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    “One of the most difficult tasks faced by primary care providers is convincing patients to engage in positive behaviors such as maintaining a diet. Robinson, Gould, and Strosahl’s Real Behavior Change in Primary Care adds ACT to the growing list of techniques that are available to help the primary care provider convince patients to change their behaviors for the better. In simple, readable prose, they outline a strategy with wide implications for improving primary care practice.”


    —Robert McGrath, PhD, professor of psychology at Fairleigh Dickinson University


    “The authors have provided an outstanding set of assessment and intervention tools that primary care providers can use with patients who are stuck in maladaptive health patterns. The downloadable tools, practical advice, and focused clinical examples can be easily incorporated into everyday practice, leading to better patient outcomes, decreased provider burnout, and increased job satisfaction.”


    —Christopher L. Hunter, PhD, ABPP, coauthor of Integrated Behavioral Health in Primary Care


    “This book is a tremendous resource to primary care providers and providers of behavioral health in primary care. Readers can expect greater satisfaction in seeing their patients reach positive health outcomes. Our organization is appreciative to the authors for enhancing both the career satisfaction of our providers and the quality of care our patients receive.”


    —Bill Rosenfeld, LPC, director of integrated behavioral health at Mountain Park Health Center


    “Real Behavior Change in Primary Care is succinct, practical, and easy to read. It provides the primary care clinician with a fresh view of the complex patient and an array of tools that are easy to implement in a busy clinic, even without a psychotherapy background. The techniques offered can help primary care providers improve management of the complex patient while also healing themselves of the frustration and stress that can accompany a caseload of challenging patients. The authors’ values-driven approach to care is neither paternalistic nor unrealistic. Rather, it supports providers and patients in developing activities congruent with personal values and life directions. I enjoyed reading the book and will be using the techniques illustrated with my patients, my medical and psychology trainees, and myself!”


    —Jeannie A. Sperry, PhD, associate professor and director of behavior science education at West Virginia University Department of Family Medicine


    “The authors have adapted the latest advances in evidence-based behavioral and cognitive therapies for use in the fast-paced primary care environment. The straightforward explanations, rich array of resources, and practical handouts are immediately beneficial for helping patients live life in a way that is more consistent with their values. Many primary care providers may particularly appreciate the authors’ discussion of how to self-apply ACT interventions to reduce burnout and become reinvigorated with patient care and other valued life activities. This book is an essential resource for any primary care provider working to help patients change what they do and how they think.”


    —Jeffrey L. Goodie, PhD, ABPP, clinical health psychologist at Uniformed Services University of Health Sciences in Bethesda, MD, and coauthor of Integrated Behavioral Health in Primary Care
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    Introduction


    As two psychologists and a physician, we live, eat, and breathe primary care medicine. Our roles include practicing in primary care (PC), teaching family medicine residents and PC behavioral health providers, conducting practice-based research, and consulting with health care systems. We wrote this book with the hope of providing a new perspective on practicing medicine in the primary care setting. These very troubling times for medicine affect you, regardless of whether you are a medical doctor, doctor of osteopathy, nurse practitioner, physician assistant, registered nurse, or student in a medical school or nursing program. The health care system is broken, and most health care providers are being asked to do more in less time and for less pay. Every year, record numbers of graduating medical students turn their backs on a career in general medicine, electing instead to practice a medical subspecialty or practice in a hospital setting. They have heard that primary care is a fast and furious setting, with high levels of work stress and relatively low pay compared to a subspecialization.


    At the same time, a virtual pandemic of human suffering is going on, ranging from unprecedented rates of mental disorders and addictions to conditions resulting from unhealthy lifestyles (for example, obesity, lung disease, STDs), pain syndromes, and poor to nonexistent self-management of chronic disease. Health care providers address most of these problems on a day-in, day-out basis. Apart from prescribing drugs, health care providers often feel at a loss as to how to help their patients change unworkable, health-threatening behaviors. Fresh ideas are needed if we are to find better solutions to the practice-related factors that contribute to work stress, job dissatisfaction, and burnout. Clearly, one of these stresses is the pressure to help patients who are suffering, in the context of limited time and resources to do so. This book will help you manage that pressure and, at the same time, help you provide better care to your patients. The approach recommended in the book has a track record for identifying medical providers who are at risk for burnout (Losa Iglesias, Becerro de Bengoa Vallejo, & Salvadores Fuentes, 2010), inspiring interventions that can enhance resiliency in human service workers (Hayes, Bissett, et al., 2004), and helping providers obtain better outcomes with patients who can be difficult to treat in primary care (Forman, Herbert, Moitra, Yeomans, & Geller, 2007; Gregg, Callaghan, Hayes, & Glenn-Lawson, 2007; Gifford et al., 2004; Hayes, Wilson, et al., 2004; Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Lundgren, Dahl, Yardi, & Melin, 2008; McCracken & Eccleston, 2003; Zettle & Rains, 1989). Read on to learn ways to provide more-effective care to patients and to reduce your stress as a medical care provider.


    The model we describe represents a shift from overreliance on the biomedical model of human suffering to using a contextual framework to understand and treat suffering in all of its forms. Because medical and nursing students are not normally exposed to contextual models of behavior change, some of this material may seem quite new and possibly even counterintuitive. At the same time, some of the messages that emanate from the contextual model are timeless and have worked their way into the fabric of contemporary society. As you read this book, you may notice that you have applied some of these principles in your own life.


    The Problem of Changing Human Behavior


    Several earlier works have attempted to grapple with addressing behavioral health problems in very short medical encounters. Classics such as The Fifteen-Minute Hour (Stuart & Lieberman, 2002) and Field Guide to the Difficult Patient Interview (Platt & Gordon, 1999) have been extremely valuable in describing patient-centered interview techniques and evidence-based intervention strategies for specific conditions. In the tradition of standing on the shoulders of giants, what we believe is missing is an overarching framework for assessment and intervention that can be applied regardless of what the human problem is—in essence, a unified model of human suffering and how to address it in a fifteen-minute medical exam.


    In this book, our aim is to provide you with a conceptual framework for addressing the myriad types of behavioral health problems you will see, rather than give you a cookbook approach that requires you to memorize a different set of interventions for each of the two dozen problems you see every day. In the world of primary care, we need simplification that does not result in a loss of effectiveness and that simultaneously supports creativity in our interventions. The approach we use is called acceptance and commitment therapy (or ACT, pronounced like the verb “act”), and we intend to teach you to use this model to help you reduce your patients’ suffering and create balance in your own life.


    Like motivational interviewing (Miller & Rollnick, 2002) and mindfulness-based stress reduction (Grossman, Niemann, Schmidt, & Walach, 2004), ACT offers primary care providers new tools to improve patient outcomes and enhance provider and patient satisfaction. In the case of motivational interviewing, primary care providers learn to steer away from lecturing patients on their unhealthy habits and outcomes and to focus instead on matching appropriate psychosocial tools to the patient’s level of readiness for change. Mindfulness-based stress reduction techniques help us teach patients to be aware and accepting of their experience in the moment. ACT offers a variety of new tools, plus a new conceptual framework. With ACT interventions, patients learn to become more aware of avoidant behavior patterns that cost them vitality in living. They also learn to be more “present” in their lives and to choose behavioral directions according to their values. ACT is about acceptance, choice, commitment, and taking action. The role of the primary care provider is unique, and the opportunities inherent in building relationships with patients over a lifetime are rich indeed. It is from this strategic position that providers of primary care can provide a sustained effort to help patients apply ACT techniques and move toward value-consistent action over time.


    Evidence for ACT


    ACT is a relatively new form of cognitive behavioral therapy (CBT), but there is already promising research on its application in the primary care setting (Hayes, Strosahl, & Wilson, 1999). One of the most exciting studies involved using ACT with patients with diabetes. Compared with patients receiving the usual care, ACT patients had better self-reported diabetes management and significant improvement in hemoglobin A1c measurement (Gregg, Callaghan, Hayes, & Glenn-Lawson, 2007). In another study, patients receiving an ACT intervention demonstrated improved rates of smoking cessation (Gifford et al., 2004). Studies conducted in Sweden and the United Kingdom suggest that ACT is a powerful treatment for chronic pain and disability behavior (McCracken & Eccleston, 2003; Dahl, Wilson, & Nilsson, 2004). ACT strategies have been shown to reduce the rate of seizures and improve quality of life in patients with uncontrolled seizure disorder (Lundgren et al., 2008). Research suggests that ACT interventions are also helpful to depressed patients (Zettle & Rains, 1989) and polysubstance-abusing, methadone-maintained opiate addicts (Hayes, Wilson, et al., 2004). Finally, recent meta-analyses of ACT studies have concluded that ACT is better than usual care or waiting lists and as effective as other cognitive behavioral therapies or other psychotherapies in the treatment of many traditional mental health problems commonly seen in primary care (Powers, Zum Vörde Sive Vörding, & Emmelkamp, 2009), including anxiety (Hayes et al., 2006).


    While most studies on ACT have used formats more typical of traditional mental health, Kevin Vowles and his colleagues used a brief ACT intervention with patients suffering from chronic low-back pain, and they reported that patients instructed on pain acceptance performed better on a measure of physical impairment compared to patients trained on a pain control strategy and patients receiving a placebo (Vowles et al., 2007). In our practice, we use ACT in ten-, fifteen-, and twenty-five-minute visits with patients. We believe that the practice of ACT in primary care will amplify the impact of the medical home model, where behavioral health providers work as members of the primary care team, providing consultation services to primary care providers and primary care patients. Adopting a common behavioral health treatment philosophy across the entire primary care team will allow nurses, doctors, midlevel practitioners, on-site mental health providers, and other team members to “sing from the same sheet,” to use an old adage.


