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Kliiniline küsimus nr 14
Kas ärevushäirega patsiendi paranemise hindamisel kasutada enesehinnangulisi küsimustikke vs arstlikku tavapärast hinnangut?
Kriitilised tulemusnäitajad:
NGC – improved outcome, mental health outcome, Improvement/worsening of

Symptoms, the effect of ROM (routine outcome measures) on shortterm

mental health outcomes, long-term mental health outcomes and length of

treatment, mental health, met and unmet needs, physical

impairment, social functioning, quality of life, patient satisfaction, acceptance

or appraisal of feedback, rate of significant clinical change, rate of treatment

response and saved cost. 

Ravijuhendid

Kokkuvõte ravijuhendites leiduvast
Üheksast ravijuhisest seitsmes (CPA, NICE, NHS, UoSH, NGC, APA, BAP) sisaldus infot ravitulemuste monitoorimise kohta.  Kuues ravijuhises (CPA, NICE, NHS, UoSH, NGC, APA) tavapärase arstliku hinnangu kõrval pakutakse kasutada enesehinnangulisi teste/küsimustikke/skaalasid.  CPA-s rõhutatakse, et skaalade kasutamisel ravivastust tavaliselt  hinnatakse protsentuaalselt (sümptomite vähenemine skaalal 25%-50% võrra ). Raviprotsessi eesmärgiks on remissiooni saavutamine (remissiooniga on tegemist siis, kui ei täideta enam diagnostilisi kriteeriume, kui spetsiifilisel skaalal saavutatakse skoori eeldefineeritud  langust  ja patsiendil ei ole funktsioonihäiret). Paljud ärevushäirega patsiendid kannatavad ka depressiooni all, mistõtti igat ärevushäire diagnoosiga patsienti tuleks skriinida ka depressiooni suhtes, kasutades selleks vastavat küsimustikku. CPA pakub kasutada The Clinical Global Impression (CGI) scale ravitulemuste monitoorimiseks iga visiidi ajal. Samal eesmärgil võib kasutada ka Hamilton Anxiety Rating Scale (HARS) . NICE ravijuhendi koostajad  leiavad, et kõik spetsialistid, kes pakuvad patsientidele psühhoteraapiat või juhitud eneseabi peaksid kasutama ROM-i (routine outcome measures) ravitulemuste hindamiseks, ühtegi konkreetset küsimustikku pole esile toodud.  NHS pakub kasutadaThe  Goldberg Anxiety and Depression Scale (GADS) või Hospital, Anxiety, and Depression (HAD), sest neid on lihtne kasutada ja interpreteerida. NGS eksperdid leiavad, et elektroonilistel süsteemidel, mis baseeruvad enamtuntud enesehinnangulistel testidel ja on võimelised koguma, analüüsima ja edastama andmeid on võtmetähtsus ravitulemuste hindamisel; ROM-e  (roitine outcome measures) võib kasutada, sest süstemaatiline revjuu ja randomiseeritud kontrolluuringud näitavad, et nende kasutamine toob kaasa parimaid ravitulemusi lähitulevikus võrreldes mittekasutamisega. Elektroonilised programmid võiksid baseeruda järgmistel skaaladel: PHQ-9, HADS ja GAD-7. APA-s räägitakse, et enesehinnanguliste skaalade/küsimustikkude kasutamine aitab hinnata ravivastust kvantitatiivselt ja võrrelda omavahel erineval ajal saadud tulemusi, antud eesmärkidel kasutuses võiksid olla The Panic Disorder Severity Scale (PDSS) ja The Overall Anxiety Severity and Impairment Scale (OASIS)
Evidence
CPA – it is  evidense from 4 articles, 1 manual and 1 guide that use of objective scales can better inform a physician about a patient’s treatment progress than can more subjective measures of treatment goals.

NHS –it is evidence from 4 articles that there are two scales, one self-administered (HAD) and the other externallyadministered (GADS) (Appendix 2), that  are easy to handle and interpret within the scope of PC, and that are useful to provide key questions to guideline the clinical interview and to evaluate the changes achieved with the different interventions, but not to filter the population

UoSH –it is evidence from expert committee reports or opinions and/or

clinical experience of respected authorities that 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
NGC – it is data from 2 meta analyses of  18 RCT and quasi-experimental that routine outome meansument and feedback to clinicians resulted in improved outcomes for services users in both RCTs and high quality observational studies. In addition, routine outcome monitoring

can also provide information about the overall functioning and effectiveness

of services and so provides information about, and can be used to improve,

the effective use of health resources through the use of audit and

benchmarking systems. Accrue from routine outcome monitoring are mediated by its impact of health professional behaviour.

