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The Code of Hammurabi decreed,
“If a physician . . . open a tumor

(over the eye) with an operating
knife, and saves the eye, he shall re-
ceive ten shekels in money. . . . [If he]
cut out the eye, his hands shall be cut
off” (1).

This regulation likely achieved sev-
eral purposes. First, it established a
quality outcome standard. Second, it
assured any Babylonian entering a lo-
cal health care system that quality
standards were taken seriously. Third,
it established a motivation for physi-
cians to perform high-quality work.
An additional and perhaps unintend-
ed consequence of the decree may
have been that it gave physicians a
greater interest in developing better
practice guidelines for patient selec-
tion and treatment.

Practice guidelines serve as a basis
for developing clinical quality stan-
dards and measures. They also con-
trol decisions about resource alloca-
tion and medical liability (2,3).
Armed with the proper set of practice
guidelines, the Ur-physician might
have successfully argued that inadver-
tent enucleation was not due to tech-
nical failure. Backed against the zig-
gurat, he might plausibly have de-
cried the insufficient organizational
commitment of shekels to physician
training or support.

Modern psychiatrists, especially
those who struggle with overwhelm-
ing clinical responsibilities and limit-
ed resources in public mental health
systems, can probably empathize with
their ancient physician brethren.
Practice guidelines can have a power-
ful influence on decisions about qual-
ity and support. This potential moti-
vated us in the Los Angeles County
Department of Mental Health to un-
dertake the development of clinical
guidelines. What follows is an ac-
count of our rationale for developing
the psychotherapy guidelines quickly
and of the process we used to do so.
Interested readers can find the guide-
lines on our Web site at http://dmh.
co.la.ca.us/.

The rationale
Our drive to develop psychotherapy
guidelines arose from our belief that
the sorry state of psychotherapy in
many public mental health systems
may be a perverse consequence of the
exuberant growth of psychopharma-
cologic guidelines. Guidelines pro-
vide a blueprint for realizing the
“highest quality of care” (4) in the
practice areas they describe—even at
the expense of practice areas that do
not have such guidelines. “What gets
measured gets done.” Practice guide-
lines and the concerns about educa-
tion, quality, and liability that they
gestate may lead to decisions to pref-
erentially place resources into areas
in which guidelines are used. Consen-
sus has been established on the pow-
erful positive effect that guidelines
have on quality standards (5). In con-
trast, debate continues about the op-
timum methods for guideline devel-
opment and about whether familiari-
ty with guidelines directly changes
physicians’ practice (6).

The recent exponential increase in
clinical knowledge has engendered a
profusion of practice guidelines, but
these guidelines have been develop-
ing at different rates across fields. This
variation may be partly due to varia-
tions in the amount of clinical knowl-
edge that has accrued in different
fields. Guideline design is favored in
areas in which research is better sup-
ported or more easily accomplished.
Even in these privileged—and usually
pharmacologic—areas, the ponderous
process of developing purely evi-
denced-based guidelines is often out-
paced by more nimble construction of
practice guidelines that place more
emphasis on expert- or consensus-
based processes.

One motivation for developmental
haste may be the impact that guide-
lines have on treatment resources.
Consider, for example, the histories of
pharmacotherapy and psychotherapy
in the public sector over the past 20
years. Psychiatrists of a certain age re-
member the situation in public men-
tal health before the advent of psy-
chopharmacology guidelines. Often
the bulk of treatment planning meet-
ings consisted of lengthy discourse
and debate about psychological eti-
ologies and interventions. This was
followed by brief palaver about
whether to “medicate the patient,” of-
ten with little understanding of or in-
terest in psychopharmacology on the
part of most multidisciplinary team
members.

The looming presence of expert-
and consensus-based pharmacologic
guidelines has remarkably altered the
picture (7). Guidelines open windows
onto the pharmacologic treatment
process that may preferentially direct
finite resources to areas in which
quality becomes visible (8). Commu-
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nity demand for high-quality psy-
chopharmacologic treatment mush-
rooms, and fiscal resources devoted
to formulary soar (9).

Psychotherapy in the public sector
may suffer as a result. During these
recent decades of unparalleled cre-
ativity and rigor in the development
of and research on psychotherapies
(10), resources for psychotherapy
paradoxically withered (11). Meet-
ings of multidisciplinary treatment
teams today are more likely to consist
of erudite discussion about pharma-
cologic and social interventions, fol-
lowed by cursory mention of some
unspecified “psychotherapy,” often
provided by someone who has mini-
mal psychotherapy training.

