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What 1s Researcher Allegiance?

the belief in superiority of an intervention and of the theory of

change that is associated with the intervention’
(Leykin & DeRubeis, 2009)

RA is beneficial in
psychology as it simply
consistent vith one’s reflects a higher level
professional or of skills in those who are
personal well-trained in delivering
commitment for one an intervention[3,7].

type of therapy

I.he lectual conflict
of invarest that is




What 1s Researcher Allegiance?

the belief in superiority of an intervention and of the theory of

change that is associated with the intervention’
(Leykin & DeRubeis, 2009)

@ may unintentionally reduce objectivity,

&lead to questionable research practices,

];71[ and may consequently distort the outcomes
(or the interpretation of outcomes) of RCT's
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“A statistical
correction is
necessary!”

“A statistical
correction may
introduce bias!”
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Measuring Researcher Allegiance

The operationalization of RA differs strongly across studies and there
1s no generally accepted way of operationalizing or measuring it.

d Colleague
survey/interview

Q Researcher
survey/interview
: 4’ Reprint method
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Research report

Psychotherapy for depression: A randomized clinical trial comparing —
schema therapy and cognitive behavior therapy
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ARTICLE INFO ABSTRACT
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1. Introduction

therapy (CHT)is r ded 3z cne of the:
firstslime treatments for individuals with mapor depression (Ellis
et al.. 2003; National Institute for Climical Excellence (MICE), 2004}
Despite the proven effectiveness of CBT oaly 40-30% with depres=
sion will make a full recovery with their first courses of treatment,
amd some are likely to have 3 poor owtcome despite completing
treatment. Mareover, 3-5% may develop a chronic cinical course
af depression which is resistant to treatment {Fournier ot al, J008;
Holkan et al, 2005, Kessler et al, 1994) Other than chronicty, a
number of sther factors have been proposed bo limit the sfsc.
tiveness of CBT. Perhiaps with the most contradictory evidence, is
the treatment outcome wiben persanality disorders are comarhid.
A number of shadies indicate that treatments are less effective
when a comorbid personality disorder is present (e.g. Baghy et al,
2008; Corwood et al, H010), with 2 recent meta analysis reparting
ihwe risk of poor cutcome doubles (Mewion-Howes et al, 200&)
Other studies and reviews report no difference in outcome
betacen depressed individuals with and without personality

* Corrraponcng authoe Tel: <84 3 368 2001; fax: <684 3 384 D81
E-mad ocdnrn: jeseicarier@canterburyonne [ Carserl
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disorders (Kelly et al, 2009; Kool et al, 2008; Miemeyer and
Mluzch, 20n13; van den Hout =t al, 1L|I:ll.i:|.

Li ions in the eff - i CHT for

mmmmﬁamaﬂhmt
disorder for many people often associated with otter comorbid ads
Iardlprdtmhxbdmnm:duzbydlmn{ﬂruu
Therapy [5T) in the treatment of depression. Schema Therapy vas
initially devedoped by Young (1990 for the treatment of personality
d},ﬁﬁmﬂmlnmmmmﬂmnmmumm
pmc:ml:hxpmmdnﬂﬂshmrgﬁrmmﬂkrrﬂnm
adaptive manner. It has been proposed that these schema must be
madified in order to bring about lasting change, particulady for
individuals with maore difficult or entrerched problens mach =
chirosic ar recurment depression ((verholser, 19697, Rso ef al, 2003;
Saffan and Segal, 1990; Young, 19907 Further, it has been proposed
that any treatment that Gils i0 reorganize or disrupt these funda<
mental assumptions leaves people cognitively at risk for the readias
hmnfnﬁadqtumﬂnm;ﬁmﬁdpumdnrm[besl
et al, 1982, and therefore at d sk of o IO MEOCOETINg.
mmmmmwmmmmum
that foouses muare on and developmental Ezues pro-

interpersanal
the risk of relapse (Hayes et al, ¥} Schema change has been

Lt Corter of al f Jowmnal of Aflecier Duonders P37 {2017) S00- 504 E

associated with the resoltion of sympiomatic distress {Moedahl and
Bysacter, 2005)