APA – it is evidense from articles and handsbooks that Rating scales such as the Panic

Disorder Severity Scale (PDSS) may complement the psychiatrist’s interview by offering a quantitative measure of severity that can be tracked over time. The PDSS can

be administered and rated by the psychiatrist or a

self-report version can be used.
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Follow-up should occur at 2-week

intervals for the first 6 weeks and monthly thereafter. The Clinical Global Impression (CGI) scale can be used at each appointment to assess improvement (114). It is brief, comprehensive, and easy to use.
Lk20

The use of objective scales can better inform a physician about a

patient’s treatment progress than can more subjective measures

of treatment goals. Patients who have been symptomatic for a

long time may not have an adequate frame of reference to fully

understand the limitations imposed by their anxiety (69);

The

clinician-rated Hamilton Anxiety Rating Scale (HARS) is a useful

tool to assess response to therapy of anxiety in general and is

often used in clinical trials. However, this scale takes someminutes to administer, its psychometric properties are not well established, and it does not assess features that are specific individual anxiety disorders. 

Self-report scales to assess the

specific anxiety disorders are listed in Table 2.11, and clinicianrated scales are listed in Table 2.12. The listed self-report scales are easy to use and take little time for clinicians to review. (115, 116)

These scales can assist in assessing treatment response as indicated by the degree of reduction of the disorder’s core symptoms, of comorbid symptomatology, and of functional impairments in work, social, and family activity (69,117).

Many patients with

anxiety disorders also suffer from depression; therefore, patients

should also be assessed with the Hamilton Depression Rating

Scale, the Beck Depression Inventory, or another scale for

depression, because improvement of depressive symptomatology

is an important part of recovery (69,117).

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, remission

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


	CLINICAL PRACTICE GUIDELINES Management of Anixiety Disorders, Canadian Psychiatric Association, 2006
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Individual non-facilitated self-help for people with GAD should: usually involve minimal therapist contact, for example an occasional short telephone call of no more than 5 minutes. (Bowman 1997)
Individual guided self-help for people with GAD should: be supported by a trained practitioner, who facilitates the self-help

programme and reviews progress and outcome (LUCOCK2008; SORBY1991)
Practitioners providing guided self-help and/or psychoeducational groups should: use routine outcome measures and ensure that the person with GAD is involved in reviewing the efficacy of the treatment. (Allgulander et al., 2007;

Revicki et al., 2008)               
Lk, 324
Step 1: All known and suspected presentations of GAD
provide education about the nature of GAD and the options for treatment, including the ‘Understanding NICE guidance’ booklet 

• monitor the person’s symptoms and functioning (known as active monitoring). 

This is because education and active monitoring may improve less severe presentations and avoid the need for further interventions. 
Lk.325
Step 2.  Diagnosed GAD that has not improved after step 1 interventions
Practitioners providing guided self-help and/or psychoeducational groups

should:

● receive regular high-quality supervision

● use routine outcome measures and ensure that the person with GAD is involved in reviewing the efficacy of the treatment.
Practitioners providing high-intensity psychological interventions for

GAD should:

● have regular supervision to monitor fidelity to the treatment model, using audio or video recording of treatment sessions if possible and if the person consents

· use routine outcome measures and ensure that the person with GAD is

involved in reviewing the efficacy of the treatment.

Review the effectiveness and side effects of the drug every 2–4

weeks during the first 3 months of treatment and every 3 months

thereafter.