    For integrating behavioral health services into primary care, we use the primary care behavioral health (PCBH) model as our platform for delivering ACT interventions (see Robinson & Reiter, 2007, for guidelines on how to implement this model). This model brings a mental health provider to the primary care team, a behavioral health consultant (BHC), to assist with treatment plan development and skill training for patients with medical problems (such as obesity, hypertension, and diabetes), behavioral health problems (such as relationship problems, depression, anxiety, and traumatic stress), and combined medical and behavioral health problems (which is often the case). To demonstrate how ACT works in the PCBH model, we present several case examples involving a BHC team member in this book. However, the new primary care health care system is evolving, and not all primary care providers have the benefit of working with a BHC, so rather than assume availability of these services, our basic approach focuses on interventions traditional members of the primary care team (the physician, midlevel primary care provider, and nurse) can provide. Throughout the book, when we use the term primary care provider (PCP), we are referring to all of these traditional members of the primary care team.


    ACT and Occupational Stress


    It is clear that the stresses of practicing general medicine grow daily, and many indicators suggest that PCPs are feeling the strain. A recent study of intensive care nurses in Spain found a positive correlation between scores on an ACT measure of emotional avoidance (the Acceptance and Action Questionnaire) and on measures of depersonalization and emotional exhaustion on the Maslach Burnout Inventory (Losa Iglesias et al., 2010). Compared to the general population, physicians suffer from depression and abuse alcohol and drugs at least at the same rates as the general population (Center et al., 2003), and they have higher rates of suicide (Schernhammer & Colditz, 2004). ACT has been applied with considerable success to the problem of stress and burnout, not yet with physicians and nurses, but with mental health and chemical dependency therapists (Hayes, Bissett, et al., 2004). When these human service professionals learned to apply ACT in their work settings, they reported increased job satisfaction and decreased burnout.


    What are the factors that contribute to provider stress and burnout? An analysis in the U.S. Physician Worklife Study suggests that solo practice, long work hours, time pressures, complex patients, less control over the workplace, interruptions, lack of support from colleagues for work–home balance, and isolation (for example, gender minority status) contribute to this large and growing problem (Linzer et al., 2002). A recent qualitative study of Canadian family physicians (Lee, Stewart, & Brown, 2008) suggested additional factors, including paperwork, new medical information, difficult patients, rules and regulations requiring more documentation, limited resources, difficulties accessing specialists (as well as diagnostic tests and community programs), and being undervalued.


    Are there factors or qualities that counterbalance the negative impact of these all-too-common stresses in medical practice? Qualitative studies suggest that specific factors can provide a counterbalance and enhance resilience among family physicians (Lee, Brown, & Stewart, 2009), including being able to identify personal and psychological strategies for addressing stress, such as self-awareness and acceptance of limitations. Additionally, the ability to prioritize values is a protective factor. ACT offers a framework for PCPs to use in developing these qualities. This book attempts to offer PCPs, including residents and medical students, ACT-based methods for developing the hardiness needed to stay the course in practice.


    This Book in a Nutshell


    This book is divided into three parts. In part 1, chapter 1 is designed to help you expand your view of human suffering, chapter 2 introduces six core ACT processes that promote suffering (Six Core Processes: Psychological Rigidity), and chapter 3 introduces six core processes that promote vitality and psychologically flexible problem solving (Six Core Processes: Psychological Flexibility). Chapter 4 concludes this part of the book by offering specific tools for interviewing for behavior change and assessing patient strengths and weaknesses in core ACT processes, a guide for selecting a specific technique to help patients develop skills indicated by assessment findings, and the Bull’s-Eye Worksheet, a flexible tool for supporting patients in meaningful behavior change over time.


    Offering examples of how to apply the interventions introduced in part 1, part 2 includes five chapters, each with a focus on patients who often represent challenges for PCPs. Case examples in chapters 5 through 9 include a variety of patients, and these chapters invite you to imagine the benefit of having a behavioral health provider as a team member.


    In part 3, chapter 10 offers tools for assessing your risk for burnout, given your pursuit of a career replete with both positive and negative stressors. Techniques from the Real Behavior Change Pocket Guide (also in appendix H and online) may be useful to both you and your patients. In the final chapter of the book, chapter 11, we offer several formats for building and rebuilding your resilience to stress and your connection with the values that led you to choose to work in medicine.


    Clean copies of the forms most commonly used in case examples in this book are available both in the appendixes and online at http://www.newharbingeronline.com/real-behavior-change-in-primary-care.html, including:


    
      	Assessment forms (Acceptance and Action Questionnaire II [AAQ-II] (Bond et al., 2010), Primary Care Provider Acceptance and Action Questionnaire [PCP-AAQ], and Primary Care Provider Stress Checklist [PCP-SC])


      	A case conceptualization tool (Core Process Assessment Tool [CPAT])


      	A treatment planning tool (Real Behavior Change Pocket Guide)


      	A behavior change tool (Bull’s-Eye Worksheet, illustrated repeatedly throughout the book)

    


    Additional forms supporting patient education and two bonus chapters (“Angry Patients and Soft Eyes: Connecting with the Help-Rejecting Patient” and “You’re Okay but Not for Long: Addressing Health-Risk Behavior”) are also available online.


    [image: online materials icon]Throughout this book, when this symbol appears next to discussions about a diagram or worksheet, you can find a copy online at http://www.newharbingeronline.com/real-behavior-change-in-primary-care.html.


    How to Use This Book


    Your responses to the Primary Care Provider Stress Checklist (PCP-SC; appendix C and online) may help you plan your approach to reading this book. Go to the website and print the PCP-SC now, respond to the items, and use the scoring directions to help you identify your highest sources of stress. The following table will help you identify the chapters with the most pertinent information for alleviating stress. Chapters 1 through 4 provide a foundation for all readers, so read them before branching out to other chapters.


    [image: ]


    Conclusion


    We hope our introduction has sparked some curiosity in you. Indeed, whenever you believe there might be something more to understand or a new approach to an old problem, you have an opportunity to change and better your course. This book will provide you with a framework not only for viewing your patients and yourself with more levity, compassion, and acceptance, but also for resolving problems more creatively, turning a flicker of hope into a steady glow of purposeful living.

  


  
    Part 1


    A New Model for Addressing Psychological Problems


    In this part, we provide information to help you build a strong foundation for applying real behavior change techniques in primary care. You will learn about a new view of human suffering and six core processes involved in the development of psychological rigidity and unnecessary suffering. You will also learn about six core processes that promote psychological flexibility in responding to life problems. Then, we offer you specific tools for interviewing patients, conceptualizing their strengths and weaknesses, and, finally, engaging patients in planning and pursuing more meaningful lives—the bull’s-eye!


    1.

    Beyond Mind as a Machine


    This chapter offers you an opportunity to look at new ways to understand and deal with the human suffering you see in your medical practice. We hope to offer you a perspective on behavior change that differs significantly from your current perspective, starting with a brief history of behavioral approaches over the past hundred years and then comparing the traditional biomedical approach with a new, contextual view of suffering and change.


    A Brief History of Behavioral Approaches to Suffering


    Let’s begin with a review of efforts to address psychological suffering in the Western world over the past century. In the early twentieth century, proponents of psychoanalysis proposed that suffering was the result of unresolved unconscious conflicts and yearnings that were not socially acceptable. Consequently, they developed procedures, such as free association and dream interpretation, to unleash the contents of the unconscious using a lexicon that included terms such as “id,” “ego,” “superego,” “transference,” and “countertransference” to describe dynamic interactions between conscious and unconscious processes. While these concepts related loosely to scientific findings, they required a great deal of time to learn and apply. Therefore, they did not become available to most patients, particularly those presenting to medical settings.


    As scientific efforts to address psychological problems proceeded, behavioral approaches came to fruition. The behaviorists strove to predict and control behavior (Watson, 1913). Essentially, three rivers of work emerged from the initial stream of behaviorism. The first behaviorists focused on observation and modification of human behavior or observable actions (Wolpe, 1958). They offered principles derived from scientific, laboratory-based studies, including operant and classical conditioning, extinction, counterconditioning, and schedules of reinforcement. Behaviorists noted the importance of mental activity in psychological problems but avoided attempts to predict or control language and cognition, because direct observation of these aspects was not possible.


    When computers began to play an important role in our society, scientists began to see the mind as analogous to a powerful computer, capable of processing huge amounts of information and making decisions. This model worked well in accounting for human mental abilities for solving problems in the material world, and it appeared to hold promise for understanding how human mental abilities could also address problematic thinking and emotions. Cognitive behavioral theorists led the way in this second stream of behaviorism, asserting that the cause of mental suffering was distorted, irrational thinking and poor problem-solving skills, resulting in self-defeating behaviors (see for example, Beck, 1995; D’Zurilla & Nezu, 1999; Ellis, 2001). The goal of cognitive behavioral therapy (CBT) was to teach patients to eliminate errors in thinking and develop problem-solving skills, which would presumably result in reducing or eliminating self-defeating behaviors.


    CBT treatments were the first psychological treatments to be evaluated in large, well-controlled clinical trials. Typically, research described interventions in detailed treatment manuals, which then guided replication studies by other researchers. Therapists delivering experimental treatments received intense training to ensure treatment fidelity, and usual-care or wait-list control groups were employed to evaluate differential effectiveness. CBT treatments were developed and tested for many problems (such as depression, panic, OCD, and social phobia). The main outcome variable in most CBT clinical trials was reduction in symptoms of the mental disorder in question. While findings suggested that CBT treatments reduced symptoms associated with the mental disorder targeted by intervention protocol, there was little or no evidence that these protocols decreased distorted, negative thoughts. Unfortunately, these studies did not systematically measure the patient’s functioning or quality of life, so we don’t know how CBT affects the patient’s functioning in daily life. There has been no appreciable improvement in the impact of CBT treatments since the mid-1990s, suggesting that traditional CBT has reached a plateau in terms of what it has to offer. The lack of continued improvement in outcomes produced by CBT, combined with the fact that every CBT treatment relies on the mastery of complicated treatment manuals, spawned a search for a simpler, transdiagnostic approach that might be as effective as CBT treatments.


