Forum on Neuroscience and Nervous System Disorders

The National Academies of Sciences, Engineering, Medicine
Washington, June 2016

Quantification of Dose in Psychosocial
Interventions

Wolfgang Lutz,
Department of Psychology

University of Trier




Dose In Psychosocial Interventions

e Number of sessions
e Time in treatment

* Time to change what? What is the outcome
variable?

* Realization of process variables (e.g. therapeutic
alliance, treatment techniques e.g. exposure,
cognitive restructuring)




The dosage model (Howard)
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Dose-Response Model
« Patterns/rates of improvement
* How much therapy is enough?




The Phase Model of Change In

Psychotherapy (Howard)

Stulz & Lutz (2007)
Lutz, et al. (2001)

Wellbeing
— — Symptoms Phase MOdel

= = = Functioning

 Domains of outcomes
« What changes when?

Therapeutic Recovery
Remoralization = Remediation = Rehabilitation
(recovery of (melioration of (improved life
well-being) symptoms) functioning)




Data collected at 33 sites in
NHS primary care services

Comprised 1868 clients who
attended 1-12 sessions.

RCSI rate ranged from 88%
for clients who attended 1
session down to 62% for
clients who attended 12

sessions (r = -.91).

Percent improved

Clients exit therapy when
they consider they have
made sufficient gains. We
term this the ‘good enough

level” (GEL).
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Dose response relationship (Barkham)
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Barkham et al., Journal of Consulting & Clinical Psychology, 2006




Dose response is a neglected area of research in
psychosocial interventions

Usually defined by treament manuls in RCTs
In practice often by service systems

Country and region specific definitions dosage
defined via sessions

Psychometric feedback over the course of
treatment allows a more patient specific adaptation
depending on progress (longer for patients at risk,
shorter for improving patients).




Personalized Treatment Selection, Precision Mental Health,
Tailoring Treatments, Personalized Modular Therapy

Patient-focused Research

The debate moves away from how many sessions for a group of patients with
a given disorder/diagnosis to the optimal dosage/treatment for the specific patient.

1. Treatment Selection Tool (Prediction: PAI,NN)

* |sthe treatment which is effective for the average patient also effective for this
specific patient?

 Which treatment strategy is best for this specific patient?

2. Treatment Adaptation Tool (ROM, Early Response)

* |sthe ongoing treatment successful for this patient?
* |s this patient at risk for treatment failure?

* |sthe dosage for this patient adequate?




1.Personalized Predictions of Treatment Effects:; |

Differential Predictions and Nearest Neighbors ¥

« Individual predictions based on their nearest neighbors

« Two homogeneous subsamples of the 30 nearest patients were selected
for a CBT oriented treatment group and an integrative CBT and
interpersonal oriented treatment group and Growth Curve Modeling was
conducted on those two groups for each patient

N=619 (Inventory of Emotional Distress (EMI) s
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Site 1: N= 359 Outpatient Clinic at the University of Berne ® e
(Integrative Cognitive-Behavioral and Interpersonal Focus)

Site 2: N=260 Outpatient Clinic at the University of Bochum
(Cognitive-Behavioral Focus)
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Rubel, Lutz (2014). Psychological Assessment. ' Brief Symptom Inventory Score
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Examples
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A Patient with a Diagnoses of Anxiety A Patient with a Diagnoses of Anxiety

& Depression :
— Treated with CBT +IPT Therapy Treated with CBT
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Using Prediction Models for Individual Treatment
Recommendations with the Personalized

Advantage Score (PAI)

* DeRubeis et al. (2014) identified four prognostic and five prescriptive variables which
predicted differential treatment outcome in CBT vs. Antidepressant Medication (e.g.
Marital status, Comorbid personality disorder, Number of life stressors)

* A Personalized Advantage Index (PAl) is calculated for each patient (predicted result
in optimal treatment) and defined a clinically meaningful difference for one treatment
compared to the other.
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Got CT(N=31) | GotIPT(N=30) | GotIPT(N=35) | GotCT (N=38)

Randomized to Randomized to CT Optimal IPT Optimal
| Optlmal (N=51 ) ‘Non_Optlmal (N=41 ) Fig 3. Comparison of observed mean end-BDI scores for patients randomly assigned to their Optimal treatment versus those assigned to their

Non-Optimal treatment, by psychotherapy type.

d =0.58; p <.00 d=0.51; p <.00
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Europdisches Zentrum fiir Psychotherapie
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2. Treatment Adaptation Tool (Early

Response, ROM)

Estimated mean scores Observed mean scores
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Depression: 61.1% ,,Early Responder” Panic disorder: 20.2% ,,Early Responder”

- ER seems to exist in different settings, diagnosis, treatments and instruments

- ER groups have high treatment effects. ED seem to have a negative prognosis

- in naturalistic studies ER have shorter treatments / in RCT s ER are those
which finish the manual.