Despite the widespread application of 5T, there & still limited
research imvestigating the efficacy of this therapy. Existing ressarch
indicates that 5T is an effective treatment for borderdine personalicy
disorder {Farrell et al, 2009; Cisen-Rloo et al_ 3006; Nadoet et al,
2004; Mordahl et al, 200%; Nordahl and Mysaeter, 2005), sabstance
dependence [Eall, 1992), chronic agoraphobia (Bamber, 2004) and
barderline personality disorder amd post-traumatic stress disorder
in war veterars (Young, 2005). In the recent randomized climical
trial comparing ST and trarsference fonmsed psychotherapy, ST also
had a significantly lower rate of drop ocwt fromy trestment than
transference fonssed therapy (Ciesen-8loo et al, 200E) To date the
efficacy of 5T in treating depression has not been examined,
however, spedfic schemas identified by Young have been shown
to be a risk factor for depression (Halvorsen et al, 2000) and
zian (Hawie and Provencher, 2011).

The primary aim of the current study was to compare the
efficacy of 5T with that of traditional CBT for individuals with a
ourrent magor depressve episode. It was hypothesized thar ST
would be supeniar to CBT in achieving sustained dhange [percens
Eage on the Mangomery Asherg Depression Bating
Scale [MADHS)) in depression. Secomdary sims were to compare
sustained change on self-report [percentage improvement an Beck
Depression Inventorysll [BDII]) between 5T and CET and to
compare the rates of remission and recovery.

Civen the proposition that 5T may be more efective for chronic
problens andlor entrenched problems, we also examined whether
or mat 5T would be maore effective in those with chronic depres=
sian. Similarly, given that 5T was initially developed for those with
persanality disorders, and given the equivocal treatment cuicome
Gindings when depression is comorhid with personality disorders,
e examined whether or not 5T would produce better

and a reu
assigtant. Following completion of the baseline asseszment, partis
dpants were randomized to weskly therapy szsions of 5T or CHT
for six manths, followed by monthly sessions for six months. The
shift from weekly to monthly sesgons was to comtinue the focus
‘on factors madntaining the depression andfor io assist patients o
maintain gains made after the weekly sesgans.

This study had a paralkl growp rlﬂgiwm:pamnpam:heng
andomized in 3 121 oo based on computenzed randomization
sequence of permtated blocks of 20 The mndomization procedure
arvl allocation to treatment type wes perormed by a person inde-
pmdmtﬁu'nﬁlemldyandmmadewmhbkmmeﬂtﬁpumd

Whiile

patient ooce the haseline
mﬂmhhq-mmeulmh:rn{:hﬂ:pymwpmnmdm

moniducted by a dinician and completion n!'nd:l'-repnn measures,
ropsychological | by a

the comparnizon of outtome. An adeguate dose of therapy was defined
a pricel as at least 15 weekly sessions and ab kst 3 monthly sessiors.

Therapists [six dinical peychalogists) provided both ST and CEL
Therapists were mompetent in CHT, which is a key ompanent of
professional training as a clinical psychologss in ME In addition, as
mmmmmu:mmumm

mmmm&mﬂmmﬂnmlmmmwur
vas delrvensd Wourg's published manuals (Young, #E0;
‘oung and Klosko I‘.F.IS; \'nurq{l:fal.. 2003) amd the weekdong
training workshops (imvolving lectures, videotape and experiential
‘exercises) conducted by Young in ME Therapists were all female, had
a least two years prior expenence teating depressed patients, and
veere required io Ereat tweo patients in sach modality o a sabisfactony
level of competence before commencing treatment of patients in the
dlrlcal:ml.mmmlmndmmﬁﬁ:hubuhﬂrmﬁ

in de the two t and adh o the

fiar thase depressed patients with a personality disorder

Participanits (males n=131; females n=63) recruitsd for this
stady had a principal current diagnoss of major depressive
disorder {EM-IV American Psychiatric Association, 1994) and
umw:lﬂras:dﬂ]ﬂn Farticipants were assessed and
treated mumrp:nem dinical research unit in the Ekp:.rhruntn{