    There is some irony in the fact that the third and most recent stream of behaviorism to emerge actually goes back to the work of B. F. Skinner (1950) and to a tradition known as behavior analysis. In one of his last works (Skinner, 1989), Skinner speculated that human language and thought follow the same rules of learning and reinforcement as observable behavior and that the human “mind” interacts with the environment in much the same way observable behavior does. While traditional behavioral analysts rejected this idea, a small group of researchers known as “radical behaviorists” began to pursue this idea in the laboratory. Over the last fifteen years, scientists in countries all over the world have investigated a resulting behavioral analytic model of language called relational frame theory (RFT) and its application to a wide range of psychological problems.


    RFT has illuminated the processes by which we develop thought, associate emotional arousal with thought and memories, and develop rules to direct our behavior in response to imagined events (such as making a mistake) and associated consequences (such as being laughed at or being punished). We can derive rules that teach us to avoid painful events, situations, or interactions (Don’t make a mistake or you’ll be laughed at) and rules that will allow us to endure immense suffering in pursuit of a valued consequence (I will make it through medical [or nursing] school because I have a mission to help people improve their health, and that dignifies my forgoing more immediately pleasurable activities).


    There are a number of important and far-reaching clinical implications of RFT research:


    
      	First, language and thought control human behavior, and socially inculcated rules buried within language are the “operating system.” By this, we mean that language processes that often operate outside of awareness govern human behavior. Your patients are socially trained to attack life problems in particular ways, and they will respond to life problems similarly (for example, Don’t think about your diabetes and you won’t feel upset; if you are not upset, then you are doing well).


      	Second, as we shall see later in this chapter, socially inculcated rules tend to be indiscriminately applied regardless of the type of problem, and some problems may actually get worse when these strategies are used. Since these rules are nested within language, it’s easy to just assume they are true and never question them.


      	Third, not surprisingly, behavior that is rule-governed in this way is not responsive to direct consequences; individuals will follow unworkable rules despite harsh results and often will increase the intensity of rule following in the face of negative results (for example, a patient who has suffered years of domestic violence may insist, “If I’m very careful, I won’t make my husband angry and he won’t be violent toward me”).


      	Fourth, through the vehicle of symbolic language, patients can and do rapidly equate you with other providers and other health care situations they have been involved in previously, despite the fact that they hardly know you (for example, the chronic pain patient who just “knows” you secretly want to stop the narcotics no matter what you say) (Blackledge, 2003; Hayes, Barnes-Holmes, & Roche, 2001).

    


    To learn more about RFT, we recommend Learning RFT (TÖrneke, 2010).


    In concluding this introduction to behavioral therapies, we want to clarify that the third river of behaviorism focuses on processes that create human suffering, rather than on the specific symptoms of mental disorders. People express their suffering in an endless variety of ways. To use a medical analogy, these are phenotypic expressions of suffering. In the new behaviorism, we are more interested in the genotypic processes that produce all forms of suffering, because this will allow us to have a far-reaching impact on our patients. The good news is that this shift makes behavioral strategies far more flexible and easy to learn. You don’t need an hour (or even fifteen minutes) to talk with a patient in ways that can promote rapid and long-lasting change (and that’s what we mean by real behavior change). Now, you can efficiently apply these ACT principles in medical exams and improve patient outcomes, reduce your stress level, and improve your job satisfaction.


    Human Suffering: Two Competing Perspectives


    We now turn our attention to the cornerstone issue that every medical professional addresses in either a conscious or an unconscious fashion. When you see a patient who is suffering in some way, how do you account for it? Do you think suffering is an abnormal state of existence that must somehow be alleviated at any cost? Or do you see suffering as an inevitable part of human existence? The stance you take will inform what you ask the patient and what you will do to help. Next we will review two roughly opposite perspectives.


    The Biomedical Approach


    In the biomedical approach, a great deal of attention is paid to the “form” of the patient’s complaints and symptoms. Based on the number and severity of symptoms, a “diagnosis” is made, often of some type of underlying disease process or syndrome. Symptoms are assumed to signal the existence of an underlying functional disease process, thus accurately identifying and measuring symptom severity is critical. For example, a temperature of 104 degrees surely indicates that something is amiss in the patient’s body. By searching for additional symptoms, the primary care provider can make a differential diagnosis of what that process is and what treatment is indicated. This approach assumes that illness is a disruption of the body’s natural homeostasis, and the goal of treatment is to manage or cure that disruptive process. Thus, to make a diagnosis of depression, the provider tabulates the number of symptoms, as well as their severity and impact, and then selects from a variety of possible mood disorder diagnoses.


    At heart, the biomedical model is rooted in two different philosophies: reductionism and mechanism. Reductionism suggests that things are better “known” if we can break them down into small cause-and-effect relationships. For example, to understand what causes cancer, we need to discover the processes that lead to tumor formation. Mechanism holds that cause-and-effect relationships are rooted in the physical world and are more or less automatic. In studying the causes of cancer, the assumption is that pathogenesis occurs through a series of cause-and-effect actions that invariably disrupt the body’s ability to kill off invading cells.


    The mechanistic model is often applied successfully to address common physical problems (for example, antibiotics are used to eliminate pneumonia-causing bacteria). It is also useful in solving many problems in our external environment (for example, getting an air conditioner to eliminate the problem of sleeping in a very hot room). Applied to psychological suffering, mechanism suggests that something in the mind is “broken” and needs to be fixed. One popular mechanistic theory of depression is that it is the effect of irregularities in serotonin uptake at the synaptic cleft. Prescribing a medication “repairs” the parts of the brain that are presumed to be malfunctioning, consistent with the notion that depression is an illness or disease. These strategies all emanate from an assumption that we can better “know” depression if we examine its neurochemical parts, identify what is broken, and use a medical intervention to correct the abnormality.


    The Contextual Approach


    The contextual approach, often called “functional contextualism,” is concerned with the function, rather than the form, of complaints or symptoms. A contextual assessment of depression would focus on how a patient’s depressed behaviors interact with the patient’s environment. For example, rather than focusing on fatigue as a “symptom” of depression, we would focus on how fatigue functions in the patient’s life. Does the patient name fatigue as a “reason” for avoiding activities that might improve her energy and mood, such as exercising, going to social gatherings, or attending church? How does avoiding these activities work for the patient? Does mood or energy improve, or is the result a stronger sense of isolation and even greater problems with energy and mood? The tendency to use sensations and emotions as justifications for behavior is common in human beings, and it is problematic when it takes us away from, rather than toward, what we care about.


    In a contextual approach, we focus on the interaction the patient has with his internal (mental) and external (environmental) contexts. In regard to depression, the PCP would assist the patient with developing a new perspective on “fatigue as a reason” for deciding daily activities. The PCP might ask the patient to consider short- and long-term consequences of using fatigue as the “ruler.” Additionally, the PCP might ask questions to help the patient recognize the possibility of an active approach orientation to planning activities (for example, “When you were most proud of how your life was going, what did your daily routine look like?”). In a contextual approach, the emphasis is on helping the patient develop a new relationship with the problematic mental experience (such as rules that promise one thing but deliver another) and the ability to engage in approach-oriented (rather than avoidance-focused) behaviors.


    As you can see from this brief discussion about treatment of depression, the contextual approach assumes that human suffering emanates from ordinary processes that are not abnormal but instead are simply not working to support the best interests of the patient. In the next section, we will delve into the everyday causes of suffering and how they manifest in the language of the patient. For now, understand that a core tenet of contextual theory is that patients are not “broken” but rather are trapped in rigid patterns of behavior that block them from pursuing more meaningful lives. For reasons we will explicate later, the patient is not “reading” these negative consequences and learning to respond in more effective ways, which is a problem health care providers see every day—for example, the patient who has had a heart attack but continues to smoke, or the patient with a drinking problem who presents for the third time with severe stomach pain. These are examples of suffering that require us to go beyond the mechanistic approach. We believe (and hope to convince you) that the contextual model is a new and powerful way to work with primary care patients who have more-complex presentations, such as patients with diabetes who have self-management skill deficits and patients with chronic pain who are demoralized by their multiple health problems.


    Pain and Suffering


    In ACT and other contextual behavior change approaches, we differentiate between pain and suffering. Pain is always a part of life: we are growing older, our bodies deteriorate with time, and as time passes we experience multiple positive and negative stresses. Pain, heartache, and setbacks are part of our birthright and, given the proper perspective, can be a rich source of learning and personal growth.


    While pain is part of the human condition, suffering is optional. Suffering is a uniquely human attribute that originates in our ability to evaluate, categorize, compare, and predict. As children we learn to judge “good” and “bad” and to avoid being bad. The criteria for evaluating, categorizing, comparing, and predicting may become quite arbitrary and be inconsistent with what our direct experience (that is, sensory and present-moment experience) would tell us. For example, learning that making mistakes is bad can lead us to constrict our search for new solutions to problems, and to duck in an effort to go unnoticed by those we fear would criticize us, when, in fact, exploring and making more mistakes that we notice would serve us better.


