
Kliiniline küsimus nr 5
Kas ärevushäirega patsientidel kasutada eneseabi vs psühhoteraapiat vs muu?
Kriitilised tulemusnäitajad: 

Sheffield: Short, self-complete questionnaires (such as the panic subscale of the agoraphobic

mobility inventory for individuals with panic disorder) should be used to monitor

outcomes wherever possible.
CPA:  A response to therapy is often defined as a percentage reduction in symptoms (usually 25% to 50%) on an appropriate scale. Although it might not be possible for all patients, remissioon should be the goal of therapy. Remission is often defined as loss of diagnostic status, a prespecified low score on an appropriate disorder-specific scale, and no functional impairment. The goals of therapy in PD are to decrease the frequency and severity of panic attacks and to reduce anticipatory anxiety, fear-driven avoidance, and impaired functioning related to anxiety. According to the suggested criteria, PD is in remission 3, with no((when the patient is essentially free of panic attacks (PDSS  individual itemscore > 1) and has no ormild agoraphobic avoidance, no 10), no or mild functional disability, and no(or minimal anxiety (HARS  depressive symptomatology.

Nice: Non-remission, non-response, dropouts, Mean rating scale scores for anxiety, depression,

worry, somatic symptoms, quality of life.

WFSBP: clinically meaningful difference on a specific rating scale (e.g.2 points on the HAMA); response is usually defined as a 50% improvement on this scale
Tõendus ravijuhendites (NICE GAD juhendi põhjal):
There were six RCTs that compared non-facilitated self-help with waitlist control or treatment as usual. 
When non-facilitated self-help was compared with a non-active control in a mixed anxiety population, the results indicate a statistically significant moderate effect size for anxiety scores and a moderate effect size for depression scores, favouring non-facilitated self-help for a mixed anxiety population. It also indicates a statistically significant improvement in non-remission. When studies targeting both GAD-only and mixed anxiety populations were combined, the results indicate a very similar and statistically significant moderate effect size for anxiety scores and a moderate effect size for depression scores, favouring non-facilitated self-help for both populations. There were significantly more dropouts in the comparison group. The above evidence suggests that non-facilitated

self-help is effective for both populations. One study (KASSINOVE1980) compared non-facilitated bibliotherapy with audiotherapy. Bibliotherapy appeared to be more effective than audiotherapy but it was not statistically significant. One study delivered a mindfulness-based stress reduction computer programme (HOUGHTON2008) and the other used a problem solving-based bibliotherapy booklet

(BOWMAN1997). When each of these interventions was compared with a nonactive control, the results indicated a statistically significant moderate effect (mindfulness-based stress reduction) and large effect (problem solving-based bibliotherapy) for anxiety scores, favouring the treatments. The overall quality of evidence was low. The studies targeting people with GAD only were generally of higher quality than those targeting mixed anxiety populations.
There were four RCTs comparing guided self-help with waitlist control or treatment as usual. 
These studies were too heterogeneous to be analysed together. LUCOCK2008 compared guided bibliotherapy with waitlist control. The treatment group showed a statistically significant moderate effect on anxiety scores. A small, yet not statistically significant effect was found on depression scores. There was no statistically significant difference in terms of improving non-remission. These results are based on one study and given the wide confidence intervals, it is difficult to make any firm conclusions from this evidence.

VANBOEIJEN2005 and SORBY1991 both compared guided bibliotherapy with treatment as usual and therefore were analysed together. However, SORBY1991 regarded guided bibliotherapy as an augmentation to treatment as usual and compared it with standard care with no bibliotherapy. Results indicate that there were no statistically significant effects on either anxiety, depression or worry outcomes at post-treatment. However, a small, yet insignificant improvement in anxiety at 9 months and depression at 3 and 9 months was found in standard care (VANBOEIJEN2005). However, it is difficult to make firm conclusions from this limited evidence.

