BRITISH [OURNAL OF PSYCHIATRY (1999), 175, 501-503

PRiSM Psychosis Study

ssa.d Anssaniun abprique) Aq auljuo paysiiand 105'9°s/L'dlq/zeLL'0L/B10"10p//:sdny

Design limitations, questionable conclusions
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The purpose of this paper is to comment on
the reports of the PRiSM Psychosis Study
(BJP, 173, 363—427; November 1998). In
particular, we have concerns about the
study’s rationale, methods and conclusions.

In essence, the PRiSM papers make
three main points. Point one suggests that
the PRiSM study is the first to examine
how far specific community care interven-
tions proven ‘efficacious’ in experimental
studies are ‘effective’ in “ordinary clinical
circumstances” (Thomicroft et al, 1998a,
p- 363). Point two claims that the strengths
of the PRiSM study make it unique and of
particular relevance (Thornicroft et al,
1998b, p. 423). Point three is the claim that
the PRiSM study proves that specific com-
munity care interventions are effective,
but that this effectiveness is “diluted in or-
dinary clinical practice” (Thomicroft et al,
1998b, p. 425). As we will show below,
we believe that the PRiSM researchers are
wrong on all three points.

IS THE PRiSM STUDY THE
FIRST STUDY OF THE
‘EFFECTIVENESS’ OF
SPECIFIC COMMUNITY CARE
INTERVENTIONS?

We take issue with the authors’ suggestion
that the community care literature lacks ef-
fectiveness studies. The authors assert that
“Efficacy means how far a specific interven-
tion achieves its intentions under ideal,
experimental conditions. ..”, whereas “Effec-
tiveness . . . has been defined as. . . ‘the ex-
tent to which a specific intervention, when
used under ordinary clinical circumstances,
does what it is intended to do’ ”* (Thorni-
croft et al, 1998a, p. 363). Starting with
the accompanying editorial (Tyrer, 1998)
and permeating the ten papers is the re-
peated assertion that the existing body of
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assertive community treatment (ACT) re-
search consists of efficacy research. If the
authors mean to suggest that the existing
ACT literature includes a great many experi-
mental studies, then yes, it is true that there
are such studies, alongside a number of very
fine non-experimental studies (Mueser et al,
1998; Marshall & Lockwood, 1998). How-
ever, the claim that the existing literature on
ACT reports work done “under ideal condi-
tions”, whereas the PRiSM study was done
“ander ordinary clinical circumstances”, is
unwarranted, as a reading of the vast ACT
literature will show immediately. For one
thing, ACT programmes have been widely
disseminated into ordinary clinical practice
in the USA, Australia and elsewhere (Tees-
son & Hambridge, 1992; Hambridge &
Rosen, 1994; Deci et al, 1995; Meisler,
1997) and many of these programmes have
been evaluated (Bond et al, 1995; Mowbray
et al, 1998). It is also incorrect to say that
the experimental studies of ACT have been
done “under ideal conditions” and not
“under ordinary clinical circumstances”. A
careful reading of the two-dozen published
randomised controlled trials (RCTs) of
ACT, starting with Stein & Test’s (1980)
original work, shows that, without question,
these studies have been conducted squarely
within the real world. Existing ACT studies
were actually used as the prime example of
‘effectiveness research’ in a recent review
of that subject (Wells, 1999). Hence,
contrary to the claims of its authors, the
PRiSM study is not “the first to address . . .
the effectiveness rather than the efficacy of
community mental heaith services” (Thorni-
croft et al, 1998a, p. 363).

Not only is the PRiSM study not the
first study of effectiveness, it is doubtful
whether it is a study of effectiveness at all.
In their introduction (Thornicroft et al,
1998a, p. 363, quoted above) the PRiSM
authors define an effectiveness study as a
study of the implementation of “a specific
intervention . . . under ordinary clinical
circumstances” (our italics). The term
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‘specific’ is vital here because it refers to
the fact that the intervention in the ‘effective-
ness’ study is the same as the intervention in
the ‘efficacy’ studies. It follows from this
definition that an effectiveness study must
both adhere to a single, defined model of
care that has already been evaluated in an
efficacy study, and be compared against or-
dinary clinical care. There are three reasons
why the PRiSM study does not meet any of
these criteria.