    As humans, we are continually invited to suffer. It is a distinction of dubious value to be the only species that can take a positive event, imbue it with negative qualities, and turn it into an opportunity to suffer. For example, imagine that you are on the vacation of a lifetime with good friends. You are looking at the ocean and having a great conversation with them. Maybe you are eating your favorite foods, too, and the sunset is beautiful—but your mind thinks, If only my brother (sister, mom, or dad) could have lived to see this. Bam! There it is—pain, the pain of living and losing someone, and perhaps suffering will come along too. For example, you might struggle to avoid immediately experiencing the thought and feeling; go back to your room, eliminating the possibility of connecting with others; or drink too much alcohol in order to numb out (TÖrneke & Luoma, 2009). Suffering becomes pervasive in our lives when we organize our behavior around controlling or avoiding the natural, clean pain life has in store for us. Again, this is something you see every day in medical practice: the patient who uses drugs to avoid memories of past trauma, the patient who settles for a life of being spaced out on pain medication to get away from back pain, the patient who overeats to compensate for feeling lonely, and so on.


    When the control or elimination of personal pain becomes our focus, we lose sight of what’s important for living a vital, purposeful life. This is what we call psychological rigidity. Lacking the skills we need to flexibly experience the pain, we continue to execute avoidance-based strategies to avoid or control suffering, and as our rigidity grows, so does our suffering, which is how we “get stuck.” The alternative, psychological flexibility, is learning to be aware and accepting of the pain that comes into our lives while continuing to pursue what we value.


    The Principle of Destructive Normality


    Now, we will look systematically at suffering from an elements-of-mental-activity framework. Human beings do not behave randomly when confronted with some type of painful circumstance. From childhood, we are trained to address personal pain in a particular way. Early on, we learn that negative emotions need to be eliminated or, at worst, controlled, not because they are harmful, but because they have an emotional impact on others. The main reason we want a patient to stop crying in the exam room (apart from our fear of running late) is that crying makes us uncomfortable. We feel compelled to do something to “help the patient feel better” (such as stop the crying). Culturally this programming results in a hugely destructive social myth we call the principle of destructive normality: healthy people do not have negative mental experiences (particularly ones that they express to others), or if they do, they can control them as they arise. From a mechanistic perspective, we may unwittingly try to help our patients meet the cultural expectation of what’s normal, encouraging our patients to control or reduce mental experiences.


    The idea that feeling bad is bad for you is often paired with another cultural rule consistent with a mechanistic perspective: to figure out how to stop feeling bad, you need to figure out what’s causing those feelings (for example, negative thoughts, traumatic memories, personal history) and eliminate the cause. Individuals who follow these rules are headed for suffering because of two scientific truths:


    
      	Multiple studies have shown that attempts to suppress, control, or eliminate negative emotions, thoughts, memories, or sensations create a “rebound” effect that’s associated with high levels of distress (Wegner, Schneider, Carter, & White, 1987).


      	Humans bring their entire learning history into each moment, and this learning cannot be undone. It’s impossible to control or eliminate your own history. The human nervous system only goes in one direction: forward from here. Memories cannot be erased, negative thoughts cannot be unlearned, and conditioned emotional reactions cannot be eliminated.

    


    TEAMS: A Framework for Exploring a Contextual Approach to Suffering


    We offer the TEAMS acronym to help you develop a contextual perspective toward key elements of mental activity, including “T” for thoughts, “E” for emotions, “A” for associations, “M” for memories, and “S” for sensations. We will briefly explore the use of two metaphors, mind as a machine and mind as context, to clarify differences between mechanistic and contextual approaches, then introduce you to a contextual approach to each TEAMS element. Please heed this note of caution: we are not suggesting that mechanism is wrong and contextualism is right. We are asking that you add ACT, as a contextual approach to suffering, to your efforts to care for your patients. We believe this change will pay dividends right away!


    Mind-as-a-Machine Model.This method suggests using direct control strategies to reduce symptoms of suffering. Our motives are compassionate, and at the same time, our strategy is very systematic. We approach the mind as we might approach a computer, removing problem-causing software (or negative thoughts) or adding more memory (or inhibiting serotonin reuptake). This approach encourages us to follow treatment rules and, combined with the pressure of time-limited visits, may make us less sensitive to our direct experience with patients and less flexible in our approach. For example, we might be puzzled by a patient’s difficulties with increasing her positive thoughts or by reported nonimprovement in response to a therapeutic dose of an antidepressant. The mechanistic perspective would suggest that there’s a reason for these unexpected results, and we might settle on a reason that does little to further our treatment. For example, the patient who does not improve his frequency of positive thoughts might be seen as “dysthymic” or “not trying,” and the patient who is not responding to antidepressants might be seen as “treatment resistant” or “needing an augmentation medicine.”


    Mind-as-Context Model. Three elements of contextual theory are important in working with patients:


    
      	What is “true” is defined by what works for the patient. This means that there’s no single path that people must follow to live healthy and fulfilling lives; negative thoughts do not need to diminish and medication does not need to alleviate symptoms before we begin pursuing a better life.


      	You cannot separate the patient from the two main contexts the patient is interacting with: the external environment and the internal environment—the world “between the ears.” Both of these contexts interact with and exert an influence over the patient. With respect to the world between the ears, we liken the mind to a bowl of soup with many ingredients. Each ingredient has its context, including its history and the extent to which it impacts a person’s functioning at the moment. It’s possible for the human to carry this bowl rather than be carried by it, and when the human carries the bowl of mental content, new choices about behavior in the world are not only possible; they are probable.


      	As another person in the exam room, you are participating in the patient’s external and internal contexts, and the patient is participating in yours. One saying we often use is, “There are really four of us in here today: you, me, your mind, and my mind!”

    


    Now, we will look at each TEAMS element—thoughts, emotions, associations, memories, and sensations—from a contextual perspective.


    Thoughts


    Thoughts begin early in life, with the beginning of language acquisition. Very young, preverbal children cannot use words and have very restricted symbolic abilities. The acquisition of words and their meanings, taught first by parents, derives initially from associations with objects: “This is a dog; say ‘dog.’ What is this?” asks the parent while pointing to a picture of a dog. The parent prompts further, “Say ‘dog’; how do you spell ‘dog’?” reinforcing our ability to learn the sound, pictorial representation, and spelling, as well as how to categorize (“four-legged creatures” or “pets”) and evaluate (“A dog is a man’s best friend” or “Dogs are dangerous”). Our capacity to form relationships among stimuli expands rapidly, and soon we begin to apply this ability to form arbitrary or indirectly trained relations; for example, “Dogs are dangerous, so dog owners cannot be trusted.” Soon in some contexts, strings of words come to exert more influence over our behavior than our direct experience in those contexts, because we learn to see the world through language: we partition some things, categorize other things; evaluate and compare, predict and forecast. All of these operations occur at the level of thought, and because it’s an ongoing process, we tend to get very “cozy” with our “word machine.”


    From a conceptual perspective, we understand that patients may not be aware of their thoughts as thoughts and rules about life, and we do not assume that they need to change their thoughts to improve their lives. We attempt to help patients become more present and aware of their thoughts as thoughts (rather than truths with a capital “T”). We also support their efforts to develop the skills necessary to take action in ways that work in their life contexts. For example, we might encourage a frustrated parent of a child with ADHD to be aware of and accepting of thoughts like “I’m not a good parent,” while delivering an effective behavioral response to the child (such as touch the child’s shoulder, ask for eye contact, make a specific request, and then ask the child to repeat it). With ongoing support from a PCP using a contextual perspective, patients can improve their skills at working with their thoughts, using them when they work in their life contexts and just “holding” them with compassion when they don’t.


    Emotions


    The Latin root of the word “emotion” literally means “movement.” Functioning to motivate behavior, emotions are known to be present from the first moments of life. They create both positive (such as happiness) and negative (such as sadness or anger) internal states. Like thoughts, they come and go moment to moment most of our lives.


    While emotions appear to be our birthright and to have survival value, our cultural training can make it threatening to experience emotions directly. Lacking adequate information about emotions, our parents and teachers may be unable to model acceptance of emotions and, instead, insist on control: “Stop crying, or I’ll give you something to cry about!” “Why can’t you just be happy, like me!” Since, as children, we cannot directly observe how well our models suppress or control their emotions, most of us infer from the language they use that they are much more successful than we are. And from about age seven, we secretly suspect that there’s something wrong with us, that our emotions are somehow defective. Our culture reifies rational, deductive reasoning and views intuition, inspiration, emotions, and similar nonverbal experiences with suspicion.


    The irony is that emotions are never wrong; they have evolved over the aeons to become our most basic “signaling system.” Emotions tell us something very important about the immediate world and whether it’s working toward our best interests. It is our language-shaped processes that create suffering, because we are taught to ignore our signaling system. Emotional intelligence (EI) is the extent to which we are able to engage in value-consistent behavior in the context of difficult emotions and emotionally charged thoughts (Ciarrochi, Forgas, & Mayer, 2006; Ciarrochi & Mayer, 2007). Primary care providers can play a central role in emotional intelligence training by focusing less on the patient’s verbal reasoning and more on the patient’s acceptance of emotional experience and ability to behave in value-consistent ways. For purposes of illustration, consider an adolescent patient who seeks help because her head hurts but then explains that she is angry with her parents because they continue to treat her “like a child.” Her experience of anger is providing her with a signal, and the PCP can help her pay attention to this signal and use it to initiate a behavior that will work better for her (for example, she might discuss her curfew and telephone and computer time limits with her parents rather than resort to throwing temper tantrums).


    Associations


    Associations are mental operations that link experiences sharing common properties—often connecting something that is happening now (such as a thought, emotion, or sensation) to something that happened before (such as a memory)—and frame how we organize and use mental elements (for example, rules we have learned from models, such as Make good grades and you’ll have a good life, or rules we have derived from experience, such as Don’t tell people you’re afraid, or they’ll think you’re incompetent).


