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Outline of Tralk

O Propose that psychoelegicallapproaches; to
ChrenIc pain are develeping

O [Describe an ACT model.

O Summarize the state ofi outcome! literature
on ACIHFTor chrenic pain.

O Suggest that
Suffering Isinermal
controliisioften unworkable
your mind cannot be trusted



The Evolution of Clinical Psychology

Underlyin Processes of Target Therapy
Framewor Pathology Processes
Operant Conditioning Behavior Conditioning
Cognitive Conditioning, Behavior and Skills training,
Behavioral attention, cog | symptoms exposure,
bias, thinking, | (physical & cognitive
believing emotional) therapy
Contextual Avoidance, Behavior Acceptance,
(MBSR, ACT) |cog fusion, defusion,
self, values, mindfulness,
commitment, values, skills
loss of present training,

relationship
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. .there Is little empirical support for
the role ol cognitive change as, causal
I Sympiomatic improvements
achieved in CBilL."

(Longmore: & Worrell, 200i7)
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ARTICLE INFO ABSTRACT

Article history: It iz a tenet of cognitive behavioral treatment of persistent pain problems that ex-patients should adhere
Received 18 January 2008 to treatment methods over the longer term, in order to maintain and to extend treatment gains. However,
Received in revised form 7 May 2008 no research has guantified the causal influence of adherence on short-term outcome in this field. The
‘“‘m‘?“‘m lEJlune 2008 aims of this study are to assess determinants of adherence to treatment recommendations in several
Available online 23 July 2008 , . \ o ) \
domains, and to examine the extent to which cognitive and behavioral adherence predicts better out-
come of cognitive behavioral treatment for persistent pain. Longitudinal data from a sample of 2345 per-
Ke_y-w_:::_'ds:hem ol sistent pain patients who attended a multicomponent treatment programme were subjected to structural
ﬁf:lr:::; viara equation modeling. Adherence emerged as a mediating factor linking post-treatment and follovw-up
Oulcome treatment outcome, but contributed only 3% unique variance to follow-up outcomes. Combined end-
of-treatment outcomes and adherence factors accounted for 72% of the variance in outcome at one-
month follow-up. Motwithstanding shortcomings in the measurement of adherence, these findings ques-
tion the emphasis normally given to adherence in the maintenance of behavioral and cognitive change,
and clinical implications are discussed.
& 2008 European Federation of Chapters of the Intemational Association for the Study of Fain. Published
by Elsevier Ltd. All rights reserved.




Viethod

O N =2/545 people attending treatment
fer chronic pain.

O [easures ofi outcome administered
pre-, post, and 1 moenth follow=up.

O |easures of adherence to treatment
methods measured at 1 month fellow:-

up.



Results

O Adherence (o pacing, thought
challenging, stretching, and exercise
had very: small relations withjeutcome
variables.

O Variance inwellbeingl at follow-up
acecounted for by adherence lactors
ranged freomi 1 16 2%.



‘Ilitaken, at face value, the 1inaings
StUggest that boeln, theory:anad. practice
Ol recommenading aadherence to
lreatment metneads require re-
examination lirnet evermaul. (p: 167)



Therapist Drift

O Iiherapists often tornet fully implenment
CB.

O s, usually icludes shilting focus
fiemidoing te talking.

O IS arises, fiom therapist cognitive
distortions, emotional reactions; and
avoldance.




“Our biggest single problemiin implementing CB

ISt that many. clinicians; fail te; pushi fer behavior:
change (e.g., exposure, behavioral activation, ...)
despite the evidence that these elements, of:
treatment ane the most Important.”

“Our being nice ter o protective of the patient
cam Woersen the pronlem."



