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CAP Question 1 (20 marks)


“Skills for pills”: The dialectical-behavioural therapy skills training reduces polypharmacy in borderline personality disorder
Joaquim Soler, Elisabet Casellas-Pujol, et al, Acta Psychiatrica Scandinavica, Jan 2022

Abstract
Objective: Polypharmacy and overprescription of off-label medications are common in patients with borderline personality disorder (BPD). The aim of the present naturalistic study was to explore whether the skills training module of dialectical-behavioural therapy (DBT) can reduce polypharmacy in these patients in routine clinical practice.
Methods: Retrospective, observational study of 377 patients with a primary diagnosis of BPD consecutively admitted to the BPD outpatient unit from 2010 through 2020. All patients were invited to participate in the DBT skills training module (DBT-ST). DBT-ST participants (n = 182) were compared with a control group who did not participate in DBT-ST (n = 195). Pre-post intervention changes in medication load and use of antidepressants, benzodiazepines, mood stabilizers, and antipsychotics were evaluated.
Results: At baseline, most patients (84.4%) were taking at least one medication and 46.9% were on polypharmacy. Compared to controls, patients in the DBT-ST group presented a significant reduction in the number of medications (2.67–1.95 vs. 2.16–2.19; p < 0.001), medication load (4.25–3.05 vs. 3.45–3.48; p < 0.001), use of benzodiazepines (54.4%–27.5% vs. 40%–40.5%; p < 0.001), mood stabilizers (43.4%–33% vs. 36.4%–39.5%; p < 0.001), and antipsychotics (36.3%–29.1% vs. 34.4%–36.9%; p < 0.001).
Conclusions: These findings suggest that patients with BPD can benefit from the DBT-ST module, which may reduce the medication load, particularly of sedatives. The results suggest that DBT-ST may be useful to treat overmedication in patients with BPD and could help to promote “deprescription” in clinical practice.



(Excerpt from Material and Methods:)

Data were retrospectively collected from 377 patients diagnosed with BPD and admitted to the outpatient BPD unit at the Department of Psychiatry at the Hospital de la Santa Creu i Sant Pau… Compared with general mental health center, the BPD Unit offers: reliable confirmation of BPD diagnosis with validated instruments, greater accessibility to the unit, emergency attention in crisis, higher frequency and duration of visits, therapeutic team with specific experience and sensitivity for BPD, family care, psychoeducation of disorder, general management and non- harmful strategies, and, finally, supervision of pharmacological treatment avoiding the excessive use of medication.


(Excerpt from Materials and Methods)  

The DIB-R is an instrument designed to diagnose BPD and to assess the severity of the disorder within the last 2 years. The Spanish version has demonstrated good internal consistency (Cronbach's alpha, 0.89; sensitivity, 0.81; and specificity, 0.94).


(Excerpt from Psychotherapeutic intervention – Control group:)  

Although these individuals did not receive any specific psychotherapeutic intervention for BPD compared with general mental health services, they valued the higher frequency of psychiatric visits, attention in crisis, family care, and greater experience and sensitivity in the management of BPD. These follow- up visits also include supervision of pharmacological treatment avoiding, if possible, the excessive use of medications, as recommended by all clinical guidelines. They also received non- harmful strategies based on the Handbook of Good Psychiatric Management for Borderline Personality Disorder.
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Differences between groups in prescription changes pre-post intervention:





Figure 2
Pre-post intervention differences in the prescription of antidepressants, benzodiazepines, mood stabilizers,
and antipsychotics:
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CAP Question 2 (20 marks)                                        
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      (excerpt from Method)
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       CAP Question 2 contd.  PRISMA Flow Diagram showing study selection for meta-analysis on EMDR for 
                                                       depression literature:
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The kappa rate of agreement beween study coders (AAS and KL) was 88%, and in the event of a discrepancy, the conflict was resolved by discussion between the coders.

For all data analysis, we set the alpha level to .05 and used the Comprehensive 
Meta-Analysis software (Ver 2.0) (Borenstein et al, 2005).




[image: ]

 




(excerpt from Results of Data Analysis)

When reviewing for heterogeneity, we removed the studies by Ostacoli et al. (2018) and Moghadam et al. (2015)




(excerpt from Limitations)
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EMDR for Depression: A Meta-Analysis and Systematic
Review

Amir Ali Sepehry
Kerena Lam
Michael Sheppard
Manal Guirguis-Younger
Asa-Sophia Maglio
Adler University, Vancouver, British Columbia, Canada
Journal of EMDR Practice and Research, Volume 15, Number 1, 2021