One study directly compared low-intensity CBT bibliotherapy with high-intensity CBT (VANBOEIJEN2005). There was no statistically significant difference in the risk of discontinuation between low-intensity and high-intensity treatments. Although not significant, there was a small trend favouring high-intensity treatment on anxiety, depression and worry outcomes. At 3 and 9 months’ follow-up, the effects remained statistically insignificant. These results are based on data from one study and therefore it is difficult to draw firm conclusions about the relative effectiveness of low or high-intensity CBT treatments.
Only one study of guided self-help included people with GAD only (rather than a variety of anxiety disorders including GAD) (TITOV2009A). This study compared CCBT treatment with waitlist control and showed a statistically significant large effect on anxiety, depression and worry outcomes. There was also a statistically significant improvement in non-remission and non-response. These results are based on one study, therefore it is difficult to make any firm conclusions from this evidence. The overall quality of evidence was low. The main reason for downgrading the quality was the difference in target population (people with mixed anxiety and people with a GAD-only diagnosis), as well as difference in comparator group (waitlist control and treatment as usual). It was observed that the studies targeting mixed anxiety populations were of lower quality than the study treating a GADonly population.
There were two studies comparing psychoeducational groups with waitlist control. KITCHINER2009 compared two psychoeducational groups; mental health nurses delivered group CBT in one group while occupational therapists delivered a more interactive anxiety management psychoeducational group in the other. When group CBT was compared with waitlist control, there appeared to be a small, yet not significant effect on anxiety and depression scores. The effect size decreased at 1 month’s follow-up. When the two treatment groups (group CBT versus group anxiety management) were compared, there was no statistically significant difference in the risk of discontinuation or anxiety, depression and worry scores. Follow-up data at 1, 3 and 6 months remained insignificant and varied widely. Therefore, due to limited evidence and wide confidence intervals in the results, no definitive conclusion can be drawn as to which treatment principle is better.

One study (WHITE1992) specifically targeted a GAD-only population. Due to the small sample size, the only statistically significant finding was a marginal significant moderate effect on self-rated anxiety scores, favouring psychoeducational groups compared with waitlist control.
When the two studies were analysed together, the results indicate a small and statistically significant effect for anxiety and depression scores. The overall quality of the two studies was low to moderate. The main reason for downgrading was due to the limitations in study design.
A total of 21 trials compared CBT with waitlist control and other active treatments or comparators. When CBT was compared with waitlist control, the data showed a statistically significant improvement in non-remission and non-response.
When eleven CBT interventions were compared with waitlist control, there was a statistically significant large improvement in clinician-rated anxiety scores, and a moderate improvement in self-rated anxiety scores post-treatment. In addition to anxiety ratings, trials comparing CBT with waitlist control reported outcomes on depression and worry scores, suggesting a moderate improvement for