    Very early in life, we learn to frame our experience. For example, we learn a frame for comparing, and we apply it to our external environment (This chair is larger than that chair) and our internal environment (I feel worse today than I did yesterday or She’s smarter than I am). We also have frames that lead us to look at similarities and differences, for example, with reference to other professionals (I’m a doctor, and you are a nurse), ethnic or religious groups, or community groups (I’m a Republican, and you are too). We combine frames, and this ability helps us solve some problems but causes others, such as stigmata, prejudices, and stereotypes.


    Associations and frames can evoke powerful responses in a positive or negative direction; for example, a citizen may feel a strong sense of patriotism when hearing his national anthem. In clinical practice, a patient with a somatic focus who frames you as “just the same as all those other doctors who won’t take the time to figure out what’s causing my dizziness and aches and pains” can evoke frustration, which, whether spoken or unspoken, impacts care. From a contextual point of view, associations function as “triggers” for specific thoughts, emotions, memories, sensations, and behaviors, as well as organizers or frames for our mental events.


    Try thinking of associations as thickeners in our mind-as-a-bowl-of-soup metaphor. They bind things together using words that suggest relationships, such as “if…, then”; “now…, then”; “better…, worse”; and “I…, you.” Our ability to make associations or place frames on our perspective underlies our gift for generating behaviors based on rules. Once associations become linked to certain events, it’s impossible to reverse the association. The appearance of a learned association cannot be eradicated; it can only be accepted. For example, a soldier returning from a war zone where roadside bombs were commonplace can learn to accept, but cannot “delete,” the experience of fear when seeing a bag of trash on the side of a road. A patient who has formed a frame or rule like If I have pain, the doctor should give me something to stop it can add to that rule (Maybe the doctor can help me better manage my pain) but not delete it. Some rules help us (for example, Don’t walk through an intersection on a red light, or you’ll get hurt), and some get us stuck in living out losing story lines about our lives (for example, Mistakes are bad, and I have made so many that I’ll never amount to anything).


    Memories


    Memories are mental operations that allow us to bring forward elements of our past experiences. They often trigger associations with a wide range of thoughts, feelings, and sensations. As we recall an event, we may come to reexperience parts of it, even though it is long past. From a contextual point of view, humans naturally experience memories in many forms (such as stories, pictures, and smells), both consciously and unconsciously, and when memories are painful, the tendency is to avoid thinking about them and to avoid situations that might trigger them. For example, the war veteran may close the curtains to avoid seeing cars that evoke memories of roadside bomb explosions. However, these memories were already present when the curtains were closed, and they may actually become more intrusive when avoided. Further, the drawn curtains close off the possibility of witnessing a more life-affirming experience, such as a friendly exchange between two people meeting on the street. It is the avoidance of memories, not the memories themselves, that produces the toxic effect.


    Sensations


    While “sensations” comes last in our TEAMS acronym, it usually comes first when our patients come to see us in primary care. Sensations include each of the five senses separately and in various combinations. During medical visits, we may hear patients spontaneously describe sensory experiences, such as “My back feels like it is on fire” or “My head is pounding.” Sensations are also the somatic results of mental activity, as with the depressed patient who complains of headache, fatigue, or belly pain. Of course, we use our senses in our practice of medicine: “This lump feels hard and mobile,” or “This ear seems to be occluded with wax.”


    Sensations are interesting ingredients in the bowl, because they occur in the present moment. An endless array of beats and gurgles and tickles is happening in the human body at any given time. It is our language that directs our attention to these sensations and then ascribes meaning to them. In the contextual approach, sensations become problematic when we evaluate them in highly provocative ways: My heart is beating fast. This isn’t right. There must be something wrong, possibly a heart attack. My father died of a heart attack. I need to get to a doctor. Sensations are also a problem when we begin to use self-defeating strategies designed to avoid them: I need a really stiff drink to get rid of my anxiety. Sensations and our evaluations of them may trigger use of necessary and unnecessary medical services. Often, patients present worrisome sensations as a “ticket” for entrance to primary care. Primary care providers are well positioned to help patients tune in to sensations and use them to anchor their attention to the here and now.


    What Does ACT Bring to the Behavior-Change Agenda?


    As a contextual approach to psychological suffering, ACT attempts not to cure patients of their symptoms, but to improve their ability to consistently pursue meaningful lives, whatever their life challenges—physical, mental, or both. While a new approach, ACT is a contextual approach that’s now associated with improving care for diabetes patients (Gregg, Callaghan, Hayes, & Glenn-Lawson, 2007); patients who smoke (Gifford et al., 2004); patients with chronic pain (McCracken & Eccleston, 2003; Dahl et al., 2004); patients with uncontrolled seizure disorder (Lundgren et al., 2008); and patients with mental health problems commonly treated in the primary care setting, including depression (Zettle & Rains, 1989), opiate addiction maintained with methadone (Hayes, Wilson, et al., 2004), and anxiety (Hayes et al., 2006). ACT teaches patients to acknowledge and accept the appearance of distressing TEAMS, to clarify what would be a value-based response to these unwanted experiences, and to take effective action in that direction. Rather than support the cultural model that the “good life” is being symptom free, ACT suggests that PCPs normalize the role of symptoms of psychological distress in the human life and teach patients to attend to symptoms as signals while moving forward in life. As a PCP, you are well positioned to deliver this powerful and healing message to your patients so that over the long haul, they are better able to live meaningful lives.


    Summary


    Since we covered a lot of territory in our first chapter, let’s review the basics:


    
      	Given a lack of continued improvement in outcomes produced by cognitive behavioral therapy, psychologists have explored new strategies for changing behavior.


      	Relational frame theory offers a behavioral analytic model of human language.


      	While the biomedical approach suggests that we look at the “form” of a patient’s complaints and symptoms, a contextual approach asks us to look at the function of the symptoms or the way the symptoms impact the patient’s life.


      	The contextual approach encourages us to look at the interaction a patient has with internal (mental) and external (environmental) contexts.


      	Pain, a normal part of life, differs from suffering, which we might think of as additional pain and struggle originating in our ability to evaluate, categorize, compare, and predict.


      	The principle of destructive normality is a part of our cultural programming that suggests that healthy people do not have negative mental experiences or, if they do, they are able to control them.


      	The TEAMS (thoughts, emotions, associations, memories, sensations) acronym helps you attend to the key elements of mental activity, the patient’s as well as your own.


      	Think of the mind as a context rather than a machine, and you’ll be set to learn and use new techniques for creating real behavior change in your patients and in your practice.


      	This book provides you with a new tool kit for creating real behavior change, based on acceptance and commitment therapy (ACT). ACT takes a contextual approach to psychological suffering and suggests that you not attempt to cure patients of their symptoms, but help them improve their ability to consistently pursue meaningful lives, whatever their life challenges—physical, mental, or both.

    


    Preview


    Chapter 2 provides information about six core processes that contribute to psychological inflexibility and suffering (Six Core Processes: Psychological Rigidity), and chapter 3 introduces six core processes that may promote psychological flexibility and vitality (Six Core Processes: Psychological Flexibility). Chapter 4, the last chapter in the first part of the book, introduces you to a variety of tools to use in creating real behavior change.

  




End of sample
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Headaches: wax and wane, tend to
come in bunches—more now.
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Area

Questions.

Patient Responses

When did you first start
to have trouble with
drinking?

Are you drinking more
now chan you used to?

Four years ago. "My parents
divorced, chen my mother
died in a car accident; che
driver of che other car was
drunk. T never drive when T
drink—never.”

“Tonly had a few beers now
and chen before my parents
divorced and Mom died; T
guess I didn'e wane co be like
my dad.”
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Bulls-Eye: Professional
and Personal Values
Assessment

11 (provider wellness)

Sustain Value-Consistent Action

You Are Not
Responsible; You Are
Response Able

9 (crauma)

All Hands on Deck

7 (chronic pain)

Bull's-Eye: Action

5 (chronic discase)

Steps 6 (substance abuse)
9 (erauma)
Burnout Prevencion | 11 (provider wellness)
and Recovery Plan
Use Observer Self to See Limiting Self Stories
What Are Your 9 (rauma)
SelfStories?

Be a Witness

6 (substance abuse)
9 (trauma)

Circles of Self

8 (anxiecy, depression)

Miracle Question

8 (anxiety, depression)

Step Back from TEAMS and Unworkable Rules

Playing with Sticky

5 (chroni disease)

TEAMS
TEAMS Sheee 7 (chronic pain)
Velero 11 (provider wellness)

Clouds in the Sky

11 (provider wellness)

Accept TEAMS and Focus on Action






OEBPS/Images/f5-8.jpg
( 2 3 4 5 6 7

Not | Slightly | Somewhat Remacksbly | Very

Consistnt | Consistent | Consistene | ™5™ | Consicene | Consistene | PUIIFEF!






OEBPS/Images/f4-2.jpg
Time

When did this stare? How often does it happen? Does ic
happen ac a particular cime? What happens just before
the problem? Immediacely after the problem? How long
does it last when it is presenc? Is it here all che time or is
it episodic?

Trigger

What do you chink is causing che problem? s there
anyehing that, or anyone who, seems to set it off?
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Process Technique
Accept TEAMS and Focus on | = Lose Consrol of Your Feclings.
Action Gain Control of Your Life

= The Rule of Mental Events

Use Observer Self to See
Limiting Self-Stories

Be a Witness

Connect with Values and
Sustain Value-Consistent
Action

Bull's-Eye Worksheet
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Health | Doesn't use alcohol, drugs, or tobacco: “Never will; my dad
was a drinker and  smoker. I got enough of thac”"

No current exercise, did in past.

Overeats when seressed.

Slow co fll asleep and having “more and more nightmares.”
Daily headaches (8 on a scale of 1 to 10); acknowledges
chese are probably scress” related.
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T'm able o empahize with my patients even when I'm running
behind schedule.