The literature on the efficacy of eye movement desensitization and reprocessing (EMDR) for treating
depression is heterogeneous due to research design, quality issues, and trials methodology. The current
meta-analysis seeks to examine EMDR for depression with the aim of answering the aforementioned lim-
itations. Thirty-nine studies were included for analysis after a review of the relevant literature. Univariate
meta-regressions were run to examine dose-response and the effect of moderating variables. Subanalysis
for primary and secondary depression showed a large, significant, and heterogeneous effect-size esti-
mates, where EMDR significantly improved symptoms of depression in contrast to all control types. At post
hoc, data were reexamined and a significant and large, yet heterogeneous, effect-size estimate emerged
between the EMDR and control arm after the removal of two outliers [Hedges’ g = 0.70, 95% CI =
0.50-0.89, p-value < .01, /2 = 70%, K = 37). This is the first meta-analysis examining for the effect
of EMDR comparing to various control modalities on depression with dose-response. We found (a) that
studies were balanced at onset in terms of depression severity, and (b) a large and significant effect of
EMDR on depression at the end of trials. Additionally, the significance of the aggregate effect-size esti-
mate at the end of trials was unchanged by the intake of psychotropic medications, reported demographic
variables, or EMDR methodology.
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Studies were excluded if: (a) literature review, let-
ter to editor, conference abstract, thesis/dissertation
abstract, meta-analysis (pooled data studies, individ-
ual patient meta-analysis), single case experimental
design, case report, case series (<5 person), book chap-
ters, and reporting study protocol; (b) non-English lan-
guage papers; (c) no data on depression assessment
endpoint was reported; and (d) hybrid psychotherapy
treatment as a treatment arm was also excluded. Also,
we have excluded studies if their validity was question-
able, as confirmed with the original publishing
journal.
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Figure 2.

Forest plot showing studies (K = 39) with omnibus effect-size estimate at the endpoint (follow-up not included).
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Another possible limitation is that we did not exam-
ine, either categorically or otherwise, for the effect
of depression severity (e.g., treatment resistant), or
personality factors related to depression (e.g., self-
critical or socially focused depression). By the same
token, we did not examine, per se, for clinical depres-
sion, as by scales’ cut-off scores, or determine how
many individuals out of those treated with EMDR
actually improved versus those that did not. Further-
more, future studies are needed to link the EMDR
treatment response to neurobiological underpinning.
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Total sample DBT-ST Control group

Variables 377) @1s82) @a95) b t P
Age, mean (SD) 30.51 (8.5) 30.92 (8.0) 30.14 (9.0) ns
Females, 1 (%) 336 (89.1%) 168 (92.3%) 168 (86.2%) ns
Married/stable couple, n (%) 140 (37.1%) 68 (37.4%) 72 (36.9%) n.s
Employed, n (%) 138 (36.6%) 72 (39.6%) 66 (33.8%) n.s
Comorbidities
Axis I comorbidity 266 (70.6%) 133 (73.1%) 133 (68.2%) n.s
Affective disorders 87 (23.1%) 47 (25.8%) 40 (20.5%)
Anxiety disorders 54 (14.3%) 26 (14.3%) 28 (14.4%)
Eating disorders 116 (30.8%) 61 (33.5%) 55(28.2%)
Substance use disorders 133 (35.3%) 62 (34.1%) 71 (36.4%)
DIB-R total score, mean (SD) 7.24(1.2) 7.46 (1.2) 7.05(1.2) —3.27 0.001
Pharmacological treatment
Medications, mean (SD) 2.41(1.7) 2.67(1.7) 2.16 (1.7) —2.00 0.003
0 59 (15.6%) 18 (9.9%) 41 (21.0%)
1 67 (17.8%) 35(19.2%) 32 (16.4%)
2) 74 (19.6%) 32(17.6%) 42 (21.5%)
3 85 (22.5%) 45 (24.7%) 40 (20.5%)
4 48 (12.7%) 25 (13.7%) 23 (11.8%)
>5 44 (11.7%) 27 (14.8%) 17 (8.6%)
Polypharmacy 177 (46.9%) 97 (53.3%) 80 (41%) 5.69 0.017
Antidepressants 271 (71.9%) 142 (78.0%) 129 (66.2%) 6.56 0.014
Benzodiazepines 177 (46.9%) 99 (54.4%) 78 (40.0%) 7.83 0.005
Mood stabilizers 150 (39.8%) 79 (43.4%) 71 (36.4%) n.s
Antipsychotics 133 (35.3%) 66 (36.3%) 67 (34.4%) n.s
Medication load, mean (SD) 3.83(2.9) 4.25(2.8) 3.45(2.8) —2.75 0.006
Sedation load, mean (SD) 2.24(2.1) 249 (2.1) 2.01 (2.0) —2.28 0.023

Abbreviations: DIB-R, Revised Diagnostic Interview for Borderlines; n. s., not significant; SD, standard deviation.
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* Significant differences between DBT-ST group and control group.

Repeated measures ANOVA group x time effect for the number of medications [F(1,375) = 69,74, p < 0.001], Medication
load index [F(1,375) = 86,77, p <0.001] and Sedation load index [F(1,375) = 127.56, p < 0.001]