Reason one: The intervention in the PRiSM study
is not a single model of care, but a mixture of two
models. In the PRiSM study, care was pro-
vided by a psychiatric acute care and emer-
gency (PACE) team (described as a 9 am~
5 pm, seven days per week crisis service)
and a psychiatric assertive continuing care
(PACT) team, which cared for people with
long-term mental iliness (Becker et al,
1998). The results from the Nunhead sector
{one of the two geographical sectors
studied) do not clearly state how many
follow-up patients received ‘PACE’, how
many received ‘PACT’, or how many re-
ceived neither or both. This intermingling
of the two models makes it impossible to
make definitive statements about either.

Reason two: Neither of the two models is clearly
related to models of care that have been evalu-
ated in efficacy studies. The descriptions of
the models are incomplete, so it is difficult
to make definitive judgements. However,
rather than following any particular model
of care, the PACE team appears to have
been a local innovation, and appears to
be an episode-based service. It does not
seem to bear much relationship to the fully
integrated service approach, with a single
point of responsibility, that is found in a
fully functioning ACT team (Test, 1992).
At first glance the acronymic title of the
PACT team implies that it adhered to the
carefully specified Programme of Assertive
Community Treatment (Stein & Test,
1980) — an implication made explicit in
the accompanying editorial (Tyrer,
1998) — but the description of the inter-
vention provided does not appear to bear
this out. For example, although the
authors provide some information on staff-
ing in the intensive sector, they do not pro-
vide certain basic information such as the
actual size of the PACT team and its case
load. Yet the authors must be aware that
a client to staff ratio of 10:1 is accepted
as optimal for an ACT team by experts
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(McGrew & Bond, 1995) and is nearly
universally adhered to in practice (Teague
et al, 1998). Most researchers in this area
have learnt the lessons of psychotherapy
research and now use established fidelity
scales to ensure that when the acronym
PACT is used, the designated intervention
is true to the carefully defined principles
of assertive  community treatment
(McGrew et al, 1994). The PRiSM re-
searchers do not do this, but none the less
seem to imply (Thornicroft et al, 1998b) —
as does the accompanying editorial (Tyrer,
1998) — that ACT offers few advantages in
practice. It is not possible to conclude that
ACT does not work, or that its effect is
‘diluted’, without first demonstrating that
it was properly implemented in the first
place.

Reason three: The intensive intervention is not
much different from the ordinary clinical care
Even if we accept the PRiSM evaluation on
its own terms, is it true to say that the
authors provided a fair test of the effective-
ness of their intervention? A fundamental
scientific principle in programme evalua-
tion is to ensure that the experimental and
control conditions are, in fact, different.
In evaluating a model programme the qual-
ity and intensity of services provided to the
experimental group should exceed the qual-
ity and intensity of those provided to the
control group. According to their own ex-
pert ratings, the authors found that services
for the intensive sector started out worse
than those for the standard sector in
1991, one year before data collection
started, By 1996, the summed expert rating
score was 30 (out of 40 possible quality
points) for the intensive sector, barely high-
er than the 26 points given to the standard
sector (Becker et al, 1998). Hence, it is not
at all clear that the intensive sector actually
received more intensive or more adequate
services than the standard sector. The lack
of psychometric information prohibits us
from drawing further conclusions, except
to reiterate that, by the authors’ own ad-
mission “implementation of community
services, in the intensive sector, was incom-
plete” (Becker et al, 1998, p. 374).

DOES THE PRiSM STUDY
HAVE UNIQUE STRENGTHS?

The authors claim that their study has six
strengths (Thornicroft et al, 1998b,
p. 364) and imply that these strengths make
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the study unique. However, five of these
strengths are widely found in other studies.
For example, the authors imply that it is
rare for ACT programmes to serve clients
with concurrent substance use problems.
On the contrary, if anything, such patients
tend to cluster in ACT teams (Drake et al,
1998). Similarly, the PRiSM study is by
no means unique in examining “a routine
clinical service which is designed to endure,
and not . . . one especially created only for
the period of the research project” (Thormni-
croft et al, 1998b, p. 364). The past 20
years have produced scores of studies of en-
during ACT programmes in the USA and
Australia. Regarding the other ‘strengths’,
the study is not the first to evaluate a
programme in an inner-City environment
(Witheridge et al, 1982; Morse et al,
1992), nor is it the first to use a wide range
of outcome measures (Mueser et al, 1998)
and it is not unusual to have a two-year fol-
low-up period - there are ten RCTs of ACT
or case management that have follow up
periods of two years or greater (Marshall
et al, 1998; Marshall & Lockwood,
1998). Taken individually, therefore, each
of these attributes is found in many other
ACT studies, although it is also true, in sup-
port of the authors’ viewpoint, that a much
smaller number of prior studies satisfy all of
these criteria.