6. The pressure of daily practice doesn'e prevent me from enjoying
myself ac work.

7. Helping patients wich emotional problems is a rewarding parc
of my medical practice, even though it can be emotionally
draining at times.

8. T am able co manage difficule interactions with scaff or col-
leagues, even though my own thoughts or emotions may be
negative.

9. T dont take my work stress home wich me.

10. Accepting my negative reactions to a stressful sicuation is parc
of how I cope with it.

11. Tallow myself co feel guiley when T make a medical error.

12. Despice the stress of daily practice, I stil act according to my
values as a person and s a professional.

13. T am aware of tension in my body when work is stressful.

14. T don't have to conerol my negative thoughes and feelings ac
work to do a good job.

15. When I'm fruserated wich a patienc, I am still able to provide
the same quality of care as I do for a patient I like.

16. 1 don'e ruminate excessively about a difficule medical decision
afier che fact.

17. 1 don'e avoid calling a patient back even if I know the patient
is angey or unhappy with me.

18. T am able to continue with my daily practice as usual after an

interaction with an emotionally challenging patient.
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Motive Behavior Short-Term Long Term
What outcomes What are you Resules Results
are you trying to | doing? What happens in | What happens in
achieve? What the short term? the long run?
outcomes are mast
important to you
(bestserve your
interest?

Avoidance-Based Strategies
Avoid distressing | Rest ac home, Fewer episodes of | Loss of
TEAMS eriggered | avoid exercing | ches ightness, | participaion in
by COPD myself less anxicty about | family activites,
sympeoms and dying isolacion from
associated ansiety friends and social
connections
Control exposure | Appease spouse | Reduced scress | Resentment
o stress-producing | and friends during | and associated | about giving in
sicuations that | disageeements, | fearful ches  pressure, not
create sympoms | remove self fom | symproms,less | gercing needs
inceraction racher [ anxicry about | met; loss of real
than assercself | dying connection with

spouse, friends;
feelings of

Approach-Oriented Strategies

Parcicipace in
imporcanc life
accivices and
learn co live wich
physical COPD
symproms

Engage spouse and
friends dircctly,
express opinions
and needs,seay in
scressful sicuacions.
even chough
physical symproms.
are present

Inicial higher
likelihood of chest
symproms and
anxious thoughes,
possibilicy of
having an outright
anxicey acack

Tncreased sense
of incimacy

and connection
with spouse and
friends, improved
selfimage, feclings
of wellbeing.
associated wich
gecting social
needs mec
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Six Core Processes: | Patient Rating | Six Core Processes:
Psychological Rigidity Today Peychological
Flexibility
Lives in che past or X Experiences the
facure present moment
Disconnected from X | Strongly connected

values.

with values

Engages in impulsive,
self-defeating action or
inaction

Sustains value-

consistent action

Seuck in limiting X Uses observer self to
selfstories sce limiting selfscories
Stuck in TEAMS and X Steps back from
unworkable rules TEAMS and
unworkable rules
Actively avoids TEAMS | _X. Accepes TEAMS and

focuses on action
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Trajectory

‘Think about when you were
diagnosed up cill now; have
chere been times when you
were beccer able to make
healchy choices and stick
wich them?

How about worse times?

s there anyching you
do chat helps make che
problem beccer now, even if
temporarily?

Anyching chac makes ic

Do chings chac make ic
becter in che shorc run make
ic worse in the long run
(workabilicy question)?

“Probably best when I scill
worked at che school—I was
an educational assiscant,
and T liked ic. T wasn' so fac
chen.”

“Seems like I gee worse when
I feel overwhelmed; I juse
give up”

“Tknow chat erying co ignore
it and do what pleases me

in the short run makes me
sicker in che long run, and
chis makes me mad—well,
more sad.”

Workabilicy
Questions

What have you cried to cope.
wich chis problem? How
have chese seracegies worked
over cime? Are you geting
the kind of results you wane?
When you use chis strategy,
are you getting some
accidental negacive results in
other areas?

“Distraction, I guess; jusc
erying co chink abouc
someching else”

“No, not geccing che results T
wanc. I keep gaining weight
and chac makes me upsec”

I guess whae I'm doing just
makes me more upsec.”
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Date

Class Name

Topic

May 1 | The Basics of Behavior Learn the basics of lving the
Change: Hoping, Planning | way you want to
and Doing
May8 | How to Accepe Difficulties | Learn o choose to do what's
and Pursue Your Values most imporean (even when
s very difficult)
May 15 | Caring for Your Body-Mind | Learn how o creace
sensations of wellness
May 22| Dealing with Conflices Learn how o say what you
want and to have healchy
disagreements
May 29 | Expressing Yourself Well | Learn how to let go and “not
do,” and to pursue more of
your creative potential
Junes | Planning Your Lifescyle Learn to make healchy

choices and to persevere
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10.

Te seems as if most people are handling cheir lives
better than T am.

Worries get in the way of my success.

My choughes and feelings do not get in the way of
how I wan to live my life.

1234567

1234567

1234567
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Value Area

(Love, Work, or Play)
and
Value Statement:
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Time

When did chis stare? How ofen does it happen? Does it
happen at a particular time? What happens juse before
the problems Imm

facely after the problem? How long
does it last when it is presenc? Is it here all che time or is
it episodic?

Trigger What do you think is causing the problem? Is chere
anyehing chat, or anyone who, seems to set it off?

Teajectory | What has chis problem been like over time? Have there
been times when it was less of a concern? More of a
concern? Has it been getting better or worse over time?
How about recenely?

Workability | What have you eried to cope with this problem? How

Questions | have these strategies worked over time? Are you getting

the kind of results you wan? When you use chis scrategy,
are you getting some accidental negative results in other
areas?
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Livingin che
Past or Future

iy i Disconnection
Active Avoidance

i V:
of TEAMS Suffering from Values
and
Suick i Psychological Impulsive, Self-
TRAMS aad Rigidity Defeating Action
Ustwarkable Ralis

or Inaction

Stuck in Limiting
Self-Stories
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Value Area

Being a loving husband
Being a positive role model
Sfor kids
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Strengthen Connection with Values

Bull’-Eye: Value Identifcation
and Value-Behavior
Discrepancy

Sustain Value-Consistent Action

Bulls-Eye: Action Steps
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140

0

i

CJ
=

]

Love, Work, Play, and Health Questions
T Wl Ly ous
Core Process Assessment Tool (CPAT

Real Behavior Change Pocket Guide

Process.

Technique

Experience the Present Moment

Balloon Breath:

Use Observer Self to See
Limiting Self-Scories

= Bea Witness

= Whac Are Your Sl Srorics?

Strengchen Connection with
Values and Sustain Value-
Consistent Action

= You Are No Responsible; You
Are Response Able

= Bull'-Eye Worksheee
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Area Questions. Patient Responses
Time When did your | Long ago, maybe four or five years,
sleep and energy | when Randall fell ill. T was nervous
problems seare? alot and missed out on sleep when
he was sick at nighe. I chink feeling
tired just started to feel normal co
me, but now I juse don'e get much
of anything done.
Triggers | Can you idencify | Well, things are worse when I am
anyching chat sets | chinking about how my life sn'e
off abad night of | what I wanted, chat my sons live
sleepor abad day | far away and that Im a widow and
energy-wise? (begins to cear up)—I try not to
chink chese chings. There's no poine
in self picy.

How about chings | I chink I probably sleep becer

thae starc a becter | when I take a walk in the morning,

day or night cycle? | and maybe I do feel more motivated
when T get back home, but mose
days I feel coo cired to go out.

Tesjectory | Over che course | T chink I slepe beccer when T lived

of the past five
years, has your
quality of sleep and
your energy level
varied—chat is,
been beccer at times,
worse at other
times?

in my old house; I kind of had my
family, my memories, around me.
Talso slepe a leele becer when my
sister came to visit me lase fall
We played dominoes at night and
enjoyed each other’s company. She
got me out walking, too.
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Work

Do you work? Scudy?

Ifyes, what is your work?

Do you enjoy it?

Ifno, are you looking for work?
Ifno, how do you supporc
yourself

Unemployed for cight years
Receive disabilicy suppore,
based on depression, diabeces,
knee pain, and associated
mobilicy problems

Miss work—had friends chere;
have financial problems now

Play ‘What do you do for fun? ‘Watch TV, do crosswords,
For relaxation? listen o music
For connecting with people | Life centers around adule
in your neighborhood o children, grandehildren in area
communicy?
Do you have friends? What do. | Enjoy family gacherings on
you do cogecher? Sundays, cooking and eating
Healch | Do you use tobacco, alcohol, or | No
illegal drugs?
Do you exercise on a regalar | No
basis for your healch?
Do you ea well? Sleep well? | No, no
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PCP-SC Source of Stress | Category | Divide | Seress
Total By Score
Interactions with Patients 16 42 38
Practice Management 17 36 47
Adminiscrative Issues 23 36 64
Education/Learning 1 36 31
Relacionships with Colleagues 17 36 a7
Balance Between Work and the 26 36 72
“Rest of Life”
“Total PCP-SC Score 110 222 50
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RELATIONSHIPS WITH COLLEAGUES

Response

Stressful Situation

Communication difficulies with specialiss.

Strained or nonexistent communication with mental
healch clinicians.

Lack of suppore from colleagues for work-home balance.

Dealing with colleagues who make medical errors.

Working wich unmorivaced colleagues in a team setcing.

Fecling isolated.

Category Total

BALANCE

BETWEEN WORK AND THE “REST OF LIFE”

Response

Stressful Sicuation

Lack of supporc of my medical career from friends and/or
family.

[Not eating a healchy diet and exercising regularly.