Medicine, L v of Otago, Cf Furch, New
ZLealand. Participants were required to be free of any centrally
active drug, other tham am occasional bypnotic and the oral
contracepiive pill for 3 minimum of two weeks. Exclusion oiteria
were 3 history of mania [bipalar | disarder), schizophirenia, majar
physical illness which would interfere with treatment, mederate
or severe akcohol or dnsg dependence, and filure to respond to.a
recent (past year) adequate trial of CBT or ST Participants were
referred from general practitioners and mental bealth services ar
could selfcrefer: Recruitment ooccurred betwesn 2004 and 2008

22 Procedure

After an initial telephone screen inc |ru:1u.non and :m:h.mnu

mtmm&:&m@:ﬂuﬂﬂmpmm
provided. In addition, all therapy sectors were recorded, and

thee Cogriitive Therapy Rating Scale for OBT {Dobeon ot al 1985) and 2
modified form of the CTS for ST. An adequate level of competency on
the CT5 is: defimed a5 a scove of 40 or maore. Therapists bad fomnightly
dinical supersision, which induded clos= ]

fidelity. Duning supervision partioalar attention was focused on any
theerapy session rating approaching the uiofl of 40, so overall
onsiderable effort was made to maintain high CTS ratings for both
therapies. The average CTS mating over the course of the study for CT
vaas AT12 (S0=165) and for 5T was 544 (21) from the ndomly
selected

wias amsesmadd by nanstreating dinidans
using the Structured Clinical Interviewr for DSM-IY dis-
orders sympioms (SCIDIL First et al, EE7) Assessment using the
mwpdadhllmmﬁudhyhmtmh
Seructured Clinical Intenview for DSMSIY Personality Questionnaire
(SOD=PO, First et 2l 1997) which was completed at bassline. liems
not affirmed on the SO0-PQ were assumed o be e negatives,
howeever if a dinican had rezson o believe these were [l negatives
furtheer iemns were amesced This method & in aocordance with
instnactions for using the S0OD<0 and enabled the assessment of
personality disorder symipions o be based upon ssifsreport combired
with a stnschared clinical intervieve. Inter-rater relisbility was o
rmdm:;umumﬂrnarﬂmmﬂ;mdrmmm
thee of oy

lisarder was D.7H

criteria by a i ourse all Ily suitable particip
were seen by a climical psychologist for an inktial assessmendt, and if
suitahility was confirmed, written informed consent was obtained
and a baseline research assessment was scheduled.

The baseline assessment consisted of a stractured clinical
imterview for DSM-IV Axis | disorders (SCID, Spiezer et al, 1992)

23 Duirsme

Sistained change was defined o prion as percentage improves
ment on the clinican-rated MADRS ard the seliereport Beck




Proponent/Advocate Effectiveness

Other Superiority

Development/Contribution Methodology
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There is a need in the field for a reliable and valid
method for assessing RA.

Research Aim

Develop a checklist based on common
indicators of the reprint method that
measures RA in psychotherapy trials

Validate the RA checklist by surveying
authors about their career history and
beliefs related to psychotherapy




Methods VUL S

. ,
SURVEY Q
% =
%] :
%
@
Searched the Developed and piloted Developed and piloted Revised checklists and
literature RA checklist an author survey author survey

Random.ly selfected 100 Sent author survey to Used RA checklist to Matched and scored
depression trials from

datab 1st, 2nd and last rate papers associated author survey and RA
;Ou;-‘IT?I 2 a:isgo authors until we with the respondent checklist scores for
( an received 100 responses analyses

Control)



Proponent/Advocate

Did the author advocate the
intervention through their writing?

Development/Contribution

Did the author develop or adapt the
intervention?

Did the author contribute to an etiological
model of the disorder that is consistent with
the intervention?

Other @ RA

Was the intervention mentioned : o intervention?
in the title of the paper? *Was there an explicit hypothesis or
study aim in one direction?
Did the author refer to previous
research showing superiority of one

Effectiveness

Did the author previously publish
evidence supporting the efficacy of the
intervention?

