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The Interdisciplinary CL Team
■ Psychiatrists
■ Psychologists
■ Physician Assistants
■ Pharmacists
■ Social Workers

Recommending
“CBT” is like
asking the DJ to
play a song by
“The Beatles”

A system of
psychotherapy rather
than a specific
modality

Core Tenets of a Cognitive-Behavioral
Therapy: A mediational model of change
Cognitive activity affects behavior
Cognitive activity may be monitored and altered
Desired behavior may be affected through cognitive
change

Dozois, Dobson, & Rnic, 2019

Cognitive ACTIVITY
Content

Process

■ Core beliefs

■ Cognitive fusion

■ Dysfunctional assumptions

■ Willfulness

■ Negative automatic thoughts

Hayes & Hoffman, 2017

The CBTs
Cognitive
Restructuring

Assumes
problems are a
direct result of
“bad” thoughts

Coping skills

Problems arise
due to a
deficiency in
coping skills

Problem
solving

Based on a
combination
of the previous
2 categories

"Third Wave"
Focus is on
function over
form of
thoughts and
behaviors;
interventions
tend to focus on
metacognitive
processes

Dimidjian et al., 2016; Dozois, Dobson, & Rnic, 2019

Learning Objectives

Aspirations

■ Identify and describe evidencebased psychotherapeutic
interventions that span beyond
the often overly-generalized
category of “CBT”

■ Increased specificity when selecting
and implementing nonpharmacological interventions

■ Review up-to-date research,
clinical indications, and
appropriate contexts for each
therapeutic approach
■ Apply a diverse set of effective
psychotherapeutic
interventions in a CL setting

■ Broader consideration of our
patients’ multiple, dynamic
characteristics in service of
therapeutic flexibility and
adaptability
■ Patient-centered collaboration in
attending to behavioral health
concerns in a broader medical
context

Today:
■ Motivational Interviewing with Tess M. Kilwein, PhD
■ Focused Acceptance and Commitment Therapy with Spencer Richards, PhD
■ DBT-Informed Interventions with Thom Dunn, PhD
■ Questions/Discussions
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“I tell them and tell
them what to do, but
they won’t do it.”

“I’m not a
counselor; I
diagnose and
manage medical
conditions.”

“It’s my job just to
give them the facts,
and that’s all I can
do.”

MOTIVATIONAL INTERVIEWING
IN HEALTH & MEDICAL SETTINGS
“These people
lead very difficult
lives, and I
understand why
they smoke.”

Tess M. Kilwein, PhD
DAY Programs & Behavioral Health
Colorado State University Health Network
Tess.Kilwein@colostate.edu
“Some of my
patients are in
complete
denial.”

Quotes from Rollnick, Miller, & Butler, 2008

Audience Participation!
■ Think of something that you’ve been wanting to change in your life for quite some
time (e.g., exercise, calling your family, alcohol use)

■ Think about why it’s important to you to make that change
■

Now think about why you haven’t made the change

■ Finally, think about would you feel if I, a complete stranger, told you that I think you
NEED to leave this conference and make that change tomorrow

George
■ 35-year-old White male veteran
■ Divorced with 1 child

■ Admitted for EtOH withdrawal for 3rd time
■ Does not follow-up in outpatient
■

Previously a mechanic, difficulty holding a job

■ Co-parent has threatened to remove access to child
■ “If she wouldn’t have threatened it, I wouldn’t be in this situation”
■ “All the vets I know drinks this way”
■ EtOH withdrawal treated & time to go - now what?

But actually,
yes.

Motivational Interviewing
■ Brief, person-centered method for:
– Strengthening motivation for change
– Strengthening commitment to change
■ Relational AND technical
■ Originally designed for working with substance use disorders
■ Strategically goal-directed to facilitate an identified change
■ “Spirit”, not a specific technique (but can include techniques)
■ Collaborative and empathic to minimize resistance and defensiveness
■ Evoke client’s own motivations, strengths, and resources (“change talk”)
– Rather than focus on deficits or “wrongs”
Miller, 1983; Miller & Rose, 2009

Clinical Indications
■ Clients who are reluctant, ambivalent, or defensive about change
■

That’s it, that’s the indication...