Lutz, W., Stulz, N., & Kock, K. (2009). JAD; Lutz, W., Hofmann, S. et al. (2014). JCCP.
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Treatment outcome and length of the different

early change groups

Treatment completion status
Final treatment outcome (number of sessions attended)

ES change in PDSS-SR
during treatment (d)

Variable i Reliable improvement (%) 195% CI] 3-5 (%) 6-10 (%) 11 (%) Mean number
All patients 326 48.8 1.02 [0.85, 1.19] 10.1 13.2 76.7 9.87
Class 1 15 0° —0.49 [—1.22,0.26] 20 20 60 9.2
Class 2 189 37.6" 0.73 [0.51, 0.94] 6.9 14.3 78.8 10.04
Class 3 56 46.4 1.00 [0.58, 1.41 19.6* 17.9 62.5 9.02

[Class 4 66 93.3" 211161, 2.060 9.1 4.5 860.4 10.29 |
p <.001* <.001° <.001* 007°

Class 1: Early deterioration

Class 2. Medium symptoms — slow change
Class 3: High symptoms — no change
Class 4: Early response

Early responder show the highest pre-post effect sizes and the highest probability
to complete the treatment. Nonresponder (class 3) and deteriorater (class 1) show
high probabilities for drop-out.

Lutz, W., Hofmann, S. et al. (2014). JCCP.
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Due to Feedback...

Routine Outcome Monitoring and 300
352;‘

no modifications

Personalized Treatment Adaptation

70%
modifications

Psychometric feedback
— Reduces the number of non-responding patients
— Patients that go ,,off-track” have a higher chance to profit

— Effects can be further enhanced with clinical support or
problem solving tools




Feedbackportal —ldentification of Signal Clients
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CODE: 2310P11  Fragebdgen Hausaufgaben Therapeuten mit dhnlichen Féllen

m

STATUSREPORT VERLAUFSREPORT FEEDBACK (TEST)
Erhebung Datum Letzte Erhebung Z05 (0g30) . fieedbck O
205 2012-03-14 Datum 2012-03-14
PR 2011-11-13

el Therapeutic Relationshi
Verlauf 5 s
wz 2011-05-30
Motivation / Treatment
Goals

HSCL11

| starke Belas‘t:: A /\

keine oder geringe Belastung 16 I
' N | 1 5

Emotional Regulation

Social Support

2

Life Events

Prozentrang

=
T




Feedback — Clinical Interventions/Support Tools
Motivation Enhancement /Goals

Alliance Ruptures

W Universitat Trier

Foal Attainment Scaling (GAS)

* Therapeutic zonls should bs formulatsd at the besinning of avary psychotherapy in
mumal agresment betwesn clisnt and therapise, They are the stanting point for therapy
planning and indication and provide the basis © evalusts the frerspeutic succes.
GAS (Goal Arrsinment Scating) is filled in at the start of the therapy tozs e with the
cliznt, to deermine and arscular: the zoats. This is helgful asitprovides srucrure and,
sefisbiliry and allows traneparence Gwouzhout fhe therapy. Italso suppars fie clisnfs
s2sponsivilicy and inwinsic motivation
Soms critasia for 2004 poal derarmination and fosmuia ion should be tzken into
arcouer (SMART criteriz): Goals should be spacific, messusable, achizvable, reslisdc,
time detemmined, This will help ® sedce eazzered snpecaions and strangthen the

clients motvation.
* Accarding to the selzction o the goals, the therapist should mind that the client
malsaf ion (not goals of sveidance) which are
fined on the GAS

* Detsrmining roals can ba assistad by imazinstion exsecisss such 25 tins grogression
(T *“How do you se= you sitation in onsfiveten years )

* GAS will bs ravisied st evacy Sth masting (and ac the and of the tharapy) by thecliant
10 2ssass his own progress. Tt ssrvas 353 valusbls feadback for both therapiat and

clisntandisani in mainzaining it the tharapy
o Ressons for not (yar) achisving carmin aims can ba discussad and nesd for action
can bs considersd in the procass.

terv entions for E motional Regulation

IThe process of smotional regulation is dependent on fastures of pemanality, temperament and
Lvidencs of mental iftnsss Thres diffbrent styfes canbe distinzsished: suppression of
kamotions 2s 2 way of avoidancs and hiding the handline of amotions; adjustment of amotions
kn order to re-evaluate, moderez or influence them; 2nd zcceptance fo developa healtly
ititude towards one's own smotions. Besides, adjustment and acceptancs of smotions appaar
0 be more =ffective ways of mgulation. Subsaquently intervention strategies will be showa
ks hich deal with problematic smotions! ragulation, originating from Traming of Emotional
Compstence, Mindulness (Kabatt-Zinn, 2011) s wsll as Accsptancs and Commitment
[Therapy (FHayes, 2001).
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Discussion

* A framework for empirically supported personalized
treatments including a prognostic and an adaptive
tool

* |s available online and on-time. Supports a blended
treatment approach and the use of tools from
eMental Health.

* Goalis the optimal dose of psychosocial
interventions with respect to the needs of patients.