both clinician- and self-rated depression scores. Two trials reported large improvements in quality of life compared with waitlist control. However, these trials displayed large heterogeneity. The overall quality of the evidence is moderate to high. Some heterogeneity exists for some outcomes, which have been downgraded. The main reason for heterogeneity was due to the variations in CBT treatment principles.
Eight trials directly compared CBT with applied relaxation. CBT was found to be neither inferior nor superior to applied relaxation on the majority of the outcomes. There may be a slight trend favouring CBT on clinician-rated anxiety, which had a narrower confidence interval compared with other outcomes. There were no differences between CBT and applied relaxation for those studies that reported follow-up data at 6 and 12 months. The overall quality of the evidence is low to moderate. The main reason for downgrading the quality was due to the insignificant findings.
Two trials compared CBT with psychodynamic therapy directly. CBT was found to be better than psychodynamic therapy with a moderate effect on both clinician- and self-rated anxiety and depression scores. However, this significant effect was not sustained at 6 or 12 months’ follow-up. Moreover, CBT was not statistically significantly different from psychodynamic therapy in terms of improving worry symptoms. No statistically significant difference in dropout rate was found between the two treatments. The wide confidence intervals were observed as a result of the small sample size; therefore results should be interpreted with caution. The overall quality of evidence is moderate.
Two trials compared CBT with non-directive therapy. However, the two trials targeted different populations. BORKOVEC1993 examined the efficacy of CBT in a general adult population and found a large improvement on anxiety, depression and worry outcomes relative to non-directive therapy. However, this was not the case for older adults (STANLEY1996). CBT was not statistically significantly different from non-directive therapy for older adults on any outcomes. The overall quality of evidence was low to moderate. In general, the quality of the trial targeting older adults was lower than the trial targeting a general adult population on all outcomes.
There were a total of four trials comparing applied relaxation with waitlist control, an active control and other active treatments. Three trials compared applied relaxation with waitlist control and one trial with non-directive therapy. One trial found a statistically significant improvement in non-response if participants were treated with applied relaxation. All three trials suggested a large effect on clinician-rated anxiety and a moderate effect on self-rated anxiety, depression and worry outcomes. One trial compared applied relaxation with non-directive therapy. The results suggested participants receiving applied relaxation were more likely to respond to treatment. Compared with non-directive therapy, applied relaxation had a small to large improvement on clinician-rated anxiety scores. However this effect diminished at 6 and 12 months’ follow-up and was no longer statistically significant. Furthermore, there were no statistically significant differences between treatments in terms of dropout rates and depression and worry scores.
There were two trials comparing psychodynamic therapy with an active control and non-directive therapies. One trial compared the effectiveness of psychodynamic therapy with another active comparison (anxiety management training). There was no statistically significant difference in effect on anxiety (clinician- and self-rated), depression and quality of life scores. One trial compared the effectiveness of psychodynamic therapy with nondirective/ supportive therapy. There was no statistically significant difference in dropout rates. Moreover, there were no statistically significant differences found between treatments on anxiety and depression scores.
There were a total of four trials comparing various herbal interventions with placebo. These were all small- to medium-sized trials, all of which were high quality. AMSTERDAM2009 conducted a randomised, double-blind efficacy trial in an outpatient clinic in the US comparing chamomile (28) with placebo (29) in participants with GAD. Based on the evidence of this study, there is a moderate effect for chamomile over placebo in the reduction of clinician-rated anxiety scores. However, as this result has wide confidence intervals that just include the line of non-significance it should be interpreted with caution. This study also examined the difference in response rates as measured by a 50% reduction in HAM-A scores between the two groups. No statistically significant differences between the two groups were found. However, there was a 29% reduction in the level of non-response in favour of chamomile.
WOELK2007 conducted a double-blind RCT in multiple outpatient centres in Germany, evaluating the therapeutic efficacy of gingko biloba (70) versus placebo (37) in participants with GAD. Based on this limited evidence, there was a statistically significant moderate effect in favour of gingko biloba in the reduction of clinician-rated anxiety scores. For non-response, which was measured by a 50% reduction in HAM-A scores, there was a 25% reduction in nonresponse, which was statistically significant suggesting that those in the active treatment group were more likely to respond than those in the placebo group. In contrast, there were no significant differences in relation to non-remission between the two conditions. However, these results should be interpreted with caution as they are

based on one medium-scale study, and given the wide confidence intervals it is difficult to make any firm conclusions from this evidence about the relative efficacy of ginkgo biloba to placebo. 
HANUS2004 conducted a double-blind RCT in multiple outpatient centres in Paris, evaluating the therapeutic efficacy of combined plant extracts (130) in comparison with placebo (134) in participants with GAD. Firstly, in relation to HAM-A scores, there was a statistically significant small effect between treatments in favour of the combined plant extracts. Secondly, in relation to non-response (again measured as a 50% reduction in HAM-A scores), there was a 20% reduction in non-response for those taking the active treatment, which was statistically significant. Firm conclusions are subject to cautious interpretation due to the limited evidence available and the small sample size.
ANDREATINI2002 conducted a double-blind RCT in Brazil, evaluating the therapeutic efficacy of valerian extract (12) in comparison with placebo (12) in participants with GAD. All participants met the DSM-III-R diagnostic criteria for GAD. Firstly, in relation to HAM-A scores, there was no statistically significant differences between valerian extract versus placebo. There was no data reported for either non-response or non-remission. Conclusions are subject to cautious interpretation because of the limited evidence available.
Computerised cognitive behavioural therapy for panic disorder 

CCBT was largely effective compared with waitlist for self-rated anxiety and depression outcomes. It was moderately effective for quality-of-life outcomes. The overall quality of the aforementioned outcomes was high. However, no conclusion about ‘panic-free’ status could be drawn due to the inconsistent definition in the studies. 

CCBT had a significant improvement on ‘panic-free’ status relative to information control. It reported a large improvement in self-rated panic severity and a moderate improvement in self-rated depression. However, effects on anxiety and quality of life were not statistically significant.
CCBT was found to be largely effective relative to waitlist or information control on reducing panic severity and moderately effective on depression symptoms and improving quality of life. The overall quality for these outcomes was above moderate. It should be noted that the improvement in anxiety measures is not consistent for waitlist control and information control. It appears that CCBT is effective in improving anxiety scores against waitlist control but not information control.