What Does it Work For?
■

Alcohol/drug abuse

■

Family/relationships

■

Asthma/COPD

■

Gambling

■

Brain Injury

■

Health promotion/exercise/fitness

■

Cardiovascular health/hypertension

■

HIV/AIDS

■

Dentistry

■

Medical adherence

■

Diabetes

■

Mental health

■

Diet/lipids

■

Offenders

■

Domestic violence

■

Pain

■

Dual diagnosis

■

Sexual behavior

■

Eating disorders/obesity

■

Speech/vocal therapy

■

Emergency department/trauma/injury prevention

■

Tobacco

Rollnick, Miller, & Butler, 2008

MI in Practice
1.

Agree on the focus
– Establish rapport – patients need to feel heard/understood
– Set agenda – choose the behavior to focus on, ask permission to do so
– Emphasize the spirit – send the message that you are simply there as a guide

2.

Explore/build motivation to change
– Exchange information – provide evidence, share the facts
– Ask useful guiding questions – invite patient to amplify why/how they might change
– Consider using structured strategies – pros & cons, assessing
importance/confidence

3.

Summarize progress
– Provide summary – summarize what you’ve heard and ask what the next step is
– Return to agenda setting – clarify progress and agree on a plan forward
– Consider the next step – clarify the plans that you have agreed upon
Rollnick, Miller, & Butler, 2008

But how Does that Apply to George?
1.

Agree on the focus
– “I’m Dr. Kilwein and I was asked by your physician to speak with you today.”
– “Is it okay if we take a bit of time to talk about your alcohol use?”
– “I’m not here to tell you what to do, but I can see that you’re struggling and I want to
understand how you feel about potentially making a change here.”

2.

Explore/build motivation to change
– “You can tell me if you disagree with this, but what we know from evidence is that people are
more likely to experience relationship difficulties when they drink alcohol.”
– “I hear that maintaining a positive relationship with your child and co-parent is important to
you. How does your current alcohol use get in the way of this?”
– “What would you lose if you cut back on drinking? What might you gain?”

3.

Summarize progress
– “I hear that alcohol has always been there for you when others haven’t, particularly during your
adjustment to civilian life. I also hear that it has made it difficult to maintain other important
connections in your life, like your child.”
– “You being willing to talk about it with me today is already a big step. What comes next?”
– “I am proud of you for committing to telling your brother you want to make some changes,
discussing naltrexone with our team, and keeping a limited amount of alcohol in your
apartment. I will help you schedule a follow-up visit to keep working on this.”

Or, Keep it Simple...

Probably end up back in the
hospital

Wouldn’t have to face all those
crappy emotions

Might lose my kid
Honestly, I might die if I keep
going this way

It would be a lot of work

I’d have more time and energy for
my kid

Would lose the only
coping skill I have

Might get my job back
Wouldn’t have to feel like crap all of
the time

Or, Even Simpler...

Take-Aways
■ Patient behavior change is a vital component of prevention/treatment
■ Practitioners have little direct control over patient’s behavior
■ Education and advice giving sometimes fail
– Patients don’t like to be told what to do
– Change is hard (but possible)
■ Patients generally know what needs to change and how to change it
– Might just need some help getting there
■ Believe it or not, patients are likely just as frustrated
with themselves as we are

Now go make that change you were thinking about earlier
… if you want to
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JUST GET TO THE POINT: FOCUSED
ACCEPTANCE AND COMMITMENT
THERAPY FOR MEDICALLY
COMPROMISED PATIENTS
Spencer M. Richards, PhD
Primary Care Mental Health Integration
CRH VISN 19 Tele-Primary Care / Telemental Health
VA Salt Lake City Healthcare System
Spencer.Richards@VA.gov

Audience participation!
■ Think of something that you do that you wish you didn’t.
– Something old, engrained
■ If a helping professional was going to help you change this,
what would they need to know about you and your problem?
■ If you only got to see this person once, and have a single
conversation, would those same things matter?

