself


	Practical considerations

e.g. how easy is it to deliver, is it cost-effective, staff training needs etc

· Might only work for people who are quite good at reflecting upon and articulating their thoughts to others; people who are willing to think in new ways

· Requires a fairly high degree of commitment and engagement by client especially as they are required to commit time to homework exercises to complete in readiness for each session; they have to assign her fair degree of time and effort to the healing process.

· Results can be achieved fairly swiftly in comparison for example with psychoanalysis, 20 sessions is usually the  maximum needed to bring about significant reduction in symptoms 

· Can be delivered via CD Rom or internet and so can be used to reach people in remote places 

· Can be highly cost effective particularly when computer delivery means that services do not require face-to-face time with a therapist
· Computer version may be suitable for people who are very busy and find it difficult to fit in appointments during the day  or those who prefer to tackle their problems on their own
· IAPT training programmes have allowed more therapists to be trained up fairly rapidly making CBT more accessible to wider range of people; the training is much faster than for psychoanalysis for example.

· CBT therapists may be quite variable in their ability to relate to their differing clients; clients may feel that the therapist doesn’t understand their problems and is patronising them

· Has been used effectively with wide range of different types of disorder including depression, anxiety disorder, eating disorders and to a lesser extent with schizophrenia

	Social/moral/ethical considerations
e.g. to what extent is client an active participant, empowered, a collaborative partner in the treatment process or are they being controlled by an ‘all powerful ‘therapist

· Ethically strong as therapist and client are more equal than in many of the other forms of treatment; they work together collaboratively to explore problems and find alternative ways of thinking, feeling and behaving; client is assisted to complete this process independently through the homeworks etc and so he or she is empowered
· In some forms of CBT the therapist can be deliberately be quite confrontational when demonstrating to the client how his or her thinking is irrational - this could be seen as threatening and the client may feel distressed and even more anxious and may drop out of treatment


Evaluating treatments and therapies
Psychodynamic Approach: Dream analysis
	Effectiveness

 e.g. reduction of symptoms, relapse rate, rehabilitation of clients to every-day functioning
· Heaton et al (1998) clients who had therapists who interpreted their dreams for them felt they gained more insight and depth from this process than when expected to analyse their own dreams ; 88% preferred the theorist to analyse the dreams indicating patient satisfaction

· Shapiro et al (1991) only occasionally effective for depression who may not have the motivation to engage successfully with the therapist however another study which reviewed studies of Brief Dynamic Therapy (a modern version of psychoanalysis  where clients are educated about links between past and present)) found that it was equally as effective as CBT for depression
· Females in heterosexual relationships who received dream interpretation as part of therapy found that it helped them to gain insight and improve their relationship and well being; however, this was not the case for men

· Eysenck (1952) psychoanalysis (including dream analysis)was no more effective than having nor theory at all ; however others have reanalysed Eysenck’s data and found thoroughly different results saying those in the not treatment group improved by 30-40% whereas in fact the psychoanalysis group improved by 83%

	Evidence base

e.g. is the theory on which the therapy is based, supported by high quality research?
· Freud’s theories often criticised for not being scientific

· theories cannot be tested using objective means; dream interpretation for example is subjective and unreliable; different analysts give differing interpretations
· research studies used as evidence were case studies on unique individuals (including himself) and thus not generalisable

· interpretation within these case studies could be said to have been subjective/investigator bias/lack validity
· Espostio et al (1999) Vietnam veterans with post traumatic stress disorder frequently had dreams including  combat and this refutes the ideas that distressing materials is disguised in some way for people with mental health problems and this suggests it is not necessary to analyse dream symbols as they don’t always exist.

	Practical considerations

e.g. how easy is it to deliver, is it cost-effective, staff training needs etc
· Relies on the person being able to remember their dreams in order that they can be analysed; they may  forget important bits or may edit what they say as they feel it is socially unacceptable
· Requires high degree of commitment from the client and an open and articulate nature

· A lengthy process which means that it can be highly expensive and time consuming thus limited only to those with enough time and money to make use of it.
· Training is very long and involves a lot of therapy;  not a good option in terms of cost effectiveness for health authorities training up new therapists
· client is not presented with any alternative or new more adaptive coping mechanisms; he or she is helped to resolve unconscious conflicts and realign aspects of the personality which have held him/her back

· Underlying cause of problems is supposedly unveiled and this should reduce relapse rate as it is not just short term solution

· May be helpful if a person knows of childhood events that may have caused their problems and wants to explore these

· Can be useful for severe cases of depression where other therapies have failed, e.g. CBT

	Social/moral/ethical considerations
e.g. to what extent is client an active participant, empowered, a collaborative partner in the treatment process or are they being controlled by an ‘all powerful ‘therapist
· Pioneered psychological therapy/talking cure which was massively important given that until this point treatments were barbaric involving incarceration, psychosurgery, ECT and powerful drug treatments, all of which rendered the patients powerless and unable to take an active role in their recovery
· The relationship between therapist and client is uneven; the client relies on the therapist to present his or her interpretation and is left open, vulnerable and disarmed of psychological defences that have protected him/her for many years; the process of transference and counter-transference raises possible ethical issues, client and analyst may develop feelings for each other (although this is supposed to be a useful part of the healing process )
· ethical implications relating to false memory syndrome; clients recall events from childhood that did not happen, e.g. child abuse; cases of therapists being sued