There were no statistically significant differences between CCBT and face-to-face CBT on any outcomes. This continued to be the case for follow-up data at 12 months. Although the data was insignificant, CCBT had higher dropout rates than face-to-face CBT. This might suggest that there may be a reduced adherence rate to CCBT treatment. It is difficult to draw any firm conclusions about the relative efficacy of the two treatments due to the limited number of studies.
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	Panic disorder

Self-help:

- Bibliotherapy based on CBT principles should be offered. (A)

- Information about support groups, where they are available, should be offered.(D)

- The benefits of exercise as part of good general health should be discussed with all patients as appropriate. (B)
Psychological interventions:

- Cognitive behavioural therapy (CBT) should be used (A).
- There should be a process within each practice to assess the progress of a person undergoing CBT. The nature of that process should be determined on a case-by-case basis. (D)

Generalised anxiety disorder

Self-help

-  Bibliotherapy based on CBT principles should be offered. (A)

- Information about support groups, where they are available, should be offered. (D)

- Large group CBT should be considered. (C)

- The benefits of exercise as part of good general health should be discussed with all patients as appropriate. (B)

Psychological interventions

- CBT should be used. (A)
	Management of anxiety (panic disorder, with or without agoraphobia, and generalised anxiety disorder) in adults in primary, secondary and community care (2004)

	General issues for psychotherapy and self-help: Patients with more than mild symptoms are unlikely to improve significantly through self-help approaches alone (Standard of clinical care).

Treatment of generalized anxiety disorder
Acute treatment: pharmacological, psychological (cognitive-behaviour therapy);
Longer-term treatment: Consider CBT as it may reduce relapse rates better than drug treatment (Standard of clinical care).
Treatment of panic disorder
Acute treatment: pharmacological, psychological (cognitive-behaviour therapy);
Longer-term treatment: consider CBT with exposure as this may reduce relapse rates better than drug treatment (A).
	Evidence-based guidelines for the pharmacological treatment of anxiety disorders: recommendations from the British Association for Psychopharmacology (2005)


	GAD: Meta-analyses clearly demonstrate that CBT reduces anxiety symptoms and is more effective than no treatment and nonspecific psychological treatment methods for GAD (Level 1)
Panic disorders: CBT is the most consistently efficacious psychological treatment for PD, according to meta-analyses (Level 1). CBT can be effectively delivered in various settings, including individual, group, and minimal intervention formats such as self-help books or treatment via telephone or Internet.
	Clinical practice guidelines,management of Anxiety Disorders, Canadian psychiatric Association (2006) 


	(A) CBT is recommended as one of the treatments of choice for GAD due to its effectiveness at reducing the symptoms of anxiety, worry, and sadness, in both the short and long term, although patient preferences must be taken into consideration.
(A) CBT is recommended as one of the treatments of choice for PD because of its effectiveness in improving panic symptoms, quality of life, and reducing depression systems, although patient preferences must be taken into consideration.
(B) The application of bibliotherapy is recommended for GAD and PD based on the principles of CBT in public healthcare centres, by trained professionals using self-help manuals and telephone contact or brief personal contacts.

(B, D) Due to its hepatic toxicity, kava is recommended only for short-term use and for patients with minor or moderate anxiety who prefer to use natural remedies, provided that they do not have any prior hepatic alterations, do not consume alcohol, or use other medications metabolized by the liver, with medical supervision required 

(B) There are not sufficient studies on the effectiveness of valerian, passion flower, ginkgo biloba, yellow globeflower, and the preparation of whitethorn, California poppy, and magnesium to encourage their use.
(Best practice) Psychological techniques for possible application in Primary Care to reduce anxiety symptoms associated with GAD and PD: techniques for relaxation, exposure, self-control, training in social skills, self-instruction, training in handling anxiety, cognitive distraction and thought stoppage, resolution of problems, cognitive restructuring, and interpersonal therapy.
	Clinical Practice Guideline for Treatment of Patients with Anxiety Disorders In Primary Care (2008)

	Treatment of GAD:

CBT is more effective than a wait list control and a „psychological placebo“
Treatment for PD: 

- CBT/exposure therapy for panic disorder/agoraphobia is more effective than a wait list condition and is superior to a psychological/pill placebo in the majority of studies

- A combination of CBT and medication is more effective than the monotherapies

- There is preliminary evidence for psychoanalytic treatment

- There is preliminary evidence for limited usefulness of aerobic exercise.
	World Federation of Societies of Biological Psychiatry (WFSBP) Guidelines for the Pharmacological Treatment of Anxiety, Obsessive-Compulsive and Post-Traumatic Stress Disorders (2008)

	Psychosocial treatment (with the strongest evidence available for CBT) is recommended for patients who prefer nonmedication treatment and can invest the time and effort required to attend weekly sessions and complete between-session practices [I].