Jim
■ 57 yo AA male, 70% VA SC disability (mood disorder, OA of L knee, CLBP)

■ PMH also significant for DM-II (HbA1c 9.4) , HTN, HLD, mild EtOH use disorder
■ Consulted by PCP d/t medication non-adherence, 2 failed SSRI trials
■ Worked as maintenance worker at manufacturing facility, unable to work past
year d/t worsening health, especially LBP
■

Since unable to work
– Applying for social security disability
– Financial strain
– Disconnected from friends, isolates from family because of irritability
– Days spent at home watching Fox News and ruminating about state of the
world

■ “I just don’t feel like doing anything, I hurt all the time, so what’s the point?”

Business as Usual
■

The Interview
– Data gathering
■
■
■
■

Reason for admission
Chief complaint
History of complaint
Medical history
– Current medical complaints
– History of medical complaints
– Current medications
– Response to medications
– Pain scale 0-10
MH functioning
– MSE
– History of psychiatric
complaints
– History of psychiatric
treatment
– Response to medications

• Substance use history
• Psychosocial status
• Employment
• Housing
• Family support

• SNAP
• Barriers to treatment
participation

Why is business done this way?

■

• Plan for addressing barriers

•
•
•
•

Motivation for treatment
Confidence in treatment
Treatment planning
Disposition planning

The Case for Brief Behavioral
Intervention
■ Flexible, transdiagnostic
– Behavioral and biomedical concerns

■ Clinically effective across a variety of MH and other psychological problems
■ Easily transferrable to the patient in promoting self-management

■ Rapid responding is not rare with behavioral interventions (Strosahl 1996)
– Depression (40-45%), PTSD (52%), binge eating (62%), IBS (30%)
■ Most therapy patients discontinue within 5 visits
– In study of >9000 patients and 7000 clinicians, modal number of therapy
visits = 1

Brown et al., 2005; Strosahl, Robinson, & Gustavsson, 2012

ACT in a Nutshell
■ Transdiagnostic psychotherapeutic orientation
– Experiential, exploratory

■ “Big B” Behavioral
– More “BF Skinner” than “Carl Rogers”

■ Control = Suffering
– We feel painful stuff, we do stuff to escape/avoid, this cycle prolongs/worsens
suffering

■ Functional Contextual
– Suffering is not categorical
– Diagnoses are not prescriptive
– Behavior is best understood by its function in its context

■ Broad, consistent effectiveness outcomes (chronic pain, depression,
obesity, panic, etc.)

ACT – in a Nutshell

Be Present

Value
d Life

Open
Up

Do What
Matters
Harris, 2008

Back to the Question at Hand
Consultation - Treatment as Usual

A Closer Look at TAU
■ What makes a good consultation visit – a case study
– CLP service monitored over 4 years
■
■
■
■

99.4% of patients seen by next day
90% of patients rated experience as positive
32% weren’t clear on the follow-up plan.
37% didn’t feel the right information was provided to them.

■ So, what’s the point?

Wood & Wand, 2014

Beyond TAU
■ Focused ACT (FACT)
– Strosahl, Robinson, & Gustavson, 2012
– Borne out of clinical experience and empirical research
■ Targeted, experiential, distilled
■ Supported by preliminary data (Glover et al. 2016)
■ Fundamental Question: If this is my only interaction, what is something useful
we can accomplish?