Superiority

Did the author provide an extensive
amount of information about one

intervention?
Methodology
Was the author involved in supervision/training of
therapists

Did the author take on the role as a therapist?

Was it explicitly stated that the intervention was
used as a credible control/minimal therapy?




Author Survey

Cognitive Behavioral Therapy

Not at all Somewhat Very Much




Author Survey

When more than one author responded to the survey, we took
the average of their scores

Mean Researcher Allegiance Per Author
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Rating Depression Studies

N\

61 papers were rated
(28 HTH & 33 Control)

2 independent raters

Raters were blinded to
results

R

Rated each
intervention and
extracted effect size

SUM

VRIJE
UNIVERSITEIT
AR°  AMSTERDAM

Intervention A Intervention B
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CBT IPT

1 0
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1 1 towards

Intervention

0 0 A
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Validation Results

Checklist Survey Eff'ect
Size
Checklist - -0.24 0.28%
Survey - - 0.30%
Effect
Size ) ] ]

What came first?
The chicken or the egg?

RA Score vs. Author Survey
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v The chicken or the egg problem

It remains unclear as to how positive trial results influence the presence
of these common indicators of RA in a published paper.

Bias

In this case, the reprint method may lead to the 1identification of RA for

whichever of the interventions had been found to be superior in the study
(Leykin & DeRubeis, 2009)

Debunked?

We did not find a relationship between the author survey and the reprint
method. Is this a valid measure which should continue to be used?



Thank you!
VU dc

w.r.yoder@vu.nl
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- Problem items that included many and answers

« Item 9: Did the author participate in training/supervision?
* Item 10: Did the author take the role of a therapist

- NA was recoded to zero

- NR was kept as NR to avoid assumption

No Yes
Item 9 10 20
Item 10 9 7

Decided to exclude these items from analysis



RA 1tems (Intervention A; n =

61)

NO
25%
64%
56%
72%
85%
66%
23%
4%

85%

Item 1: Develop/Adapt
lteam 2: Advocate
Item 3: Efflcacy
Itam 4: Etlological model
Itam 5: Superiority
Itam 6: Hypothesls
am 7: Title
Item 8: PredomIinately discussed

tem 11: Credible control

<
-

75%

36%

44%

28%

15%

34%

7%

A

15%

| =
N
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Interitem correlations

VRIJE
UNIVERSITEIT
AR°  AMSTERDAM

1 2 3 ! 53 6 7 8 11

1 1.00

2 0.19 1.00

3 0.36* 0.29* 1.00

4 0.27* 0.14 0.18 1.00

5 -0.08 -0.12 0.09 0.26* 1.00

6 0.01 0.11 0.05 0.01 -0.01 1.00

7 0.14 0.17 -0.06 0.17 0.01 -0.18 1.00

8 0.08 0.02 0.07 0.13 0.17 0.59% -0.12 1.00

11 0.24+  0.07 0.28* 0.15 -0.04 0.48* -0.10 0.59* 1.00

*p<0.05 +p<0.1

1 = Develop/Adapt
2 = Advocates 5 = Superiority 8 = Predominately discussed
3 = Efficacy 6 = Hypothesis 11 = Credible control
4 = [Etiological model 7 = Title
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Overall Discussion points

COIf you have an
allegiance can you
still be a good
researcher”

Does
researcher
allegiance

really exist?

Is the author
survey a reliable
way to measure

\_ RA?

How does 1t work? Are thera
only allegiances to
psychotherapies? How
about therapy vs.
pharmacological
treatments?

Did we debunk the
reprint method?