Missing family accivities and occasions because of work
|demands.

Difficulties caking time to see or make friends.

Not finding time to do liccle things chat give me pleasure.

| Continuing to chink abour medical issues afcer work hours.

Category Total
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Play

What do you do for fun?

For relaxation?

For connecting with people in your neighborhood or
community?

Do you have friends? What do you do together?

Health

Do you use tobacco, alcohol, or illegal drugs?
Do you exercise on a regular basis for your health?
Do you eat wellz Sleep well2






OEBPS/Images/f4-6.jpg
Real Behavior Change Pocket Guide

Six Core Processes:
Psychological
Flexibilicy

Technique

Demonstration

Chapter

Experience the Present Moment

Time Line

8 (aniecy, depression)

Three (or Five) Senses

8 (anxiety, depression)

Balloon Breath

9 (erauma)

Strengtben Comnection with Values

Retirement Party/
Tombstone

11 (provider wellness)

Bull’sEye: Value
Identification

5 (chronic discase)

Bull'-Eye: Value—
Behavior Discrepancy

5 (chronic discase)

Bull's-Eye: Professional
and Personal Values
Assessment

11 (provider wellness)

Sustain Value-Consistent Action

You Are Not
Responsible; You Are
Response Able

9 (trauma)

All Hands on Deck

7 (chronic pain)
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Value Area

Love
Being respected by others

Living in the moment
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Experience the
Present Moment

Accept TEAMS Strengchen
and Focus on Psychological Connection with
A\
Action Flexibility alues
and

Scep Back from Vitality Sustain
TEAMS and Value-Consiscent

Unworkable Rules Action

Use Observer Self
o See Limicing

Self-Stories
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Value Area:

Being independent
Helping others
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Teajectory

‘What has this problem been like over cime? Have there
been times when it was less of a concern? More of a
concern? Has it been getting beccer or worse over time?
How about recenely?

Workability

Questions

What have you tried to cope with this problems How
have chese strategies worked over time? Are you gecting
the kind of results you wanc? When you use his serategy,
are you getting some accidental negative results in other
areas?
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Triggers

Did someching trigger ics
worsening?

‘What types of sicuations
tend o make you want to
drink more?

Are chere things inside
of you that trigger chis
problem?

How about chings at work
chat make you wane to
drink?

How do you cope with
che urge to drink?

How do other people
react to your drinking?

“Afcer Mom died, T chink T
was so angey at my Dad I
wanted to kill him; I didn’c
wane to feel chat way; ic didn'c
help anyching”

“When my wife criticizes

me or chreatens o leave and,

1 guess, when I snap ac che
kids. T hate to do chac.”

“Lots; feels like a volcano
sometimes; I hate ic.” Anger,
grief, sadness, anxiety. Has
trouble fighting urges to
drink; accempts o ignore
them don't work. Drinks
during fights wich wife.

“My buddies and just feeling
ired and achy, buc all wound
up, at the end of the day.”
“More and more, I chink I jusc
drink if ic's available; I do ery
o limit myself to one six-pack
2 day sometimes.”

“I chink people are getcing
worried about me, and I'm

a liccle worried coo; it really
makes me feel bad, the way
my kids look ac me sometimes

when I'm loaded.”






OEBPS/Images/f11-2.jpg
My work Iife is My work lfe s

totally consistent \, Jfoalyinonsisent
with my valus. with my values.

Balance of

Practice of
Personal and Melsis
Professional
Lives
Teaching Professional

Medicine Relacionships
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Value Area
Loving Father & Hushand

Control

your
feelings?

How?

Use
alcohol
to numb
out.

Be a Witness
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INTERACTIONS WITH PATIENTS

Response Seressful Sicuation
Patients who don't manage cheir chronic diseases.
Patients who abuse or are addicted to alcohol or drugs.
Patients who complain of chronic pain and are seeking
narcotics.
Patients who are angey and demanding.
Pacients complaining of depression, anxiety, and other
common psychological problems.
Pacients who have unhealchy lifeseyles (overeat, under-
exercise, overwork).
Pacients who perpetrate violence or abuse on children,
domestic parners, elderly relatives.
Category Total

PRACTICE MANAGEMENT
Response Stressful Situation

My schedule is too tight to address more than one or two|
problems.

Patients wait too long because of office work-flow problems.,

Chart and other important records information is nor
available.

Lack of immediace access o information about clinical
guidelines.

Not enough time to address muldiple medical and mencal

healch problems in complex pariens.

Dealing with incerruptions and other annoyances during|
clinic/workday.

Category Total
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Time BH Provider Tasks Class Member Tasks
0-5 Pass out packets to class Incroduce self.
minutes | members. Notice urges to calk about

Facilicate introductions
(when new members are
presen).

Ask about birthdays in the
past month and lead "Happy
Birthday to You."

pain.
Show respect to others
present.






OEBPS/Images/f8-2.jpg
Thoughts

Life just sn'tthe same for me. Randall was my best
Sfriend and my husband. T try not to think of him or
what happened. It just seems like cverything I do is just
going through the motions. Nothing really interests me
anymore. My sons dont seem to care about bow I'm
doing. They don't call, and I don't call; I don't want to
be a bother.

Emotions Sadness, loss, loneliness, boredom

Associations Being alone s like being of lttle value or o valuc.

Memories Remembering the moments before Randall died,
the pain of saying good-bye

Sensations Fatigue, chest pain, burning eyes, neckache, and

backache
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My work lie is My work I
totally consistent totally inconsistent

with my values with my valucs.
s 3\

\ /

Balance of
Personal and Practice of
Professional Medicine

Lives

Professional
Relacionships

Teaching
Medicine
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Value Area:
Love

Being independent
Helping ochers
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Chronic Pain Interventions

‘The Pain and Qualicy of Life Pachway

Real Behavior Change Pocket Guide
Process Technique
[ | step Back from TEAMS and TEAMS Sheet
* | Unworkable Rules

Accep TEAMS and Focus on | Eagle Perspective
Action

Connect with Values and Sustain = Bull's-Eye Worksheet
Value-Consistent Action (individual visit and group visic)
= All Hands on Deck (group visit)
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Five Tools for Creating Real Behavior Change

Interviewing: Three’T' (Time, Triggers, Trajectory) and
Wt e T o Healch Questi

Planning and Providing Treatment: Core Process Assessment
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Six Core Processes:

Psychological Technique D“‘é‘;";"::"""
Flexibility prer
Experience the Present Moment
Time Line 8 (anxiety, depression)

Three (or Five) Senses

8 (aniety, depression)

Balloon Breach

9 (erauma)

Strengthen Comnection

with Values

Recirement Parcy/
Tombstone

11 (provider wellness)

Bull'sEye: Value-
Behavior Identification

5 (chronic disease)

BullsEye:
Value-Behavior
Discrepancy

5 (chronic disease)
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Play What do you do for fun? | “Be wich my family,
For relaxation? Sometimes go fishing or to
the park with my family”
“Watch TV, have a few
beers.”
For connecting with people | Stopped going to church
in your neighborhood or | after moving out of parents’
communiey? house.
Do you have friends? “We drink, wacch TV,
What do you do together? | sometimes go fishing’
“My wife is always going
somewhere wich che kids."
Health | Do you use tobacco, “T drink, six or so beers
alcohol, or illegal drugs? | afer work; smoke on

Do you exercise on a
regular basis for your
healch?

Do you eat well? Sleep
wellz

occasion, when someone
else is smoking—I donit buy
cigarectes or nothing like chac |
“Iwork in the felds—hard
—all day”

“I eat okay, sometimes miss
breakfast, bue [ don' sleep
so well. T wake up a lot.”
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Trajectory

What's chis problem been
like over cime? Have chere
been times when ic has
been more of a concern?
What have you eried in che
pase?

1 chink i’ gotten worse
because ics affecting my
family. My kids dont ask
me o go to cheir games
anymore. I'm ired all che
time, don'e have che energy
0 do things with them, and
use work as an excuse. I'm
worried that I'm failing ac
work and ac home.

Workability
Questions

‘What have you tried to
cope with this problem?
How has it worked? What
has been the cost of using
these strategies in terms of
your values?

T'e been keeping my nose
o the grindstone and
rying to get my work done.
‘The alcohol probably snt
helping in the long run.

I used to help me gec o
sleep, but its not even doing
thac anymore, and I feel
bleary-eyed the nexe day.
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19. T use daily routines chat help me seay focused, aware, and
atcenive to patients’ needs.

20. T don'e struggle with my emotions before, during, or after I see
a difficuls, hostile paienc.

Total Score
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Eagle Perspective

7 (chronic pain)

Book Chapter

5 (chronic disease)

Rule of Mental Events

6 (substance abusc)

Lose Conerol of Your
Feelings, Gain Control
of Your Life

6 (substance abusc)
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In my mind, T see and make room for:

Thoughes

Emotions

Associations.

Memories

Sensations.






OEBPS/Images/f9-6.jpg
Workability
Questions

What have you tried
0 cope with the
sleep problems and
headaches? How
have chese strategies
worked over time?
Are you gerting the
kind of results you
wane? When you

use these strategies,
are you geting some
accidental negative
results in other areas?

Get out of bed, have tea, ery o
wake up all che way, then go back
0 sleep. Try to “relax,” eake warm
barhs for headaches. “This works,
bue I don' get enough rest, and I'm
tense and tired when I wake up. T
Know my worries and fears cause
my headaches, but I don'e know
what to do.”

Staying home criggers overeating
(and weight gain and feeling ugly);
children also unhappy if she doesn'e
go out with chem.
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Provider Burnout Assessment Tools
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Real Behavior
Change in

Primary Care

IMPROVING PATIENT OUTCOMES &
INCREASING JOB S
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Value Area
(Love, Work, or Play) and

Value Statement:
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Area Questions Patient Responses
Time When did you firsc scare | Since diagnosis eighteen
having crouble managing [ years ago

your diabetes?