A particular form of psychodynamic psychotherapy, panic-focused psychodynamic psychotherapy (PFPP), was effective in one randomized controlled trial and could be offered as an initial treatment under certain circumstances [II].

If one first-line treatment (e.g., CBT, an SSRI, an SNRI) has failed, adding or switching to another first-line treatment is recommended [I]
	PRACTICE GUIDELINE FOR THE Treatment of Patients With Panic Disorder (2009)

	Non-pharmacological approaches are essential first-line treatments for both anxiety and depression. The evidence-based psychological treatment for anxiety disorders is Cognitive Behavioural Therapy (CBT). 

Other: There is evidence of benefit using Interpersonal Psychotherapy (IPT) but it is not as strong as for CBT.
	Anxiety and Depression in Children and Youth – Diagnosis and Treatment (2010)

	For people with persistent subthreshold depressive symptoms or mild to moderaate depression, offer or refer for one or more of the following low-intensity interventions:                
 - individual facilitated self-help based on the principles of CBT 

- computerised CBT 

- a structured group physical activity programme

- a group-based peer support (self-help) programme (for those who also have a chronic physical health problem) 

- non-directive counselling delivered at home (listening visits) (for women during pregnancy or the postnatal period).

For people with generalised anxiety disorder that has not improved after psychoeducation and active monitoring, offer or refer for one of the following low-intensity interventions:

- individual non-facilitated self-help

- individual facilitated self-help

- psychoeducational groups.
For people with generalised anxiety disorder who have marked functional impairment or have not responded to a low-intensity intervention, offer or refer for one of the following:

- CBT or

- applied relaxation or

- if the person prefers, drug treatment.
For people with mild to moderate panic disorder, offer or refer for one of the following low-intensity interventions:

- individual non-facilitated self-help

- individual facilitated self-help
For people with moderate to severe panic disorder (with or without agoraphobia), consider referral for:

- CBT or

- an antidepressant if the disorder is long-standing or the person has not benefitted from or has declined psychological interventions
	Common mental healt disorders. Identification and pathways to care (2011)

	Low-intensity psychological interventions:
For people with GAD whose symptoms have not improved after education and active monitoring in step 1, offer one or more of the following as a first-line intervention, guided by the person’s preference:

Low-intensity psychological interventions

- individual non-facilitated self-help;
- individual guided self-help;
- psychoeducational groups.

For people with GAD and marked functional impairment, or those whose symptoms have not responded adequately to step 2 interventions:

Offer either an individual high-intensity psychological intervention or drug treatment

High-intensity psychological interventions

If a person with GAD chooses a high-intensity psychological intervention, offer either CBT or applied relaxation.


	Generalised Anxiety Disorder in Adults. The NICE Guideline on Management in Primary, Secondary and Community Care (2011)



Kokku on hinnatud üheksat ravijuhendit. Eneseabi kohta sisaldus informatsiooni neljas ravijuhendis (Sheffield, Spanish NHS, NGC, NICE).      


Sheffield ravijuhend soovitab eneseabi võtteid kasutada nii GAD kui ka PD korral, kui need ei aita, siis minna edasi kognitiivse käitumisteraapiaga.


Spanish NHS soovitab esmavaliku raviks kognitiivset käitumisteraapiat. Teiseste ravivõtetena on käsitletud biblioteraapiat, herbaalseid ravivõtteid jm psühholoogilisi ravivõtteid, mis aitavad ärevussümptomeid kontrolli alla hoida.


NGC ja NICE ravijuhendites on esmavalikuraviks madala intensiivsusega ravivõtted, nagu eneseabi. Kui patsient ei vasta ravile madala intensiivsusega ravivõtetega, alustada kõrge intensiivsusega ravivõtetega, nagu kognitiivne käitumisteraapia.


Ülejäänud ravijuhendites on psühholoogilistest ravivõtetest soovitatud kasutada kognitiivset käitumisteraapiat.