FACT in Medical Setting
■ FACT in VA Primary Care
– 4 x 90min group visits (n = 51)
■

Finding Leverage (values-based living, introducing the model)

■

Promoting Awareness (mindfulness, values clarification)

■

Promoting Openness (unhooking from avoidance, content of thoughts)

■

Promoting Engagement (commitment to action in service of values, willingness)

– QOL – Large effect (η2= 0.30)
– Depressive Sx – Moderate effect (η2= 0.08)
– Other measures trending toward significance

Clover et al., 2016

Back to Jim
■ Conceptualization
– Meaning
■ Loss of employment, identity, purpose
■ Disconnection from valued activities

– Omnipresent aversive stimuli
■ Chronic pain, depression, isolation

– Experiential Avoidance
■ No access to reinforcement, escalating costs of avoidance

Getting to Work
■ Creating a shared definition of the problem
– From “I need to get rid of this pain so I can live”
– To “How can I do what matters with or without feeling
this pain?”
■ Undermine avoidance as a workable way forward
– Creative hopelessness
■ Clarify what matters
– Value, openness
■ Open up, do what matters

In Practice – Targeted
Interviewing
■ What are you seeking?
– Explore goals, priorities, values
■ What have you tried?
– Past change attempts, building experiential evidence for willingness
■ How has it worked?
– Creative hopelessness
■ What has it cost you?
– Avoidance, control as the problem

In Practice – Targeted
Interviewing
■ What are you seeking?
– “How would you answer this, ‘I’ll know life is better
when…’?”
– “Your mind says that you have to solve this pain
(depression, illness) before you can start living.”
■ What have you tried?
– “Let’s look at all the ways your mind has tried to solve
this pain thing.”

In Practice – Targeted
Interviewing
■ How has it worked?
– “If we looked at what your experience says, and
not what your mind says, how effective have
these been at solving pain?”
– “I couldn’t come up with a better list. What if the
problem isn’t arriving at the wrong answers, but
asking the wrong question?”

Behavior

■ What has it cost you?
– “If drinking is the most reliable way to ‘solve’ pain
(depression), is there anything that you miss out
on?”

Yell at
someone
Ignore it

Get drunk
Stay at
home
Talk to
friends
Talk to
therapist
Take pills

Punch the
wall

Effective Effective Impact
in Short in Long on life?
Term?
Term?

In Practice – Do What Matters
■ “Why does your health matter? What
would you do with better health?
Longer life?”
■ “What if feeling pain, at least in some
form, is the ‘price of admission’ to the
life you want to have?”
■ “I’m interested in helping you build a
life focused on life, whether or not the
stuff your mind calls ‘depression’
comes along.”
■ “What is a small step toward the life
you want that you’re willing to take
today?”

On the Horizon
■ If therapy proceeds
– Mindfulness skills
– Unhooking from content of thoughts
■ Thoughts as thoughts, not facts

– Undermining unhelpful, rigid stories about self
– Building flexibility around “rules” about self, world
■ Chipping at the “Capital T” truth of inner experiences

– Creating enduring patterns of behavior linked to chosen values
■ Minds follow feet

■ Even if it doesn’t proceed, probably a useful visit

Tracking Progress
■ Behavior tracking
■ Acceptance and Action Questionnaire-II
■ Values Bullseye

■ Valued Living Questionnaire
■ Quality of Life measures

■ Why no PHQ-9, BDI, BAI, OQ-45, etc?
In general: Are you moving in a direction that matters to you?
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DBT-INFORMED INTERVENTIONS FOR
MANAGING ACUTE SAFETY
CONCERNS
Thom Dunn, PhD
University of Northern Colorado
University of Colorado - School of Medicine
Denver Health
Thom.Dunn@dhha.org

Acutely dangerous patients in the
general hospital
■ Often patients who are acutely
dangerous are often first treated in a
general hospital
■ Our experience is that DBT-informed
interventions can be effective in
these patients
– We acknowledge the previous
work of Huffman et al. (2003)
Huffman JC, Stern TA, Harley RM, Lundy NA. The
Use of DBT Skills in the Treatment of Difficult
Patients in the General Hospital. Psychosomatics.
2003;44(5):421-9.