How ofcen are you aware of | Daily

having problems managing

your diabetes?

Any recent worsening of | Yes, difficulties wich daily

symproms? facigue over past year
Triggers | Did something rigger its | “Just geccing older, less

worsening?
What cypes of sicuaions,
events, or interactions make
it more diffcule o make
healchy choices and follow
chrough?

Are chere chings inside

of you chat crigger chis
problem?

How about chings in the
work or home setting?

How do you reacc when you
notice chat you are struggling
to make healchy choices?

How do others react co your
problem?
Wha do chey cell you to do?

active, fatcer, too!
“Husband brings home bad
snacks o get on my good
side”

“I feel overwhelmed and juse
say co myself forgee if1—
Cac’s out of che bag”
“Husband says not to worry
boue my weighe”

just eac a really small
amounc and try to have a
good time, try not to chink
abouc "

“Peaple scare at me.”

“They don't say anyching, buc

Tknow chey chink Im a pig”
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o | 1 |2 | s | 4 | s | s

Almose
always ceue,

Seldom Ofeen crue

Sometimes|
crue

Always
crue

Never true | Very rarely|

crue

1. Tam comfortable siccing quiecly when my patient is crying.

2. T accepe chat I cannot make my pacients change unhealchy
habits or manage cheir diseases betcer.

3. Tallow myself co experience anger, sadness, or fruseation in

my daily practice of medicine.

4. T won't sacrifice my personal time to catch up on offce work,
even though it would help me feel less stressed ac work.
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Bull's-Eye: Action Steps

5 (chroni discase)
6 (substance abuse)
9 (crauma)

Burnoue Prevention and
Recovery Plan

11 (provider wellness)

Use Observer Self to See Limiting Self Stories

What Are Your 9 (trauma)
Self-Stories?
Bea Witness 6 (substance abuse)
9 (erauma)
Circles of Self 8 (anxiety, depression)

Miacle Question

8 (anxiety, depression)

Step Back from TEAMS and Unworkable Rules

Playing wich Sticky | 5 (chronic disease)
TEAMS

TEAMS Sheet 7 (chronic pain)
Velero 11 (provider wellness)

Clouds in the Sky

11 (provider wellness)

Accept TEAMS and Focus on Action

Eagle Perspective

7 (chronic pain)

of Your Life

Book Chapter 5 (chronic disease)
Rule of Mencal Events | 6 (substance abuse)
Lose Control of Your | 6 (substance abuse)
Feclings, Gain Control
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PCP-SC Source of Stress | Category | Divide | Stress

Total By | Score
Interactions wich Patiencs 42
Practice Management 36
Administrative Issues 36
Education/Learning 36
Relationships with Colleagues 36
Balance Between Work and the “Rest 36

of Life"

Total PCP-SC Score

222
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Experience the
Present Moment

Accept TEAMS Strengthen
and Focus on Psychological Connection with
s Flexibility Vil
and
Step Back from Vitality Sustain
TEAMS and Value-Consistent
Unworkable Rules Action

Use Observer Self

to See Limiting
Self-Stories
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Area

Questions.

Patient Responses

Time

When did you fiese
seare to have trouble
wih nightmares?

When did headaches.
stare?

More recently, any
increase in problems?
How often?

Seven years ago, after previous
boyfriend held a knife to her throac
and chen beat her and threatened
o kill her if she told anyone.
About the same time.

Yes, nightmares and headaches
have worsened in past weck.
Nightmares most nights; headaches
all day long.
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PCP-SC Source of Stress Stress | Chapter(s)
Score | to Read
Interactions with Pacients 5.9
Practice Management 10-11
Administrative Issues 10-11
Education/Learning 10-11
Relationships with Colleagues 1
Balance Beween Work and the “Rest of Life” 1

Total PCP-SC Score
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Area

Questions

Patient Responses

Love Where do you live? Married fifceen years; wife
With whom? and four children at home.
How long have you been | Same home for four years.
there? “Wie nags me about
Are things going okay in | drinking, causes argumencs.”
your home? “Stopped having sex a while

back”

Do you have loving Like being wich kids
relationships with your | sometimes, but often too
family or friends? ired or distracted.

Work Do you work? Scudy? Like working in che fields

IF yes, wha is your work?
Do you enjoy it?

IF o, are you looking for
work?

If o, how do you support
yourself?

and make good money.
“I cake pride in doing
good job, like being with my
buddies and relaxing at che
end of che day
Have not missed work

because of drinking.
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Never true | Very racely| Seldom | Sometimes| Ofeen true| Almose | Always
crue crue crue always rue|  crue
1. I¢s okay if I remember someching unpleasant. 1234567

2. My painful experiences and memories make it

il for me to ke i hat Twould vile,  * 2 3 4587

3. I'm afraid of my feelings. 1234567
4. worey abouebeing unable o concel my worees |
and feelings.
5. My painful memories prevent me from having a
fulfilling lfe. L2 L6y
6. Tam in control of my life. 1234567

7. Emotions cause problems in my life. 1234567
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5-10 | Conduce brief lecture (if Listen.
minutes | new patients are present), | For advanced class members,
including goals regarding | parcicipate in teaching.
pain (acceptance vs.
avoidance), workabiliy
of control and avoidance
agendas.
Incroduce bulls-cye.
10-15 | Ask quality-oflife quescions. | Respond in writing to
minuces questions.
Sign in on prescription sheet.
15-25 | Conduct one-to-cwo minute, | Work alone or wih a parener
minutes | one-on-one checkins with | (patient choice) on Bulls-Eye
members, comparing current | Worksheet.
scores with che previous Reflect on impact of plan
moneh’s and noting any from previous month,
concerns indicating aneed | clarifying value scatemencs,
for a medical visi. and plan behavior change for
coming month.
25-35 | Lead discussion concerning | Parcicipae.
minuces | member experiences with
Bull's-Eye Worksheet and
use of previously introduced
strategies to improve QOL.
35-45 Teach new skill, conduce Participate.
minutes | experiential activicy, or both.
45-55 | Incroduce the All Hands on | Parcicipate.
minutes | Deck game.
55-60 | Ask each patient to stand, | Stae your plan for the
minutes [ ifable, and share his or her | coming month.

plan for the coming monch in
chirey seconds.






OEBPS/Images/f10-3.jpg
Area

Responses

Love

Live wich husband of fceen years and our two healhy
children.

Relaionship wich husband is solid, bu I feel Im losing my
connection wich him and che kids. He's been the primary
homemaker.

Work

Full-time in family practice doing full-spectrum care.
Used to enjoy work, but now less coleran of diffcule paients,
tired of the hours and paperwork. Less confident about
obstetrics.

Play

Not much. Used to ride a bike regularly alone or with some
gilfriends.

Haven't seen my friends in months and haven't exercised in
longer than that. Have a glass or two of wine at night.

Health

Wortied, feel like Im starting to depend on wine at night.
Noillegal or prescription drugs.

My husband cooks pretcy healthfally, bue I have sweets at
night if I have trouble sleeping:

Recurrent bad dreams, mosely about babies, problems with
delivery. Having lots of trouble falling aslecp and staying
asleep.
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Change in

Primary Care

IMPROVING PATIENT OUTCOMES &
INCREASING JOB SATISFACTION

PATRICIA J. ROBINSON, PH.D.
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Six Core Processes: |  Patient Rating | Six Core Processes:

Psychological Rigidity Today Psychological
Flexibiliey

Lives in che past or X Experiences the
furure present moment
Disconnected from X Has serong connection
values wich values
Engages in impulsive, X Sustains value-
selfdefeating action or consistent action
inaction
Seuck in limiting X Uses observer self to
self-sories see self-stories.
Stuck in TEAMS and X Steps back from
unworkable rules ‘TEAMS and

unworkable rules

Actively avoids TEAMS

Acceprs TEAMS and
focuses on action
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Love

Where do you live?

With whom?

How long have you been chere?
Are things okay at your home?

Do you have loving relacionships with your family or
friends?

Work

Do you work? Study?
If yes, what is your work? Scudy?
Do you enjoy it?

If no, are you looking for work?

Ifno, how do you support yourself?
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Question
Area

Patient Responses

Love

Separated from husband, who abused her five times in the
past year.

Has two children at home (aged eight and five).

She is afraid for her safety and feels her husband will come
after her, bu she is working with the police, who assure her
they are watching and will respond promprly to any request.
Her boyfriend as a teenager and the facher of her oldest

child were also abusive; “I just make lousy choices.”

Work

‘Works full-time as a bilingual law clerk.
Really likes her job and coworkers.
Missed four days of work lasc month due to headaches.

Play

Likes to go to church (but not going now) and o the park
with her children.

Goes to eight-year-old’s sports activities.

Ac home, finds a warm bach sometimes helps with
headaches; also likes o dance.

Used o have several friends, bue they were put off by her
husband’s rude behavior (‘mosely when he drinks”); Maria
avoids secing chem, because she chinks chey Il ericicize her
for picking him over them.
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Area

Questions.

Patient Responses

Love

Where do you live?

Wich whom?

How long have you been chere?
Are chings going okay in your
home?

Do you have loving
relacionships wich your family
or friends?

Home of six years with
husband of eighteen years

Relacionship okay; husband
has healch problems coo, is
sweet and brings me chocolace
even chough he shouldn'c
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Workability
Questions

What have you
tried to cope with
chis problem? How
have these steategies
worked over time?
Are you gerting che
kind of results you
‘want?

Counting sheep, but that doesnit
really work. T just end up tossing
and curning and chinking about
how cired T'll be omorrow.