Resources in public-sector psychi-
atry have in large measure been redi-
rected from psychotherapy to areas
where there are relatively more
guidelines and associated quality
measures. The area that falls behind
in guideline development starves de-
spite the fact that associated treat-
ment techniques may be cost-effec-
tive and potent. The American Psy-
chiatric Association (APA) commit-
tee on the practice of medical psy-
chotherapy noted, “The conditions
for psychotherapy must be pre-
served. . . . Anecdotal reports from
psychiatrists indicate that the quality
of psychiatric treatment is not pre-
served in managed care systems that
reduce mental health expenditures
through denial of medically neces-
sary care. . . . Advice and referral to
self-help groups, as commonly advo-
cated in managed ‘behavioral health
care’ organizations, cannot adequate-
ly substitute for skilled psychothera-
py” (12).

Well-trained psychiatrists in public
mental health systems are only too
aware of the inadequate attention de-
voted to the psychotherapy of their
patients. Often their psychiatric skills
are considered too valuable to be
“wasted” on providing psychothera-
py. Despite evidence that “split treat-
ment” is not necessarily more costly
(13,14), the public psychiatrist is
forced to concentrate on somatic
treatments, hoping that someone else
is providing effective psychotherapy.

The promulgation of accepted psy-
chotherapy guidelines in public pro-

grams might be expected to have an
effect similar to that of psychophar-
macology guidelines, enhancing the
resources devoted to psychotherapy.
It is likely that purely evidence-based
psychotherapy practice guidelines
for use in the public sector are still
some way off. For example, the APA
commission on psychotherapy by
psychiatrists found that the research
literature on the role of psychothera-
py in treatment of medical illness was
“underdeveloped” for the purposes
of guideline development (15).

The process
When we first began our effort at the
Los Angeles County Department of
Mental Health in 1999, we found few
existing general psychotherapy
guidelines from which to generate
quality standards. Lacking the raw
material for purely evidence-based
guidelines but in need of a founda-
tion on which to build appropriate
psychotherapeutic resources, we set
out to construct utilitarian expert- or
consensus-based guidelines. Our 18-
month project to develop psycho-
therapy guidelines followed a similar
effort the year before in which psy-
chopharmacology guidelines were
created. The method consisted of as-
sembling a group of recognized mul-
tidisciplinary psychotherapy experts
from the local clinical academic com-
munity that represented expertise in
major forms of psychotherapy. With
added clinical leaders from within
the department, including the med-
ical directors of its clinical services,
the full group numbered about 15
persons.

The focus of the workgroup was
entirely pragmatic: the areas on
which it concentrated were those is-
sues that had immediate applicability
to our system. We first built a univer-
sal set of guidelines applicable to the
supportive psychotherapy that is nec-
essarily the current mainstay of psy-
chotherapy in public settings. We fol-
lowed this core set with guidelines
associated with specific clusters of
techniques: psychodynamic, behav-
ioral, cognitive, interpersonal, and
family.

The guideline sets describe the
features that are critical for measur-
ing quality. They include therapeutic

goals; specific techniques to be avail-
able; necessary therapist training; ac-
cess—that is, frequency and dura-
tion; associated support resources—
assessments, monitoring, physical
space, documentation, and consulta-
tion; essential and optional applica-
tions; and contraindications.

The groups dispensed with devel-
opment of guidelines for purely man-
ual-driven therapies that are often
well described and researched but
rarely practical in our public clinics.
We also eschewed any scholarly elab-
oration of research findings and de-
scriptions of controversies, as we
found that although such material
was critically important, it was of less
relevance to our purposes.

Given the need to produce a prac-
tical work product in a finite period,
the format of the guidelines and first
drafts for each section were sequen-
tially written by small subgroups af-
ter general group discussions. Drafts
were circulated for extensive com-
ments that were then redacted and
recirculated. Discussions followed to
achieve consensus wherever possi-
ble. Two recirculations of revised
drafts usually resulted in a final draft.
The Department of Mental Health
clinical policy committee approved
the final products, which were then
promulgated in hard copy and posted
on the department’s public Web site
to facilitate access and updates.

It is too soon to assess the effect of
the new psychotherapy guidelines on
psychiatric practice in the depart-
ment, but the process has already
stimulated renewed interest in psy-
chotherapy. Psychiatrists in the de-
partment may soon take a more ac-
tive role in prescribing, providing,
and supervising the more specialized
forms of psychotherapy. The guide-
lines are expected to aid in treatment
planning and to serve as guidelines
for the continuing medical education
programs under the department’s
auspices. Other departmental work-
groups are using the guidelines as a
template for creating psychiatric
quality standards and measures. Ulti-
mately these products will help de-
termine the provision of resources
for psychotherapy.
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Challenges remain. A particularly
sensitive task that has risk manage-
ment implications is designing the
manner in which practice guidelines
are formally linked to the depart-
ment’s clinical policies. The policy
that results will likely follow the es-
tablished model of encouraging psy-
chiatrists and other clinicians to care-
fully document the reasons for devia-
tion from guidelines whenever such
deviation is indicated.

In the opening years of the new
millennium, practice guidelines may
well encourage public-sector psychi-
atrists to keep their hands in psy-
chotherapy without fear of losing
them. ♦
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