	GENERALIZED ANXIETY DISORDER IN ADULTS: MANAGEMENT IN PRIMARY, SECONDARY AND COMMUNITY CARE, NICE, 2011
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Monitoring

• Check compliance/adherence

• Reevaluate the dosage and side effects

• Evaluate the evolution and use scales (Appendix 3) whenever possible
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It is therefore neither feasible

nor advisable to use the scales routinely in Primary Care for clinical purposes, and under no circumstances

should they substitute the clinical interview, even though they are useful as a guideline

for the interview and to support the clinical judgment, and they have also become essential tools

in clinical research, and also serve to verify the effect that the different therapeutic interventions

have on the evolution of the illness 62,63.
L 48

The appendices include two scales, one self-administered (HAD) and the other externallyadministered

(GADS) (Appendix 2), since they are easy to handle and interpret within the scope

of PC, and are useful to provide key questions to guideline the clinical interview and to evaluate

the changes achieved with the different interventions, but not to filter the population

Goldberg Anxiety and Depression Scale (GADS)66

Hospital, Anxiety, and Depression (HAD)67
	Clinical practice guidelines for Treatment of Patients with Anxiety Disorders in primary care, Clinical practice guidelines in the Spanish NHS Ministry of Health and consumer affairs, 2008
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Psychological interventions
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. 

Pharmacological interventions
When a new medication is started, the efficacy and side-effects should be reviewed within

2 weeks of starting treatment and again at 4, 6 and 12 weeks. Follow the Summary of

Product Characteristics (SPC) with respect to all other monitoring required.

At the end of 12 weeks, an assessment of the effectiveness of the treatment should be

made, and a decision made as to whether to continue or consider an alternative

intervention. (D)

7. If medication is to be continued beyond 12 weeks, the individual should be reviewed at

8- to 12- week intervals, depending on clinical progress and individual circumstances.
Self-help interventions
Individuals receiving self-help interventions should be offered contact with primary

healthcare professionals, so that progress can be monitored and alternative interventions

considered if appropriate. The frequency of such contact should be determined on a caseby-

case basis, but is likely to be between every 4 and 8 weeks.
lk104
Outcome measures
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. (D)


	Clinical Guidelines for the management of anxiety (panic disorder, with or without agoraphobia,and generalised anxiety disorder) in adults in primary, secondary and community care, University of Sheffield/London: National Collaborating Centre for Primary Care, 2004
evidence from expert committee reports or opinions and/or

clinical experience of respected authorities 

	· Primary and secondary care clinicians, managers and commissioners

should work together to design care pathways that have robust

systems for outcome measurement in place, which should be used to

inform all involved in a care pathway about its effectiveness. This

should include providing:

individual routine outcome measurement systems

effective electronic systems for the routine reporting and

aggregation of outcome measures

effective systems for the audit and review of the overall clinical

and cost-effectiveness of the care pathway.

· All staff carrying out the assessment of common mental health

disorders should be competent in:

the use of formal assessment measures and routine outcome

measures in a variety of settings and environments.

· If the presentation and history of a common mental health disorder

suggest that it may be mild and self-limiting (that is, symptoms are

improving) and the disorder is of recent onset, consider providing

psychoeducation and active monitoring before referral for further

assessment or treatment. These approaches may improve less severe

presentations and avoid the need for further interventions.
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There is also some evidence to suggest that the benefits that

accrue from routine outcome monitoring are mediated by its impact of health

professional behaviour. Two other factors were also considered important by

the GDG drawing on their expert knowledge. These were that first, brief, selfcompleted

measures have increased feasibility and utility and therefore are

more likely to be used and secondly, that the use of electronic systems which

can collect, analyse and report on data are central to the success of routine

outcome measurement.

Both of these programmes (QOF  and the National

Quality Standards57 ) promote the use of measures, such

the PHQ-9, HADS and GAD-7, which by their structure and design lend

themselves to routine outcome measurement. These measures also have the

advantage of reasonable psychometric properties, are free to use and are

feasible for everyday use

Therefore, the GDG recommended the adoption of sessional routine outcome

measurement using measures already in place in the NHS, but with flexibility

for individual practitioners to draw on a range of other formal assessment

measures which have good psychometric properties and are feasible for

routine use
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The studies clearly demonstratied that routine outome meansument and feedback to

clinicians resulted in improved outcomes for services users in both RCTs and

high quality observational studies. In addition, routine outcome monitoring

can also provide information about the overall functioning and effectiveness

of services and so provides information about, and can be used to improve,

the effective use of health resources through the use of audit and

benchmarking systems. This evidence review supports the view that routine

outcome measurement can have a positive impact on the capacity of a

healthcare system to provide effective feedback both for individual patients

and for services. There is also some evidence to suggest that the benefits that

accrue from routine outcome monitoring are mediated by its impact of health

professional behaviour


	Common mental health disorders: identification and pathways to care, National Guideline Clearinghouse, 2011
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Tekst: A systematic review of a total of 12 studies (controlled trials) was done in order to assess the effectiveness