Mindfulness-Based Stress Reduction for Health
Care Professionals: Results From a Randomized
Trial

Shauna L. Shapiro
Santa Clara University

John A. Astin
California Pacific Medical Center

Scott R. Bishop
Centre for Addiction and Mental Health and University of Toronto

Matthew Cordova
Palo Alto Veteran Affairs Health Care System

The literature is replete with evidence that the stress inherent in health care
negatively impacts health care professionals, leading to increased depres-
sion, decreased job satisfaction, and psvchological distress. In an attempt to
address this, the current study examined the effects of a short-term stress
management program, mindfulness-based stress reduction (MBSR), on
health care professionals. Results from this prospective randomized con-
trolled pilot study suggest that an §-week MBSR intervention may be effective
for reducing stress and increasing quality of life and self-compassion in
health care professionals. Implications for future research and practice are
discussed.

Kevwords: mindfulness, stress, health care professionals, meditation




Suffering is Normal

0 15% to130% of adults have chronic pain.

0 19% to) 30%) of the population suffers
fiiemi aldiagnosable psychological
diserderin any given year.

o0 [ihe lifetime prevalence of psychoelogical
disorders is nearly: 50%.



The ACT model of Psychopathology

Experiential
Avoidance

Cognitive
Fusion

Dominance of the

Conceptualized Past and Feared

Future

Psychological
Inflexibility

Attachment to the
Conceptualized Self

Lack of Values
Clarity

Inaction, Impulsivity,
or Avoidant
Persistence



“Psychological Inflexibility”

O A proecess: based inlnteractions of
language and cognition with direct
EXPErIENCES that preduces, an inability
[0 persist in, or change., a Pehavior
patiern in the service ol long term
goals;ervalues.

From: Hayes et al. Behav Res Ther 2006; 44: 1-25.



ACT Treatment Processes

Contact with the
Present Moment

Acceptance Values

Psychological
Flexibility

Cognitive Committed
Defusion Action

Self as
Context



EXperience fhoughtsiand Feelings

O [Detect

know: a| thought: or
il feeling is present

O Register the content

understand the
message of the
EXPEerience

O Believe/heed
take it asitrue

O Fuse

contact It as; the only.
experience presemt




Chroenic Pain and Sulferng

Pain Distress &
Discomfort

Poor Unwillingness
Functioning |nf|eX|bI|Ity

‘ Avoidance J




Chroenic Pain and Sulferng
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Pain Distress & L
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Chroenic Pain and Sulferng

Pain Distress & S
Discomfort g
Poor Unwillingness

Functioning |nf|eX|bI|Ity
[

‘\ Avoidance ‘u




AC -Based lreatment for
Chronic Pain

O Panlet al., 2004. Behawv: TTher
O icCracken et al., 2005. Behav: Res, Ther
O \VicCracken et al., 2007. Eur JiPain

O \/owles & McCracken, 2008, J Consult Clin
Psychol

O \Wicksell et al., 2008, Eur JiPain
O V/ewlesiet al. 2009. Cog Behayv: Practice



Joumal of Consulting and Clinical Paychology Copyright 2008 by the American Pz Dh,E:IIZ.EJ Association
2008, Vol T8, Mo, 3, 367407 ﬁz%&mmz.m Daor: 10 10339.'11{::2 -006X. 785507

Acceptance and Values-Based Action in Chronic Pain: A Study of
Treatment Effectiveness and Process

Kevin E. Vowles and Lance M. McCracken
University of Bath and Royal National Hospital for Rheumatic Diseases

Developing approaches within cognitive behavioral therapy are increasingly process-oriented and based
on a functional and contextual framework that differs from the focus of earlier work. The present study
investigated the effectiveness of acceptance and commitment therapy (S. C. Hayes, K. Strosahl, & K. G.
Wilson, 1999) in the treatment of chronic pain and also examined 2 processes from this model,
acceptance and values-based action. Participants included 171 completers of an interdisciplinary treat-
ment program, 66.7% of whom completed a 3-month follow-up assessment as well. Results indicated
significant improvements for pain, depression, pain-related anxiety, disability, medical wvisits, work
status, and physical performance. Effect size statistics were uniformly medivm or larger. Acconding to
reliable change analyses, 75.4% of patients demonstrated improvement in at least one key domain. Both
acceptance of pain and walues-based action improved, and increases in these processes were associated
with improvements in the primary outcome domains.