/
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Author Survey (n = 78)

53% Send CV

Answer few more questions

47%

1. There are two ways to participate in this sju'vey:

2. What is the field you most identify with?
(select all that apply)

=50 Clinical/health/counseling
Psychiatry/other medical field

Statistics/epidemiology

Other (related to psychology

Other (not related to psycholog

y)

H Iz Iz Iz i
1 1 1
(@p) (W) | [\

Ne)

3. Which of the following schools of psychotherapy do yo
most identify

*41_6 7 1 _ _

N =63

i DD b BV B R

1
Lp(ﬂ)g?gitive and Behavioral Therapies

4

Third Wave Psychotherapies
Psychoanalytical/Psychodynamic Therapy
Client-Centered Therapy/Gestalt Therapy
Interpersonal Psychotherapy

Systems Therapy

Other

None

4. Which of the following psychological disorders do you
focus your research and/or clinical efforts on? (select all that

T - T1__\

N=178
N =39

Depression Disorders

Anxiety Disorders

None

1




Author Survey (cont.) VU g(]

Category Question

Effectiveness 1.To what extent do you believe each of the following interventions are effective in the
treatment of depression? (Not at all, somewhat, very much)

Superiority 2. To what extent do you believe each of the following interventions to be more effective
than other psychotherapies in the treatment of depression? (Not at all, somewhat, very much)

Proponent/ 3. To what extent do you identify yourself as a proponent of each of the following

Advocate interventions for the treatment of depression? (Not at all, somewhat, very much)

Proponent/ 4. If you ever practiced psychotherapy during your career, how often do/did you use each of

Advocate the following interventions for the treatment of depression (when appropriate)? (Never,
sometimes, always, NA)

Contribution/

Development | 5. Have you developed or contributed to the development of any of the
following interventions for the treatment of depression? (yes, no)

Contribution/

Development 6. Can you please provide a brief explanation about how you contributed to the development

of the intervention(s) selected?




Author Survey (cont.) VU gfi

Additional CV questions

Do you have a patent or copyright related to the any of the following treatments
for depression (or have you ever applied for one)? (yes, no)

Have you received €xtensive training or supervision in any of the following
psychotherapies for the treatment of depression? (yes, no)

Have you ever trained therapists or taught courses/workshops on any of the
following interventions for the treatment of depression? (yes, no)

Have you ever supervised therapists in any of the following interventions for the treatment
of depression? (yes, no)

Have you ever/do you currently serve on a board of directors as a coordinator or

committee chair of a professional society related to any of the following psychotherapies? (yes,
no)




Frequencies

RA_A RA_B RA_DIF

Min 0 0 -3.00
Max 7 5 6.00
Median 3 0 3
Mean 3.4 0.7 2.64
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Items 9 & 10 (cont.)
Since this would be excluded from our analysis due to lack of information, we wanted to

understand if there were any differences between these groups and their relationship to
development of the scale and/or ES.

Item 9 Item 10

30-
40-
30-
20-
as factor(dat$X1_A)
£ Mo E
8 [ K S
m-
20-
10-
. 107
0- - -
o-
0 1 NR

as.factor(dat$X9_A) 6

as.factor(dat$X1_A)
| E
| B
|

2

MR

1
as.factor(dat$X10_A)
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Mismatch data S

« - 7 studies with mismatch data

- - Exclude or assume survey score to be 0?

Intervention A Category A Intervention B Category B Comparison | AUT_1 1 MIS AUT 2 | 2 _MIS AUT 3 3 _MIS
1 Adaptation of the
coping with stress CET Control: TAU TAL Control 1 M 2 N - -
program
2 Automated deprassion OTH
internet training Internat support group [13G) OTH HTH 1 M - - 3 N
[CBT/IPT)
PrOSram [TE]
? Skills training OTH Control: TAU TAL Control = = - = = ¥
4 . 1, r
Mothers and babies CBT Control: TAU TAU Control - N 2 N - -
course
5 - ile-
- OTH Control: control emails CTH Control 1 Y - - -
Memos
& Manualized )
individualized i-CET CBT Control: TAU TAL Control 2 M
Fi Therapist deliverad
itive behavioral
COENITIVE behawiora CBT CEM OTH HTH - . _ . 3 N
therapy session (CB-
education)
B Alles Onder Controle -
AOC-TR CBET Control (wait-list) WL Control 1 M - - - -




Mismatch data (cont.)

Author Average score vs. RA score
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Effect Size

Effect Size
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RA_DIF score vs. Effect Size
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