of ROM. The review focussed on ROM methods, the effect of ROM on shortterm

mental health outcomes, long-term mental health outcomes and length of

treatment, and finally on moderator variables influencing the effect of ROM on short-term mental health outcomes.
With regard to short-term outcomes, KNAUP2009

reported that despite moderate between-study heterogeneity (I²=31%, p=0.16),

there was a small but statistically significant effect favouring the feedback

intervention in 10 studies including a total of 4009 participants (SMD=0.10,

95% CI 0.01 to 0.19). For long-term effects of ROM, meta-analysis of 5 studies

(N=573) demonstrated a very small, unexpected and non-significant trend in

favour of the no feedback group (SMD=-0.06, 95% CI -0.22 to 0.11; I²=0%,

p=0.69).

Routine outcome monitoring was not found to significantly change the length

of treatment in the meta-analysis by KNAUP2009 (SMD=0.05, 95% CI, –0.05 to

0.15) or SHIMOKAWA2010 (SMD=0.27, 95% CI, -0.16 to 0.70).

Shimokawa, Kenichi; Lambert, Michael J.; Smart, David W. 

Enhancing treatment outcome of patients at risk of treatment failure: Meta-analytic and mega-analytic review of a psychotherapy quality assurance system. 

Journal of Consulting and Clinical Psychology, Vol 78(3), Jun 2010, 298-311.

Tekst:

SHIMOKAWA2010 meta-analysed three

six controlled studies to investigate the effects of ROM, specifically, signalalarm

feedback, on treatment outcome and attendance rates.

SHIMOKAWA2010 performed both a traditional meta-analysis and an

individual patient data (IPD) meta-analysis of studies using a feedback model

based on the routine administration of the Outcome Questionnaire-45

(Lambert et al., 2004). Based on the traditional meta-analysis of intent-to-treat

data, they report that following a signal alarm, individuals who were

responding poorly to treatment and whose therapist received feedback

showed an improvement in functioning, when compared to those receiving

standard care (4 studies, N=587, SMD=-0.28, 95% CI, -0.47 to -0.10). The IPD

meta-analysis confirmed this finding. For those participants whose therapists

received treatment feedback, the proportion that had a clinically significant

worsening/deterioration (13.6%) was lower than in the standard care group

(20.1%). This difference was statistically significant (OR=0.62, 95% CI, 0.40 to

0.98). The IPD meta-analysis confirmed this finding
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The

psychiatrist should continue to monitor the status of all of

the symptoms with which the patient originally presented

and should monitor the effectiveness of the treatment

plan on an ongoing basis. Many illnesses, including depression

and substance use disorders, co-occur with panic

disorder at higher rates than are seen in the general population

(33). Therefore, the psychiatrist should monitor

the patient’s mood (and symptoms of any other co-occurring

disorder) on an ongoing basis.

Psychiatrists may consider using rating scales to help

monitor the patient’s status at each session.

Rating scales such as the Panic

Disorder Severity Scale (PDSS) (50) may complement the

psychiatrist’s interview by offering a quantitative measure

of severity that can be tracked over time. The PDSS can

be administered and rated by the psychiatrist (50, 51), or a

self-report version can be used (52). Rating scales that

measure symptoms of anxiety more broadly also may aid

in monitoring the patient’s status. The Overall Anxiety

Severity and Impairment Scale (OASIS) (53) is an example

of a rating scale that measures symptoms of anxiety

more broadly (i.e., includes both panic and other anxiety

disorder symptoms), which may also be a useful way to

measure outcome for some patients.

Psychiatrists also can evaluate the frequency and severity

of a patient’s panic symptoms by asking the patient to

keep a daily diary that includes information such as the

time, location, nature, and intensity of panic symptoms.

Before instructing patients to monitor panic symptoms,

the psychiatrist should discuss the potential costs (e.g.,

temporary increase in anxiety because of increased focus

on symptoms) and benefits (e.g., more accurate assessment of symptoms than by using retrospective report) of

this assessment strategy (54).


	Practice Guideline for the treatment of patients with panic disorder, American Psychiatric Association, 2009
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PD

Monitor efficacy and tolerability regularly during longterm

treatment (S)
	Evidence-based guidelines for the pharmacological treatment of anxiety disorders, British association for psychopharmacology, 2005