In fact, only one of the six ‘strengths’
claimed for the study — that it is ‘epidemio-
logically based’ —is relatively novel and
might differentiate the study from the exist-
ing literature on ACT and case manage-
ment (Thornicroft et al, 1998b, p. 423).
Unfortunately this ‘strength’ actually may
reflect a weakness in the sampling strategy.
What the “epidemiologically based” ap-
proach appears to entail is redefining the
target population for the study’s intensive
sector to be different from that of previous
ACT research. Thus, one-third of the sam-
ple had no behavioural problems, one quar-
ter had one or fewer symptoms (Wykes et
al, 1998, p. 385), and some had never been
admitted to hospital at all. Hence, it is
doubtful whether a substantial proportion
of the PRiSM study sample would ever
have been admitted to most ACT pro-
grammes. Stein & Test (1980) proposed
two decades ago that ACT should be re-
served for clients most in need, and the vast
majority of ACT programmes have admis-
sion criteria consistent with this principle.
Providing intensive case management to
clients who have no behavioural problems,
few symptoms, and no history of hospital

admission makes little sense. Consequently,
the intensive sector programme design, as
described, appears to represent a misappli-
cation of the knowledge base developed
over the past 20 years.

HAS THE PRiSM STUDY
PROVED THAT THESE
SPECIFICINTERVENTIONS
ARE EFFECTIVE, BUT THAT
THIS EFFECTIVENESS IS
“DILUTED IN ORDINARY
CLINICAL PRACTICE”?

The PRiSM researchers claim that their
study has shown that the “benefits shown
in experimental studies can be replicated
in routine settings”, but also claim that
“dilution does occur” (Thornicroft et al,
1998b, p. 426). Both claims are incorrect.
The first claim is incorrect because what
the trial actually shows is that there were
no significant differences in favour of the
intensive sector on any key outcome vari-
able. The second claim is incorrect because
a non-existent effect cannot be ‘diluted’.

Unfortunately, whether positive or nega-
tive, the findings of the PRiSM study are lar-
gely irrelevant because of critical failures in
safeguarding internal validity. In essence,
the study is a medium-sized, single-centre
non-randomised trial, with a low follow-up
rate (sometimes as low as 40%). Moreover,
because the data were not collected contem-
poraneously in the two sectors (‘time 1’ was
1992-1993 in the intensive sector and
1993-1994 in the standard sector), the study
is vulnerable to a history confound (Cook &
Campbell, 1979). Even more critically, the
samples in the two sites were not well
matched prior to treatment; instead, the
clients in the intensive sector were more
disabled than those in the standard sector
(Wykes et al, 1998). This is a major flaw
for any quasi-experimental design. We
would sum up the entire study in the words
that the authors use to describe their findings
for quality of life: “Large baseline differences
between sectors make interpretation
difficult” (Taylor et al, 1998, p. 62).

In summary, our view is that the PRiSM
study is not a unique study of effectiveness;
rather it appears to be an inconsistently im-
plemented service evaluation. We disagree
strongly with the authors’ contention that
the PRiSM study tells us more than the
findings of the 30 or more RCTs in this
area (Mueser et al, 1998). To us this claim
appears to be an inversion of the principles
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of evidence-based medicine. Although the
authors may have shown that their applica-
tion of the ACT model was “diluted” when
implemented in ordinary clinical service,
they have not demonstrated a weakness of
the model as such, only an inability to im-
plement it properly. While it is not easy to
implement ACT with high fidelity, other
clinical teams have done much better
(Teague et al, 1998).

None the less, we understand the reser-
vations in the UK about applying findings
from abroad to the UK service system. For
this reason, despite the weight of interna-
tional evidence in favour of ACT, there is
still a place for a proper RCT in the UK.
However, such a trial needs to be carried
out with a clear vision of what is being im-
plemented, and close monitoring of pro-
gramme fidelity. The proposed reforms of
the National Health Service and social ser-
vices in the UK should increase the feasibil-
ity of such a trial by removing some of the
artificial barriers to coordinated care (De-
partment of Health, 1998). Until the find-
ings of such a trial are available, we urge
UK policy-makers to rely on the findings
of the numerous properly conducted ACT
trials, rather than on those of the flawed
PRiSM study.
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