Could DBT Help such patients?
■ Technique developed in the early
1990s by Marsha Linehan
■ She found that CBT not as effective
with some
■ Designed a therapeutic approach to
the patient with changing cognitions
and behaviors who feel invalidated
and criticized
■ Chock full of techniques to help
patients both with acceptance and
change

Brief Review of Dialectical
Behavioral Therapy (DBT)
■ Strikes a balance
■ Informed by behavioral techniques

■ Embodied in validation, empathy,
and radical acceptance
■ If effective, interventions are
designed to provoke both
acceptance and change
■ Much of DBT is getting the patient
to accept themselves

Brief Review of Dialectical
Behavioral Therapy (DBT)
■ Effective DBT programs
■ Weekly individual therapy sessions with a
trained therapist
■ Homework for the patient between sessions
■ Psychoeducational Groups
■ Weekly consolation sessions with other
therapists
■ Borrow from DBT and apply them to patients
typically seen on a C/L service
■ Helpful to review the underpinnings of DBT

Theories guiding DBT: Biosocial
Theory

■ DBT anchored in the theory that prompts
clinicians to focus on emotions and emotion
regulation
■ Biologically hardwired temperament
towards vulnerability

■ An environment can invalidates child’s
emotional response by ignoring, dismissing,
punishing, oversimplifying ease of coping
■ This invalidating environment transacts
with disposition towards emotional
vulnerability
■ Child than charges into adulthood without
certain skills to manage emotions

Theories guiding DBT: Behavioral
Theory
■ Behavior consists of thoughts, feelings, and
overt actions

■ DBT is really CBT
■ Any behavior is under the principles of
1. Classical Conditioning
2. Operant Conditioning
3. Observational/Social Learning
■ Shapes much of DBT

Theories guiding DBT: Dialectical
Theory
■ Dialectical theory is the notion that

reality is the result of opposing forces

■ The primary dialectic in DBT is
between change and acceptance
■ Parts cannot be considered in
isolation, must understand how they
work together
■ Parts of the system are in interaction
■ Patients have to be considered as a
product of their environment
■ Try to find balance in the opposing
forces

Core features of Effective DBT
– Acceptance and mindfulness
■

Helping the patient accept himself,
others, and the world

– Distress Tolerance
■

Radical acceptance of the current
moment for what it is

– Emotional Regulation
■

Reducing vulnerability of emotional
experience

– Interpersonal Effectiveness
■

Increase capacity to effectively
express beliefs and needs

Effective DBT
■ Provider must keep in mind the changeoriented treatment creates tension by
increasing the patient’s desire to be
accepted rather than changed
– Acceptance based
– Change-based

■ When therapist and patient are in
conflict
– Dialectical thinking permits the
therapist to let go of the desire to
be “Right” or to “Win”

In summary: DBT informed
interventions
■ Mindfulness – mainstream way of
saying mediation

■ “What Skills” –being mindful
■ “How skills”– how to go about what
skills

In summary: DBT informed
interventions
Distress tolerance
– Ideal for the “unsolved” crisis of
being in the hospital
■ Distracting
■ Self-soothing
■ Improving the moment

In summary: DBT informed
interventions
Emotion Regulation

■ Reducing labile affect

■ Identify, label and describe
emotions
■ Reducing vulnerability to negative
emotions

■ Increasing the occurrence of
positive emotions
■ Adopting strategies to counter the
motivational tendency associated
with negative emotions

In summary: DBT informed
interventions
Interpersonal Effectiveness
■ Many issues with staff arise
from problems in this area
■ Objective Effectiveness
■ Relationship Effectiveness

■ Self-respect Effectiveness

Case Study 1

Case Study 2
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QUESTIONS,
COMMENTS,
DISCUSSION?