Keywords: acceptance. values, chronic pain, contextual cognitive-behavioral treatment. acceptance and
commitment therapy




3 Year Follow=utp Survey:in Bath

O N =190/ (6% of those contacted)

O 6496 Woemen

O Pain Duration: IVl = 135 months: (SDI =
104

Note: TThanks to Kevin Vowles & Jane Zhao-O'Brien



O |Vleasures
0-10 rating el pain
Sickness Impact Profile
Pain Anxiety: Sympioms Scale

British Columbia Major Depression
Inventory,

Viedical Visits (past six moenths)
Chronic Pain Acceptance Questionnaire



Outcome at 3 Years

Pre-Tx 3 Yr F-up Sig Effect Size (d)
Pain 6.97 6.37 <.05 33
(1.84) (1.84)
Physical 19 12 <.001 .60
Disability (.12) (.10)
Psychosocial .28 18 <.001 .63
Disability (.16) (.14)
Anxiety 46.52 32.88 <.001 73
(18.69) (22.14)




..continued

Pre-Tx 3 Yr F-up Sig Effect Size (d)

Depression 27.51 15.74 <.001 .92
(12.74) (12.6)

Medical Visits 5.27 2.75 <.001 .50
(5.06) (2.89)

Acceptance 50.61 69.55 <.001 1.25
(15.12) (25.36)

MEAN 71

d > .2 small, > .5 medium, > .8/large.




Impact off CBiF andACHT Viedels in
Psychoelogy lirainee liherapists

O Participants were 28 people seeking
treatment for' depression o Interpersenal
preblems.

O |Viatched! pairs randemly assignedi to be
treated for 10 session of either ACHF or CBil.

O iherapists: 14 master's students with' 3-4
years study in psychoelogy withilittle or ne
prior treatment eEXperience.

O Eachitherapist treated one ACHI and one
CB'l case.



TTherapist iraining

@ =) ACT
O 92 hoursilecture in O 6 hourlecture infACTH
CBill © 309Ipages reading
© 85 pages reading o weekly group
O weekly group SUpernvision
SUpEervision

Note: Both training conditions were embedded 1N a Gne semester ordinary,
Clinicali lieaching! program consisting of 20 hours lecture and 30 heurs
clinicall case Supervision. The; course emphasized evidence-based approaches:.



RPrimany: Client Outcome:

GSli el SCL-90
Group Effect at Effect at
post Tx follow-up
ACT 1.11 1.04
CBT .56 28

Note: Calculated as Cohenrs a. (small > .20; medium > .50; large > .80)



Figure 1
Results for Primary and Secondary Outcome Measures on
Which at Least Some Group Differences Were Found in Either
the Nonparametric or Parametric Analyses or Both

General Mental Health Social Functioning
(SCL-90 GSI) (SASS)

ACT

Post  Follow-Up Pre Post  Follow-Up

Depression
Life Satisfaction (BDI)

Post  Follow-Up Post  Follow-Up




Other Results

O Acceptance appearned to e the most
Important precess: (o outcome! in both
groeups.

O At the start ofi treatment therapists
ieportediless knowledge off ACIE.

O Iiherapists fearand tension during
treatment decreased in CBIF but notin
ACT.
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Viere Impactiul Ireatment In
the Future

O Contextual

Able to experientially:manipulate functional
active influences;outside off talking and
thinking

O Compassionate

Able te Include empathy, timacy, and
canng

O Courageous

Able to radically: contact pain and sufierng;
and te learmn| te sit with! it, epenly, without
resistance, WRenever required.



Summary

O Psychological approaches to chronic pain
are developing and now include the notion

of psychological flexibility
O They emphasize that suffering is normal,
and include acceptance.
O These approaches require treatment
providers to
face discomfort
act with awareness and flexibility

enter caring relationships with people with
pain.



IThank you

P— o o e —
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